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I hate my body. It was there, always there, 
during the abuse. My mind went away but 
my body could not. My mind could forget. 
We parcelled up little chunks of our mind, 
bit by bit and sent them off into dim little 
rooms where they could be forgotten and 
not heard. We didn’t want to watch, we 
didn’t want to see. But our body was there.

Our body remembers. It always 
remembers, and it doesn’t lie. Sometimes 
our mind looks on and we’re at war – 
always at war sometimes it seems – our 
body reacting like it can remember what 
our mind cannot. It pulls away, it arches, it 
hurts, it screams, it recoils, it goes limp, it 
aches with tiredness, it refuses to settle, 
refuses to sleep. It’s confusing. Sometimes, 
our mind can’t remember anything.  ‘Why 

is our body reacting?’  we think. Because 
our body hasn’t forgotten. It’s learnt to 
react and it just keeps on reacting. We’ve 
trained our mind not to react, to look away, 
to pretend we weren’t there, to pretend 
we don’t know. But our body doesn’t lie.

Sometimes our body talks to us. It tries 
to tell us stuff we don’t want to hear. 
Our body remembers what we cannot. It 
shouts about it, clamours to be heard. Our 
mind won’t listen, it won’t hear it. So our 
body  hurts. Really hurts. Sometimes the 
pain is so bad, our mind wants to go mad. 
Literally mad. Anything but feel that pain. 
Our body shouts, shouts, shouts  It hurts, 
it hurt! It can’t have hurt, says our mind, 
because nothing happened. But our body 
doesn’t lie.
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Every day our body hurts, every day 
it’s too-tired. Too-too-tired.  Why is it so 
tired? thinks our mind. It’s got nothing to be 
tired about. It’s tired about a long time ago. 
It was so tired then, yanked out of bed, 
taken out, nasty things, nasty nasty things 
at night. It hurt, it hurt. Now again the 
body is telling us, it hurt. When they hurt 
us with knives, our mind wasn’t there. It 
couldn’t be there. But the body was there 
and it wants us to know. We don’t want to 
know. So we’re always at war.

Then if we don’t listen the body tells us 
again. Again and again. Pain, chronic pain, 
chronic awful unbearable pain. Every day. 
And smells, smells that can’t be there, 
sounds we can hear but we know can’t be 
there, that feeling, that weird yukky awful 
feeling on our skin, and our whole body 
cold and cold and colder even though we 
can’t be that cold.  We can’t be that cold. 
The thermometer says it’s 28 degrees in 
here. We can’t be that cold. But the body 
is remembering, and it’s telling us that 
we were cold. And our body doesn’t lie. 
It doesn’t know how to lie. It just tells us 
how it is, how it was.

Our mind isn’t very good sometimes at 
telling what’s what. What was then, what 
is now – all a muddle, such a muddle. Our 
body breathes too fast, our heart going 
pitter-patter-pitter-patter too-too-fast. 
Sick feelings in our tummy, numbness 

in our fingertips, wet feelings where we 
don’t want wet feelings. Our mind doesn’t 
understand. Maybe there’s something 
wrong with us, maybe we’re poorly. 
Maybe we’re not. Our body doesn’t lie. It’s 
just remembering.

It remembers the pain as bad as it was 
then. Sometimes we cry, sometimes we 
scream, sometimes we pass out because 
the pain just hurts so bad. But there isn’t 
a knife now, no-one’s hurting us now, 
there’s no blood now. It can’t be hurting 
this much. Our body is just remembering. 
Then slowly, bit by bit, slowly-too-slowly, 
our mind remembers too. Horrible things 
to remember. Heart-hurting, brain-
searing horrible things to remember. But 
when we remember, when we say it, when 
we tell it, then suddenly our body stops 
remembering. All of a sudden, like a dam 
has burst. All of a sudden it stops shouting 
at us, because we’ve listened. Our body 
doesn’t lie. It’s just remembering. I’m 
trying not to hate my body. •
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It’s 3.00 am and once again I can’t sleep 

because of pain.

Is this normal? I wonder. Again. Will it ever 
change?

Physical symptoms are a big part of life 

for me with DID. Yes, I have ‘multiple 

personalities’, the ‘two or more distinct 

identities that recurrently take control 

of the body’ and I’m not for one moment 

denying the significance of that or the 

impact it has on my day-to-day life. But I 

would say that physical symptoms such as 

chronic, unexplained pain, headaches and 

nausea have been and still remain far more 

distressing and life-impacting for me than 

the presence of parts.

I have worked hard at bringing my 

dissociative symptoms ‘under control’ 

– to work together as a team, to be 

co-operative and collaborative, to 

communicate, even to develop a measure 

of co-consciousness and co-presence. 

Having ‘multiple personalities’ is no longer 

really a  problem  for me.  It’s ‘unusual’ 

by the world’s standards, certainly and 

there is much work still to do in terms 

of integrating my experiences, feelings, 

memories and internal working models. 

But much of the time it is manageable, and 

ok. It’s the physical stuff that isn’t.

There’s a scene in the film  The Bourne 
Identity, towards the end, that has always 

resonated with me. The film is about a 

CIA agent, Jason Bourne, who is trained 
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using coercive mind-control techniques 
to be a secret assassin within a ‘black ops’ 
programme of the CIA. He is sent on a 
mission to assassinate a foreign premier, 
but just at the moment of pulling the trigger 
he realises that the victim’s children are 
watching. He can’t do it. He flees, he’s shot, 
and he’s found floating unconscious in the 
sea. When he regains consciousness he has 
dissociative amnesia; he can’t remember 
who he is. The rest of the film is his journey 
of rediscovering his identity, flashbacks and 
all, and coming to terms with the fact that 
he is an assassin and that he was coerced 
into being so.

Then, towards the end of the film, there is 
a shoot-out between Bourne and another 
mind-control agent who is sent to kill him. 
The agent is shot and is dying and Bourne 
is trying to extract information from him 
about his chain of command. The agent 
bleeds to death, saying, ‘The headaches 
… Do you get the headaches? Such awful 
headaches …’

I too had often wondered: does anyone else 
get the headaches?

Now I know, through meeting and 
corresponding with people with DID all 
over the country, that the headaches are 
a fairly common symptom. They are not 
migraines. They are not normal headaches. 
They don’t respond to paracetamol. 

They don’t respond to rest. They are not 
hangovers and they don’t occur as a result 
of being hit over the head with a lump of 
wood. They are thick and muzzy, like your 
head is being gripped in a vice, like someone 
has stuffed loft insulation into it so tightly 
that your head is crammed to bursting with 
too much mashed-up fibre.

Some people have suggested that they 
are caused by conflict between parts and 
the pressure of them wanting to switch 
or ‘come out’. I don’t know if that’s true 
for me, although it may be true for others. 
For me it feels more like a car crash in my 
head: the contents of my mental boot have 
been strewn about all over the place and 
everything is aching and bruised from some 
kind of collision.

Then there is the nausea. For about 3 years 
I had nausea every single day. At first it 
was blamed on gastritis. But it wasn’t that. 
Gastritis doesn’t tend to get worse in the 
run-up to a therapy session or be relieved 
by talking about certain memories. This 
nausea was psychogenic. It was linked 
to events from the past. Mostly they 
were highly unpleasant ones, memories 
connected with things that went in my 
mouth. Sometimes they were memories 
of actually being sick. There was disgust 
and humiliation, and shame. There was 
sea-sickness, a sense that we were rolling 
about on violent waves inside, that at 
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any moment a memory of something 
appalling might come crashing into our 
consciousness. The nausea for us seemed 
to represent the moments just before the 
waves crashed onto the shore. Once they 
hit consciousness, the nausea withdrew. 
The link was that direct.

As everyone will know, nausea is horrible. 
It demands stillness; it commands every 
last scrap of attention and focus. At 
times it made living daily life almost 
impossible. Sometimes food would relieve 
it and sometimes it would make it worse. 
Sometimes food, the taste of something 
different, would relieve the sense I 
constantly had of  yuk  in my mouth. This 
was a taste, but more than a taste – an 
actual physical sensation that there was 
something in there. I could feel it. Memories 
such as this are powerful phenomena. This 
isn’t some vague recollection of yesteryear; 
this is here-and-now re-experiencing, the 
brain telling us that it is now.

Yet by far the most distressing physical 
symptom has been pain. It is so difficult 
to describe pain, to express it in words, to 
explain it to another person. Everyone has 
their own experience of pain, their own 
thresholds. What if you have never felt 
pain like I have? How do I describe that? 
For a while I attended an outpatient Pain 
Clinic to try to help alleviate my symptoms 
and the conclusion the Consultant came 
to was that my ‘pain sensing system’ had 
malfunctioned.  He said that early life 
physical trauma, of which torture played 
a big part in my first few years, had ‘burnt 
out the circuits’.  It had left me with an 
unusually high pain sensitivity, which is 
why some days even wearing clothes is 
painful. 

But the circuitry has not simply been 
scorched so that it was permanently ‘on’; 
it has become entangled and disrupted so 
that some days I don’t feel pain at all – even 
the pain I should feel. I recently gashed my 
thumb and felt nothing at all. I couldn’t 
understand where all the blood was coming 
from – I literally felt nothing. The same has 
happened when I have burnt myself and so 
I have been unable to administer basic first 
aid. Cold water could have reduced the 
damage to my skin but I couldn’t sense the 
damage, so I didn’t know to do something 
about it. When the pain hit a few hours 
later, it got its revenge: from analgesia to 
hyperalgesia, zero or ten. Like much of the 
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rest of my life, my pain levels seem to know 
only extremes.

Apart from injury pain and general 
sensitivity levels, I have also struggled 
with chronic medically unexplained pelvic 
pain. I called it ‘left side pain’ as it tended to 
aggregate on that side but at other times 
it would spread over my entire abdominal 
region. This was like period pain; at times 
a dull ache and at other times a searing, 
burning ball of fire. It made no sense. It 
wasn’t cyclical through the month – it 
could strike at any time. But the pattern I 
noticed was simply that the less able I was 
to communicate my feelings in words, the 
more likely it was that I would be in pain. 

Fanciful though it at first seemed to me, 
this physical pain seemed to be somatised 
emotions. Contact with my abusers, 
situations in day-to-day life involving 
powerlessness or threat, difficult issues 
arising in therapy … All seemed to lead 
to an increase in pain. It began to act like 
an air raid siren, warning me about pesky 
things called ‘feelings’ that were flying 
in from afar: I seem to have somatised 
many of my emotions, feeling them not 
with feelings but with physical symptoms, 
especially pain.

Other forms of pain also manifested in my 
life. Other people, when tired, seemed to 
yawn and go a bit drowsy. When I was tired 
– or rather when I was too tired – I felt pain 

in my legs. This was a shooting kind of jolt, a 
second or two of unbearable ‘electric’ pain. 
It took me years to realise that this was my 
body saying it was tired. Once I made the 
connection, I began to realise that I needed 
to get to sleep before it happened. Or it 
became a vicious cycle in the night of being 
tired, having pain in my legs as a result, and 
then not being able to sleep because of the 
ever-increasing levels of pain.

I also experienced many ‘somatic 
flashbacks’ or ‘body memories’. Like every 
abuse survivor, I was told not to tell and 
threatened with dire consequences if I did. 
When I did ‘tell’ in adult life, in therapy or 
to my husband, I was ‘punished’ again with 
severe pain. This was a kind of memory, 
a somatic flashback, and often my parts 
would appear either with a narrative to 
accompany it or as if reliving the event: 
the physical torture as a child was being 
re-experienced in the here and now as 
an adult. It was horrendous – levels of 
pain that I just didn’t think were possible, 
especially not as ‘memories’. I would pass 
out repeatedly, screaming or crying out 
in the intervals between the respite of 
unconsciousness, close friends distraught 
and helplessly trying to comfort me.

Other ‘body memories’ included being 
desperately cold. I would become chilled 
and frozen, with even my skin cold to the 
touch no matter how warm the room was 
or how thickly I wrapped myself in blankets 
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and duvets and hot water bottles. ‘I’m cold,’ 
would bleat one of my parts helplessly, 
‘I’m so cold.’ It was very very real. At 
other times, I could feel things that were 
not actually there: sensations like ropes 
around my wrists, a hand on my shoulder, 
pain in my genitals. Body memories are 
easy to dismiss as melodrama or psychosis 
if you’ve never experienced them but they 
are terrifyingly real and disturbing to 
endure.

Medication rarely helped. At one point 
I was on a brutal cocktail of drugs and 
I cycled through various potent mixes 
over time: amitriptyline or fluoxetine 
or citalopram or pregabalin, buspiron 
or diazepam or propranolol, codeine 
or tramadol or diclofenac or feldene. 
Eventually I became so dampened down by 
this pharmaceutical kosh that emotionally 
it felt like I was starring in an underwater-
based movie: everything sloshed around 
in slow motion and seemed distant and 
blurred.  I couldn’t get in touch with 
anything and most of the time all I wanted 
to do was sleep. My therapeutic progress 
ground to a halt for a few months. I didn’t 
care enough to put the effort in. I didn’t 
have anything to write about in my journal. 
There was just this grey, listless, abysmal 
emptiness. 

Eventually I realised what was going on 
and decided that I would rather feel bad 
feelings than feel nothing at all. With 

guidance from my GP I began to go ‘dry’. The 

withdrawal was terrible. And it struck me 

all of a sudden: if this is how I feel coming 

off them, what on earth were they doing 

to me when I was on them?! I have used 

medication only at low levels and with care 

since that time, to manage the extremes at 

times of crisis rather than as a mainstay of 

my recovery programme. Medication can 

be helpful but it doesn’t replace the hard 

work of therapy.

So the physical impacts of trauma for me 
have been numerous, and debilitating. But 
the good news is that things have improved. 
Pain is still my number one symptom and 
the most difficult part of my life to come to 
terms with. But as therapy has progressed, 
my body is recovering just as my mind is. 
I have been learning to manage my pain 
better: through diet, through exercise, 
through mood, through self-care, through 
rest, through appropriate medication 
and eventually through a TENS machine. 
I recently estimated that my pain levels 
are 70% lower than they used to be. 
There is hope. 
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Sometimes my head feels as if it has a flock of 
birds in it, swooping chattering starlings, full of 
noisy  nothingness,  just  busy,  active,  dazzling 
activity. Then  I  can  see a field,  a 5-bar gate, 
a barren field  laid fallow and a concrete-grey 
sky that is leaning on the earth, too heavy to 
prop  itself  up.  There’s  nobody,  just  nobody, 
nobody to run to, nobody to turn to. What do 
I need to do to find somebody who will listen? 
I’m  in  a  strait-jacket  of  silence,  mustn’t  tell, 
mustn’t say, mustn’t complain. I can’t explain 
what that feels like – the stringency of silence, 
powerlessness  of  a  child.  Things  won’t  ever 
change, this is how it is, didn’t you know? That 
bird in the rafters of the barn – it doesn’t even 
want to fly free. It’s hiding in the safety of the 
corrugated roof where  rust binds to  rust and 
everything is decayed and uncared-for.

I wrote this in about 2007. I was trying 
to express some very intense feelings of 
powerlessness that I had at the time. There 

was a particular trauma memory that I 
was working with, the backdrop to which 
involved a field, a 5-bar gate, a grey sky and 
a bird caught up in the rafters. And there 
was something in the imagery of what I was 
‘seeing’ at the time that connected very 
potently with the powerlessness that was 
then gripping my life. So in therapy I began 
to explore that whole theme.

David Finkelhor, a well-known researcher 
and clinician in the field of child sexual abuse, 
came up with four categories to describe the 
impacts of abuse:

• traumatic sexualisation
• stigmatisation
• betrayal
• and powerlessness.

He saw that the dynamics of powerlessness 

are played out in a number of ways. 

POWERLESSNESS
by Carolyn Spring
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• Firstly, the child’s body is invaded or 
violated against his or her wishes, and 
that vulnerability to invasion continues 
over time and in other contexts. That is 
one of the factors that makes victims 
of abuse more likely to be re-abused 
and why boundaries in relationships 
for us as trauma survivors can be so 
complicated. 

• Secondly, the perpetrator uses force or 
trickery to abuse the child, rendering 
him or her helpless. The child feels 
unable to protect him- or herself and 
put an end to the abuse. The child is 
helpless. 

• Thirdly, the child has repeated 
experiences of fear, even terror. 

• And fourthly, the child is unable to tell 
anyone or make anyone else believe 
what is going on.

I hadn’t realised that someone in another 
country, writing even at the time of some 
of my abuse, someone that I didn’t know 
and have never met, could so accurately 
describe my experience. Back in 2007 
I also didn’t realise that my experience 
is eerily similar to that of millions of 
others. I thought that what happened 
to me happened because I was bad. 
And the feelings of powerlessness my 
abuse had left me with I attributed to my 
own weakness, and further proof of my 
inherent culpability. Like soldiers from 
World War 1 suffering ‘shell shock’, what 
we now know to be post traumatic stress 
disorder (PTSD), I blamed myself for moral 

weakness because I was rendered helpless 
and powerless by the overpowering of 
people bigger and stronger than me.

One of the things that helped me break out 
of the guilt cycle of having been impacted 
by abuse was seeing those same effects 
in other people – people for whom I had 
compassion and whose abuse I could 
view through an unbiased lens. As the 
outside observer, it seems inconceivable 
to me why my friend Liddy would feel 
responsible for having been abused when 
she was a 4-year-old, why she should blame 
herself for having repeatedly experienced 
a dissociative ‘freeze’ response at the 
moment of abuse, and why she should 
struggle for the rest of her life with shame, 
depression, guilt, despair and ‘learned 
helplessness’. I have had to learn to have 
the same compassion for myself as I have 
for Liddy.

The entry from my journal reflected my 
experience of powerlessness as a child and 
correlated strongly with the things that 
Finkelhor was saying. There really was 
this forlorn internal sense of there being 
nobody that I could turn to and so nothing 
I could do to stop the abuse. I really was 
powerless. I identified with a bird caught 
up in the rafters of a barn that seemed to 
have given up wanting to get free. What 
I saw in myself was that same sense of 
learned helplessness, where you’ve tried 
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POWERLESSNESS
by Carolyn Spring

and failed so many times that you simply 
stop trying. To continue to try feels like 
madness, a waste of energy and already 
scant resources.

My dreams – and often my nightmares 
– reflected this sense of powerlessness 
within me. When I could sleep, which was 
cruelly seldom, endlessly I would dream 
of situations where there was no escape: 
I couldn’t run fast enough, I couldn’t get 
out of the way in time, I was trapped. I 
would then wake with a sense of depleted 
energy and exhaustion, a lassitude, a kind 
of ‘What’s the point?’ that is so often the 
hallmark of depression.

Powerlessness is such a core experience 
for victims of abuse that often we don’t 
even notice that it’s there. It is played out 
in the way that we interact with people 
and the world – it’s the shadow cast by the 
sun, rather than the sunlight itself. For me 
personally I began to see the shadow of 
powerlessness in various forms in my life: 
being competitive, craving knowledge, 
being overly submissive to authority 
figures, competing with men, and rejecting 
femininity.

BEING COMPETITIVE

I was competitive not just in sport (which 
I loved and at which I excelled) but in 
everything I did. I would do everything I 
could not to lose, whether it was a game 

of badminton or a game of Monopoly. I 

wanted to be the best I could be, or nothing 

at all. All the time I was trying to prove, ‘I 

can … I can … And I won’t fail.’ Feelings of 

inadequacy, of losing or failure, would elicit 

in me very strong trauma reactions – not 

just disappointment that I had lost a game 

of badminton with a good-hearted shrug 

of the shoulders but a sense of awfulness, 

dread and imminent, life-threatening 

danger. Not being the strongest or the best 

was being continually interpreted by my 

brain as a sign of impending doom.

KNOWLEDGE

Somewhere along the line I made a leap in 

my head that if only I knew more, I would 

be safe and I wouldn’t be powerless. So I 

became a knowledge junkie. I had to know 

everything I could – regarding scraps of 

information as if they were lines of cocaine 

– and with a kind of desperation that 

believed that if I didn’t know a certain fact, 

something bad would happen. Of course 

this was magical thinking as I wasn’t 

abused because I was stupid, or didn’t 
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know something – I was abused because 
people who were bigger and stronger 
than me decided to abuse me. A healthy 
curiosity became an obsessive need to 
know, as if that would somehow ward 
off future abuses. I couldn’t enjoy my 
academic successes because there was 
always more to know.

BEING OVERLY SUBMISSIVE 
TO AUTHORITY FIGURES 

I spent a lot of time figuring out who really 
had the power and my ploy in the face 
of really powerful people was to submit, 
almost to the point of obsequiousness. 
Normally fairly confident and used to 
holding my own, I would crumple in the 
face of an ‘authority figure’. This could be 
a real authority figure or a perceived one 
– someone who reminded me of those 
figures from my childhood. And when that 
happened, I couldn’t speak up for myself. 
I just had to do what they said. I fell back 
into an automatic mode of submission, of 
learned helplessness. Mostly they were 
treating me as an adult, expecting me 
to say ‘No’ if I disagreed with something 
that they were saying or proposing but 
I couldn’t. I had to do exactly what they 
said, whatever that was. And because of 
this, without meaning to, that person then 
adopted the role of perpetrator again in 
my life – because they were enacting an 
abuse scenario where they were ‘making’ 
me do something that I didn’t want to. It’s 

no surprise that I would struggle in my 
relationship with them.

COMPETITION WITH MEN

My father had brought me up more as a 
boy than as a girl so I had learned skills 
that are more stereotypically the domain 
of the masculine, things such as building 
and DIY and cars and driving. And then 
I used those skills, some of them highly 
refined, to outperform the men around 
me in my adult life. During my twenties, 
the peer guys I socialised with used to 
have a hard time of it with me, especially 
when we were doing something like DIY 
or moving house. I was out to prove that 
they weren’t stronger than me or better 
than me. It wasn’t the smartest way to 
make friends and influence people, or to 
find a suitable chap to marry, because I 
was almost obsessively competing with 
men all the time. It was an unconscious 
thing, something that I put down to my 
‘personality’ but rather than leading to a 
sense of self-efficacy and self-assurance, 
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it led to me feeling that every relationship 

was a battle. And not surprisingly, dating 

just didn’t happen.

REJECTION OF FEMININITY

I grew up deriding any form of ‘femininity’ 

that I perceived as being weak or pathetic, 

especially anything that smacked of my 

mother. So I didn’t do crying or ‘being 

pathetic’ or ‘silly girly stuff’ or anything 

that would allow me to come across as 

weak or vulnerable or the object of anyone 

else’s sexuality. In effect I was acting as if 

everyone was going to abuse me, given the 

chance, whereas in reality they weren’t – 

apart from a few. I was abused again as an 

adult but I had been looking out for the 

wrong danger signals – I saw safe people as 

dangerous and dangerous people as safe 

and had no way of distinguishing between 

the two. My fear of powerlessness had 
loaded the wrong schematic onto my 
screen and left me, ironically, wide open 
to re-victimisation.

ADMITTING POWERLESSNESS

Admitting powerlessness is a strangely 
difficult thing to do. Admitting it in 
therapy sometimes feels even harder – 
being vulnerable is scary at the best of 
times but being vulnerable in an intimate 
relationship, given that is where at least 
a significant proportion of our abuse was 
perpetrated, sends off a warning siren 
that drowns out our reasoned common 
sense that says that this person, this 
authority figure who holds a certain 
amount of power in our relationship, is 
safe. Looking back at and accepting our 
powerlessness as children is far harder 
than people mostly acknowledge – it is 
as if everything in us screams out, ‘No, I 
wasn’t that powerless! It can’t be!’ A lot of 
the time it’s easier to blame ourselves for 
what happened, to rewrite history so that 
we chose to be abused, rather than face 
that terrifying internal vision of our utter 
helplessness. 

Because, the logic goes, if we chose to 
be abused, then we can choose not to 
be abused again. Powerlessness, on the 
other hand, says that we can guarantee 
nothing in life – it is out of our control. 
And having had so little control in reality 
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as children, lack of control often terrifies 
us now as adults. We do almost anything 
to cling to the fairytale that we have 
control over what happens in our lives – 
images of tsunamis in Japan or famines 
in Somalia or terrorism in Norway are 
sometimes too unbearable for us to watch 
because it confronts us again with the 
powerlessness everyone has in the face 
of either forces greater than us, such as 
Nature or determined human evil.

In terms of dissociative identity disorder, 
the impact of powerlessness played out in 
various ways for me and was the subtext 
for a number of the splits between 
various groups of parts internally. There 
were the ‘weak ones’ (the ‘little ones’) 
and the ‘strong ones’ (the ‘big ones’), 
with the former group of child-like, 
developmentally immature female parts 
being despised, alienated and in fact 
bullied by the older, mostly adolescent, 
male parts. Vulnerability, the need for 
care (including self-care), expression of 
emotions – all of these had been disowned 
not just by the ‘strong ones’ but largely 
by me as the adult host as well, under 
pressure it seemed from the ‘big ones’. 
Only through switching to a ‘little one’ 
could I at first express painful feelings or 
the need for comfort and soothing. The 
machismo of the ‘big ones’, their refusal 
to engage with memories or feelings of 
powerlessness, their insistence that the 

‘little ones’ are stupid and were to blame 

for the abuse, generated in me the most 

enormous conflict. It has been the gradual 

resolution of that conflict that has brought 

some of the greatest sense of healing to 

my life. And at its core has been the issue 

of powerlessness.

Having suffered a breakdown in 2005, and 

eventually having given up work due to 

the sheer inability to function in 2007, this 

damp, musty cloth of powerlessness again 

suffocated me. Pierre Janet, as expounded 

through Pat Ogden’s sensorimotor 

approach to psychotherapy, talks about 

‘acts of triumph’ and how trauma survivors 

such as myself have not been able to 

perform any of the actions characteristic 

of the stage of triumph. This was replaying 

again for me in this state of ‘breakdown’ 

in 2007 – no job, no self-esteem, a daily 

dearth of ‘acts of triumph’. Looking back I 

now see it clearly as the most dangerous 

period of my life – the suck-back into 
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a state of learned helplessness, into re-
enacted powerlessness, was at times 
overwhelming. 

I had to engage myself, forcefully, in 
establishing ‘acts of triumph’ during 
my daily maelstrom of revolving-door 
dissociative switching and self-harm. 
Getting out of bed was an ‘act of triumph’ 
at first, and then getting dressed. Next was 
to do the washing-up, keep the house tidy, 
do the washing and ironing. It’s amazing 
how much satisfaction you can feel from 
getting to the bottom of the ironing pile 
when you are living through a phase of 
chronic dysfunction and nightly suicidality. 
Next was reading, then studying, then 
writing. And onto voluntary work, helping 
at a toddler group, more writing, editing, 
typesetting, and handhold by handhold 
back into full-time work, albeit self-
employment.

The battle with powerlessness through 
that time was huge. It was a bit like battling 
The Ring in Lord  of  the  Rings – this thing 
that sung to me, wooed me, soothed me, 
threatened me and would eventually 
destroy me. Like Frodo resisting the urge 
in the presence of the Ringwraiths to put 
the ring on his finger, to descend into that 
murky half-world between immortality 
and death, I had to resist the pull of 
powerlessness: to give up, to believe that 
I had no control at all over my parts or my 
switching, or the torrent of dreams and 

flashbacks and somatic symptoms that had 

taken charge of my life. The hardest battle 

wasn’t with the symptoms; it was with 

powerlessness. I am very grateful for the 

support that I had during that time, limited 

though it was mostly to my therapists but 

which did not further disempower me by 

being likewise wooed by powerlessness 

and allowing me to believe that I couldn’t.

I have found that it is one thing to name 

powerlessness as a factor in my life, 

another to allow myself to feel it, and 

another to stand up against it and insist 

on moving towards recovery. The danger 

of getting in touch with powerlessness is 

that we fail to make a distinction between 

the powerlessness we experienced then 

and the powerlessness we do not have 

to endure now. And as with flashbacks, 

memories and feelings, the most helpful 

thing we can do in our lives as dissociative 

survivors is to learn to distinguish and 

differentiate between then and now. 

Because if we allow powerlessness to 

triumph, then we will remain a victim for 

the rest of our lives.  •
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THE THREE PHASE TREATMENT APPROACH TO TRAUMA
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SELF-CARE AND THE GOLDEN GOOSE
by Carolyn Spring

Self-care  has  been  the  biggest  challenge  in 
healing.    Just when  I  think  I’m  doing  so well, 
I  catch  myself  taking  care  of  others  as  a 
replacement for taking care of me.  By doing so, 
I  repeat  the  cycle  of  abandonment my abuse 
started.  In serving others before my needs are 
met, I do a disservice to myself.

Christina Enevoldsen

For a long time, therapy sessions would 
end with a fairly typical exchange. I would 
express frustration at myself for not doing 
enough, not making progress enough, not 
having been present enough, not … well, just 
not quite being enough, ever. I would go ‘grr’ 
and gently but firmly the response from my 
therapist would go, ‘Be kind to yourself.’

To start with, it was just annoying. It felt like 
a saying picked up at ‘therapy school’. I didn’t 

realise that it actually meant anything – that 
it actually could mean anything. Then slowly, 
over time, it began to dawn on me that the 
reason my therapist said it was because 
she meant it and that she really believed 
that ‘being kind to yourself’ was an actual, 
tangible, feasible thing to do.

I really didn’t know what it meant and over 
the last several years of therapy learning 
what it is and learning how to do it has been 
one of the biggest challenges to date.

To start with, I would fire back: ‘What do 
you mean?’ and in return there would come 
that therapist-response (again, it seemed, 
straight out of therapy school) of, ‘What do 
you think it means?’ Gradually this morphed 
into, ‘What would it mean to you?’ When I 
eventually frustrated her enough to elicit 
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a straight answer, on one occasion she 
came up with a list of suggestions of things 
that other people found helpful. It was 
supposed to aid me in self-regulation, to try 
to bring me down from the hyperaroused, 
tense-taut, fizzing frustration that always 
marked out therapy days.

‘A candle-lit bath?’

I don’t know what kind of look was on 
my face in reply but if my face (for once) 
was expressing what I felt, it would have 
contorted with disgust, to be replaced 
perhaps with a wave of bemusement. Why 
would I want to have a candle-lit bath? 
Could I think of anything more triggering, 
less relaxing, more … yuk? But at least if 
being kind to oneself meant doing things 
you didn’t like and doing things that 
increased your panic and sense of shame, 
then maybe I was already good at it …

The reality is that for trauma survivors, 
especially survivors of child sexual abuse, 

self-care is one of the hardest things for us 
to do. There are many reasons that we’re so 
bad at it. Most obviously for me was a lack 
of knowledge, about what it was and how 
to do it. It hadn’t been modelled to me in 
any significant or at least in any successful 
kind of a way during my upbringing. 
Caring for oneself, it was drummed into 
me (mostly subconsciously but also in 
frequent, barbed remarks), was selfish and 
wrong. You don’t tend to learn things that 
you don’t see anyone else doing and that 
you have been told repeatedly are morally 
aversive. So I didn’t.

Secondly, for many of us, we don’t believe 
that we have any kind of ‘right’ to self-care. 
Growing up with a toxic, curdled sense 
of unworthiness and shame, it seemed 
counter-intuitive to want to care for a self 
that is (so we believe) intrinsically bad. You 
don’t care for bad things – you destroy 
them, get rid of them. The broken washing 
machine that is left to rust down the side of 
the garage isn’t being cared for because it’s 
faulty and has no value. That’s how I and 
many others I know have viewed ourselves 
all our lives. And, like a washing machine, 
we believe that we exist to serve others. 

It puzzled me at first that so many other 
survivors that I was getting to know 
were caring, devoted, sacrificial people, 
and that many of them were or had been 
employed in caring professions – doctors, 
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nurses, social workers, support workers, 
counsellors, teachers and the like. And 
then I began to realise that mostly we had 
all grown up in environments where we 
had been trained to tune in to others’ needs 
– frequently, into other people’s illicit 
and wrongfully-expressed needs – and so 
we had become hypervigilant to others’ 
wants and emotions. We were acutely 
aware of how we could (how we should, 
sometimes, just to stay out of trouble) care 
for others, while all the time neglecting our 
responsibility to care for ourselves.

And this external hyper-vigilance, our 
attention to the needs of others, trained 
our brains in ways that curbed us from 
tuning in to ourselves. I remember early 
sessions of Sensorimotor Psychotherapy 
– ‘What’s going on in your body?’ asked 
the therapist, casually. And I would look at 
her as if she had landed from outer space. 
‘What’s going on in my body?’ I would echo 
back, trying to buy some time and figure 
out how on earth I was going to answer 
this most complex and incomprehensible 
of questions. And sometimes the thought 
that was in my head would pop out of my 
mouth: ‘I haven’t got a body…’ I knew, 
cognitively, that this wasn’t the case. But it 
didn’t feel the case. 

I was so horrendously out of touch with 
what was going on with my body, what 
was going on with my feelings, what was 

happening on the inside of me, that I had 
no chance whatsoever of going that step 
further and figuring out how to care for 
myself. If I couldn’t establish where I was at, 
whether I was hot or cold or hungry or tired 
or happy or upset or agitated or miserable, 
whether I was angry or uncomfortable or 
queasy or excited, then how could I care 
for myself in any of those or a million other 
potential states? I played hockey once with 
pneumonia because I didn’t realise that I 
was ill and so I pushed my body beyond its 
capacity and into serious illness.

So there were, and there still are, many 
reasons why I was and to an extent still 
am so bad at self-care. But over time I 
began to realise it as a recurring theme 
in my therapy sessions, an annoying fly 
buzzing around my head, something that 
demanded my attention and wouldn’t 
leave me alone. And I began to realise that 
learning self-care is absolutely essential 
to recovery. After all, it was abuse and 
neglect that was responsible for the mess 
I was in, the mess that had led to a severe 
and debilitating breakdown, the mess that 
had led me to being in therapy, the mess 
that was known technically as dissociative 
identity disorder. So it seemed obvious (at 
last) that continuing to abuse and neglect 
myself would only prolong the pain and 
sustain the mess. I needed to choose an 
opposite path if I were going to aspire to at 
least some level of healing and recovery.
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A few years ago I read the Stephen Covey 
book Seven Habits of Highly Effective People 
and it introduced to me Aesop’s fable 
about the goose and the golden egg. The 
point that Covey made was that we are all 
geese capable of laying golden eggs. Yet 
unless we take care of ourselves, unless 
we feed the goose, the goose will die and 
there will be no more golden eggs. So 
all the productivity of our lives – all our 
relationships, our hopes and dreams, our 
work, our interests, our legacy and destiny 
– would be suffocated by a lack of self-care. 

I held that concept mentally but struggled 
to come to terms with it emotionally. Too 
often it contradicted my default shame 
setting, that I was good for nothing and 
wouldn’t lay any kind of eggs, let alone 
golden ones. But over time, as I returned 
to work and began to value myself more, I 
began to realise that I did indeed need to 
start taking care of myself as the golden 
goose that has the potential, like everyone 
else, to lay many, many golden eggs.

I came up against those infernal, frustrating 
laws of nature: the fact that my body needs 
sleep, nutrition, rest and exercise, and that 
emotionally I need a whole raft of things 
including positive contact with others, 
acceptance, challenge and excitement. 
I resisted this knowledge because it felt 
one step too far – I was, after all, severely 
traumatised. I had DID. I had over a 

hundred parts. Surely the laws of nature 

didn’t apply to me?! Surely having DID was 

the only fact of significance and the threat 

of diabetes from obesity or the risk of 

cancer from lifestyle choices wouldn’t also 

smite me – because enough bad things had 

already happened in my life? 

Of course, I didn’t realise that I thought 

like this. I didn’t realise that deep down I 

had a kind of sense of equal opportunities 

justice, where if bad things happened to 

you as a child, bad things wouldn’t happen 

to you as an adult. But eventually, too many 

of my DID friends developed breast cancer 

for me to ignore the fact that far from 

childhood adversity meaning that you 

were off the hook from adult difficulties it 

did in fact increase the risk. One research 

study I read suggested that the incidence 

of breast cancer increased by 49% for 

people with a trauma history.

Which of course is all terribly unfair – 

that you should suffer as a child and then, 

because of that suffering, you should be at 

greater risk for suffering as an adult. But it 

was a fact whether I denied it or not and I 

began to realise that there is an imperative 

need for self-care if we are to have any 

chance at all of obviating the increased 

risks for the plethora of health problems 

associated with adverse childhood 

experience.
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I also began, slowly, to realise that there 
was an intrinsic conflict and contradiction 
in what I was doing in seeking therapy. On 
the one hand I wanted to move towards 
healing and recovery, in whatever form 
that would take, and I was investing time 
and money and effort and emotion into 
that process. Then, at the same time, I was 
abusing and neglecting myself in ways 
that directly contradicted the vectors of 
therapy. I couldn’t on the one hand say that 
I wanted to ‘get better’ and seek and enjoy 
the affirmation and unconditional positive 
regard of a therapist who occasionally 
even said things that didn’t seem to come 
straight out of ‘therapy school’, whilst on 
the other hand fail to do the ‘homework’ 
of being kind to myself. 

I realised it was hypocrisy, and the kind 
of ambivalence-based conflict that is so 
often central to people with DID. So I 
also realised that over time I would have 
to start ploughing the ground, putting 

some hard back-work into digging up 
the fallow ground of my self-care, if the 
seeds that were being sown on a weekly 
basis in therapy were going to grow to an 
abundant harvest in fertile soil. I couldn’t 
abdicate all responsibility for caring for 
me to my therapist and my friends.

The barriers to learning self-care were 
enormous. To start with, I felt that I just 
didn’t have the skills. A constant directive 
came from my therapist for me to notice 
what I did for others and to start to do it 
for myself and slowly I began to realise 
that the skills were latently present but 
had never been self-directed. The biggest 
barrier was the desire, often held within 
me by different parts of my personality, to 
punish myself. I realised that, like many of 
my other DID friends, I was highly skilled in 
the art of self-criticism whilst lacking in the 
ability or perhaps the willingness to extend 
empathy, supportiveness and compassion 
to myself. I could maintain a constant 
stream of fault-finding towards myself, 
exacting the highest, most unattainable 
standards upon myself, whilst holding a 
totally different set of values towards 
others. (It must however be said that my 
ability to criticise and attacks others was 
also at times highly developed.)

Time and again I would hit up against 
the numerous mental obstacles to self-
care in the form of restrictive beliefs: 
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‘I’m not worthy’, ‘I don’t deserve it’, ‘It’s 
selfish’, ‘There are people worse off than 
me.’ Often you don’t even realise you 
think these things until that excruciating 
moment, often in therapy, when the 
therapist looks you in the eye and says, 
‘Why don’t you deserve it?’ Perhaps the 
most effective metaphor I found myself 
using with someone else was, ‘Does a car 
deserve petrol? Do we give it a hard time 
for being so needy, for being so greedy and 
self-centred to want petrol? Or do we just 
take it to the petrol station and fill it up?’ 

We can so often get stuck in that circular 
debate around our worthiness, around 
whether we deserve to have some time 
off, whether we deserve to take it easy, or 
have something nice, or enjoy ourselves, or 
receive a compliment. And all the time the 
car is stuck on the station forecourt unable 
to do what it was built and bought to do 
and we fail to realise that we really don’t 
even need to be having the debate.

The argument that there are other people 
worse off is one that I hear frequently 
from other survivors, many of whom 
have suffered the most inhumane and 
horrific abuse through long periods  – not 
just through their childhood but through 
their adulthood too. I sometimes fail to 
see much veracity in the claim that there 
are other people worse off than them but I 
myself have publicly stated on a number of 

occasions that I consider myself to be one 
of the ‘lucky unlucky ones’, mainly because 
the abuse I suffered, whilst atrocious, 
has been matched in its extremity by the 
levels of care, love and support that over 
recent years I have at times subsequently 
received. 

But for me, I began to make progress when 
instead of comparing myself to others and 
wondering if I deserved love and support, I 
decided that yes, there were people worse 
off than me. And that was why it was so 
vitally important that I care for myself: so 
that I can help them too. I have to fill the 
car up with petrol so that I can get on with 
my journey of recovery for myself and 
recovery for others. I refuse to sit around 
any longer on the forecourt debating what 
I deserve.

Learning to tune in to myself to assess and 
respond to my needs and develop some 
level of care for myself was, and still is, 
hard. Many of us are not very good at it 
at all. Our medial pre-frontal cortex, the 
‘front middle bit’ of the brain which helps 
us reflect and zone in on our internal 
experience, has in many cases failed to 
develop sufficiently as a result of neglect. I 
like to see this part of my brain as a muscle 
that is puny and atrophied but which I am 
now regularly working out at the gym. As 
I do, I’m beginning to see progress and 
I’m less liable to want to respond, ‘But I 
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don’t have a body’ or ‘I don’t know how I’m 
feeling.’ Use it or lose it, the slogan goes, 
and I’m learning, slowly and sometimes 
still too reluctantly, to use it.

But there is a huge fear that many of us 
have when we first start to tune in to 
ourselves – that we have within us such a 
huge reservoir of need that attending to 
it will burst the dam and we will drown. 
It is a very tangible fear, full of a sense of 
overwhelming risk. What if, instead of 
turning the tap on slowly in the safety of 
the confines of therapy … what if, instead 
of just having a little cry and then being 
able to pull ourselves together again … 
what if … what if … what if the whole thing 
comes gushing through? All those years 
of hurt and heartache and trauma and 
terror? All the hugeness of all the loss and 
all the abandonment and all the abuse 
that was so overwhelming that we could 
only dissociate in order to cope with it and 
which resulted in us being the way we are 
now?

Sometimes it’s hard to assess risk 
accurately, to perceive if the fear is 
founded or exaggerated. All feelings seem 
overwhelming and terror-bound at first. 
The merest sense of anger rising in us, the 
anger not at the huge injustice of criminal 
atrocity visited upon us as children but 
perhaps just someone pushing into the 
queue ahead of us, or not listening properly, 

or not giving us due respect … the merest 

whiff of that can send us into a tumult of 

rage and lava-like extremity. So we pull 

away from it instantly, as quickly as from 

a flame or the hob. In reality, I’ve found 

that tuning in to my needs internally has 

not demolished the dam and everything 

has not come flooding out. If anything, it 

has reduced that incessant pressure and 

made me feel more secure in the strength 

of the dam walls and their capacity to 

appropriately hold the big feelings within. 

I had to work hard to overcome a sense 

that I existed to serve and care for others 

and that I shouldn’t or mustn’t care for 

myself. This core belief, buried beneath 

rock-hard layers of bitter experiences, had 

been reinforced by my treatment of myself 

during adulthood: working too hard, caring 
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for others too much, being over-committed 
and over-involved in everything I did. It was 
a seismic shift to believe that I existed for 
more than to serve and to care for others 
– that I existed in my own right, just to be, 
not just for what I could do. 

But poor boundaries, that creeping 
inability to say ‘no’ and erect fences around 
myself and my stuff, made it hard for me to 
create the space that is essential for self-
care. Busyness, after all, is fulfilling – it 
gives us feelings of potency, of being ‘good’. 
It keeps our feelings at bay while giving us 
a sense of purpose and a sense of value. 
We have something to show for our time 
– a list of achievements and lots of ticks 
on the to do list – and we perhaps feel that 
our productivity justifies our existence 
and compensates for the negatives of us 
existing and ‘stealing’ others’ resources.

Too often we don’t create the space 
necessary for self-care because we don’t 
want to: we don’t want to pay the price of 
limited productivity and the discomfort 
we might feel at the accusations that 
invariably missile towards us from kids, or 
friends, or family that we are being selfish 
to want some space for ourselves. It is an 
easy button for abusive, immature or self-
centred people to press in us and more 
often than not they keep pressing it in 
order to get us to meet their needs so that 
they don’t have to take the responsibility 
of meeting those needs themselves. We 

thus can be trapped in a cycle of abusive 
relationships where we fail to invoke any 
edges in our life, any tensa-barrier beyond 
which we say, ‘No! I need to meet my own 
needs now because I matter too.’

Shame, of course, precludes self-care. It is 
most commonly expressed instead in self-
harm: either the blade-bleeding variety 
or its more subtle variants such as food 
abuse or alcohol or drugs. Or, of course, 
its silent, passive accomplice in the form of 
self-sabotage, which trips us up when we 
are metres from the finishing line and we 
can start to hear the plaudits for running 
the race well. Shame has played a major 
part in my life, demanding perfection of 
me, withdrawing my rewards for work well 
done, increasing pressure, insisting that 
unless everything is done, then nothing 
counts. And as I have battled and engaged 
with my relationship with shame over the 
last few years, I have more recently begun 
to realise that for too long shame has been 
a welcome member of my household: 
because shame keeps out anger. 

What I mean is that if I were to acknowledge 
that the shame isn’t mine, that I am not 
bad, but it’s other people who should feel 
ashamed for the bad things they have 
done to me, then the irresistible next step 
is to flare up with anger – anger at the 
wrongness, anger at the injustice, anger at 
the people who have trashed my life and 
gotten away with it while I have paid the 
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price. That anger is like a volcano waiting 
to erupt and it scares me. So, too often, 
it is safer instead to sit with shame, with 
its passive-aggressive depression, rather 
than handle the outflow of this hot, fiery, 
unpredictable and perhaps uncontrollable 
rage.

And a lot of that anger, when released, 
was directed against the self in volatile 
eruptions of self-harm. How would it 
be, my therapist asked me one day, if I 
could redirect that anger towards self-
care rather than towards self-harm? The 
concept was so startling that I had to ask 
her to repeat what she had said because 
it sounded on first hearing unnervingly 
like a line from The Jabberwocky. What if I 
could grab a hold of the handlebars of that 
anger, that roaring motorbike of pulsing, 
throbbing energy, and I could steer it 
towards a path of self-care rather than 
self-harm? To use its energy positively, 
not negatively? I am still processing that, 
turning it over in my mind, but it has its 
parallel in what I have said for a long time 
about anger: it’s the energy I need to get 
out of bed on a morning and to try to change 
the world. Now, perhaps, it’s time to start 
trying to change the world by laying more 
and more golden eggs and for that it needs 
a fit and healthy and sane golden goose.

I have had to figure out what self-care 
means for me by a toddler-like process of 
trial and error, of watching and learning, 

of experimenting and risk-taking. Candle-
lit baths might be a no-no for me at the 
moment but I can at last see past the 
activity to the principle behind it. I am 
beginning to find things that suit my 
temperament and my experiences and 
respect my trigger-laden vetoes. I can relax 
in the jacuzzi after a work-out at the gym 
now. I can carve time out in my week, even 
ring-fencing chunks of time in the calendar 
months in advance, to make sure I watch 
the football I love and the documentaries I 
enjoy and the films that inspire me. 

I have had to tune in to a whole panoply of 
selves, all the different parts that make up 
the whole of me, to figure out what they 
each need and want – and that takes time, 
and communication and effort, especially 
when there is seeming conflict and the 
contradictions of polarised beliefs. I have 
had to re-frame some of my avoidance of 
self-care as attempts at survival and self-
protection, attempts for which I can now 
convey my gratitude and appreciation but 
which have been superseded as my here-
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and-now environment has changed and 
is positive, and safe, and nourishing. I no 
longer need to defend against perpetrators 
who would deny me self-care. It’s ok for 
me to say ‘I need’.

I have had to look not just at the range of 
needs and wishes from all the parts of my 
system but all the different elements that 
comprise the totality of my being. It’s too 
easy with the label of DID to think that 
everything is just about ‘parts’ but we’re 
human beings too. We have ‘normal’ 
needs like everyone else. What do I need 
physically, emotionally, psychologically, 
mentally, spiritually and socially? I am 
having to battle with those entrenched 
beliefs that self-care is wrong and cascade 
my new understanding of its importance 
and validity down through developmental 
layers of my selves, to each and every part 
of my personality, so that all of me can 
begin to understand that self-care is good, 
and safe, and appropriate. 

That takes time, and co-operation, and 
a strong will, and I am having to take 
responsibility for leading as the adult, the 
core, the ‘host’: I don’t care so much for 
these labels of what constitutes me as a 
dissociative me, as I am determined to 
ensure that I move forwards with healing 
and that I keep moving forwards.

I have tapped into my developmentally 
younger parts and found resources that 

they made use of in childhood – the 
interests and hobbies that they had, 
however stunted and prohibited they 
were at the time, which I now as an adult, 
with some imagination and determination, 
can bring to reality in the freedom of a 
grown-up life. I may not have had much 
freedom or security to explore the cosmos 
as a child but it is within my grasp now as 
an adult, slowly and within the confines of 
mortgage payments and grocery shopping 
and toilet-cleaning, to develop and nurture 
that interest. It is often easy to re-enact 
the helplessness and victimisation of 
childhood and say ‘I can’t!’ (replete with 
whiny voice) but I’m beginning to see just 
how significant a part of our healing is that 
attitude of ‘I can!’, despite the hurdles and 
continual knock-backs that are a reality for 
everyone in life, not just trauma survivors.

And in developing self-care, I’m learning to 
look with a sense of temporal perspective, 
not just to tune into ‘What do I need right 
now?’ – however important a first step 
that was. I’m learning to start to plan, to 
anticipate, to negotiate upcoming events 
with foresight of what I will need in the 
future, what I will need at difficult times, 
at key dates, at busy times, when I’m 
premenstrual. I’m sure this will continue 
to be a challenge and my boundaries are a 
work in progress as I learn to value my self 
and give myself what I need: I slip constantly 
into old patterns and belief-frames and 
I forget to check in with my selves about 
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what I need and will need. Those patterns 
were laid down over decades – neural 
pathways wired into my brain through 
repeated experience. And that is why it 
is a battle to do things differently now, to 
rewire my brain to expect and campaign 
for self-care now. But I think it’s a battle 
that I’m beginning to win.

Self-care is hard, but self-care is essential. 
We often don’t know how to do it but we 
can learn. Often we instinctively know 
how to care for others, and so we have 
‘transferable skills’ that we can orient 

towards ourselves. But it requires a 
commitment to recovery, a commitment 
to changing our faulty belief systems, 
and learning to live in a new world of 
opportunity and possibility rather than in 
the bomb-shelters of our past. If we can 
start to accept self-care as a vital part of 
our life, rather than resisting it, we may find 
that we have many golden eggs to lay. And 
after all, what better way to free ourselves 
from an abusive and neglectful past than 
to refuse to continue to abuse and neglect 
ourselves in the present? •
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‘I’m not seeing a doctor!’ I insisted with a 
look on my face that was intended to end 
the debate once and for all. As far as I was 
concerned, it was simple: I wasn’t going to 
the hospital, walk-in centre or GP surgery, 
because I couldn’t go. I couldn’t cope with 
going. Such was my abject terror that, 
unless it was a matter of life or death, I 
avoided all things medical.

The problem? This was rapidly becoming a 
matter of life and death.

‘You’re yellow,’ my friend pointed out, glaring 
at me scarily. ‘You’re seriously unwell. I need 
to take you to A&E, and we need to go now.’

A short while later I lost consciousness, and 
the argument with it. I recall the shudder 

of a gurney moving at speed and someone 
shouting, ‘Get her into majors now.’ Being 
jaundiced was a minor issue right now.

A week-long stay in hospital didn’t help 
my phobia much, but the blocked bile duct 
and threat of pancreatitis put me back into 
regular contact with a GP. Despite having 
chronic health problems, I had done my 
best to avoid all contact with doctors for 
years. Now also having had a breakdown 
and manifesting dissociative parts of the 
personality, it was complicated, to say the 
least.

I’ve met lots of people who after a history 
of severe childhood trauma have a phobia 
of medical procedures. There is a common 
experience of body-shame, not wanting to 

THE THREE PHASE TREATMENT APPROACH TO TRAUMA
by Carolyn Spring

MAKING THE MOST OF  
YOUR GP APPOINTMENT

by Carolyn Spring
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be touched, not wanting to be powerless, 

not wanting to lie down, not wanting 

anything that’s invasive. The vulnerability 

of it all feels scarier than death itself. Like 

me, many people with DID also fear being 

ridiculed, not being taken seriously, being 

accused of time wasting or attention-

seeking, and of switching. I was also loathe 

to have my abuse history or dissociative 

struggles inscribed on my medical records.

There are many reasons why dissociative 

survivors struggle to engage with health 

care and its associated professionals – 

complex, multi-layered reasons which 

many time-pressured nurses and doctors 

simply cannot fathom and some do little to 

understand.

My salvation in this arena was largely due 

to a particularly caring GP. She is the sort 

who is always late. If you have an 11.00 am 

appointment, you can guarantee you’ll be 

thumbing through House and Garden still at 

midday. Because she talks to her patients. 

She listens to them. She gives them time. 

And she suffers a fair deal of flak, from some 

patients, but mainly her own colleagues, for 

her generosity. I have sat willingly in her 

waiting room for many a morning because 

it’s a fair trade: she’s given me time when 

I’ve most needed it. And so she built up my 

trust again in doctors and nurses.

Over the years I’ve needed to see her a lot. 

Alongside dissociation, I have suffered from 

chronic fatigue syndrome (CFS/ME) since 

I was 15. I have had enduring chronic pain. 

For many years my immune system was so 

depleted that I went down with numerous 

infections each year, often requiring 

antibiotics. I suffered a back injury in 

early adulthood that has never properly 

healed. My digestive tract has been a mess. 

Quality sleep eluded me for many years, 

often requiring last-ditch medication to 

break the cycle of insomnia. And my body 

has had a tendency to overreact to things 

as innocuous as mosquito bites. My GP’s 

support with all of these issues over the 

years has been invaluable.

But what about help with my mental health? 

I could answer that question two ways. At 

one level, she has been – quite frankly –

useless. I have frequently told the story of 

how, at the height of my breakdown, I went 

to her in desperation and she said to me, 

‘I’m not referring you to psychiatric services 

because you’re in enough of a mess as it is.’ 

Such was the contempt with which she held 

her colleagues in psychiatry. Nor did she offer 

me an alternative. She simply prescribed ‘fire 

extinguisher’ medication, to take the edge 

off, and encouraged me to carry on seeing a 

counsellor. ‘Come and see me next week,’ she 

said, almost every week. And every week, I 

think, she was relieved to see me.
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I could easily be outraged at the lack of 
help. But actually in many ways it’s been 
the most helpful thing she could have 
done. She truly believed that I wouldn’t 
benefit from being part of the ‘system’ of 
mental health care and that I was on the 
right tracks maintaining my autonomy and 
freedom in pursuing humble counselling. 
She believed in me, and I have done my 
best to repay that faith. I have always 
believed that she has cared deeply about 
my wellbeing, in a way that supersedes 
‘treatment pathways’. She’s treated me as 
an individual, and that has been gold-dust.

She prescribed what she thought would 
help: pain relief, proton pump inhibitors, 
Z-drugs for sleep, anxiety-relief. Always 
with a discussion about the need for it to 
be short-term. On a couple of matters I’ve 
come to believe that her prescriptions have 
made things worse rather than better (I’m 
looking at you, amitriptyline) but I think 
few doctors are aware of how pernicious 
a drug it can be, and how debilitating its 
side-effects (fatigue, weight gain, mental 
fuzziness). She saw me in pain and she saw 
me chronically incapable of sleeping, and 
so it was her best attempt to help. You can’t 
win ’em all.

At no point has she ever understood DID, 
or even really taken any steps to try to 
understand it. But she has always believed 
me. She asked me to spell it for her once, 
and dutifully typed it into her notes. She 

grasped what I was saying about the 
impact of childhood trauma on the way 
that my brain processes information, and 
that was enough for her. I think she figured 
that I’d find the solution in therapy, so what 
did it matter what it was called, or whether 
she understood it? Her role was to support 
me and believe in me and encourage my 
wellbeing, not to understand absolutely 
everything. She was never trying to be a 
therapist or psychiatrist.

She saw the dissociation and the impacts 
of trauma up close and personal when 
she herself was up close and personal 
performing a smear test and fitting a coil. I 
was understandably triggered and became 
a little distressed. She phoned me later that 
evening to check how I was doing. She was 
visibly upset by having, in her mind, caused 
me that distress. Of course it wasn’t her 
fault. The next time, she planned the whole 
thing meticulously but was then apoplectic 
with embarrassment and shame when 
there was a power cut mid-procedure and 
she ended up having to use a torch to find 
my cervix. I was really quite amused by the 
whole thing (at least in retrospect), but she 
was desperate not to distress me or make 
me come back for a second attempt. That 
kind of care only comes through a carefully 
cultivated relationship built up over more 
than a decade, full of mutual respect.

I’m sure many people, reading this, will be 
thinking, ‘Lucky you! If only I had that kind 
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of relationship with my GP.’ I do believe 
I’m lucky. And I also believe that there 
are certain principles which can help 
us to increase our ‘luckiness’. Over the 
years I have had numerous conversations 
with survivors asking for my advice as 
to how to go about discussing DID with 
their GP, or how to plan for an unwanted 
but necessary medical procedure. I don’t 
believe that we are helpless victims of our 
relationships, including our professional 
relationships. I believe there are things we 
can do to oil the wheels of collaboration. 
And in particular I think there are a lot of 
things we can do to get the most out of GP 
appointments. So here are my three top 
tips.

1. UNDERSTAND YOUR GP’S 
LIMITATIONS

It may sound hypocritical of me to say, ‘Stick 
to a ten minute appointment’ when my own 
appointments frequently ran much longer 
than that. But there’s a subtle but crucial 
distinction: I never asked to stay longer 
than ten minutes. I always made it clear 
that I respected my GP’s time. Sometimes 
at the beginning of an appointment it was 
clear that she was busy and harried and 
stressed, and so I didn’t linger. Because 
I knew that I wasn’t entitled. The NHS is 
an incredible resource and service in our 
country and we should be grateful for it: 
talk to Americans without health insurance 
with DID if you want some perspective. 

We have so much to be grateful for. And 
even if the NHS is underfunded, it’s not 
the GP’s fault. The GP isn’t responsible 
for the increased burden of need from an 
ageing population. So don’t take out your 
frustration on them.

There are distinct limitations about what a 
GP can do for you in any one appointment. 
They have a long list of patients to see, all 
presenting with any number of different 
issues, some potentially life-threatening, 
and they have ten minutes to meet the 
needs of each one. As you walk in the door, 
the GP wants to quickly figure out what 
the problem is, and what the solution may 
be. They want to move from not knowing 
anything to knowing enough to suggest 
next steps. That’s a highly pressured 
environment for them, especially when 
they have such little time in which to 
diagnose (or miss) cancer, meningitis or 
an impending heart attack. Get it wrong, 
and the patient dies. To me that is an 
unimaginable level of pressure. It explains 
why my GP may not always appear 
delighted to see me.

A ‘next steps’ paradigm can be really 
helpful. Often we go to the GP with 
a problem, and we hope that in one 
appointment the problem will be solved. 
In reality, the GP can test, prescribe or 
refer. Very rarely can they solve anything 
in one go. And with something as complex 
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as a dissociative disorder, and the chronic 
health problems associated with childhood 
trauma, it’s totally unrealistic.

In all likelihood, your GP will not be able 
to give you what you are looking for. They 
cannot immediately refer you to long-
term, phase-based, trauma-informed 
therapy. Some people have been successful 
after a long battle with their Clinical 
Commissioning Group or local Mental 
Health Trust in getting therapy with the 
Clinic for Dissociative Studies in London 
but overall it’s a relatively rare outcome. A 
GP can only offer what the NHS as a whole 
offers – they are not being awkward or 
unhelpful or withholding treatment from 
you. They are just operating within the 
guidelines and procedures that they are 
contracted to work within. The trick from 
our perspective is to use your ten minutes 
to achieve something.

So what do you want from this 
appointment? What can you and the GP 
achieve together in the next ten minutes? 
What ‘next steps’ might be appropriate? 
What is realistic and feasible?

You will instantly eat up the allocated 
appointment time if you try to tell your 
life story. Your life story matters, but this 
is not the context for it. It’s not necessary. 
Neither does your GP need to know the 
names and apparent ages of all the parts 

of your personality. A GP is not a therapist. 
It’s vital that you understand their role as 
the gatekeeper of further services, rather 
than expecting them to be the solution 
themselves. When people ask me, ‘How 
can I get my GP to understand DID?’ my 
reply is always, ‘Don’t even try.’ The point of 
a GP appointment is not for you to educate 
the GP; the point of a GP appointment is 
for the GP to assess, diagnose and treat, 
and this will be their focus. They know 
they don’t understand and they also know 
that they will not understand in the next 
ten minutes. So their focus is invariably on 
what they can actually, practically do. It’s 
not that they don’t care – it’s that often 
they’re being pragmatic. And they’re being 
pragmatic so that they can help you.

2. PREPARE FOR YOUR 
APPOINTMENTS

If you had five minutes to pitch to Dragon’s 
Den, I bet you’d spend some time preparing 
that pitch. You’d know that your chances 
of securing an investment are dependent 
on putting your point across concisely. 
A GP appointment is an investment in 
your health, and yet very few people ever 
prepare for them. They go in and tell long 
rambling stories. They talk about how 
they’re feeling. They treat the GP, again, 
as a therapist. And if you do this often 
enough, I can guarantee that your GP will 
feel rising dread when they see your name 
on the appointment list. They want you 
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to tell them only what’s important so that 
they can do their thing. So before you go 
into your appointment, write down what it 
is that you’re looking to achieve in the next 
ten minutes. What’s the result you want? 
What’s realistic to be achieved? Plan for it.

For dissociative survivors, engage every 
strategy at your disposal (and if you need 
to, develop some more!) to ground and stay 
present. Your GP does not want to have 
a conversation with your 6-year-old self. 
This is not a case of them ‘not accepting 
DID’ or ‘not believing you’ or being ‘anti-
DID’. This is simply a case of time pressures. 
If they don’t know anything at all about 
DID, don’t be surprised if they freak out 
and jump to conclusions, that you have a 
psychotic disorder. Do your best to present 
in your most adult self, in order to advocate 
for yourself, to get the best outcome you 
possibly can. If you need to, take someone 
with you. Just don’t waste the appointment 
and then blame it on the GP.

If you want to talk labels, use language that 
your GP will understand. I always suggest 
referring to trauma, and if necessary calling 
it complex PTSD. It may not be entirely 
accurate, but they have more chance of 
understanding you – and not thinking 
in terms of schizophrenia or borderline 
personality disorder – if you use reference 
terms with which they’re already familiar. 
If you talk about DID you run the risk of 

them thinking it’s an internet fantasy. If you 

want more credibility for it, get a copy of 

our Information Leaflet for Professionals (but 

don’t be surprised if they don’t read it).

3. TREAT THEM AS YOU WANT  
TO BE TREATED

Your GP is not the enemy. Don’t fall into 

the trap of ‘transference’ and assume 

that they have the same motivations 

and malicious desires as the people who 

abused you. Harold Shipman and the 

occasional rogue doctor aside, the vast 

majority of GPs practice medicine because 

they want to help people. You wouldn’t like 

it if they jumped to conclusions about you 

(time–wasting, attention-seeking, lazy, 

dishonest), so don’t jump to conclusions 

about them either.

They will get it wrong. They have not lived 

your life. They have (probably) not suffered 

your trauma. They will not understand. They 

will not be perfectly empathic. I remember 

one GP I saw telling me that it was impossible 

for me to have picked up an STD from being 

abused. Her frame of reference was that 

‘abuse’ referred merely to groping. She had 

no understanding (remarkably) that abuse 

can, and often does, involve penetration. 

She also assumed that the abuse had been 

perpetrated on one occasion only and by 

one person only. She talked to me like I was 

the stupid one.
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Admittedly, her ignorance was shocking, 
bordering on unprofessional. But she’s 
only human. Having the title ‘Doctor’ in 
front of her name doesn’t safeguard her 
from making mistakes and being wrong. 
I hate it when I make mistakes and am 
wrong and people shame me for it. So I 
didn’t want to do that to her. I let it slide. 
What is the point wasting energy being 
upset at someone just being mistaken?

Some GPs may be so misinformed and so 
unempathic that they are a completely 
inappropriate match and you will be better 
going to see someone else. In which case, 
do so. But don’t get into an adversarial 
relationship with your GP. They are one 
of the best allies you can have. Don’t fight 
them. Instead, collaborate with them to 
achieve mutual goals. A GP has the goal 
of improving and protecting your health 
and wellbeing. If that’s not your goal, there 
will be conflict for sure. Sometimes they 
advocate for our health (yes, that’s why 
they talk to us about smoking and drinking 
and diet – not to shame us, but to care for 
us) and we don’t want to know because 
self-neglect is our default. We have very 
good, trauma-based reasons why we don’t 
look after our health, but it’s incredibly 
frustrating to a GP. On the one hand, 
we are arguing for therapy (suggesting 
we want to get better), but on the other 
we won’t address our pre-diabetes 
(suggesting we don’t.) They often see this 

as hypocritical and contradictory.

I was like this for some time: I had a hard 
time just getting through each day, so 
things like diet and blood pressure weren’t 
high on my list of priorities. My GP and I 
had a very useful conversation about it one 
day and got on the same page: I assured 
her that I wanted to prioritise my health 
but that I needed a bit more help before I 
could address some of the issues she was 
trying to draw my attention to. She heard 
that I had heard her. We agreed on a plan 
and a way forwards. She was able to stop 
nagging me, as I committed to that plan, 
and she also formulated how she could 
help me get to the point where I could 
move forwards with these previously 
taboo issues. So it was a collaboration 
rather than a conflict.

You don’t have to agree with everything 
your GP wants you to do, whether that’s 
a particular medication or a desire to 
involve (or not involve) psychiatric ser-
vices. I had to understand for myself that 
I didn’t have to reenact abuse dynamics 
and go into a submit role of playing the 
good girl. But neither did I have to go to 
the other extreme and become argumen-
tative and uncooperative. In effect, I had 
to be adult in my response. A good GP 
will want to work with you on a solution 
that works for you, rather than impos-
ing one on you, because they know that 
unless you’ve invested in that solution, 
you won’t take the tablets or turn up for 
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MAKING THE MOST OF YOUR GP APPOINTMENT
by Carolyn Spring

appointments or do whatever else is re-

quired of you. So do express your opinion 

and your fears, but also make an effort 

to meet your GP at least halfway. You 

wouldn’t be impressed if they didn’t take 

your opinion into account, if they refused 

to listen to you, and if they greeted every 

suggestion you made with a surly pout. So 

don’t do the same to them.

This whole thing is about collaboration. 

A GP is committed to improving your 

health, and so to work well with them you 

have to get on board with that intention. 

Collaboration is about being on the same 

side and working together for the same 

outcome. The GP is not the enemy, but 

the GP is not a saviour either. I have never 

seen mine as a miracle-maker. I have 

seen her as a frontline agent of the NHS, 

with the ability only to offer the services 

that she is authorised to offer. The lack 

of appropriate services for DID can be 

demoralising, but that doesn’t mean that 

you are helpless. Your health is much more 

than just DID. Build a relationship with 

your GP so that they will be able to help 

you in whatever ways you find difficult–

smear tests, childbirth, injections, eating 

disorders, self-harm scars, contraception. 

They want to help. And the more you can 

get them on side, the more they will be 

able to help. Appreciate that.

I wish I could clone my GP and send her out 
to work in every surgery in the country! 
But I also know that she is not unique. 
There are a lot of good GPs out there. 
Mine doesn’t understand the first thing 
about DID. She’s just a thoroughly decent 
human being. And I have worked hard to 
build a positive relationship with her over 
a number of years. So focus on what you 
can achieve with your GP; treat them well; 
respect their limitations; be gracious. You 
may be amazed at how supportive they 
can be, and how much of a difference that 
can make to your life. •
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It might have been ‘just a routine blood test’ 

but that didn’t stop me passing out. Again. 

From a teenager through into adulthood, 

even the word ‘medical’ could render me 

light-headed. I couldn’t bear the sight of 

blood, I couldn’t even hear descriptions of 

blood; hospitals and doctors and dentists 

and needles were meticulously avoided. 

Someone once described to me an accident 

they’d had involving a mangled leg, and 

within 5 seconds I was starting to feel faint. 

Within ten I was sweating and shaking. 

Within fifteen I was unconscious in a 

heap on the floor. For a long time I didn’t 

understand why I was such a ‘wuss’, as I 

saw it. As my trauma history came to light, 

it made more sense, but understanding my 

fears unfortunately didn’t eradicate them.

Many survivors of abuse struggle like 
me to cope with medical procedures. 
For some, any kind of healthcare setting 
activates the parasympathetic, red alert, 
freeze response, often involving fainting. 
For others, it is invasive procedures 
resembling elements of prior abuse, such 
as colonoscopies, smear tests and dentistry. 
And our default response is to avoid. But as 
trauma survivors with numerous adverse 
childhood experiences (ACEs), we have a 
higher risk of developing long-term health 
complaints, and so our need to access 
medical care becomes proportionately 
greater. And yet it’s the thing we fear the 
most!

I came face-to-face with my medical fears 
shortly after my breakdown. For a couple 
of years I had been gradually developing 

THE THREE PHASE TREATMENT APPROACH TO TRAUMA
by Carolyn Spring

MANAGING MEDICAL PROCEDURES
by Carolyn Spring
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symptoms of gallstones. I was so adamant 
that I couldn’t cope with going to hospital 
– not even the GP! – that I endured 
excruciating pain, night after night: pain so 
bad that I would pass out with it. Even after 
months of severe biliary colic, I still refused 
to seek medical help. In my mind, I just 
couldn’t. It exasperated everyone around 
me, and I agreed with the logic of their pleas 
for me to seek help, but I was stuck in a 
frozen avoidance that at the time I could do 
nothing about.

Eventually, I suffered complications from 
neglecting the gallstones for so long, and 
one became stuck in a bile duct. After 
three days of unbearable pain and feeling 
ill beyond words, a friend called in to see 
me and the shock on her face was evident. 
‘You’re yellow!’ she cried. ‘You need to go 
to hospital.’ It still took several hours of 
debate. Eventually she got me into her car 
and drove me to A&E. I lost consciousness 
somewhere en route, and I have vague 
swirling memories of being on a stretcher 
and hearing someone shout, ‘Straight into 
majors! Emergency!’ When I woke up I was 
hooked up to a hundred gadgets and drips. I 
was disoriented, desperately ill, and scared 
beyond belief. My phobia of all things 
medical had led me to within hours of losing 
my life.

We frequently receive questions via email 
or in person about how to manage medical 

procedures. Most survivors have been met 
with almost universal misunderstanding: 
‘Oh, nobody likes having to go the dentist, 
or have a smear test!’ people say, and our 
terror is reduced to the level of needing 
to pull ourselves together, get a grip, and 
just get on with it. We often feel ashamed 
that we have such strong reactions, which 
we can’t control and which seem so out of 
proportion to other people’s. We can end 
up feeling that we’re just being childish, 
or attention-seeking – that we’re just, 
basically, ‘soft’. I remember one nurse 
saying to me, when I told her that I wasn’t 
keen on needles and often passed out 
during blood tests, ‘Oh, for goodness’ sake 
– it doesn’t hurt, and I have to do dozens 
of these every day!’ It’s pointless to try to 
explain or emphasise that we don’t mean 
to pass out. And so we can feel shamed 
into silence.

A breakthrough for me was when I 
began to understand that my ‘reaction’ 
(some would say ‘over-reaction’) to all 
things medical was my brain trying to 
keep me safe. It wasn’t that I had some 
defect in my character or that I was 
being ridiculous and pathetic. Due to 
traumatic experiences in childhood, 
my brain had become sensitised to 
these things and so the merest hint of 
anything even vaguely medically-related, 
and my ‘smoke alarm’ (the amygdala) 
would sound and I would either be 
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activated into a fight-and-flight terror  
(‘I can’t do it! I can’t go! And don’t try and 
make me!’) or the freeze response and 
syncope (fainting). It was my brain’s way 
of managing a situation that it perceived 
to be life-threatening. Understanding 
this helped me stop beating myself up 
for it, and allowed me to start exploring 
what it was about doctors and hospitals 
that caused such overwhelming anxiety. 
Although everyone will have individual 
differences, many of us struggle with the 
following issues:

1. WE FEAR BEING OUT-OF-
CONTROL

The entire experience of abuse is one of 
being out of control, and one of the ways 
our traumatised brain tries to manage is 
either by being in control of everything and 
everyone, or by avoiding situations where 
we don’t have control. Powerlessness is the 
very essence of trauma, and there are few 
things more powerless than anaesthesia 
or high levels of sedation. We have to trust 
ourselves – our bodies! – into the hands of 
strangers and trust that they will not abuse 

us again. Our front brains may be able to 
believe this, but our survival-based back 
brains are just doing their job when they 
sound the alarm and overwhelm us with 
feelings of wanting to avoid it at all costs.

2. WE FEAR ‘GETTING IT 
WRONG’

Very much linked with fearing being out-
of-control, medical procedures often 
place us in settings where there is a 
strong, authoritative hierarchy structure, 
reminiscent of childhood. We feel we 
have to do what we’re told. Hospitals 
in particular have strong cultures of 
rules and regulations, of protocols and 
procedures, and if we’re unused to them it 
can seem particularly daunting. For many 
of us, ‘getting it wrong’ as a child led to dire 
consequences, or at the very least ‘getting 
it wrong’ makes us feel out of control. The 
hospital or clinic environment, which has 
strong rules without always being very 
good at communicating those rules to 
outsiders, can trigger in us a sense of panic 
and throw us back into a developmentally 
younger state of mind.

3. WE FEEL OVERPOWERING 
SHAME AND VULNERABILITY

Being naked, being examined, being 
touched – even for a non-traumatised 
person, this can be a difficult experience. 
Embarrassment is quite normal. But 
for those of us who have been sexually 
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abused, the embarrassment ramps up 
into extreme shame and can feel like a 
matter of life-and-death, because that is 
how our back brain sees it. Such powerful 
shame is extremely aversive – it activates 
our entire spectrum of survival defences 
and makes us want above all else to make 
the feeling go away. It’s not surprising 
that many of us, in just anticipating it, 
retreat into a resolute stance of ‘I can’t – I 
just can’t!’ because it simply doesn’t feel 
safe.

4. WE FEAR BEING TRIGGERED

When we replicate body positions, or 
undergo procedures, that are similar to 
those during the abuse, our back brains 
cannot distinguish between the harmful 
touch of abuse and the healing touch of 
medicine. We can end up feeling the same 
feelings, and having the same reactions, 
that we had at the time of the abuse. Not 
surprisingly, we can end up feeling that 
we’re being abused all over again, and 
we fear losing control over our defensive 
instincts – we fear being triggered into a 
fight, flight or freeze response, and with 
DID, switching to another part of the 
person.

5. WE LACK PRACTICAL AND 
EMOTIONAL SUPPORT

Difficulties in relationships are a hallmark 
of trauma survivors – not only does the 
trauma or abuse impair our ability to trust 

others, but as we struggle with the fall-out 

from trauma, we are often abandoned. In 

addition, many of us, having grown up in 

abusive environments, do not have the 

family support that a lot of people take 

for granted. When it comes to having to 

undergo a medical procedure, therefore, 

we may lack not only the emotional, moral 

support of other people willing to come 

with us to help reassure and settle us, 

but the practical help of lifts, aftercare, 

and advocacy. Even if we do have some 

supportive relationships, many of us feel 

intense shame and aversion at the thought 

of asking for help. When we’ve been 

abused in the past, there was always a 

‘catch’ – so what will the payback be if this 

person helps us? Will we be forever in their 

debt? How do we have to repay that debt? 

Or we feel too ashamed at the thought 

of them seeing us weak, vulnerable or 

triggered: many of us hide our difficulties 

even from close friends, and to let them 

see us at such a time as would risk 

revealing more about our struggles than 

perhaps we would wish.
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6. WE FEAR OUR BODIES’ 
REACTIONS

If during childhood we have experienced 
high levels of pain coupled with fear, 
our pain signalling system can become 
disrupted and as adults we can experience 
pain at amplified levels compared to non-
traumatised people: we feel as ‘level 10’ 
what other people might just feel as ‘level 
5’. This can make post-operative pain far 
more difficult to handle, and coupled with 
it is the usual ignorance from doctors and 
nursing staff that we have a sensitised 
response – the tendency is to assume 
that a set amount of morphine will have 
the same effect on everyone. Medical 
procedures can therefore be far more 
painful for us as trauma survivors than 
for other people, and pain in itself can be 
a trigger of memories of pain as a child, 
especially when torture was involved. 
Different parts of the personality can also 
react differently to medication and it is 
not uncommon to have atypical reactions 
to many drugs, involving under-reactions 
as well as over-reactions.

These are just some of the difficulties 
we face as trauma survivors in handling 
medical procedures. Although the default 
response for many of us is avoidance – do 
everything in our power not to go to the 
doctor or dentist in the first place, let alone 
agree to treatment! – as we age, some 
level of medical care will almost certainly 

be inevitable, and so we have to find ways 
of managing it. The following coping 
suggestions are by no means exhaustive 
but are offered as an introductory insight 
into the options available to us.

REFRAMING

Reframing is all about getting our front 
brain – our logical, rational, planning, 
human brain – to exert its influence over 
our survival-based back brain. The primary 
role of the back brain is to keep us safe, 
and when we’ve suffered trauma it tends 
to dominate so that our focus is more on 
danger than it is on daily life. It shouts the 
loudest for attention, warning us of every 
possible danger and interpreting neutral 
stimuli as threat. It performs a valuable 
function, but needs taming. The role of the 
front brain is to inhibit the reactivity of the 
back brain and to take a calmed, balanced, 
thoughtful look at a situation and to assess 
in detail whether something constitutes 
a threat. When it does that, it calms the 
back brain and gradually turns down its 
responsivity so that we’re  not reacting 
out of fight, flight or freeze to every new 
situation. That’s exactly what needs to 
happen if we’re going to undergo a medical 
procedure, because the back brain will 
be on high alert ready to interpret what’s 
happening as being dangerous.

So reframing is about bringing the 
perspective of our front brain into the 
mix and to keep reminding ourselves, for 
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example with a mantra, that we are safe 
now. We can say things to ourselves like:

• ‘This feels like the abuse, but it’s not 
abuse. I’m having this procedure to 
help me, not to hurt me.’

• ‘It feels like I’m going to be out of 
control, but I do still have a lot of 
control, especially if I plan well’.

• ‘I don’t feel like I can trust anyone, but 
there are lots of safeguards in place 
in a hospital to make sure that no one 
will abuse me while I’m unconscious or 
sedated, so it’s highly unlikely that that 
will happen.’

• ‘I am in someone else’s territory, and I 
don’t know what the rules are, but I’m 
still an adult and I’m not a prisoner here 
– I’m a customer.’

• ‘My needs are just as important as the 
next person’s and it’s okay for me to ask 
for help and to say what I do and do not 
want.’

• ‘I know I feel powerless in this situation, 
but there are lots of things I can do 
to exert my power, for example by 
managing my thoughts and practising 
self-soothing.’

We tend to think that these are nice 
things to say – but they won’t make 
any difference! That’s because we say 
these things once or twice, don’t feel 
any differently, and so assume that they 
don’t ‘work’. But the reality is that they 

don’t work ‘yet’. The brain needs lots 
of repetition to develop new patterns 
of thinking – most things that we learn 
(walking, talking, writing, reading, sport, 
music etc) are learnt through lots of 
repetition and practice: no one expects 
to be able to play Beethoven’s Moonlight 
Sonata the first time they sit down at the 
piano. It takes time to learn, because it 
takes time for our brains to build new 
neural networks.

The ‘voice’ of our back brain is very loud 
and very insistent because its job is to 
sound the alarm and it wouldn’t be much 
of an alarm if it were weak and silent! 
The ‘voice’ of the front brain however 
is much quieter and it wins the day by 
constant repetition and perseverance. If 
we want the front brain to turn down the 
back brain, we have to keep on keeping 
on – we have to be persistent at saying 
these things, out loud, to ourselves many, 
many times a day. Whenever we feel 
that sense of panic and ‘I can’t!’, we have 
to speak to ourselves calmly and kindly, 
and say, ‘I know right now I feel I can’t 
go through with this, but that’s my back 
brain talking. My back brain feels like this 
smear test is like the abuse happening all 
over again, but the reality is that it’s just a 
smear test and I’m having it to safeguard 
my health rather than to be hurt …’ 
If we do the opposite, and react to our 
sense of panic by reinforcing it – by 
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saying, ‘It’s like being abused all over 

again!’ – then our back brain will pick up 

on that belief and sound the alarm even 

more. We will then panic because we’re 

panicking! In reality, at the moment of 

panic, we have a choice to move forwards 

or to move backwards. There is no neutral 

option – we will either increase the panic, 

or decrease it. Every time we reinforce 

the panic instead of contradicting it, 

we make it harder for ourselves. That’s 

why it’s really important to start to take 

control of our thoughts, even though they 

appear to be out of control. Thoughts do 

just arise out of nowhere – but once we 

think them, we have a choice as to what 

to think next. Do we think something that 

will reinforce our fears, or something 

that will calm them? That’s the nature of 

reframing.

PLANNING

Planning is 80% of the battle! Planning 

involves the use of our front brain and a 

sense of time perspective. Planning helps 

us to see that this event will happen at a 

certain point in the future, and therefore 

there will be another point in the future 

at which it is also over. Good planning 

therefore helps to create a boundary 

around the feared event as something 

containable and finite.

Planning is the opposite to avoidance. 

Planning accepts that this event is 

going to take place and then garners all 

of our resources to make it go as well 

as possible. If we avoid thinking about 

something we fear, often when it does 

happen it is indeed traumatic – because 

we haven’t put anything in place to 

manage it well. There is a huge spectrum 

of possibilities in every future event, 

and we have a lot more control over the 

outcome than we realise – certainly a lot 

more with planning than we have with 

avoidance!

Planning involves thinking through every 

step of what is going to happen, and asking: 

‘What can be done to make this easier to 

handle? What do I need?’ For example:

• What can I say in advance to the staff 

involved in my care to communicate my 

situation and what I want to happen? 
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• Can I give them a Dissociative 
Identity Disorder: Information for 
Professionals leaflet?

• Can I meet up with them in advance so 
that I know who they are and what all 
their roles are?

• Can they walk me through exactly what 
is going to happen and show me where 
everything is?

• How will I communicate that I want 
them to stop during the procedure, 
especially if I become frozen and can’t 
speak? How can I communicate if I’m in 
too much pain?

• What can I ask the staff to do to make 
it easier for me? – Do I want them to 
explain what they’re doing, or distract 
me by talking about other things?

• Can we discuss what I would like them 
to do during the procedure if I start to 
drift off, or switch completely?

• Is it possible to have a separate room 
or ask to be on a single-sex ward? 
(Extra care is given to people who 
communicate their need for it most 
loudly! – sometimes therefore it is 
necessary to kick up a fuss and wave 
around scary diagnostic labels like DID 
to elicit extra levels of support that 
otherwise the staff would routinely 
dismiss). 

• What care do I need to give myself 
before, during and after? Do I need 
some time off work? How am I going to 
reward myself afterwards for having 
gone through with this? How can I make 
sure I’m well rested and nourished 
beforehand, as well as after?

• Who do I need to provide support? Is 
there one person I want to ask, several 
people covering several roles, or do 
I want to do this on my own? What 
do I need to say to each person to 
communicate what I need from them? 
What are my expectations of them? 
How will I handle it if they don’t meet 
my expectations?

• What practicalities do I need to think 
through? For example, what time do 
I need to leave, is there parking, do 
I need change for parking, do I need 
a sick note, is it ‘nil by mouth’ from 
midnight, what am I going to do about 
meals and fluids afterwards?

• How am I likely to feel before, during 
or after? Do I need help with this in the 
form of anti-anxiety medication?
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• What pain relief or other medication 
will I need afterwards? What about 
follow-up care? What about a debrief 
with my GP?

The key to planning is to break the ‘big 
scary event’ down into manageable chunks, 
each of which is solvable on its own. If in the 
planning you can’t think of how to deal with 
something, go onto another aspect and 
come back to it later – often our minds will 
block us from thinking about something 
when it’s too much, but once we’ve gained a 
bit of confidence by planning one area, it is 
easier to see a solution in others.

Planning can also involve visualisations, 
which can be incredibly powerful at 
preparing the brain and instructing it how 
you want it to react. It’s important for 
the visualisations to be positive – seeing 
yourself in the hospital bed surrounded by 
caring staff and feeling settled and calm, 
rather than imagining worst case scenarios. 
The aim is to be able to imagine a part of 
the procedure and be able to feel calm 
and in control, knowing that it is going well 
and that you are coping. It can take a lot of 
practice to achieve this, but it then makes a 
massive difference during the actual event 
– the brain has already ‘practised’ coping 
and remaining emotionally neutral, and 
will veer towards fulfilling its ‘script’ rather 
than reacting on its own at the time. This is 
how successful people such as sportsmen 

and women, business professionals and 
elite military personnel prepare for success 
in their respective fields – playing in an 
important cup final, delivering a keynote 
address, fulfilling a combat objective. 
They prepare themselves mentally with 
visualisations and plan what they are going 
to say to themselves (their self-talk), how 
they are going to feel, and what they are 
going to do. The same technique can be 
used in any stressful situation.

REGULATING

Regulating or managing our emotions 
involves asking: ‘What do I need to feel 
calm and able to go through with this?’

The answer to this will be as individual 
as people are unique, but it is often a 
question that we don’t even ask. Feeling 
powerless and out of control, we assume 
that we will just feel overwhelmed, and it 
sometimes doesn’t even occur to us that 
there are many things that we can actively 
do to increase our emotional capacity and 
stay within our window of tolerance. It can 
take a lot of trial and error, but even if the 
first ten things that we try don’t help to 
regulate us emotionally, that doesn’t mean 
to say that the eleventh won’t. Again, it is 
all about persistence.

• Is there some particular music that you 
can play through your earphones to 
help you feel calmer, or to distract you?
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MANAGING MEDICAL PROCEDURES
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• Is there a person who is good at calming 
you? Do you need someone to hold your 
hand? Talk to you? Or just be with you?

• Breathing is a key way to calm the body: 
breathe slowly and deeply, and focus 
on the sensations of the breath filling 
your lungs and then how it feels to 
exhale. It is the out-breath in particular 
that helps physiologically to calm us 
as it activates the parasympathetic 
nervous system (whereas the in-breath 
and holding the breath activates the 
sympathetic nervous system and its 
fight/flight response.)

• Does doing mental puzzles help 
to distract, for example counting 
backwards in 7s, playing Sudoku or 
games on your phone? Before many 
procedures, there is an unspecified 
amount of time to wait, which with 
the sense of dread, can be the worst to 
deal with. Can you figure out roughly 
how long this might be (for example, 
30 minutes, one hour, three hours) 
and then plan how you are going to 
spend the time? If you are prepped for 
surgery lying on a gurney, there is a 
limit to what you can do, but could you 
play a podcast through your earphones 
until it is time to go into theatre? Can 
you plan a playlist and know that by the 
time you get to track six it will all be 
over and done with?

• All of our basic, innate survival 
strategies come out when we are highly 

stressed and threatened, and so can 
you roll with this rather than resisting 
it? Can you allow yourself for example 
to have a soft toy to cuddle? It is okay 
in these situations to be vulnerable and 
needy!

• Can you write out reassuring mantras 
on some cards, and keep reading them: 

• ‘I’m going to be ok.’

• ‘I can do this.’

• ‘I’m proud of myself for coping with 
this.’

• ‘No one is hurting me – they’re 
helping me get and stay healthy.’

• ‘This going to be over soon.’

• ‘Keep breathing.’

Many trauma survivors who successfully 
cope with a medical procedure through 
utilising the above strategies still however 
forget one crucial part of the process: the 
aftermath. Often we are so focused on 
just ‘getting through it’ that our planning 
doesn’t extend to how we feel afterwards. 
Other people, supporting us in the run-up 
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to the procedure and during it, can also 
forget that we also need their support 
afterwards. Aftercare is therefore just as 
important as everything that has preceded 
it, especially so that we don’t end up feeling 
that it is a reenactment of the abuse itself, 
where after the ‘bad thing’ happened, we 
were left to fend for ourselves.

I’m not pretending for one moment that 
medical procedures will ever be easy for 
trauma survivors, but there are lots of 
things we can do to stop avoiding them 
and then to manage them when we do 
need them. The freeze response of trauma 
will tell us that there is nothing we can 
do, that we are powerless to act. Instead, 

we need to realise that we are powerless 
no longer, and that there is a lot we can 
do, both externally in terms of planning, 
and internally in terms of reframing and 
regulating, to help us to cope better. Every 
time we successfully navigate a difficult 
event in our life, such as a feared medical 
procedure, it can build in us a sense of 
efficacy and agency, a self-esteem that 
we did it, that we managed it, and that we 
could cope again if it were to happen again. 
This in itself is very healing and is all part of 
the process of reframing our experiences 
so that we see ourselves, not as powerless 
and overwhelmed, but as courageous 
people with the capacity and resilience to 
cope with whatever life throws at us. •

THE THREE PHASE TREATMENT APPROACH TO TRAUMA
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Jenny was waiting outside in the street 

when I arrived, enjoying one last cigarette. 

Even though we had only communicated 

by email, I recognised the tragedy etched 

on her face. My consulting room was on the 

first floor. I offered to take her bag and coat 

as she laboured up the stairs. ‘I would climb 

a mountain to see you,’ she commented 

breathlessly as she rested on the landing. 

No pressure there then!

She took time to organise herself and settle, 

before opening a thick folder. ‘Right!’ She 

spoke slowly and deliberately as if she were 

struggling to find the words. She knew how 

she felt, but it was easier to read out the 

results of the tests and what treatments 

she had received. When I asked her about 

her symptoms, she twisted in her chair, 

and grimaced with pain, and then haltingly 

and with great difficulty told me about 

bouts of severe crampy lower abdominal 

pain that were often associated with 

watery diarrhoea and the expulsion of foul-

smelling gas. She also had extreme fatigue, 

brain fog, pains in her back and joints and 

unsteadiness on her feet. The exhaustion 

and bodily pains were worse when she tried 

to do anything.

These symptoms had been there for years. 

She had had a full compendium of investi-

gations from various hospital specialists, 

but the results were all normal and she had 

inevitably been discharged with vague di-

agnoses of irritable bowel syndrome and 

chronic fatigue syndrome. She trawled the 

internet for solutions and spent her meagre 

income on a variety of nutritional supple-

ments and appointments with complemen-

THE THREE PHASE TREATMENT APPROACH TO TRAUMA
by Carolyn Spring

WHEN IT ALL BECOMES TOO MUCH:  
TRAUMA AND IRRITABLE BOWEL SYNDROME

by Dr Nick Read

www.carolynspring.com

   47

http://www.carolynspring.com


T
R

A
U

M
A

 A
N

D
 T

H
E

 B
O

D
Y 

IN
FO

R
M

A
T

IO
N

 P
A

C
K

WHEN IT ALL BECOMES TOO MUCH:  
TRAUMA AND IRRITABLE BOWEL SYNDROME

by Dr Nick Read

tary health practitioners. Her latest nutri-
tionist had diagnosed food intolerance and 
queried Small Intestinal Bacterial Over-
growth (SIBO),  prescribing a combination 
of probiotics and anti-biotics together 
with a low FODMAP diet (Fermentable 
Oligosaccharides, Disaccharides, Mono-
saccharides and Polyols, which are poorly 
absorbed by some people). She could not 
cope with the diet, preferring to keep to 
her own very restricted regimen, and the 
probiotics and antibiotics upset her. That 
had tended to be the pattern.

The diagnoses of irritable bowel syndrome 
and chronic fatigue syndrome would 
undoubtedly fit, but for most doctors, 
these are diagnoses of exclusion, grabbed 
like a lifebelt when the tests are 
negative. Jenny also had debilitating  food 
intolerance, possible nutritional deficiency 
caused by dietary exclusion and some as 
yet undefined neurological impairment 
affecting her speech, spine and limbs. Her 
illness just couldn’t be contained within a 
convenient diagnostic box.

But was there another way of looking at it? 
Supposing the illness were examined, not 
as some insoluble diagnostic challenge, 
but as the consequence of everything that 
has happened? I asked Jenny to tell me 
the story of her life with her illness. Her 
account was a complex and fragmented 
narrative. She had had ill health and 

unhappiness since she was 17, when she 
got married to her first husband. She had 
been divorced twice and had no children. 
She had suffered years of ‘solid trauma’: 
overwork, exhaustion, a failed business, 
abuse, divorce and bereavement. After her 
marriage and business collapsed and she 
lost both parents within six months of each 
other, she ‘ended up with a massive body 
break down – I could not walk without 
help’. Nevertheless, she married again, but 
her husband’s health deteriorated and 
eventually ‘he collapsed in the car driving 
while I was passenger.  I was very badly 
bruised in a bad state of shock. Police woke 
me up at 1.30 am to tell me he’d passed 
away.’

That was many years ago. Jenny now 
lives alone, has no family connections 
and no real friends; her only contacts 
seem to be her elderly neighbour, ‘who 
is a bit odd’,  tradesmen and health care 
professionals. She is desperately lonely. 
Her life is ruled by her illness. Others would 
have given up long ago, but despite or 
perhaps because of her disabilities, Jenny 
is determined to find a cure or somebody 
who can help. She rails against the doctors, 
who never listen but just order tests, 
offer treatments that never work and 
ultimately discharge her. Her loneliness 
and desperation make her vulnerable 
to suggestions from anybody promising 
cures, but all too often, she said, people 
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seemed to regard her as crazy and avoid 
her.

I listened, overwhelmed by the enormity 
of her debility, but Jenny was not mad; 
neither did I think she was suffering from 
some incurable or as yet undiagnosed 
disease. Her diverse mental and physical 
symptoms made perfect sense when 
viewed from the perspective of a lifetime 
of trauma.

Stress activates the sympathetic nervous 
system and we react by running away 
or trying to deal with it; in Jenny’s case 
by working harder. This is the normal 
fight and flight reaction. But if the stress 
continues and there is no escape, then the 
sympathetic nervous resistance collapses, 
the mind dissociates from what is 
happening and the body breaks down from 
sheer mental and physical exhaustion. This 
is known as the freeze (giving up) response 
and is what happened to Jenny. The 
sympathetic nervous system ceased its 
struggle and the ventral vagal limb of the 
parasympathetic nervous system closed 
down the body. She dissociated from the 
stress, suppressed production of cortisol 
and became ill. Animals do much the same 
when they are cornered by predators and 
have nowhere to hide – they play possum.
The psychiatrist Martin Seligman coined 
the term ‘learned helplessness’ to describe 
this phenomenon. People can become 

so conditioned to repeated trauma that 
they continue to freeze and become ill in 
the face of stress even though it may be 
possible to escape and get better. Those 
who have suffered trauma are 4.7 times 
more likely to develop IBS and about 8 
times more likely to develop chronic fatigue 
syndrome; the two frequently overlap in 
the same person. The illness can become 
so fixed that they define themselves by it 
and may join support groups to consolidate 
their illness identity. This is not so much a 
pathological disease that will kill them, but 
more a protection from a terrifying and 
threatening world, offered by the refuge 
of illness.

The problem is that unless there is a 
medical ‘cure’, becoming ill just magnifies 
the trauma by frustration with those who 
might help, exhaustion with the unending 
quest for a cure, constant disappointment 
when hopes are dashed yet again, and 
inevitable rejection. And so Jenny and 
others like her lose any will to fight 
and collapse into another relapse. The 
answer is not to be found in more drugs 
and diets; it is more a matter of finding 
the time, space and appropriate help to 
escape their reliance on the illness. A 
series of appointments with a counsellor 
or therapist can provide a safe haven 
that can help to bring the trauma gently 
back to mind where it might be seen as 
something that happened ‘there and then’ 
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and is not happening ‘here and now’. But 
it is not always necessary to unearth the 
archaeology of the trauma. It may be 
enough to establish a life and focus away 
from the illness though some interest or 
activity that facilitates peace, containment 
and a renewed sense of identity and self-
worth. This is the essence of mindfulness.
Jenny is at the extreme end of a spectrum. 
Not many people have endured such 
extreme stress. But there can be few 
of us who have not experienced some 
life trauma, be it the loss of a parent, 
the breakdown of a relationship, the 
disappointment of children, redundancy 
and unemployment. Perhaps some people 
with IBS have experienced more such 
events and more severely; perhaps what 
has happened has left them so sensitive 
that any change is seen as threatening and 
brings back the illness.

For those whose life and bowel have 
been blighted by what has happened, 
antispasmodics, a low FODMAP diet 
or probiotics may all help to reduce the 
symptoms but they will not ‘cure’ the 
disease. This will only happen if they can 
find a way of getting what happened into 
a present perspective, letting it go and 
finding a more healthy focus of confidence 
and wellbeing. Exercise, getting out of the 
house, meeting people, trying new things; 
moving the mind and the body can help so 
much to ‘live’ in the here and now and put 

what happened into that context. But that 

will need to be the subject of a future post.
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WHAT IS TRAUMA?

Trauma is not just about having a bad 

day. Trauma is about being flooded and 

overwhelmed. It’s a threat, real or perceived, 

to our bodily integrity, and as I would put 

it, it’s life-threatening powerlessness. To 

understand trauma, we need to understand 

what goes on in the body at the moment 

of trauma and how the physical impacts 

of trauma are rooted in basic, primitive 

responses shared by many animals, 

including us as mammals and humans. 

This physical survival system is founded 

in our autonomic nervous system, which 

is geared towards responding to threat 

and promoting our survival. It’s different 

to the central nervous system, comprising 

the brain and spinal cord, which we mostly 

have voluntary control over. The autonomic 
nervous system is primarily unconscious 
– it’s what goes on without thinking, even 
when we’re sleeping, 24 hours a day: it keeps 
us breathing and digesting and pumping 
blood around our body.

This autonomic nervous system has 
traditionally been divided into two main 
branches: the sympathetic nervous system 
and the parasympathetic nervous system. 
These two branches tend to work in a 
complementary relationship to one another 
– they help to balance the body and keep 
its homeostasis. Generally speaking, the 
sympathetic nervous system ramps us up 
ready for action: it’s engaged in the fight and 
flight response. And the parasympathetic 
nervous system slows us down: it’s there 
to ‘rest and digest’ or ‘feed and breed’ as 

THE THREE PHASE TREATMENT APPROACH TO TRAUMA
by Carolyn Spring

THE TRAUMA TRAFFIC LIGHT
by Carolyn Spring

www.carolynspring.com

   51

http://www.carolynspring.com


T
R

A
U

M
A

 A
N

D
 T

H
E

 B
O

D
Y 

IN
FO

R
M

A
T

IO
N

 P
A

C
K

THE TRAUMA TRAFFIC LIGHT
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some people call it. So you could say that 
the sympathetic nervous system is like an 
accelerator, and the parasympathetic is 
like a brake. Throughout the day the body 
is constantly adjusting, accelerating and 
braking, placing us in a dominant state of 
either sympathetic or parasympathetic 
nervous system activation, in order to 
respond optimally to the demands of life 
we are facing at any given moment.

AND WHAT IS THE TRAFFIC 
LIGHT?

Keeping the driving analogy, we could talk 
about this in terms of the ‘trauma traffic 
light’, or rather three physiological states 
that the body can shift gear between, 
depending on levels of threat or security in 
the world. 

First of all, there’s the green zone. The body 
enters this state when all is well with the 
world, when we perceive our environment 
to be safe. In this case, our body and brain 
automatically gear us up to be able to 
focus on people. It is what has been called 
the ‘social engagement system’. We can 
chat, we can play, we can work, we can 
feed, we can breed – we can do life! This 
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is a state of predominant parasympathetic 
nervous system activation, and it’s a good 
thing: we’re chilled out and relaxed, we feel 
safe, and we can get on and explore and 
conquer life. But this is a state that many 
trauma survivors find it difficult to achieve 
consistently or for long periods of time.

Instead, many trauma survivors find 
themselves frequently triggered into 
the amber state of alert. The body and 
the brain perceive some kind of threat 
in the world: perhaps a near-miss on the 
motorway, an unexpected knock on the 
door in the middle of the night, the sounds 
of a disturbance with raised voices, the 
approach of a mugger or other assailant. 

The amber state can also be triggered by 
reminders of trauma from the past, or 
psychological threats, events we perceive 
to be life-threatening: losing our job, 
our partner getting sick, social rejection. 
When this happens, our body gears us up 
automatically to respond to this challenge 
– it mobilises us to do something to survive, 
and it engages the fight-or-flight responses 
of the sympathetic nervous system. 
There is a cascade of neuro-electrical and 
chemical responses in the body and the 

brain, and we enter a state of mobilisation 
– we’re ready for action.

But what if we can’t handle what comes our 
way? What if the threat is too great? What 
if we can’t escape from the assailant, or we 
don’t have the resources to survive? When 
we are overwhelmed, our body switches 
into red alert mode. It assumes that this 
is a critical, life-threatening event. And so 
it switches from the sympathetic nervous 
system back into the parasympathetic 
nervous system…which sounds a little 
confusing! After all, this isn’t a time to rest 
and digest or feed and breed, is it? No it’s 
not, and this paradox is explained by the 
presence of two distinct pathways in the 
parasympathetic nervous system. The red 
zone utilises the unmyelinated ventral 
vagal circuit rather than the myelinated 
dorsal vagal circuit used by the green zone.

In this red alert state, when the body per-
ceives that it can’t do anything active to 
survive (fight or flight), the body goes into 
an immobilised state. Again, there is a cas-
cade of chemical and neuro-electrical 
changes in the body, and we go into ‘freeze’ 
– complete shutdown. The vagus nerve is 
activated, our heartrate drops, and we en-
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ter a state of feigned death. This red alert 
response is designed to help us survive by 
fooling a predator into leaving us alone, 
and it comes with certain physiological 
benefits such as reduced pain perception 
and an altered (narrowed) state of con-
sciousness. Psychologically it is a state of-
ten referred to as ‘dissociation’. This red 
alert state is intended only for very occa-
sional, life-threatening experiences, but it 
becomes an automatic response in a lot of 
people who have suffered extensive child-
hood trauma – especially those who have 
developed a dissociative disorder.
Both states of amber and red are toxic to 

our long-term physical health, as I explain 

in detail on our Trauma and the Body on-

line training. This means that it is impera-

tive that we learn how to ‘ground’ – how 

to calm the body down and move it from 

a state of freeze and immobilisation in 

the red zone, through to a state of fight 

and flight and mobilisation in the amber 

zone, back into the safety and peace of the 

green zone. In fact ‘recovery’ from trau-

ma could be conceptualised in simplistic 

terms as retraining the body and the mind 

to live the vast majority of the time in the 

green zone rather than in amber or red. •
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If I said I could help you improve your life 
by 1% you might not be very interested. 
Especially if your life is filled with pain, 
suffering, dysfunction and struggle, you 
might think, ‘A 1% difference isn’t going to 
do any good! I need a 100% difference!’

That’s how I thought for a long time. I was 
presented with a lot of little things that 
might –  might  – make a little difference. 
But I dismissed them. I was looking for a 
big thing – The One Big Thing – that would 
make all the difference.

As a result I wasted a lot of time.

I was like a builder looking at a pile of bricks, 
timbers, roofing tiles, cement, insulation 
and plasterboard, and saying, ‘No, no, I 
ordered a house.’

As anyone who’s ever been on a DIY site will 
know, you can’t order a house as one item 
– just add it to your basket, click ‘next day 
delivery’ and bingo you have a home.

It has to be built one brick, one screw, one 
beam at a time.

The same is true for our recovery from 
trauma, or indeed from physical ill health or 
any other kind of adversity.

‘Marginal gains’ is a concept that I 
came across a few years and it has been 
instrumental in the progress I’ve seen 
in my life. I first heard of it in relation 
to Dave Brailsford, the famed coach 
who turned British cycling into a medal-
winning machine. It was a breathtaking 
transformation. Bradley Wiggins, Mark 
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Cavendish, Jason and Laura Kenny, Chris 
Froome – they’ve all become household 
names largely because of Dave Brailsford 
(although I’m sure their sweat and 
dedication might also have contributed 
to it.)

Dave Brailsford is not a wizard with 
magical powers. When asked what his 
secret sauce was, time and again he would 
say, ‘Marginal gains.’

Before I was struck down with CFS/ME at 
the age of 15, I was very active in sport – 
I represented the school and county at a 
number of disciplines including hockey, 
netball, tennis, swimming and athletics. 
I later played football at University level 
and was about to trial for England when a 
back injury forced an end to my sporting 
ambitions. But sport has always been 
a huge part of my life and I’ve always 
been fascinated by what makes an elite 
sportsman or woman. Is it innate ability 
(Usain Bolt surely has a few advantageous 
genes), is it lots of hard work, is it ‘luck’?

The same kinds of questions apply to 
recovery from trauma. Do we recover 
because we’re just inherently, naturally 
blessed – because we’re ‘special’ in some 
way? Is it hard work? Is it a series of 
fortunate events (such as finding the ‘right’ 
therapist?)

There’s probably an element of all of 
these factors, but in reading about Dave 
Brailsford and his theory of ‘marginal 
gains’, it leapt out at me as being of great 
potential benefit in my own recovery from 
trauma and ill health.

‘Marginal gains’ is basically all about minor 
tweaks. It’s not about looking for The One 
Big Solution, or the one thing that will 
suddenly make someone a gold winner. It’s 
about tweaking everything by 1%, even 
less than 1%. One of my favourite examples 
is that Brailsford was meticulous in the 
preparation of his cyclists for competition. 
They took their own pillows to where they 
were staying, to try to ensure a good night’s 
sleep. At later events, they even carted in 
their own mattresses. They learned how to 
wash their hands properly, to reduce the 
risk of infections.  They were super-nerds 
when it came to performance hacking.

It would be a bit OTT for me to take my own 
mattress to a Premier Inn the night before 
a training day, but it still piqued my interest. 
It basically got me thinking about all the 
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little things, contributing 1% or less, that 
could make a difference. A tiny difference. 
But a difference nonetheless. And how, if I 
implemented lots of those tiny differences 
and I did it for long enough, it could add up 
to a big difference.

For a long time I’d been looking for The 
Big Breakthrough in my therapy. I was 
looking for The One Memory, or The One 
Insight, or The One Moment of Empathic 
Attunement to move me forwards. I left 
every single therapy session feeling slightly 
frustrated that The Big Thing hadn’t 
happened. To be sure, it was elusive. But I 
felt that it must be just around the corner. 
Surely. So with enough therapy sessions, I 
would eventually stumble upon it: law of 
averages.

Every break in therapy was therefore 
difficult to handle, not just because I 
missed the affect-regulating benefit of 
mentalising in the presence of a significant 
attachment figure, but because it was a 
missed opportunity to stumble upon The 
Big Breakthrough.

When you’re always looking for something 
that you can’t find, it can lead to a lot of 
frustration. And with a history of trauma 
and a perfectionistic mindset, it can quickly 
lead to a downward spiral of hopelessness, 
despair and self-loathing. ‘Marginal gains’ 
changed my mindset completely.

What if, instead of looking for The Big 
Thing – the ready-made house delivered 
next day by Amazon, a kind of lottery-
winning miracle – I focused on all the 
small, tiny, almost inconsequential things 
that might make a small, itty-bitty, almost 
inconsequential difference?

I couldn’t force myself to have a Big 
Breakthrough. But I could encourage myself 
to go to bed in reasonable time each night. 
I could encourage myself to spend 5 or 10 
minutes a day journalling. I could remind 
myself to take time out three or four times 
a day to do some deep breathing. I could 
get into bed every night and vocalise three 
things that I was grateful for.

And that’s what I started to do. 
Immediately, there was kickback.

‘What’s the point of this?!’ sneered an 
inner critical voice. ‘This isn’t going to 
solve anything! It’s pathetic!’ The voice 
was snarling, bitter, hoarsely despising. 
‘You have DID! You don’t recover from 
DID by going to bed early. You don’t get 
over complex trauma by doing some deep 
breathing. This is ridiculous!’

My shoulders would slump in despair. The 
voice was right. This was pathetic.  I  was 
pathetic. Was this really the best I could 
do? It was a massive four-storey house I 
was trying to build, and what difference 
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MARGINAL GAINS
by Carolyn Spring

did I really think I could make by just laying 

one brick a day?

And then I would sit down in despair 

for several days more, feeling defeated, 

feeling lost, feeling helpless and powerless 

and that there was nothing at all I could do 

to make things better. Life was so unfair.

When we look at the finished article – a 

new-build house, a gold-winning athlete – 

it’s easy to focus on the final product, not 

the process that led up to it.

I’ve been watching new houses being built 

around me where I live. It is a wonder to 

behold: a square of mud has trenches dug, 

foundations laid. The brickwork starts. 

Every day I watched the brickies at work. It 

frustrated me sometimes to see how long 

it took them to collect their bricks, stack 

them ready, get their mortar, measure 

out their lines. I’d look up after a couple 

of hours of my own work and think, ‘For 

goodness’ sake, you’ve not done anything! 

You’ve just moved bricks from one place to 

another!’ Other times, I might be out for a 

day or two and come home to find that a 

wall had suddenly shot up.

When the house was finished, I had a clear 

picture in my mind of how it had been built. 

Literally, one brick at a time.

When we look at someone who has made 

significant progress in their recovery from 

trauma, we can think, ‘Oh, I could never be 

like that.’ We can think, ‘What good is it 

for me to just lay one brick at a time? I’m 

not making any progress.’ We can ridicule 

our lack of progress when all we’re doing is 

creating stacks of bricks ready to lay.

But there is only one way that a house is 

built – one brick at a time. Each day, there 

are marginal gains. It doesn’t shoot up 

overnight. It is slow, steady work.

The hardest part was shaking off my 

despondence. It was a lack of impatience, 

really – I wanted to be better, and I 

wanted to be better now. It takes faith and 

perseverance to keep going, every day, 

without seeing any results. It takes a lot 

of hard work. It takes a certain conviction 

that the little things will add up to the big 

things.
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MARGINAL GAINS
by Carolyn Spring

In recovery from trauma, we’re trying to 
shift the default operating focus of our 
minds from the back brain to the front 
brain. The back brains operate when we’re 
in danger. The front brains operate when 
we’re safe, doing daily life. Trauma keeps 
us stuck in the back brain mode of danger. 
Recovery from trauma involves getting 
our front brains back online, and our bod-
ies feeling safe. 

And that process doesn’t happen with next 
day delivery. It happens one brick at a time. 
Breathing, deeply. Meditating. Journalling. 
Occasionally a window will go in – an insight 
in therapy, the resolution of a particularly 
tricky traumatic memory. On one particular 
day the roof will go on and we’ll think, ‘Wow! 
I’m really making progress now!’ But then it 
will slow again as the guttering is fixed, the 
air vents inserted.

Progress isn’t linear. But our effort can be. 
‘Marginal gains’ is about identifying all the 

little things that will help a little bit, and 
then doing them consistently. It’s laying 
every brick at a time, tightening every bolt, 
sealing every gap.

What marginal gains can you make in your 
life? For me, as I said, they were things like 
breathing, journalling and sleep. Diet was 
huge. Reducing the toxic load of unhealthy 
relationships – reducing the burden of 
drama. Managing money carefully so as 
not to be stressed about debt. Leaving 
enough time to allow for accidents and 
roadworks so that I didn’t arrive at therapy 
or other appointments stressed. Having 
daily routines and disciplines to stay on top 
of household chores, rather than living in 
a mood-sapping cesspit. Limiting alcohol. 
Stretching. Getting daylight and exercise.

‘Marginal gains’ isn’t so much about what 
you do. It’s more a change of orientation 
and expectation. It’s about looking at what 
you can fix and change and do, rather than 
feeling constantly defeated by what you 
can’t. It leads to a series of small wins, and 
it builds your confidence. Perhaps most im-
portantly, it’s an antidote to helplessness.

A 1% improvement doesn’t sound like a big 
deal. But add up enough 1% changes, over 
enough time, and suddenly life can be very 
different.

What marginal gains can you implement in 
your life today? 
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I 
burn with shame as the A&E doctor 
asks me how I hurt my hand. I really 
don’t want to tell him. I really don’t 
want to be here. But I am here – in 

this stark, blue-light cubicle, with a blue 

curtain pretending privacy, with a blue 

blanket and me, blue jeans, blue top, as if 

to blend in, perched on the end of the blue 

bed, holding my hand to be examined – 

because I don’t want to be in trouble. I am 

here because I wasn’t ‘here’ earlier. And 

I’m here because, if I’m honest, my hand 

hurts way more than I think it should.

An X-ray later, the break is confirmed. 

Not a bad break: mainly just a chip on the 

bone along the outside edge. But boy does 

it hurt now, the pain flaring in mockery 

at me.  You stupid idiot, it seems to be 

screaming at me. And the shame burns 
brighter.

So now I need to nurse my hand 
without looking like I’m nursing my hand. 
It’s exquisitely painful – it feels as if mere air 
will hurt it – but I’m so appalled at myself for 
the whole episode that I’m just relieved it 
doesn’t need a cast and I get away with some 
protective strapping. The nurse bandages 
it up with look-at-me blue tape and tries 
talking to me about the recent election of 
Barack Obama. Barack who? My world at this 
time doesn’t extend to international news. 
My world at this time is about pain, and 
managing pain with pain, and the shame of all 

the many ways that I manage pain with pain.

So then here I am, a week later, and 

back in the therapy room where I managed 
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pain with pain and by doing so broke my 

hand. In shame I wanted to cancel, but this 

woman is not for cancelling. And therapy 

is a lifeline right now, even though I don’t 

always handle it well.

I tried doing without the strapping but 

it’s still so tender that I need something to 

remind me not to touch it. I try to shrink 

my arms up my sleeves. But there’s no 

hiding it, and her eyes lock onto it even as 

I walk through the door.

‘Broken?’ asks the therapist, and 

there’s a strange tension in the room, 

like we’re both swollen with emotion and 

neither of us is sure that it won’t burst 

forth like pus from a wound.

‘Broken’ sounds so dramatic, and 

anyway I don’t want to admit to it. I’d rather 

drift somewhere else in my head. But I 

sense that this session is going to be about 

me being here and taking responsibility for 

being here, and I daren’t dissociate it all 

away.

‘Kind of,’ is all I offer and I try deftly 

to manoeuvre the chair into position one-

handed but fail, and so end up looking like 

I’m trying to manoeuvre the chair into 

position one-handed.
So this is therapy. This is the place 

for sympathy and ‘poor you’ and ‘tell me 
about it’. Right?

Yeah, right.
‘Shall we start with your hand?’

No, let’s not start with my hand. Let’s not 
finish with my hand. Let’s not even mention 
my hand in passing, in the middle, or on the 
side.  Let’s  talk  about  anything  other  than 
my hand. This voice on the inside wants to 

come out swinging. I don’t let it. Instead, 

I try to find the-therapist-I-know-is-for-

me. I peer up at her, looking towards her 

rather than at her, avoiding eye contact 

and – again – trying to look like I’m not 

avoiding eye contact.

‘What are we going to do?’ she says, 

quietly, calmly, but oh so firmly.

‘What are we going to do?’ I echo, but 

with even more of an upward inflection, 

because I’m genuinely confused by the 

question.

Perhaps start with ‘how are you?’, ‘how’s 
your  hand’,  ‘ouch  that  looks  painful’,  ‘have 
you  had  a  difficult  week?’  another voice 

inside pipes up. Or even perhaps,  ‘how on 
earth do you wipe your bum with a broken 
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hand?’ Anything other than what I think is 

coming.

And I’ve worked with her long 

enough to know that it’s coming. And I’ve 

worked with her long enough to know 

that it won’t help if I get defensive, make 

excuses or blame-shift. And I’ve worked 

with her long enough to know that she 

asks questions for my benefit, and that 

she’s committed to my wellbeing – even 

though her way of showing it is invariably 

uncomfortable.

‘It wasn’t a great session last week,’ 

she offers, trying to get me to speak. I 

know she’s not going to let it go. I know 

she shouldn’t let it go. But I still wish she 

would let it go.

‘No,’ I say, and shame is a stench in 

me like the burning of flesh. I would give 

anything right now to atomise to dust. 

Parts of me want to run. Parts of me 

literally want to die.

It’s like we’re both holding the same 

memory, out in front of us, between us: 

me last week in distress, dissociated, 

desperately trying to ride the wave of 

liquid pain that was cresting me. And 

something that had triggered it – I can’t 

remember what – and this explosion 

of emotion that I didn’t know how to 

handle. And pain. Just pain. That’s all I 

can remember: pain. Pain that I needed 

to handle with pain. And so once, twice – 

however many times – I struck out with 

my hand against the brittle, bony edge 

of the table, she objected, I flared, and 

then there I was afterwards in A&E. The 

memory is murky like mountains clothed 

in fog.

She looks at me long and slow and 

hard, with eyes that pierce right into me, 

but in a warm way, not critically.

‘I want to tell you to never do that 

again,’ she says, measuring out each word 

slowly and carefully, like she’s pulling a 

tangle out of a ball of wool. ‘But saying 

‘stop it’ won’t work, will it? You don’t 

know why you’re doing it. You’re not fully 

present to yourself with your front brain 

online while you’re doing it.’

That’s right, I think, on the inside of me, 

shook through with relief. I feel instantly 

purged by this one simple moment of 

empathic attunement. She gets  it. On the 

outside I just nod, feeling understood, 

but not wanting to reveal it. It feels too 

dangerous still. She continues.

‘If I say ‘stop it’ to you, you will feel 

in trouble – told off – and it will activate 

your shame. And it will put us into conflict 

– you wanting to do something, me not 

wanting you to. We’ll be on opposite sides. 

It may rupture our relationship.’
She knows me. She knows me so well. 

I sit awkwardly, stuck in my own dilemma.
Then, almost imperceptibly, she 
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straightens a little in her chair.
‘But allowing you to hurt yourself, to 

avoid that rupture, isn’t an option either.’ 
There’s a quiet, humming authority about 
her, as if her words are coiled around with 
grace and sternness. ‘It’s unethical of me. 
It’s dangerous. It pushes me out of the 
green zone, with anxiety over what will 
happen to you – will you seriously damage 
yourself? – as well as what will happen to 
me.’

I twitch, surprised slightly. I hadn’t 

considered how my actions would affect 

her. I’m intrigued, and feel slightly afraid, 

with a smearing of guilt on the inside that 

I hadn’t once thought of her.

‘Will I be deemed unfit for practice if I 

don’t manage this well?’ she continues. ‘If 

I can’t stop you self-harming in a session? 

Should I be doing what I do if I can’t even 

keep you safe? And if I’m not in the green 

zone, pushed into amber with anxiety 

about you like this, how can I help you be 

in the green zone?’

She pauses, letting the silence rub the 

words into my brain.

Then eventually: ‘So what to do?’

It’s a strange mixture of feelings as I sit 

there. The air is quiet and there’s a softness 

in the room, like the light is landing like a 

layer of dust. I feel engaged as a partner in 

solving this dilemma. Despite my earlier 

dread, somehow I don’t feel told off. 

There’s no rupture: just an obstacle that, 

shoulder to shoulder, we are both trying 

to shift. I know her question is no mere 

rhetorical form: she really does expect me 

to help her find a way forwards.

There is a slight zing of exhilaration 

in me, because I’ve not been patronised, 

and I’ve not been blocked. I’ve been 

understood and respected and involved 

in the solution. This is new to me. This 

is adult-to-adult, despite the child-like 

drive to my actions.

But what to do? Oh, what to do?

The silence works easily between us, 

like oil swirling in a beaker, lubricating our 

thoughts. I am open to whatever comes 

next, because something about her tone 

and her voice and her face and her body 

tells me that she is for me. I see the ache 

of the situation. Somehow I feel safe with 

her. And my empathy for her dilemma 

– our dilemma – stirs me to collaboration, 

not conflict.
‘Shall we think about what might be 

going on for you when you want to hit 
your hand?’ she offers, in a voice light and 
easy and inviting.

I nod. It’s everything I want: to be 
able to explore what was going on in me, 
to dissect it, to understand it. I want to 
understand and I want to be understood, 
and I feel restless to wreak change into 
my reactions, and not be at the victim of 
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my dissociated emotion.
‘I don’t want to hurt myself,’ I say, my 

olive branch proffered. ‘I mean, I do – 
obviously I do, or I wouldn’t be doing it. 
But it’s more complex than that. Part of 
it is that I hate myself. In that moment, 
when the feelings come up, they come 
up with such a force of self-hatred that 
it feels like the only right thing to do is 
to destroy myself. It’s sheer hatred. At 
myself.’

I glance at her and there is sadness on 
her face, and I feel it in me too. It’s so sad, 
so very very sad, to feel this way about 
myself. I get it, in that reflection in her 
face, that this isn’t the way it should be, 
and it’s not the way I want it to be. It’s the 

outworking of all those people who really 

did hate me, who hurt me, who despised 

me, who rejected me, who took pleasure 

in my pain. But deep down I don’t want to 

hurt myself. Not really. If I did, I wouldn’t 

be here.

She nods. ‘Go on.’

I dig around inside to find the next 

layer. ‘When I’m in pain,’ I offer, hesitantly, 

trying to grasp it. ‘When I’m in emotional 

pain, when a feeling comes up, like it did in 

the session …’

I’m not sure I should admit to this. 

I glance up at her, to check it’s okay. The 

softness on her face convinces me to go 

on.

‘When I’m in pain, it’s like I need to 

hurt myself. I don’t know what else to do.’

‘You don’t know how to handle it?’
‘Yes. It’s like I feel somehow that it’s 

so wrong to be in pain, to feel painful 

feelings, that I punish myself for it. 

Instantly, reactively. To try to stop myself 

feeling those feelings. To manage it. Pain 

leads to pain. Pain is handled with pain. It’s 

all I know how to do …’ I trail off, feeling 

sad and twisted up with the reality of it.

‘Go on.’

‘And it’s like, if I hurt myself – if I feel 

physical pain, then it takes the edge off 

the emotional pain. It’s easier to handle. 

Because it’s there’ – I gesture to my hand – 

‘it’s finite and clear. It has edges. It hurts. But 

it’s so much easier to deal with than pain in 

here’ – and I point to my chest. As I do, the 

pain bleeds against me, ragged and raw.

She nods and sighs, and gestures 

again with her head for me to continue.

‘If I hurt myself, it’s like a warning.’

‘A warning?’
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‘To myself. To expect pain. To choose 

pain. To make sure I don’t reach out, for 

comfort or soothing, or anything like that. 

Just to accept that pain is what I’m going 

to get. So if I hurt myself, I’m in charge of 

it. I’ve chosen it. It feels easier.’

She’s about to say something, but the 

dam has broken inside me.

‘And anyway, it’s what you want!’ I 

say, exploding slightly, redness bursting to 

the surface, challenging her, daring her to 

disagree with me.

But she does disagree. She is 

surprised, and sits straight suddenly.

‘It is most definitely not what I want,’ 

she says, warmly, peering right into me. 

‘I do not want you to be in pain,’ she says, 

more quietly, but fervidly, like her honour 

depends on it.

I believe her, and yet still the 

accusation rises from within, with a force 

that surprises me. ‘But you do,’ I say, 

conflicted, ‘You do.’

‘Explain …’ she says, and we both seem 

to realise at the same time that this is 

transference, not reality. This is a memory 

from the past overlaying the experience 

in the present, like voile on a window. 

She has stopped being the therapist 

and has become the mother, as the past 

becomes the present and I lose context 

and perspective.

‘The only way I can get close to you is if 

I’m in pain,’ I say, and I’ve become younger 

suddenly, and surly, and cross. ‘The only 

way you like me is if I’m in pain.’
There’s such a weight of sadness in 

the room right now, like it will crush both 
of us. But she just waits and waits and 
waits, an endless waiting of waiting, until 
the wave rolls back a little.

‘You think it thrills me to see you in 
pain?’

Yes.  That’s exactly the word, and it 

skewers me right in my guts to hear it. 

I can see the mother now, in my mind’s 

now, glee in her eyes, thrilling at my pain.

‘Yes.’

The therapist lets out some noise, 

primal and deep, but softly, and measured. 

It says, ‘I hear you. I see you. I feel the pain 

of your statement. And it hurts me too.’

Images flash before me and I 

remember. Just snatches, glimpses of 

memories, but I remember. In sensations, 

in smells, I am small and scared and I reach 

out for mummy and there is something 

in her eyes – excitement? – something 

that energises her and pleases her, and I 

realise it is my pain. And then I remember 

last week, the emotion that surged up 

through me as we talked, the lurching 

inside, the sense of loneliness and 

abandonment, the wanting to be held, the 

longing to be soothed. And so pain. The 

only way I can come close, be acceptable, 
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is if I’m pain. So smash, smash against the 

edge of the table. Here is my pain, my hand 

was crying, here it is, like a sacrifice. Is this 
enough,  or  do you  need more? How much 
pain  until  you’ll  love  me?  Is  this  enough? 
This? And so smash, smash. smash.

But oh so confusing. The therapist, 

voile-covered mother, was saying, ‘No!’ 

and trying to restrain me. No? Doesn’t she 
want  my  pain?  Isn’t  it  enough?  So  smash, 
smash, to make it more. But ‘No!’ And 

I don’t know how to get her to soothe 

me. I am in pain, and I need to offer pain 

– a guilt offering, a sin offering – and 

perhaps my pain isn’t sufficient to draw 

her close.  Smash, smash. And then, voile 

removed, I see the therapist as she is and 

see that she doesn’t want my pain, that it 

pains her to see my pain. It doesn’t thrill 

her at all.

As a child, I looked into the eyes of my 

abusers and I saw my pain reflected there. 

But in them it was reflected as pleasure. 

It delighted them. Now, in therapy, in the 

eyes of my therapist, my pain is reflected 

as pain. So there’s no hiding from it now, 

no dissociating, no pretence:  pain hurts. 

This is the ineffable, unbearable reality 

of pain: pain hurts. And meeting pain with 

pain will never, ever, lead to pleasure. 

There has to be another way.

I sit, floundering in my confusion at 

all of this. It hurts to remember the eyes 

of glee. It’s confusing now to see the 

empathy come back at me. How do I get 

close to this attachment figure, in this 

room, in this here-and-now-ness of voile-

less reality? 

How do I reach out for nurture and 
soothing and support, if it’s not through 
pain?

The silence works thoughts into my 
head. At last, I speak.

‘You don’t want me to be in pain?’ I 
offer, half-statement, half-question.

She weighs up what I’m saying, as 
if trying to understand the whole of it 
before answering.

‘No,’ she says, sadly, softly. ‘No, I don’t. 
That’s the old way. It’s not the new way.’

‘What is the new way?’ I say.
‘Do you know?’

I nod. At least, I think so. ‘We talk out 

our feelings,’ I say, mimicking one of her 

mantras, ‘we don’t act them out. We ask 

directly for help, with words. We don’t 

hint or manoeuvre or manipulate. We just 

ask.’

She nods, eyes smiling.

‘But …’ my objection comes. My 

objection always comes. Whatever I 

accept at one level needs accepting 

at every level within me, and not all of 

me works at the same speed or with 

the same degree of insight. ‘But it feels 

wrong to ask for help. And it feels scary. 

And it feels pointless.’
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‘Because?’

Out streams another fizzle of feeling. 

‘Because you might mock me, or hurt me, 

or reject me, or say no. You might use my 

pain to cause more pain. You might …’

The accusation sits in the air between 

us like jags of light.
‘I might …?’
I breathe through my discomfort. 

Oh it hurts, all of this. It hurts. It hurts to 
bring to consciousness, like this, all my 
traumatic expectations, all the myriad 
ways in which I generalise out to the 
present day all my experiences from the 
past. My fears are so instinctive that 
they erupt onto the surface of my mind 
and colour every interaction before I’ve 
had time to assess them. But here, in 
the therapy room, the slowness and the 
calmness and the safety and the space 
insist that I consider them, that I reflect 
rather than react. 

Spurts of self-hatred shoot up 
through me, that I’m so reactive like this. 

I don’t want to generalise. I don’t want 

to jump to conclusions. I don’t want to 

tar everyone with the same brush, least 

of all this therapist, kind and gentle 

and honourable and true. And yet of all 

people she is the one I am most likely to 

demonise, and believe in her badness. Of 

all people, undeserving, she is the one I 

am most likely to fear will hurt me, and 

mock me, and reject me and humiliate 

me. The voile of my mother wraps around 

her in every session and it’s not her fault. 

I wonder at her willingness to endure 

such injustice, when all she is trying to do 

is help me.

‘No,’ I say at last, breathing out the 

frustration at myself, but relieved at least 

that I have caught myself. ‘No, you won’t. 

You never have done. I’m just dumping on 

you what other people did to me.’

Aaah. I get it. For this moment at least, 

I get it.

‘You don’t want me to be in pain,’ I 

say, this time a statement rather than a 

question. ‘I just think that’s the way to be 

close to you. But it’s not. The new way, 

with people that don’t abuse, is to meet 

pain with empathy. The old way, of people 

that abuse, was to meet pain with pain, 

and even to be thrilled at it. But that’s 

them. It’s not you.’
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‘No,’ she says, as if releasing an hour’s 

worth of tension. ‘No, that’s not me.’

We sit, companionable and kind for a 

few moments, allowing the voile to draw 

back.

‘How is your hand?’ she asks, and for 

the first time I feel no shame. I proffer it 

tenderly, waving it in the air with a gentle 

grimace.

‘It hurts,’ I admit. ‘It hurts a lot. I 

chipped the bone on the side. So it’s very 

tender, but it’ll heal.’ She grimaces back 

in sympathy. ‘I won’t be doing that again,’ 

I say, slightly downcast inside, but feeling 

cleaned out, as if absolved and renewed. 

‘It’s stupidly inconvenient for one thing. 

But now at least I know why  I did it. The 

answer to pain is not pain,’ I say, grasping 

it even as I say it. ‘The answer to pain is 

kindness and empathy. That’s what I need 

to show myself.’

She nods. I nod. Perhaps easier 

said than done, when I have a lifetime 

of habits, but the first step is always 

understanding. •
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Daniel Siegel coined the phrase 

‘mindsight’ meaning a kind of focussed 

attention that allows us to see the 

internal workings of our mind. He believes 

it helps us to be aware of our mental 

processes without being swept away by 

them; to ‘name and tame’ the emotions 

we are experiencing rather than being 

overwhelmed by them. By combining 

neuroscience with practices found in 

psychotherapy, he suggests we all have 

the ability to literally ‘re-wire’ our brains 

and to transform our thinking, well-being 

and relationships.

WHY DO IT? THE AMYGDALA 
AND GABA-GOO

The pre-frontal cortex coordinates an 

astonishing number of essential skills, 

including regulating the body, attuning to 

others, balancing emotions, being flexible 

in our responses, soothing fear, and 

creating empathy, insight, moral awareness 

and intuition. Mindsight – the reflective 

practice of focusing internal attention on 

the mind itself with openness, observation 

and objectivity, promotes growth of these 

integrative pre-frontal areas. Mindsight 

helps SNAG (Stimulate Neuronal Activation 

and Growth) the brain.

The middle pre-frontal region has 

direct connections that pass down into 

the limbic area and make it possible to 

inhibit and modulate the firing of the 

fear-creating amygdala (the smoke 

alarm). One way it does this is to ‘squirt 

GABA-goo’ to cool down the amygdala. 
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GABA – gamma-aminobutyric acid – is 
a neurotransmitter which turns down 
the firing of the amygdala. However as 
a result of chronic, repeated trauma, 
not only does the amygdala become 
more sensitive but the connections 
between the pre-frontal cortex and 
amygdala are reduced and levels of 
GABA are significantly lower than in non-
traumatised individuals. The important 
thing is that this can change. Studies have 
shown that we can consciously harness 
this connection between our pre-frontal 
lobes and amygdala to calm our limbic 
agitation. Through practicing awareness 
and mindsight we can literally stimulate 
activation and growth of inhibitory fibres 
which connect these areas and increase 
the amount of GABA available. 

EXERCISE: FOCUSING ON THE 
BREATH AND THE WHEEL OF 
AWARENESS (DANIEL SIEGEL)

Let yourself get settled. It’s good to sit 
with your back straight if you can, feet 
planted flat on the floor, legs uncrossed. If 
you need to lie flat on the floor that’s okay 
too. And with your eyes open at first, just 
try this: 

Try  letting  your  attention  go  to  the  centre 
of  the  room.  And  now  just  notice  your 
attention as you let it go to the far wall. And 
now follow your attention as it comes back 

to  the middle  of  the  room  and  then  bring 
it up close as if you were holding a book at 
reading distance. Notice how your attention 
can go to very different places.

Now let your attention go inward. You might 
let your eyes close at this point. Get a sense 
inside yourself of your body in space where 
you’re  sitting  in  the  room.  And  now  let 
yourself  just  become  aware  of  the  sounds 
around  you.  That  sense  of  sound  can  fill 
your awareness. (Pause for some moments.)

Let  your  awareness  now  find  the  breath 
wherever  you  feel  it  most  prominently  – 
whether  it’s  at  the  level  of  your  chest  as 
it  goes  up  and  down,  or  the  level  of  your 
abdomen  going  inwards  and  outwards. 
Perhaps  you’ll  even  just  notice  your 
whole  body  breathing. Wherever  it  comes 
naturally, just let your awareness ride the 
wave of your in-breath, and then your out-
breath. (Pause.)

When you come to notice, as often happens, 
that your mind may have wandered and 
become lost in a thought or a memory, 
a  feeling,  a  worry,  when  you  notice  that, 
just  take  note  of  it  and  gently,  lovingly, 
return your awareness towards the breath 
–  wherever  you  feel  it  –  and  follow  that 
wave of  the  in-breath  and  the  out-breath. 
(Pause.)
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As you follow your breath,  I’m going to tell 
you an ancient story that’s been passed 
through  the  generations.  The  mind  is  like 
the ocean. And deep in the ocean, beneath 
the  surface,  it’s  calm  and  clear.  And  no 
matter what the surface conditions are like, 
whether it’s smooth or choppy or even a full-
strength gale up there, deep in the ocean 
it’s  tranquil  and  serene. From the depth of 
the ocean you can look towards the surface 
and simply notice the activity there, just as 
from  the  depth  of  the  mind  you  can  look 
upward towards the waves, the brain waves 
at the surface of your mind, all that activity 
of mind – the thoughts, feelings, sensations, 
and  memories.  Enjoy  this  opportunity  to 
just observe  those activities at  the  surface 
of your mind. 

At  times  it  may  be  helpful  to  let  your 
attention go back to the breath, and follow 
the  breath  to  reground  yourself  in  the 
tranquil  place  at  the  deepest  depth of  the 
mind. From this place it’s possible to become 
aware of the activities of the mind without 

being swept away by them, to discern that 
those  are  not  the  totality  of who you  are; 
that you are more than just your thoughts, 
more than your feelings. You can have those 
thoughts  and  feelings  and  also  be  able 
to  just  notice  them with  the  wisdom  that 
they are not your  identity. They are simply 
one  part  of  your  mind’s  experience.  For 
some,  naming  the  type  of mental  activity, 
like  ‘feeling’  or  ‘thinking’,  ‘remembering’  or 
‘worrying’ can help allow these activities of 
the mind to be noted as events that come 
and go. Let them gently float away and out 
of awareness. (Pause.)

I’ll share one more image with you during 
this  inward  time.  Perhaps  you’ll  find  it 
helpful  and want  to  use  it  as well.  Picture 
your  mind  as  a  wheel  of  awareness. 
Imagine a bicycle wheel where there is an 
outer  rim  and  spokes  that  connect  that 
rim to an inner hub. In this mind’s wheel of 
awareness, anything that can come into our 
awareness  is  one  of  the  infinite  points  on 
the rim. One sector of the rim might include 
what we become aware of through our five 
senses  of  touch,  taste,  smell,  hearing  and 
sight, those senses that bring the outside 
world  into  our  mind.  Another  sector  of 
the  rim  is  our  inward  sense  of  the  body, 
the  sensations  in  our  limbs  and  our  facial 
muscles,  the  feelings  in  the  organs  of  our 
torso:  our  lungs,  our  heart,  our  intestines. 
All  of  the  body  brings  its  wisdom  up  into 
our mind,  and  this  bodily  sense,  this  sixth 
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sense if you will, is another of the elements 
to  which  we  can  bring  our  awareness. 
Other points on the rim are what the mind 
creates directly, such as thoughts and 
feelings,  memories  and  perceptions,  hopes 
and dreams. This segment of the rim of our 
mind is also available to our awareness. And 
this  capacity  to  see  the  mind  itself  –  our 
own  mind  as  well  as  the  minds  of  others 
–  is what we might call our seventh sense. 
As we come to sense our connections with 
others,  we  perceive  our  relationships  with 
the larger world, which perhaps constitutes 
yet  another  capacity,  an  eighth  relational 
sense. 

Now  notice  that  we  can  have  a  choice 
about where we send our attention. We can 
choose which point on the rim to visit. We 
may choose to pay attention to one of the 
five  senses,  or  perhaps  the  feeling  in  our 
belly,  and  send  a  spoke  there. Or we may 
choose  to pay attention to a memory, and 
send a spoke to that area of the rim where 
input from our seventh sense is located. All 
of these spokes emanate from the depth of 
our mind, which  is the hub of the wheel of 
awareness. And as we focus on the breath, 
we  will  find  that  the  hub  grows  more 
spacious. As  the hub  expands, we develop 
the  capacity  to  be  receptive  to  whatever 
arises  from the  rim. We can give ourselves 
over to the spaciousness, to the luminous 
quality of the hub. It can receive any aspect 
of  our  experience  just  as  it  is.  Without 

preconceived ideas or judgements, this 
mindful awareness, this receptive attention, 
brings us into a tranquil place where we can 
be  aware  of  and  know all  elements  of  our 
experience.

Like the calm depths of the sea  inside,  the 
hub  of  our  wheel  of  awareness  is  a  place 
of  tranquillity,  of  safety,  of  openness  and 
curiosity. It is from this safe and open a place 
that we can explore the nature of the mind 
with equanimity, energy, and concentration. 
This hub of our mind is always available to 
us, right now. And it’s from this hub that we 
enter a compassionate state of connection 
to ourselves, and feel compassion for others.
Let’s  focus  on  our  breath  for  a  few  more 
moment, together, opening the spacious 
hub of our minds to the beauty and wonder 
of what is. (Pause.)

When you  are  ready you  can  take  a more 
voluntary  and  perhaps  deeper  breath  if 
you  wish  and  gently  let  your  eyes  open. 
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An audio podcast of this breathing practice, the Wheel of Awareness technique and a great 

number of other videos and audio files are available on Dan Siegel’s website: 

www.drdansiegel.com/resources

MINDSIGHT BY DANIEL SIEGEL 
(2011 EDITION) 

(http://amzn.to/3gclHeq)

Using lots of individual case studies 

to demonstrate the innovative 

integration of brain science with 

the practice of psychotherapy, this 

book shows how mindsight can 

be applied to alleviate a range of 

psychological and interpersonal 

problems. With warmth and 

humour, Dan Siegel shows us how 

to observe the workings of our 

minds, allowing us to understand 

why we think, feel, and act the 

way we do, and how, by following 

the proper steps, we can literally 

change the wiring and architecture 

of our brains. 
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The average amount of sleep is 7 or 8 hours a 
night but we all need different amounts and 
we need less as we get older.

There are two main types of sleep: deep sleep 
and rapid eye movement (REM) sleep.  Deep 
sleep is thought to be especially restorative 
for the brain and body, and growth hormones 
are produced more in this phase than at any 
other point during the day.  In REM sleep we 
dream and this enables us to process things 
we have experienced during the day.  During 
the night we experience these different 
types of sleep in roughly 90-minute cycles.  
Normally we sleep more deeply at the start 
of the night and have more periods of REM 
sleep as we get closer to waking.

Sleep is influenced by melatonin, which is a 
hormone that regulates your responses to the 
day/night cycle, as well as neurotransmitters 

such as serotonin (involved in regulating 
mood), noradrenaline and dopamine.

Inability to sleep is known as insomnia 
and can be divided into 3 types (though 
often there is a combination of all 3): initial 
insomnia (difficulties in getting to sleep), 
middle insomnia (getting to sleep but waking 
often and struggling to get back to sleep), 
and terminal or late insomnia (sleeping but 
then waking very early before you have had 
sufficient sleep).

Long term sleep problems may cause 
physical or mental health problems. 

WHAT STOPS US SLEEPING?

• Snoring that interferes with breathing 

• Too much stress

• Ill-health or physical pain
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• Emotional difficulties

• Jet lag or shift work that disrupts our 
internal body clock 

• Traumatic events

• Being in a different environment such as 
hospitals or hotels

• Taking medicines (such as steroids, 
beta-blockers, some painkillers, some 
antidepressants, slimming tablets, 
decongestant  medications) or 
withdrawing from medications (such as 
tranquillisers or antidepressants) 

• Taking street drugs (ecstasy, cocaine, 
amphetamines)

• Alcohol, tobacco and caffeine.

WHAT HELPS US TO SLEEP?

 GOOD DAYTIME HABITS

• Set a specific time for getting up each 
day. Stick to this time, seven days a week, 
even if you feel you haven’t had enough 
sleep. This should help you sleep better 
at night.

• Don’t take a nap during the day.

• Take daily exercise, such as 30 minutes 
walking or cycling, at least four hours 
before you’re planning to go to bed. This 

will allow your body temperature to cool 

down.

• Get regular exposure to outdoor or 

bright natural light, especially in the late 

afternoon.

GOOD BEDTIME HABITS

• Stop drinking tea and coffee four hours 

before bedtime.

• Avoid smoking and drinking any alcohol 

as both are stimulants. Alcohol may 

make you sleepy at first but will wake 

you up when the effects have worn off.

• Don’t eat a big meal or spicy foods just 

before bedtime. It may help to eat a 

small snack containing tryptophan, a 

natural sleep-promoting amino acid, 

such as turkey, banana or fish. 

• Try to create a bedtime routine, such as 

taking a bath and drinking a warm, milky 

drink every night. These activities will 

be associated with sleep and will cause 

drowsiness.

• Don’t lie in bed feeling anxious about 

sleeping; instead, get up and go to 

another room for a short period and 

do something else, such as reading or 

watching television, and then try again 

• Don’t watch the clock because this will 

only make you anxious.

• Write a list of your worries and any 

ideas to solve them, then try to forget 

about it until the morning.

• Only go to bed when you’re feeling tired.
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BEDROOM ENVIRONMENT

• Don’t use the bedroom for anything 
other than sleeping or sex – don’t watch 
television, make phone calls, eat or work 
while you’re in bed. 

• If helpful, listen to audio books or 
relaxation tapes.

• Make your bedroom a safe and pleasant 
place to be. 

• Make sure that you have a comfortable 
mattress, a pillow that you like and 
adequate bed covers for the time of year.

• Keep the temperature in your bedroom 
comfortable. 

• Keep your bedroom quiet when sleeping, 
even if you have to use ear plugs. 

• Keep the bedroom dark enough to 
facilitate sleep – if sleeping in the dark 
isn’t possible, use a night light or hall 
light, rather than a light in the room as 
too much light effects melatonin levels 
and the effectiveness of sleep.

MEDICATION

Sleeping tablets (hypnotics) are medications 
that encourage sleep. They may be 
considered if your symptoms are particularly 
severe, to help ease short-term insomnia or if 
the non-drug treatments that are suggested 
fail to work. However, doctors are usually 
reluctant to prescribe sleeping tablets as 
they relieve symptoms but don’t treat the 
cause of the insomnia. If you have long-term 
insomnia, sleeping tablets are unlikely to 
help. It’s very easy to become dependent 
on sleeping tablets, even after a short-term 
course. 

Short-acting benzodiazepines (such as 
temazepam, loprazolam and lormetazepam) or 
the newer ‘Z medicines’ (zopiclone, zolpidem, 
zaleplon) are the preferred medicines for 
insomnia and are only available on prescription.

FURTHER INFORMATION IS 
AVAILABLE FROM: 
MIND 

 https://bit.ly/3iAWWdM and 
https://bit.ly/3ge14i3 

NHS 

https://bit.ly/2RKyADb 

NICE Guidance on the use of Z medicines 
for insomnia 

https://bit.ly/35cEm3v
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This page highlights some issues around 
medication  and  DID  but  should  not  be 
construed as medical advice. 

Dissociative identity disorder (DID) is a form 

of complex post-traumatic stress disorder 

and is not to be confused with schizophrenia 

or bipolar affective disorder, although it may 

in some cases be co-morbid with psychotic, 

mood or anxiety disorders. It may also 

be comorbid with borderline personality 

disorder. 

There are no NICE guidelines for the 

treatment of dissociative identity disorder 

and so the guidelines of choice are those 

produced by the International Society 

for the Study of Trauma and Dissociation. 

The current version is the third revision, 

published in 2011: 

International Society for the Study of 
Trauma and Dissociation (2011) ‘Guidelines 
for Treating dissociative identity disorder 
in Adults, Third Revision’, Journal of Trauma 
& Dissociation, 12(2): 115-187. 

The quotes below are taken from these 

guidelines. Several sections of the Guidelines 

refer to the pharmacotherapy of DID. In 

summary they say the following: 

• DID patients can report different 

responses to the same medication 

when ‘alternate identities’ or ‘alternate 

personalities’ are in executive control 

of the body. Prescribers should beware 

of the danger of polypharmacy in this 

group. 

• It is best to keep to an overall medication 

plan rather than chopping and changing: 

‘DID patients may have many day-to-day 
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symptom fluctuations that are due to 
the modulation of dissociative defences 
as well as their personal predicaments 
and life stresses. Thus, it is most helpful 
in changing or adjusting medications to 
attend to the overall ‘emotional climate’ 
of the patient’s presentation rather 
than trying to medicate the day-to-day 
psychological changes in ‘weather’.’ (p. 
151) 

• Medication is not the primary focus of 
treatment: ‘Medications for DID are 
usually best conceptualised as ‘shock 
absorbers’ rather than as curative 
interventions.’ (p. 151).  Long-term, individual 
psychotherapy is the treatment of choice 
for DID. 

• Medication can be helpfully used to 
ameliorate traumatic stress symptoms 
and comorbidities, rather than the DID 
itself: ‘Pharmacotherapy for dissociative 
disorder patients typically targets the 
hyperarousal and intrusive symptoms 
of PTSD, and comorbid conditions such 
as affective disorders and obsessive-
compulsive symptoms, among others.’ (p. 
150) 

• When DID patients report hearing 
internal voices, these are usually the 
voices of their ‘alternate personalities’. 
Unless there is a co-morbid psychotic 
disorder, these should not be treated 
with anti-psychotic medication: ‘Care 
must be taken to not confuse psychotic 
auditory hallucinations with the complex, 
personified, (mostly) inner voices 
described by DID patients that represent 

communications between alternate 

identities.’ (p. 153) 

• Neuroleptics are not generally recommend-

ed for treating DID: ‘Hallucinatory phenom-

ena in DID, even when alternate identities 

engage in command hallucinations mandat-

ing danger to self or others, are usually un-

affected by even high-dose neuroleptics  ...  

Instead, because of problematic side effects 

such as somnolence, neuroleptics may lead 

to decreased function rather than to the dis-

appearance of voices.’ (p. 153) 

• Sleep problems are best treated where 

possible without resort to medication: 

‘Sleep problems in DID are usually best 

addressed in the overall framework of the 

treatment, using symptom management 

strategies for fearful alternate identities, 

negotiating sleep for nocturnal identities, 

and using trauma-focused cognitive 

behavioural strategies to decrease 

PTSD reactivity at night, along with the 

judicious use of medications.’ (p. 153)
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Sensorimotor Psychotherapy is a body-
orientated talking therapy which directly 
addresses the here and now experiences 
resulting from a traumatic past. It 
assimilates verbal techniques with body-
centred interventions in the treatment of 
trauma, attachment, and developmental 
issues. 

In the 1970’s Pat Ogden became interested 
in the correlation between her clients’ 
disconnection from their bodies, their 
physical patterns and their psychological 
issues. As both a psychotherapist and 
body therapist, she was inspired to join 
somatic therapy and psychotherapy into 
a comprehensive method for healing this 
disconnection. Sensorimotor psycho-
therapy draws heavily from the Hakomi 
method, a form of body-oriented psycho-
therapy pioneered by Ron Kurtz, and 
incorporates theory and technique from 

psychodynamic psychotherapy, cognitive-
behavioural therapy, neuroscience and 
theories of attachment and dissociation. 

In the face of physical or emotional threat 
the ‘thinking brain’ or pre-frontal cortex 
becomes less active to enable the body to 
prepare for fight/flight or freeze/submit.

These automatic survival responses can 
persist for decades after the original event 
and appear as part of the symptomatology 
of post traumatic stress disorder, which 
may include repetitive flashbacks, hyper-
vigilance, intrusive images, psychosomatic 
complaints, difficulties in affect regulation, 
avoidance behaviours and dissociation.

The neurobiological and somatic legacy of 
trauma consists of implicit and non-verbal 
memories which are held in the sub-cortical 
areas of the brain such as the limbic system 
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or ‘emotional brain’. Implicit memories are 
somatic and affective states that do not 
carry with them the sense that something 
is being recalled from the past. A person 
may act, feel and imagine in a certain way, 
without recognition of the influence of past 
experience on present reality. 

Sensorimotor psychotherapy provides 
interventions which encourage clients to 
become aware of emotional and physical 
responses to triggers in the present and 
appreciate that they were developed in 
response to trauma in the past and had an 
adaptive function at that time.

Constructing a narrative used to be an 
important part of trauma treatment. In 
sensorimotor psychotherapy the narrative 
is used only to evoke the trauma-related 
bodily experiences. First the attention is 
on how the body has ‘remembered’ the 
trauma and then the body is encouraged to 
provide the somatic experiences needed for 
resolution.

Processing a traumatic memory may start 
with identifying a small sliver of memory, for 
example hearing the footsteps of an abuser 
coming up the stairs, and then noticing the 
sensations experienced in the body. The 
client is invited to focus on the sensations 
which tell her she is afraid, such as muscle 
tension and palpitation. Mindfully tracking 
these sensations rather than thinking 
about the image will give rise to a reduction 
in distress. By experimenting with other 
somatic interventions such as taking a deep 

breath or changing posture, the body will 
find its own resources to calm itself.

Another intervention is to encourage the 
client to notice the micro-movements in the 
body which indicate what the body needed to 
do at the time of the trauma but was unable 
to do. The person is encouraged to allow the 
body to complete those movements, which 
may include kicking out or pushing away. 
These actions facilitate the processing of the 
motor component of the traumatic event 
and bring relief.

The therapeutic relationship also facilitates 
reduction of distress. The therapist provides 
containment by his empathic attunement 
to the client as she mindfully observes and 
verbally describes the thoughts, feelings, 
inner body sensations and movements 
which occur in the present moment. 

Sensorimotor psychotherapy aims to restore 
to clients a sense of safety in the body in the 
present, and an understanding at a cognitive 
and deep somatic level that the past is finally 
behind them.

THE ESSENTIALS OF SENSORIMOTOR 
PSYCHOTHERAPY ARE:

• Regulating affective and sensorimotor 
states through the therapeutic 
relationship

• Teaching the client to self-regulate 
by mindfully contacting, tracking and 
articulating sensorimotor processes 
independently. 
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WHAT OPENS THE GATE  
(INCREASES PAIN)

WHAT CLOSES THE GATE  
(DECREASES PAIN)

Lack of sleep or disrupted sleep Good rest and sleep

Stress Relaxation and self-treatment

Anxiety and fear about pain levels Confidence in using tools to block or interrupt 
pain

Depression Increased serotonin

Deficit of endorphins Increased endorphins through exercise and other 
experiences

Nutrients that increase inflammation, e.g. 
processed foods, caffeine etc.

Nutrients that decrease inflammation, e.g. those 
containing omega-3, magnesium and B-vitamins

Repeated trauma to the injury area
Techniques to relieve pain areas; avoidance 
of unnecessary surgery or invasive medical 
procedures

Boredom, inactivity; too much activity Increased activity in daily activities; appropriate 
activity levels

Ronald Melzack and Patrick Wall, in their 
1965 book The Challenge of Pain suggested a 
‘gate control’ theory of pain. This states that 
pain is a function of the balance between 
the information travelling into the spinal 
cord through large nerve fibres (which do 
not transmit pain signals) and information 
travelling into the spinal cord through small 
fibres (which do). If there is more activity in 
small nerve fibres, then there will be pain.

Once nerve impulses reach the brain they 
are routed through the thalamus to different 
areas – the sensory cortex, which registers 

physical sensations, the limbic or emotional 

centre, and the thinking brain in the frontal 

cortex. Each of these areas has an influence 

on how we respond. 

Melzack and Wall discovered that certain 

circumstances ‘open the pain gate’ governed 

by the dorsal horn in the back of the spinal cord 

so that pain messages are relayed without 

interruption to the pain centres in the brain 

and that other experiences ‘close the gate’ and 

stop the pain signals from ever reaching the 

brain.
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