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Abstract
In the present chapter we address the treatment of Secondary Stress Disorder (STSD) in the partners of trauma victims. First, the phenomena of Secondary Traumatic Stress Disorder and Secondary Traumatic Stress Response (STSR) are briefly defined and related to the concepts of primary and secondary victimization. Second, a model of secondary survivor healing (R. Remer & Ferguson, 1992b, 1995), is presented and discussed. It is based on working with partners of sexual assault victims and related to P. Remer's (1984) model of primary survivors' healing process. Third, the interface between the two models/processes is examined, as well as its implications. Treatment interventions are presented and reviewed in light of both clinical experience and relevant research, and are made along two dimensions: treatment goals (education, personal awareness/development, and skill acquisition) and therapeutic milieu (individual, conjoint, or group therapy). Finally, consideration is given to some specific, essential treatment issues: (1) alcohol/substance abuse, (2) preexisting pathology, (3) abusive partners, (4) individualizing approaches, (5) STSD primary victims, (6) helping vs. over-involvement, (7) multiple therapeutic interventions, (8) impact on the therapist, and (9) balance between primary and secondary victim needs.


Chapter 6


 Treating Traumatized Partners: 


Producing Secondary Survivors of STSD

Trauma has a ripple effect. Not only are the victims themselves affected, but in many ways so are all those close to them. Secondary Traumatic Stress Response (STSR), the natural consequent behaviors and emotions resulting from knowledge about a traumatizing event experienced by a significant other, is stress resulting from helping or wanting to help a traumatized person (Figley, 1992). 

For each primary victim, there are numerous secondary victims -- partners, children, parents, family, friends. When one considers the number of people touched directly and indirectly by the traumatic events, the magnitude of the problem becomes apparent.

With so many involved, it is surprising that so little has been done to help secondary victims. Only a few articles are concerned with this group. Most do not address the personal distress they suffer. Until recently, in fact, secondary victims have simply been viewed as the support system for the primary victim (e.g., Feinauer, 1982; Orzek, 1983; Rodkin, Hunt & Cowen, 1982). Whatever interventions have been suggested have been geared toward helping the secondary victim become more effective in facilitating the healing of the primary victim (e.g., Bass & Davis, 1988); few have been designed to help secondary victims learn to cope with and heal from their own afflictions. 

In earlier articles, published elsewhere (R. Remer & Elliott, 1988a, 1988b; R. Remer & Ferguson, 1992a, 1992b, 1995) and within this volume and its companion (Compassion Fatigue), an attempt has been made to rectify the situation. The plight of secondary victims has at last been fully recognized (Barnes, 1996a, 1996b; Beaton & Murphy, 1995; Catherall, 1995, 1996; Cerney, 1995; Dutton & Rubinstein, 1995; Figley, 1995, 1996; Gilbert, 1996; Harris, 1995; Klaitz, 1996; McCammon & Allison, 1995; Munroe et al., 1995; Pearlman & Saakvitne, 1995; Steinberg, 1996; Williams, 1996; Valent, 1995; Yassen, 1995) and the time has come to suggest ways of helping them confront their issues -- those involving the primary victim as well as those uniquely their own.

This chapter will be focused on the healing of partners -- those in long-term, committed relationships with primary victims. Our aim is to suggest specific interventions on the basis of what has already been effective. We believe, however, that a theoretical structure is essential first, not only for grasping the rationale behind specific interventions, but also, and perhaps more importantly, to make such interventions more adaptable to the unique exigencies encountered with each case.1

Primary Victim/Survivor Healing Process

An undeniable link exists between PTSD (Post Traumatic Stress Disorder) and STSD (Secondary Traumatic Stress Disorder). While the focus of this chapter is secondary victimization, some discussion of primary traumatization is necessary in order to provide a context from which to intervene on behalf of the secondary victim.

McCann, Sakheim and Abrahamson (1988) provide an extensive, concise review of the effects of primary victimization. One need only examine the following table to grasp the scope of what can occur.


Insert Table 1 Here

According to McCann, Sakheim and Abrahamson (1988), life experiences help create schemata that in turn lead to five areas of psychological adaptation (emotional, cognitive, biological, behavioral and interpersonal) that in turn lead to new life experiences. These subsequent life experiences must be assimilated in one of two ways. Many times they may be directly assimilated into existing schemata, the way someone could be "assimilated" into a familiar and comfortable piece of clothing. Another way for life experiences to be assimilated is for existing schemata to be altered or stretched to accommodate new and discordant information, just as a piece of clothing must be tailored to "accommodate" a different body. Keeping this theory in mind, and adding the perspective presented in P. Remer (1984) and Worell and P. Remer (1992) (see Figure 1), we have found a valuable viewpoint from which to operate when trying first to conceptualize the healing process of the primary victim, and then to build a model for the healing of STSD.

Implying that but one specific model has been developed to convey the healing process of every survivor would be misleading. Because each survivor is an individual, each will have a somewhat different healing process. In addition, the type of trauma suffered by the primary victim leads to variations in the general healing process. For example, Broadus (1992) found differences between survivors of trauma due to natural causes, human neglect, or human purposeful actions. Furthermore, Whetsell's (1990) study showed differences in the healing process for different types of sexual assault trauma. While acknowledging these potential differences, we feel there is a need for a general theory from which necessary variations can be produced.

In P. Remer (1984) and Worell and P. Remer (1992), the rape survivor's healing process is portrayed in six stages: (1) Pre-rape, (2) Rape Event, (3) Crisis and Disorientation, (4) Outward Adjustment, (5) Reliving, and (6) Integration and Resolution. P. Remer's most unique and important contribution to the understanding of the healing process is the Pre-rape stage, which accounts for individual victim response differences by addressing such factors as cultural, familial and personal history (e.g., sex role messages) and environmental influences (e.g., rape myths). Note the juxtaposition of the last four stages and, in particular, the final three, which are likely to overlap. Specific attention should be directed to the possible consequences of these overlaps. (See R. Remer, 1990 for more details.)


Insert Figure 1 Here

More extensive attention will be paid to this model and its use when educational interventions are discussed later.


A Model of STSD and Healing

A theoretical/conceptual model for STSD and secondary victim/survivor healing has already been presented in Chapter 1 (Figley, 1996). Consistent with this formulation and integrated with that of P. Remer (1984), and Worell and P. Remer (1992) we briefly present the model (R. Remer & Ferguson, 1992b, 1995) on which our interventions are based. (See Figure 1.) While this portrayal is useful in seeing the necessary similarities between secondary and primary survivor healing -- a subject addressed in depth later -- Figure 2 is a better representation of the actual complexities inherent in the secondary trauma victim's individual healing process.


Insert Figure 2 Here

In many respects the model posited here is similar to that developed by P. Remer (1984). Similarities are intentional and designed to capitalize on the strengths of P. Remer's (1984) model in order to provide as comprehensive a view of the secondary victims' healing process as is possible. It is also likened to P. Remer's (1984) model, because the general adjustment in healing can be viewed similarly for both primary and secondary trauma victims. However, one important distinction should be noted: the primary survivor model focuses on intrapsychic healing -- the interpersonal aspect is only implied. The secondary survivor model, perforce, must incorporate the interpersonal dimension explicitly.

While we believe the model is applicable to all STSD/PTSD relationships -- parents, children, friends -- our comments and observations are focused on partners, because the partner is usually the most directly involved and evidences the most generalized STSR. Adapting and expanding the model to apply to and to include multiple STSD victims and systems is possible. Such an expansion would lead to many complexities, apparent from viewing just the "simple", dyadic situation. Dealing with the two-person circumstance, however, can be enlightening. Distinctions between the partner focus and a general STSD victim should become clearer as the model is applied in later sections, particularly in the conjoint therapy context.

 
As a processional stage model, ours is divided into six different stages. (See Figure 1). The stages are: (1) Pre‑Trauma, (2) Trauma Awareness, (3) Crisis and Disorientation, (4) Outward Adjustment, (5) Reorganization, and (6) Integration and Resolution. The first two stages happen in a linear fashion. The final four can, and almost inevitably do, overlap and recycle. 

Pre‑Trauma
As noted by Figley (1992), humans are social creatures and perceive their experiences within a social, as well as personal, context. Cultural belief systems, social role expectations, gender socialization and other background influences greatly affect the psychosocial adjustment of survivors of traumatic events (Boehnlein, 1987). For example, some cultures (and many people in our culture) view anyone seeking outside support as weak or "sick"; or conversely, that anyone who is "well" should be able to handle his or her own problems, at "worst" only seeking help or support from within the family.

Barry was in his mid-thirties and working more than 60 a week to start a small construction business when his wife first told him about her childhood sexual abuse and said she wanted to seek professional help. The stress of self-employment, plus the fact that he came from a fairly incommunicative family, contributed to his initial reaction.

In my family . . . we never talked about our problems, we solved them from within. And I guess I thought that's what she should do. When she wanted to consult a psychiatrist or psychologist about this problem, my immediate concern was cost. What's it going to cost? We need to weigh the benefits against the costs.

When Barry found out about a support group for men whose wives had been traumatized by sexual abuse, his traditional upbringing made him reluctant to participate.

When I think of support groups I kind of think of Alcoholics Anonymous, you know, something like that or maybe a woman's type thing, I wouldn't think of that being a masculine thing.

In a sense, partners bring their entire histories to bear on the reactions to and understandings of another's trauma. If they are still struggling with their own self-esteem and identity issues, they may have difficulty meeting their own emotional needs, much less being a healing force in the life of the primary trauma survivor. Bradley, a retired engineer in therapy for his own dysfunctional childhood, struggled unsuccessfully to save his marriage to a woman with a history of childhood sexual abuse. He attributes the dissolution of the marriage, in part, to his own unresolved problems.

I grew up with the idea that I could not succeed in anything. And I'm sure things were said. There was a horrible piece of verbal abuse. I was told at a very early age, I think maybe four or five, that they were really disappointed in me because they wanted a daughter. They had the room picked out and the colors picked out and the clothes picked out and then I was a boy. It had to have had a profound effect on me.

Context, environment, and prior learning are accounted for in this stage just as they are in the case of the PTSR. In many instances, large portions of the backgrounds (schemata) of the primary and secondary victims will be shared. The more similar the two persons' histories ‑‑ for example, being from the same ethnic background ‑‑ the more likely it will be that their Pre‑Trauma Stages will be alike, and often complementary.

Still, secondary victims may vary greatly in the extent to which they share a background with the primary victim. Previously unnoticed discrepancies in two persons' backgrounds may become apparent only after a trauma occurs. Such discrepancies, when they are great, cause problems in the coordination of primary and secondary survivor healing. The Pre‑Trauma Stage influences not only the flow of the healing process but also every subsequent stage.

Influence on the Pre‑Trauma Stage can be most easily effected through prevention (e.g., Klaitz, 1996; Yassen, 1995). Remediation, consisting of changing the schemata (Mounoud, 1976; Piaget, 1976), may be accomplished at a cognitive level, but significant impact on the emotional level may be extremely difficult since emotionally laden values and beliefs are targeted. 

The influences of the Pre‑Trauma Stage, although pervasive and always present, may not be seen unless a significant stress occurs. When the trauma does occur, however, the effects of the Pre‑Trauma Stage will echo throughout the healing process. 

Trauma Awareness
The Trauma Awareness Stage may seem to be rather straight-forward. It is not. How much and how soon secondary victims become aware of the primary victims' traumata depends greatly on primary victim healing. (See Figure 3.) 

A short or long period may pass before the secondary victim becomes explicitly aware of the trauma, as illustrated by the contrasting stories of Jerry, a college student, and a middle aged man named William.

Jerry: I knew it before I dated her. I didn't know the extent of it until afterwards, but we were friends for about six months and so I knew a lot at that point.

William: I was not aware of my wife's childhood sexual abuse until ten years ago. I'm 56 - we've been married for 35 years. It wasn't until her mother's death that she even told me.

This time period may vary for a number of reasons: the primary victim may be loath to divulge the trauma, or may remain unaware of the details or extent of the trauma, or the secondary victim may not allow the extent or the details of the trauma into his/her awareness. And again, the Pre‑Trauma Stage may have significant influence on trauma awareness, including timing.

As more of the details of the trauma are learned and more of the effects of the trauma and the PTSR are felt, the Trauma Awareness Stage may be revisited numerous times. Once the trauma enters the awareness of the secondary victim, a period of crisis and disorientation is experienced.

Crisis and Disorientation
Once the trauma is recognized, it must be faced and addressed. For some period of time, while accommodation, shock, denial, and confusion occur (Kubler-Ross, 1969; Piaget & Inhelder, 1969), the secondary victim will experience being off balance and out of touch. Length and degree of disorientation will depend on environmental, intrapsychic and interpersonal factors, many of which will be directly related to pre‑trauma experiences. 

The relationship and both of its individual members may experience crisis and disorientation as a result of an immediate trauma, or because of the emerging awareness of a trauma that occurred long ago. Therapy often precipitates traumatic memories that may create crises and disorientation before integration is eventually reached. Todd, a recovering alcoholic married to a survivor of childhood sexual abuse, describes how his wife's therapy affected him and the marital relationship.

Prior to her therapy we had what I would consider a normal sex life. The more therapy [she] went through, of course she had to re-own her body and take control of her own actions, so of course, you'd get right up to the point and she'd say, "No, that's it, can't do it." And so it took me for an emotional ride.

Jerry, a college student, describes his personal disorientation resulting from witnessing his girlfriend's dissociative experiences.

. . . when I first started dating her and she had a flashback, I freaked out. I just didn't know what the hell I was doing and I was panicking.

The transference that therapists often encounter may also become an issue for the secondary survivor and contribute to crisis and disorientation. Again, Jerry:

I feel sometimes like I've been placed in that role. I feel sometimes that she puts me in the role of the abuser and reacts to me as if I am one.

Outward Adjustment
Outward adjustment is necessary in order to marshall the resources of the secondary victim and of the relationship, so that both are ready to face the next stage of the healing process. Outward Adjustment, as the name implies, is often a brief, superficial return to what was the status quo prior to the traumatic event. 

Outward adjustment for the secondary survivor may be based on denying the impact of learning about a significant other's traumatic experiences, as well as a sincere desire to be supportive to the primary trauma survivor. Mark, a graduate student in his late 20's, describes how his attempt at adjustment came at the expense of his own needs.

It's like walking on eggshells. I'm constantly reacting to her. I'm taking her cues. Constantly being there for her. And I think that as a result I pretty much got burnt out because I don't feel that I got anything back. At times I used to wonder, "Am I some type of therapist, or what am I?"

After the immediate crisis, secondary victims often attempt to employ previously successful coping mechanisms; as a result, and to the extent these mechanisms are effective in this trauma situation, a period of seeming calm and normality may predominate. 

Outward adjustment will occur on both personal and relationship levels. On the personal or intrapsychic tier, the individual defense mechanisms will dominate. On the relationship level, established role patterns will prevail. The two interact significantly as indicated in Figures 2 and 3. Outward adjustment can continue for some time as long as both the personal and relationship aspects coordinate to maintain the veneer. Cultural imperatives, familial rules or sex role socialization -- pre‑trauma stage expectations -- will often support the temporary adjustment, particularly in closed systems. However, when significant change occurs to upset the homeostasis at either the personal or interpersonal level -- most often some shift in the PTSD healing process (see Figure 3) -- outward adjustment will disintegrate and the healing process will move into the next stage.

Reorganization
Reorganization also occurs at the same two levels, personal and relationship. As a result of the traumatic experience, new input must be integrated on both cognitive and emotional planes. On the personal (intrapsychic) level, the defenses that prevent the schemata involved from necessary adaptation will have to be addressed and overcome (McCann, Sakheim & Abrahamson, 1988); on the relationship level, new roles (interaction patterns) will have to be developed and implemented. To be effective, reorganization on the personal and relationship levels must be coordinated. Again, how difficult these changes will be is in part determined by the Pre-Trauma stage. The more flexible and resourceful the dyad and its members were prior to the trauma, the more effective and quick will be the reorganization. Flexibility and resourcefulness are the hallmarks of more effective and quicker reorganization.

When the parallel healing processes of the primary and secondary trauma survivors interface, it will hopefully lead to a positive reorganization of relationship dynamics, as described by 22-year-old Jerry.

. . . her abuse was not what first started changing how I looked at the world. It was her therapy and what she learned about having healthy relationships.

If reorganization is complete, at least for the particular level of trauma awareness, the healing process will move into the "final" stage. However, if the reorganization is only partially successful, it may lead to cycling back to one of the previous stages. If reorganization is successful but not complete, it may provoke further disclosures about the trauma. In an environment of increased trust, the primary victim may experience further trauma awareness; consequently, the awareness will be conveyed to the secondary survivor and the healing processes will cycle back to the Trauma Awareness stage for both types of survivors.

Unsuccessful reorganization resulting in retraumatization may trigger further reliving of the catastrophic event by the primary victim. This will again lead to further trauma awareness, which will have a negative effect on both the victims and their relationships. When reorganization is unsuccessful at the individual level, the relationship level, or both, another crisis is likely to be precipitated and the healing process will cycle back to the Crisis and Disorientation Stage. Since reorganization takes a significant amount of personal and/or interpersonal energy, another period of Outward Adjustment will be needed. When enough resources are available to enable individuals to attain necessary intrapsychic change and to help members of a relationship realize the needed systemic change, reorganization can be achieved and eventually give way to the Integration and Resolution Stage.

Integration and Resolution
Integration indicates having accepted the trauma and made it a part of the secondary survivors' personality structure at both a cognitive and emotional level. Resolution does not mean an end; it means the ability to see the ongoing aspects of the healing process and their continuance, perhaps forever. The secondary survivor must be prepared to continue the process indefinitely as new aspects of the PTSR are recognized. 

Though young, Jerry has been with his girlfriend through much of her therapy, and like her, has managed integrate the reality of the trauma into his own psyche as well as their relationship.

Because I'm of the firm opinion that -- and I even feel more so now than I did then -- if you focus on the abuse, then that's going to be the focus of your relationship. The point is that the abuse did happen in the past and while you have to deal with it, it doesn't have to be the focus of the relationship.

Earlier in the healing process, new memories and insights usually throw the process back into Crisis and Disorientation. In contrast, new information during the Resolution and Integration stage is likely to lead the process back to the Reorganization Stage, where the information is dealt with and worked through more quickly and effectively. 


The Interface between Secondary and Primary Healing2
A distinguishing feature of STSD healing is dependence on information about and reaction to the healing from the PTSD. While the need for support makes the relationship aspect important in healing from PTSD, primary survivors must first focus on their own personal/intrapsychic healing. The explicit association, however, between the personal and interpersonal aspects of adjustment are often under-emphasized for primary survivors (Bass & Davis, 1988). Secondary survivors, on the other hand, must attend not only to their own personal adjustment but also to the vicissitudes of the primary survivor's healing and to the impact of those shifts on the relationship. This statement is particularly true of partners of PTSD victims.

As is obvious from Figure 3, STSD and PTSD healing are inextricably intertwined. In addressing STSD healing, one of the main issues is how to mesh secondary and primary healing. Relational considerations ‑‑ interplay, give and take, balance --are essential, not only for the resources to be available for healing of the primary survivor, but also so that sufficient resources will be available for the adjustment of all those impacted.


Insert Figure 3 here

Interface Implications
The PTSD victim is and must be the focal point of healing. Without giving primacy to primary victim healing, relationship healing will not occur, or at best will be difficult to achieve. 

If giving such primacy meant that the primary victim would have to heal completely before the healing of the secondary victims could begin, relationships would likely dissolve before healing could occur. Therapeutic intervention is usually necessary to support the healing of the secondary and primary victim simultaneously ‑‑ to find a balance between both sets of needs, to mediate the interdependence of the healing processes.


Treating Partners

In approaching any therapeutic intervention, having a guiding structure in mind is invaluable. The structure we employ is based on the synthesis done by Egan (1975), who suggests three general stages to the therapy process: (1) understanding the problem from the client's perspective/building rapport, (2) extending the client's perspective, (3) action. The structure suggested by Figley (1989) for working with traumatized families is similar. Figley views the flow of the therapeutic process in five phases: (1) building commitment to the therapeutic objectives, (2) framing the problem, (3) reframing the problem, (4) developing a healing theory, (5) closure and preparedness. 

One must be careful to remember, particularly in light of the labels "stages" and "phases", that the flow of therapy is hardly ever linear. A spiral is usually a better way to think about therapeutic progress. This element is recognized in the conceptualization of the partner's healing process outlined in Figure 2 and the interface suggested in Figure 3. 

While the healing process, as portrayed previously, may eventuate on its own, the prospect is unlikely, at least in an efficient manner. Therapeutic intervention must be designed to facilitate movement through the various stages and preparation for self-determination.

In order to provide effective treatment within the context of strained resources and a large population of trauma survivors and their intimates, a two-dimensional model is proposed. The first dimension involves treatment goals. The second is therapeutic milieu (individual, couple, or group). 

Treatment Goals
The primary objective is to help secondary survivors derive optimum support from themselves and the environment, thus attaining more individual satisfaction, while at the same time becoming more able to lend support to the primary survivor. This larger objective is accomplished by working toward three smaller goals: education about traumatic stress, acquisition of skills, and increased awareness/personal development. Although the goals of treatment will be discussed to suggest the order in which they are likely to be addressed, it should be understood that any particular client/therapist interaction may be different.

Therapeutic Milieu
The second dimension of this treatment model is therapeutic milieu, referring to the approaches of individual therapy, conjoint (couples/family) therapy, and group therapy. Each provides a different type of context and consequent impact, which can promote more effective and efficient intervention when employed appropriately at different stages of the healing process.


Interventions

Services for each client, using the dimensions of Treatment Goals and Milieu, can be planned by referring to the schema offered in Figure 4. Which specific combinations (cells) would be used to describe treatment for each client would depend on a thorough assessment of the following resources:

--time and personnel of service delivery organization

--time and money available to client

--cooperation of family members and friends

--learning style of the client

--motivation of client

--pace at which client assimilates change

Education about Traumatic Stress
We have found that an educational component is indispensable in treating STSD. In a culture that perpetuates many myths about war and rape, two of the most common sources of trauma, the fact that so many secondary victims struggle with the conflict of blaming someone they love for the traumatic event is not surprising. Other misunderstandings also abound. "Why can't she just put this behind her?" is a frequently heard question. Assessing and addressing these beliefs is an imperative first step. In addition, secondary survivors clamor for any information that can aid in understanding. They want to know what their partners may be going through, what their own reactions might mean, and what they might be able to expect in the future.

This education is important for a number of reasons: 

1) Those in the support network of survivors will cope better with some idea of what that person might be experiencing; 

2) Network members who are integrally involved with the healing of their survivors usually want a basis from which to understand and to help; 

3) Recognizing the parallels between the primary survivors' process and their own can provide a perspective for the complexities involved, and can assist in understanding how the different processes are intertwined.

Familiarity by the therapist(s) with a specific model of healing from PTSD is essential if education is to be effective. We employ the model, mentioned earlier, developed in P. Remer (1984) and Worell and P. Remer (1992).

This model shares most of the salient aspects of other models (e.g., Burgess & Holstrom, 1979a; 1979b; Figley, 1985a; Scurfield, 1985; Sutherland & Sherl, 1970). Because of its unique initial stages, however, it offers something more. Some of the differences resulting from various types of trauma can be anticipated without addressing each type specifically. In addition, it is a non-linear model that recognizes that adjacent stages are not mutually exclusive (see Figures 1 and 3). These overlaps allow the model to represent survivors' reality more accurately, a reality that is often characterized by complexity and confusion. (See Figure 3.)

Because of the possibility of confusion, defensiveness, and feelings of being overwhelmed, the learning style of the client is an important factor in determining the most effective and efficient method of providing information and challenging erroneous assumptions. There are many sources of information that could help uninformed or misinformed secondary survivors understand their partners' behavior, as well as their own reactions. Sources of information might include books, videos, lectures, classes, discussion groups, conferences, popular films, and survivor oriented organizations such as VOICES (Victims Of Incest Can Emerge Survivors) in Action, Inc.

Where one secondary survivor may only need to be directed toward a local bookstore to learn what is needed, another may do better in a discussion group that allows for interactive learning. Another client may be more story-oriented and learn more from films or television shows. Still another may need individualized personal instruction. Most would probably do best with some combination of the above sources. Again, it depends on matching the client's learning style with the optimum educational method. A ready list of possible resources should be the first element in the therapeutic assets.

The most effective milieu for the delivery of educational intervention depends on both the modality and the stage of the healing process. How an erroneous assumption is effectively challenged depends on finding a way to get the person to listen without becoming defensive. To whom, and under what circumstances, will the person be most open? If he or she is most open to the therapist, the individual milieu may serve best; if to the partner, then conjoint therapy is appropriate; if the person is more open to his or her peers, then the group therapy milieu may be most successful.

Awareness and Personal Development
For some secondary survivors, information about the effects of trauma on individuals and relationships may be all that is necessary. For many others, knowledge may help put much of the primary and secondary survivor's behavior into an understandable context, but fall far short of addressing other individual and interpersonal needs. The denial that often accompanies trauma and its wake may need to be gradually lifted by facilitating deeper awareness of the personal impact. Whether secondary survivors and their relationships are characterized by confluence or isolation, any of the following phenomena may need to be brought into sharper focus: awareness of dysfunctional thought processes and erroneous assumptions; awareness of previously denied feelings, desires, sensations, and actions; awareness of dysfunctional interpersonal dynamics such as boundary disturbances. As the clients become more aware, they will be better able to assess their own needs, as well as those of the primary survivors. Only by achieving a healthy balance between the needs of self and those of others can a secondary survivor offer support to a PTSD victim.

Awareness increases in two areas: trauma awareness and personal awareness. Concomitant with the increase in either type of awareness is usually severe personal discomfort typical of Crisis/Disorientation (Egan, 1975). Because many of the thoughts and feelings elicited -- anger at the victim, desire to leave the relationship, self-blame, and so forth -- may be unacceptable to the secondary victim, let alone others, an extremely "safe" milieu will be required to allow exploration. The STSD victim will need a non-judgmental, accepting ear. Conjoint therapy is contraindicated for dealing with this type of personal awareness. Sorting out which issues belong to which individual, and which ones are part of the relationship, is important. Given the usual give and take required of the partners involved in conjoint therapy, the demands are often too much to expect two confused, hurting individuals to handle. Neither can be fairly required to put his or her therapeutic needs second for the other's sake. The needs of the individuals and of the couple are better served, in the long run, by each partner initially receiving individual attention. As the cases of Jerry and Mark suggest, personal shortcomings and problems can be faced and appropriate ways to communicate functionally within the conjoint context can be learned. The primary victim cannot and should not be in the position either of being revictimized or of having to deal with these type of secondary victim struggles; the secondary victim should not be asked to do in therapy what he or she must do every day outside of it.

Group therapy can be helpful, particularly in latter stages of Reorganization and recycling through Crisis/Disorientation. Hearing others who have come to grips with the same issues and helping others with their struggles can be facilitative. Early in healing, however, commitment to group process may be difficult to secure. (We ask that group members attend at least five sessions, and if they decide to leave the group they are required to say goodbye.)

Individual therapy is, therefore, usually the approach of choice. Building commitment to therapy goals and reframing the problem (Egan, 1975; Figley, 1989) can most effectively be accomplished in the context of a strong therapeutic alliance based on confidence in and comfort with the client/therapist relationship.

Both individual and conjoint approaches may be called for in addressing Trauma Awareness. Conjoint can be useful in promoting and supporting required memory reclaiming in a constructive way as the primary victim recycles through this stage of healing for a second or third time, or more. Individual therapy will be required in preparing the secondary victim to deal with the personal aspects. For partners more advanced with healing, group therapy may substitute adequately for the more personalized, focused individual therapy approach.

Skills
As partners gain awareness in any or all of the above areas, they are likely to recognize certain skill deficiencies as well. Many secondary survivor clients may lack the skills required to attend to their own needs, much less to be supportive of a traumatized partner. Others may be called upon to learn new skills that were previously unneeded. Skills such as communication, assertiveness, critical thinking, and supportive self-talk may be acquired in a number of ways.

For the sake of both efficiency and effectiveness, skills training can be most readily done in an interactive milieu. While the individual therapy context can be used, the group milieu provides both more resources and more support for such training. In addition, the benefits of vicarious learning, role-reversal, and confidence built through multiple cognitive and behavioral rehearsals should not be understated. 

In addressing the relationship dimensions (e.g., in Outward Adjustment and Reorganization) inherent in Figley's (1989) Preparedness Phase and Egan's (1975) Action Phase, group therapy is the first line of intervention. However, the transfer and generalization of relationship skills is likely to be enhanced by the use of conjoint therapy once both partners have healed and/or developed enough to approach the interaction constructively. Aiding both partners in the actual, gradual implementation of what may be a new mode of interaction is greatly facilitated through the guidance and control of the process by a skilled therapist.


Treatment Issues

A host of questions pertinent to optimal intervention suggest themselves: what are the positives and negatives to partners having therapists of the same/different gender? How long should the course of treatment be? Where can therapists get competent supervision? What impact does culture and/or gender have specifically? How can these and other factors be addressed most effectively? Treatment of STSD is such a nascent area that only a few empirically supported, directly generalizable answers exist. The best that can be done, at the moment, is to offer some clinical observations concerning some of the more relevant treatment issues encountered thus far.

Some secondary survivors may present more complicated or deeper problems or skill deficits. Through the process of trying to understand a partner's PTSR, some secondary survivors will regain traumatic memories of their own. Others will need to be treated for personality disorders. Others, when realizing the difficulty and commitment often associated with changing individual behavior and relationship dynamics, will choose to abandon the process prematurely.

While many treatment issues arise during the course of any therapy, a number have become consistently manifest in our working with STSD partners. Awareness of these may serve to help in grounding the therapeutic work, if not in preventing the actual occurrence of difficulties.

Alcohol/Substance Abuse
In all too many instances, either the primary victim, the partner or both have ongoing substance-abuse- related problems. While the substance abuser(s) may view the use of alcohol or drugs as a coping mechanism, secondary to or a result of the STSD, the abuse must be a paramount concern of the therapist. Most, if not all interventions, will be ineffective if the substance abuse is not stopped before other areas are addressed. Attending to this sphere first is so important that ascertaining the extent of any substance-abuse problem should be included specifically in any evaluation/assessment/diagnosis. This stance may be at odds with the approaches suggested by others, including the view taken by other authors in this volume. Still, our own clinical experiences, those of many of our colleagues, and those of many other professionals dealing with substance abuse, have indicated little, if any, lasting gain being achieved where any other course of intervention has been used.

Preexisting Pathology
Trauma is a stress situation. While the attendant stress will not necessarily create pathology, it will almost certainly exacerbate any present. In cases of severe Axis I or Axis II pathology, a therapist should be realistic about expectations regarding what can be accomplished given available resources. If severe pathology is suspected, a thorough, formal assessment will help the therapist decide whether or not treatment for PTSD and STSD is likely to yield success, and if so, what the actual duration of such treatment is likely to be. An inexperienced therapist may spend many unnecessary sessions concentrating on a trauma, primary or secondary, with a client whose preexisting pathology is so disturbing as to prevent the person from benefiting from such a focus. In such a case, an appropriate referral or consultation with other professionals is likely to be in the client's best interest.

Abusive Partners
A special case of preexisting pathology, one specifically worth noting, is an abusive partner. Either the secondary victim or the primary victim may be the abuser (more often it is the male partner involved). These instances, though rare in the context of STSD victims we see, are possible. Obviously, an abusive partner should not be considered part of the solution to this problem area, but rather an obstacle to any possible healing. As in the case of substance abuse, the abuse issue must be separated and dealt with first. A dissolution of the relationship may be the only effective option available.

Individualizing Approaches
Certainly in conveying information, but also in other aspects of therapy, such considerations as learning style, cognitive ability, emotional maturity, interpersonal communication facility, etc., must be taken into account. For therapy to be effective, those receiving help must be met at their own levels, at least initially, before those levels can be changed. (This issue is an especially difficult one with which to deal in group therapy.)

STSD Primary Victims
More frequently than might be expected, STSD partners turn out to be victims themselves. In coping and working with primary victim partners, they are often triggered into remembering their own traumata. One way of explaining this phenomenon, which is also helpful in addressing it to some extent, is Bowen's (1972) concept of differentiation -- people tend to couple with partners who match their level of differentiation and who complement them. Sometimes this leads to mutually supported pathologies. 

Helping vs. Over-involvement
Many effective secondary survivors are keenly aware of the impact of the trauma on both the primary survivor and on the relationship. In fact, in many ways, they may be too attuned. A fine line often exists between helping (as a mode of personal therapy) and enabling (in the negative sense, i.e. supporting the pathology of the primary victim as a way of avoiding dealing with one's own personal problems). In many instances, because of the meshing of the two healing processes, clear boundaries are difficult to delineate or to maintain. STSD victims must be helped to learn to balance the needs and demands of the primary victim against their own, being neither selfish nor selfless.

Multiple Therapeutic Interventions
Actually, Multiple Therapeutic Intervention raises not one but several important issues: (1) whether it should be done; (2) what is the optimal combination; (3) what is the optimal distribution of labor [e.g., who should do what assessment(s)]; (4) should there be multiple therapists involved; (5) how should/can efforts be coordinated; (6) what should the timing be; and (7) how should resources be allocated, particularly if they are scarce. These issues often are related.

Unequivocally, multiple therapeutic intervention by multiple therapists is the optimal approach for this complex situation. Some combination of ongoing, continuing individual therapy for both partners, group therapy for both partners, couples therapy and bibliotherapy will produce the best results in the most efficient manner. However, in most instances, such arrangements are not realistic. Victims have neither the time, nor the money, nor the energy necessary to make this plan possible. (And that does not even take into account the extended STSD victim network.) At a minimum, however, all these components should be employed at one time or another. 

Given the intertwining of courses of therapy and the ever present boundary issues, multiple therapist involvement, for both practical and ethical reasons, is indicated. Communication and coordination between therapists -- which require legal "Release of Information" be secured from both partners by all therapists involved -- allow clients and therapists together to address the other attendant issues, openly and cooperatively, making necessary decisions and compromises in the best interests of all concerned. 

Occasional conferences will facilitate the coordination of efforts. At the same time, the victims are provided with collaborative advocates at a stage when they may be needed. Consultations may also serve therapeutic value by modeling the type of interaction between and among participants that will be required of the partners. Demonstrating and teaching communication skills are essential, especially since other questions regarding distribution of resources have no standard answers and must be constantly negotiated in light of the conditions existing at a given moment. To be effective, however, the therapists must be aware not only of the boundary issues engendered by STSD for the victims, but their own personal, professional and theoretical boundary issues as well.

As noted, optimal would be a balanced combination of individual, group and conjoint therapy. However, reality dictates less. In most instances group intervention is the approach of choice for secondary victims, because the system's resources are directed to the primary victim and more external resources can be made available and shared in addressing the various demands of STSD healing in this milieu.

Impact on the Therapist 
PTSD/STSD is a high "burnout" area. This problem has been addressed extensively elsewhere, in the companion (Compassion Fatigue) to the present volume (Beaton & Murphy, 1995; Catherall, 1995; Cerney, 1995; Dutton & Rubinstein, 1995; Figley, 1995; Harris, 1995; McCammon & Allison, 1995; Munroe et al., 1995; Pearlman & Saakvitne, 1995; Valent, 1995; Yassen, 1995).

No matter how experienced or how well trained therapists are, they must realize that the healing process will be arduous. Mistakes will be made and there will be moments of uncertainty. Because of the type of involvement required to foster STSD healing, therapists are also to be considered secondary survivors. As such, their resources are significantly taxed. Without self-awareness, as well as knowledge of STSD and PTSD, therapists can easily become secondary victims themselves. Why mention this issue within the context of treating partners? Because, all too often, therapist fail to strike the required balance themselves. As mentioned previously, the impact of modeling, either positive or negative, cannot be minimized.

Balance and Primary Victim Primacy
Far and away the most pervasive issue in dealing with STSD victims is the question of the primacy of primary victim healing. Cognitively, emotionally and behaviorally, secondary victims, even more than primary ones, are torn between their own needs and those of their partners.

Immediately following severe trauma, the primary victim will be in distress. At that time the need for help is easily recognized. However, long after the trauma, primary victims may still be in trouble and, consequently, in need of support. Even the most "resourceful" person will be greatly stretched to cope without additional help. 

At this point two things must happen: (1) secondary victims must support and supply resources for the healing of the primary victim and (2) partners must not make demands on the resources of the primary victim. In the initial phases of healing, little if any reciprocity or balance can be expected in relationships. (This may also be the case during other particularly disturbing stages of healing, e.g., Reliving.)

When such instances occur, secondary victims must put some, if not all of their competing needs aside to support the primary victim in whatever ways possible. Also, when secondary victims experience needs, they will have to look elsewhere for the resources to meet them. (However, addressing secondary victims' needs elsewhere may have to be suspended temporarily if, in the process of doing so, the healing of the primary victim, at least through the initial critical phases of the healing process, would be disrupted.)

In the long run, however, a return to some semblance of an interdependent pattern must occur. Reliance of the primary victim on the secondary victims to direct all resources of the support network to the primary victim cannot go on indefinitely. Inevitably relationships will break down if there is not some balance, some reciprocity restored (Henry, 1990). Dissolution may not be welcomed, but may be the only viable option available if optimal healing is to occur for both partners. 

The restoration of the balance or the establishment of a new balance may demand therapeutic intervention, and usually does. New methods of negotiating the give and take in the relationship may be required. In fact, given that the healing process of both primary and secondary victims will be ongoing for a long period, if not for a lifetime, there should be no expectation that the original relationship patterns can be functionally reestablished. Expectations should be that new, more effective patterns will have to be implemented in the place of the old.

For example, the primary victim may have to learn to function in the role of "taker" instead of that of "giver", i.e., in the role of one being emotionally supported and dependent instead of the role of one strong and independent. These transitions may be particularly difficult to affect if Pre-Trauma stage influences interfere (e.g., if sex role socialization or cultural rules have contributed to inflexibility in the role of patterns). Overall, however, both secondary and primary victims may benefit a great deal from the increase in role flexibility required to initiate Integration and Resolution, continued and continual healing. In fact, the sense of "coupleness" engendered by overcoming a difficult situation together and the power derived from becoming more effective, healthier individuals can generalize to, and even pervade, other relationships and other areas of life.


Summary and Conclusion

STSD (secondary victim) healing depends on that of the primary victim; primary victim healing depends on the resources and support available in the social system. Without recognizing the interplay in these healing processes, successful healing of each partner and the relationship is improbable. If some healing does occur, it may come at someone's expense, most likely that of the secondary victim. Therapeutic support is essential. 

Even with therapeutic support there is no guarantee that either the partners or their relationships will survive intact. Major revisions in personal constitution and in the patterns of relationships will be required.

The healing and therapeutic processes of the secondary victim are obviously involved with and subject to the therapy and healing of the primary victim. Still, as much as STSD healing is dependent on the healing of the primary victim, primary victim healing also relies on that of the partner. If secondary victims do not become secondary survivors, fewer resources will be available to support the healing of the primary victim. The processes so significantly intertwine that the production of a tapestry of healing requires the deft touch of an expert weaver to achieve a viable, coherent pattern. But the satisfaction for all involved from having repaired the damaged fabric, or even better, having created a new, more vibrant pattern, is well worth the effort demanded.

When the myriad problems, complexities and challenges have been met effectively, the partners and the partnership emerge stronger, healthier and more adept. Often the social support networks involved are expanded and enhanced, both as a result of more open contact with others coping with the same problems, and as a consequence of the development of better communication skills. The sense of accomplishment, and consequent empowerment, may lead to a fuller, more fruitful, joyous existence than might have ever before been imagined, let alone expected.

Note 1:

From studies concerning Vietnam veterans and their wives, it is clear that a history of war-related trauma has a negative impact on marital adjustment and on the psychological well being of both partners. As a group, veterans exposed to combat in Vietnam show significantly higher levels of marital disruption than Vietnam veterans who were not traumatized (Laufer & Gallops, 1985; Carroll, Rueger, Foy & Donahoe, 1985; DeFazio & Pascucci, 1984; Card, 1987). Women whose Vietnam veteran husbands were identified as suffering delayed stress are themselves more likely to experience symptoms of anxiety and depression (Smith-Schubert, 1984) as well as feelings of self-blame, low self-esteem and of being cloistered and overprotected (Brown, 1984). Solomon (1988) reported similar findings in a review of the literature pertaining not only to Vietnam veterans but also Israeli war veterans and their families, and Pavalko and Elder (1990) reported higher rates of divorce for combat-experienced WWII veterans than for those who did not see combat.

Though much has been written about treatment of the veteran and his family system, little attention has been paid to the individual needs of the secondary survivor. Treatment approaches for the family and/or the secondary survivor as an individual include individual therapy for partners, couples therapy (Rosenheck & Thomson, 1986; Solomon, 1988), group couples therapy (Solomon, 1988), group therapy for partners (Rosenheck & Thomson, 1986; Moyer, 1988), and family therapy (Rosenheck & Thomson, 1986). 

Among the specific goals of therapy are (a) trauma-related education (Rosenheck & Thomson, 1986; Coughlan & Parkin, 1987); (b) skills training, such as problem solving and relaxation (Solomon, 1988) assertiveness training (Solomon, 1988) and communication skills (Jurich, 1983) (c) awareness/self-assessment (Rosenheck & Thomson, 1986); and (d) social support (Solomon, Waysman, & Mikulincer, 1990). Many of these treatment goals will be further discussed later in this chapter when we present a comprehensive model for treatment for all secondary survivors, regardless of the type of trauma.

The information presented in this chapter is based on extensive work with the partners of victims of incest and sexual assault. Most of these have been men. However, the findings related to war victims closely parallel those of studies addressing the impact of Rape and Sexual Assault (McCann, et al., 1988; R. Remer & Elliott, 1990a; Whetsell, 1990). Accordingly, the suggestions made here will be generalized from our experience working with male partners of female survivors of sexual assault, as well as the limited research available on male partners of trauma victims. However logical such extensions may seem, empirical substantiation is as yet lacking. In addition, the comments should equally apply to other types of secondary victims -- friends, children, other family members, therapists. Again, however, the adaptations must be made in light of the unique characteristics of each (particularly children of different age groups).

Note 2:
While not within the purview of this article, familiarity with a number of perspectives on interconnected processes would be useful to both practitioners and victims. For those not acquainted with them, most helpful are Systems Theory, Role Theory and the concept of Interdependence (See R. Remer, 1990).
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Table 1 

Psychological Reactions of Victims1                              
Category
Reactions
Interpersonal
Sexuality Problems

Relationship Problems

Revictimization 

Victim becomes Victimizer

Emotional
Fear, anxiety and intrusion

Depression

Anger

Guilt and shame

Self-esteem disturbances

Behavioral
Aggressive behavior

Suicidal behavior

Substance abuse


Personality disorders

Impaired social functioning

Cognitive
Perceptual disturbances

Biological
Somatic disturbances

Physiological hyperarousal

1 Adapted from McCann, Sakheim & Abrahamson (1988)

Figure 4

Schematic for Choice of Appropriate Therapeutic Intervention for STSD:

Treatment Goals by Therapy Approach


Treatment Goals





Education about Trauma
Awareness/ Personal Development
Skill Acquisition

Milieu

  
Individual Therapy

1

1/2

3


Conjoint Therapy


3*

2


Group 

Therapy

2

2/1

1

Numbers in cells indicate order of effectiveness: 1= most effective, 

     2= 2nd most effective, 3rd most effective

* Conjoint therapy contraindicated except for recycling

