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ABSTRACT 

Research indicates that at least half of all women substance abusers were abused 

in childhood and this trauma negatively impacts substance abuse recovery. 

Professionals in the field agree that substance abuse counselors need to understand 

trauma, its effects, and treatment in order to work with their female clients. 

The purpose of this thesis was to develop a handbook to assist substance abuse 

counselors in private practice in assessing and treating child abuse trauma in women 

substance abusers. 

The handbook was developed through the historical research method and the 

action method of applied research. The handbook outline and completed manuscript 

were evaluated by substance abuse counselors in private practice with experience 

counseling trauma survivors. The evaluations indicated the handbook would be useful 

for substance abuse counselors. Recommendations for changes suggested by the 

evaluators will be made prior to publication. Implications for further research on 

women substance abusers and childhood trauma are presented. 
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CHAPTER 1 

INTRODUCTION 

Statement of the Problem 

"Abuse affects al l  o f  u s  .  .  . it steals childhood ... it savages families, 

individual lives, and dreams. There is no more virulent, destructive epidemic" 

(Jorgenson, 1990, p. 19). 

Many women substance abusers were victims of childhood abuse, and 

counselors who work with these women need to know how substance abuse and 

childhood abuse correlate and how to treat them (Barrett & Trepper, 1991). Because 

women and men have different substance abuse patterns, different coexisting 

psychopathology, and varying histories of victimization, women substance abusers 

form a distinct treatment sub-group (Lex, 1990; Reed, 1985). It has been 

demonstrated that women who were abused in childhood have more psychosocial 

problems, higher rates of substance abuse, and greater incidence of psychopathology 

than non-abused women (Barrett & Trepper, 1991; Finkelhor, Hotaling, Lewis, & 

Smith, 1990). Women substance abusers have higher rates of child sexual abuse than 

male substance abusers and a higher incidence of all forms of child abuse than non-

substance abusing women (Barrett & Trepper, 1991; Forth-Finegan, 1991; Lex, 

1990). A history of child abuse trauma has been shown to have a definite negative 

impact on the recovery process of substance abusers (Forth-Finegan, 1991; Giles, 

1989; Rohsenow, Corbett, & Devine, 1988; Young, 1990). It is therefore essential to 



tailor treatment strategies to address the trauma in order to promote initial and 

ongoing substance abuse recovery (Barrett & Trepper, 1991). 

For a variety of reasons, such as limited financial resources and lack of 

justification for intensive inpatient treatment, treatment for substance abuse is moving 

more and more into outpatient settings, both at agencies and in private practice 

(Hubbard, 1992; Rounsaville & Carroll, 1992). Outpatient agencies may have greater 

resources than private practice counselors to evaluate and assign clients to counselors 

who specialize in treating trauma survivors. Therefore, it is essential for substance 

abuse counselors in private practice to be able to correctly identify and treat childhood 

trauma in their substance-abusing female clients. To do this, substance abuse 

counselors will need education, in the form of training and written information 

(Barrett & Trepper, 1991). The handbook developed in this thesis, entitled Women 

and Childhood Trauma: A Handbook for Substance Abuse Counselors, is designed for 

this very purpose. 

This chapter will set forth definitions of the terms to be used, discuss the 

incidence of child abuse trauma and substance abuse, and establish this thesis' 

theoretical basis for treating adult female substance abusers who are survivors of child 

abuse trauma. As this project focuses on women, the pronoun "she" will be used 

exclusively, except in quotes and other references applying to both men and women. 

Definition of Terms 

For the purpose of this thesis and the handbook, child abuse is defined as 



physical, sexual, mental, emotional, and/or spiritual abuse or neglect which is 

perpetrated upon a child under 18 years old. Child abuse may be active and direct or 

inactive and passive, but it is never benign. The term abuse may refer to both the 

active abuse and passive neglect to which children are subjected. Physical abuse 

involves a physical assault such as shaking, throwing, suffocating, burning, hitting, or 

beating on any part of the body, with the adult's hands or with other implements, 

regardless if the assault leaves marks or injuries. Physical neglect means that a 

child's basic physical needs for shelter, food, clothing, and medical and dental 

treatment are not being met. 

Sexual abuse is either covert or overt abuse of a child's sexuality. Overt sexual 

abuse occurs through physical violations such as fondling, masturbation, oral sex, and 

vaginal or anal penetration. Covert sexual abuse is non-contact sexual abuse such as 

sexually demeaning statements, exhibitionism, voyeurism, exposure to sexual acts or 

pornography, and other violations of privacy. The terms emotional abuse or 

psychological abuse may be used interchangeably and refer to assaults on the child's 

sense of self and sense of well-being. These abuses include name-calling, denial of 

reality, religious threats or intimidation, witnessing violence, and repeated threats of 

injury, whether the assaults occur or not. Emotional neglect occurs when a child does 

not receive the caring and consistency necessary for heailthy emotional and 

interpersonal development. 

Trauma is the result of an event or occurrence which overwhelms the 

individual's normal ability or skill to adapt and cope (Herman, 1992). Trauma may 



occur as the result of a natural disaster such as an earthquake or hurricane. Trauma 

is also the result of "atrocities" (p. 33), when one human being overpowers another 

in a way to cause harm. Child abuse is an atrocity, and results in trauma. In this 

thesis, the phrases child abuse trauma and childhood trauma refer to the negative 

impact of any form of child abuse on an individual's life. A survivor is defined as a 

woman who has been abused and survived into adulthood. Unless contained in a 

quote from other material, victim is used to refer only to those child abuse victims 

who died as a result of the trauma or through later self-destructive acts. 

For the purpose of this thesis, substance abuse is defined as continuing to use a 

mind-altering or mood-altering substance despite loss of control and/or negative 

consequences. Smith & Wesson (1984) describe substance abuse as "the persistent 

use of a psychoactive drug that is seriously interfering with an individual's health, 

economic or social functioning" (p. 7). Their definition covers both psychological 

and physiological dependence, and does not differentiate between levels of abuse and 

dependence; it also does not recognize the internal loss of control and self-medicating 

nature of substance abuse. Loss of control is also emphasized in 12-Step programs, 

such as Narcotics Anonymous, which defines a substance abuser as "a man or woman 

whose life is controlled by drugs" (World Service Office, 1984, p. 1). The quality of 

mood control is best addressed in Treadway's (1989) description: 

Substance abuse exists when an individual has a pattern of being dependent on 

the use of substances (i.e., alcohol and prescribed or illegal drugs) to alter and 

control mood states, is unable to easily regulate this use, and experiences some 



form of distress if unexpectedly deprived of access to it (p. 11). 

Recovery is defined as the process of abstaining from substances on an ongoing 

basis and developing adequate functioning in all areas—physical, vocational, social, 

and mental—of the person's life. Narcotics Anonymous refers to the latter aspect of 

recovery as becoming "acceptable, responsible, and productive members of . . . 

society" (World Service Office, 1984, p. 16). 

Child Abuse 

Van Ornum notes that "child abuse is neither a recent discovery nor [merely] a 

contemporary problem" (cited in Jorgenson, 1990, p. 10). The issue of child abuse 

has gained increasing public attention in the last ten years (Darnton, Springen, Wright 

& Keene-Osborn, 1991). Many men and women, both private citizens and well-

known public figures, are speaking up and identifying themselves as survivors of 

childhood abuse, especially of childhood sexual abuse (Darnton, et al., 1991; Atler, 

1991). While acknowledging that child abuse is perpetrated upon men as well as 

women, and that men also suffer from trauma, a discussion of all child abuse is 

outside the scope of this project. Women survivors and substance abusers have 

gender-specific concerns and needs that must be addressed (Barrett & Trepper, 1991; 

Pasick & White, 1991). 

The prevalence of childhood abuse is hard to measure, due to the differing 

definitions used by legal, sociological, and psychological disciplines (Finkelhor, et al., 

1990). Recent studies have used historical self-report measures on specific forms of 



childhood abuse, usually sexual abuse, and their accuracy is debated (Briere, 1992; 

Jorgenson, 1990). However, in one of the few studies to compare records of 

childhood (adolescent) abuse with adult recall, the researchers found that 

approximately one-third of the subjects gave reports which conflicted with the records 

(Femina, Yeager, & Lewis, 1990). Of the 11 subjects whom the researchers were 

able to interview, eight had denied abuse which had been previously documented; the 

reasons they gave included a desire to protect the parent(s) and attempts to forget the 

abuse. The other three subjects stated that they had been abused in adolescence but 

had not reported the abuse then due to embarrassment or fear. 

Briere (1992) believes that "the majority of adults raised in North America, 

regardless of gender, age, race, ethnicity, or social class, probably experienced some 

level of maltreatment as children" (p. xvii). 

It is estimated that at least 35% of women in the United States will experience 

some form of sexual abuse before the age of 18 (Wiehe & Herring, 1991). A 

national survey of adults, which sampled 2,626 men and women in the United States, 

was conducted in 1985 to determine rates of childhood sexual abuse in the general 

population (Finkelhor, et al., 1990). The results showed that 27% of the women had 

a history of childhood sexual abuse, with a median age of 9.6 years old at the abuse, 

or if ongoing, at the onset of abuse. For 23% of the female abuse survivors, this 

abuse occurred or began prior to age eight (Finkelhor, et al., 1990). 

Rates of childhood sexual abuse are consistently higher for women substance 

abusers than the general population (Jacobsen, 1986). It is estimated that at least half 



of women substance abusers were sexually victimized in childhood (Beckman, 1984; 

Briere, 1992; Forth-Finegan, 1991; Jacobsen, 1986; Rohsenow, Corbett, & Devine, 

1988). Jorgenson (1990) notes that while most child sexual abuse does not involve 

violent rape or penetration, "in all cases there are permanent or long-term emotional 

injuries to the child, including self-depreciation, loss of security, fear and a feeling of 

helplessness, self-blame and self-hatred" (p. 25). 

Estimates on the prevalence of physical abuse vary widely, due to the 

heterogeneity of criteria used to define this kind of abuse. Studies of prevalence of 

severe physical child abuse, that which resulted in physical injuries, from bruises to 

broken bones, indicate that up to 15% of all children in the United States .experience 

physical abuse (Briere, 1992). Fontana (1985) noted that, each year in the United 

States, as many as one million children are abused and neglected by their parents. 

The 1988 report of the National Center on Child Abuse and Neglect estimates that, in 

the United States, between 1,000 and 5,000 children are killed by their parents 

annually, the greatest price of child abuse (cited in Briere, 1992). "However, the 

bulk of physical harm consists of inflicting pain and temporary injuries rather than 

death and permanent malfunction" (Jorgenson, 1990, pp. 24-25). 

The rate of childhood physical abuse is over 50 percent for women in 

psychiatric inpatient treatment (Chu & Dill, 1990; Craine, Henson, Colliver, & 

MacLean, 1988). Although childhood physical abuse is frequently reported among 

women substance abusers, there are no studies providing conclusive statistics (Forth-

Finegan, 1991). However, studies of male and female substance abusers have 



indicated that as many as 60% were physically abused in childhood (Jacobsen, 1986). 

Rates of psychological trauma are also difficult to measure. Children who are 

raised by substance-abusing caregivers are often psychologically traumatized by that 

experience (Briere, 1992). Women, particularly, show negative consequences of this 

early environment, in greater levels of self-depreciation and unhappiness (Berkowitz 

& Perkins, 1988). Women substance abusers often come from families which also 

had problems of substance abuse (McGaha, Stokes, & Nielson, 1990). The impact of 

familial substance abuse on children has been a topic of much discussion in the last 

decade, which has witnessed the rapid expansion of the Adult Children of Alcoholics 

(ACOA) movement, a 12-Step self-help program for recovery from the trauma of 

growing up in an alcoholic or otherwise dysfunctional family. Characteristics of 

ACOAs are similar to those of child abuse trauma survivors: denial or self-delusion 

regarding their surroundings; impulsive and compulsive behaviors; repression of 

feelings such as guilt, fear, pain, anger, and shame; chronic low self-esteem; 

problems with intimacy; approval-seeking; and medical or somatic problems 

(Wegscheider-Cruse, 1989; Woititz, 1984). 

Child Abuse Trauma 

Children who are abused experience both short-term and long-term effects as a 

result of their abuse; these negative effects are seen as trauma (Craine, et al., 1988; 

Herman, 1992). Child abuse interferes with the healthy psychosocial development of 

a child. Herman (1992) states that "repeated trauma in childhood forms and deforms 



the personality" (p. 96). Therefore, the trauma response will show up in the impaired 

development of mental, emotional, and social abilities; incomplete development 

continues to impact women as they progress through adolescence and adulthood 

(Herman, 1991; Mayhall & Norgard, 1983). 

Erikson's stages of psychosocial development are very useful in describing the 

impact of trauma on childhood development (Mayhall & Norgard, 1983). In each 

stage, the individual is confronted with a psychosocial conflict or crisis which must be 

resolved. Positive resolution contributes to the development of the ego. Although the 

stages are linear, completion of an unresolved early conflict can occur at later stages; 

life events can also devastate an individual and render ineffective the previous positive 

resolutions. These tasks are, from birth through adolescence, the development of 

trust, autonomy, initiative, competence, and identity (Hergenhahn, 1984). 

According to Erikson (1963), the initial task, begun in infancy, is to develop 

basic trust. This comes about largely due to having adequate, if not perfect, 

caregiving, in which the child's basic needs are met and she feels secure in the 

consistency of her world and the behaviors of others. This development of basic trust 

is the earliest task of the ego and is fundamental to identity development. When a 

child is subjected to abuse or neglect, "she must find a way to develop a sense of 

basic trust and safety with caretakers who are untrustworthy and unsafe" (Herman, 

1992, p. 101). She may do this through repression of the abuse, dissociation, denial, 

or self-blame. It is likely, however, that she will still end up with an internal, 

psychological world that is "largely one of anxiety, threat, and distrust" (Janoff-



Bulman, 1992, p. 86). In extreme cases, a sense of despair may overwhelm the 

child, who then fails to thrive; some seem to give up the will to live, and they die 

(Mayhall & Norgard, 1983). 

The second task in Erikson's model is the formation of autonomy, which usually 

occurs between one and three years old. During this time the child is developing new 

skills, including the ability to make choices and master basic tasks. The exercise of 

her will, guided by her caregivers, allows the child to develop a sense of self-control 

and autonomy. Abuse or neglect in this stage results instead in the development of 

shame and self-doubt (Mayhall & Norgard, 1983). 

The third psychosocial crisis, according to Erikson (1963), develops between 

initiative and guilt. In this stage, which takes place between four and five years old, 

the child's emerging skills allow her to imagine possibilities and to initiate and plan 

activities. Psychological trauma during this time will result in a lack of self-

sufficiency and an inability to take initiative, or possibly, in a lack of boundaries. 

Even if a child successfully negotiates this crisis, later abuse which attacks the child's 

sense of purpose and initiative may undermine her previously-held beliefs about her 

abilities (Hergenhahn, 1984). 

During Erikson's fourth stage, which takes place between six and eleven years 

old, a child is faced with developing a sense of competence. During this time most 

children are in school. They are improving social skills, practicing perseverance and 

attention, and learning the satisfaction of task completion. Without positive resolution 

of this phase, without achieving a sense of industry, the child is left feeling inferior or 
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incapable (Erikson, 1963). A presentation of learned helplessness may be especially 

prevalent in these children and persist into adulthood with concurrent low self-esteem 

(Mayhall & Norgard, 1983). 

During adolescence, the individual is faced with the monumental task of 

creating an identity, Erikson's fifth stage (1963). The long-term repercussions of 

negative resolutions in the previous stages are seen more fully here. Without the 

positive traits which successful resolution would have engendered—hope, self-control, 

will-power, direction, purpose, and competence—it is likely that the individual will 

either form a negative identity, or have ongoing problems with role confusion and 

uncertainty (Erikson, 1963; Mayhall & Norgard, 1983). 

Positive completion of these childhood developmental tasks will lead to the 

emergence of a healthy identity. This identity is then the basis for successful 

resolution of the adult tasks of intimacy, generativity, and ego integrity. From these 

three adult stages emerge the capacity for love, care or concern for generations to 

come, and wisdom (Hergenhahn, 1984). But as Herman (1992) explains about child 

abuse: 

The survivor is left with fundamental problems in basic trust, autonomy, and 

initiative. She approaches the tasks of early adulthood—establishing 

independence and intimacy—burdened by major impairments in self-care, in 

cognition and memory, in identity, and in the capacity to form stable 

relationships. She is still a prisoner of her childhood (p. 110). 

The humanistic approach to human development as delineated by Maslow 



theorizes that there exists a hierarchy of human needs; these needs form the building 

blocks of a fulfilled life (Hergenhahn, 1984). In this model, as in Erikson's model, 

prolonged frustration of a lower need, regardless of the stage to which one has 

progressed, will force a person to regress developmentally to deal with the (now) 

unmet need (Hergenhahn, 1984). These needs, in order of significance, are survival, 

safety, belongingness and love, esteem, and self-actualization. 

From the moment she is born, the infant is dependent on her caregivers for her 

physiological survival needs, consisting of food, drink, shelter, sleep, and bodily 

functions. If her needs are unmet or met only minimally, she will be focused on the 

basic needs to the exclusion of the higher needs. The need for safety in childhood is 

the second building block in Maslow's hierarchy, and can only be considered when 

the initial physiological survival needs have been met. Safety requires not only 

protection from danger, but a sense of the consistency and benevolence of the infant's 

world. Without safety, there can be no development of trust. A child also needs a 

sense of belonging and being loved, Maslow's third category of need. Ideally, this 

need is being met from the moment of her birth. Without it, she develops a sense of 

being alone and empty. The fourth level of need, esteem needs, must also be met 

during early childhood development. This requires both internal and external 

recognition and acceptance of the person's worth. On the basis of self-esteem, which 

requires the establishment of the lower levels of needs, an individual is able to reach 

self-fulfillment. In Maslow's terms, this is a self-actualized human being, one who 

has met her full potential (Hergenhahn, 1984; Mayhall & Norgard, 1983). 
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Erikson's sociocultural approach meshes well with the humanistic approach 

taken by Maslow. Children who do not have their basic needs meet, and do not feel 

safe, will not develop a sense of trust in others. A child who does not feel safe will 

also have difficulty developing autonomy and initiative. The development of shame 

and guilt attack a child's sense of belonging and worth. Unfortunately, trauma 

survivors' needs are not fully met on a variety of levels. They are unable to complete 

the necessary developmental tasks, for they spend too much time attempting to cope 

with the force of the trauma (Briere, 1992; Herman, 1992). 

Adult Survivors 

Developmental damage resulting from child abuse manifests in the poor coping 

and diminished competence of the adult female trauma survivor. This damage takes 

two forms. The first is an internal impact—what Briere (1992) calls "psychological 

responses" (p. 18). Psychological responses to trauma include post-traumatic 

symptoms, cognitive distortions, altered emotional states, dissociative episodes, and 

impaired self reference. The second is exhibited externally—damage to "behaviors 

and relationships" (Briere, 1992, p. 48-49). These two, however, are integrally 

connected. "Abuse and neglect may impair both the capacity for self-regulation of 

affective states and the ability to utilize interpersonal relations for affect regulation" 

(van der Kolk, Perry, & Herman, 1991, p. 1670). 

Post-traumatic stress disorder (PTSD) and related syndromes have received a 

great deal of attention in the last twenty years, with much of the work and experience 
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coming out of treatment for Vietnam War veterans (Andreasen, 1985). In the last ten 

years, more attention has been paid to the similarities between combat veterans and 

other kinds of trauma survivors, including child abuse trauma survivors (Scott & 

Stradling, 1992). There are a number of symptoms of PTSD, not all of which will be 

present in every survivor. Herman (1992) places these symptoms into three primary 

categories: hyperarousal, intrusion, and constriction. "Hyperarousal reflects the 

persistent expectation of danger; intrusion reflects the indelible imprint of the 

traumatic moment; constriction reflects the numbing response of surrender" (p. 35). 

Child abuse trauma survivors often alternate between intrusive thoughts and memories 

of the trauma and psychological numbing. The ongoing state of hyperarousal leads to 

permanent physiological changes and may be related to other medical problems. 

Damage to behaviors and relationships may be experienced as disturbances in 

intimacy, sexual dysfunctions, poor boundaries in relationships (victimization), 

manipulative or adversarial relationships, aggression, and avoidant behaviors (Briere, 

1992; Caruso, 1987). Avoidance strategies include substance abuse, suicidal ideation 

or attempts, and self-mutilation. Borderline Personality Disorder (BPD) is 

characterized by many of these strategies (APA, 1987). BPD is also beginning to be 

viewed as a response to child abuse trauma. Herman (1992) has suggested renaming 

BPD as "Complex Post Traumatic Stress Disorder" (p. 119), in order to emphasize 

the traumatic origins and adaptive nature of the behaviors, and to reduce the stigma 

attached to the diagnosis. 
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Women's Substance Abuse 

Women abuse alcohol and many other substances, and although their patterns 

differ from men's, substance abuse causes serious problems in their lives (Lex, 1990). 

An estimated 5 million women in the United States population are problem drinkers 

(Blume, 1992). That means that six percent of the adult female population uses 

alcohol in a manner that causes negative consequences in their lives (Peluso & Peluso, 

1988). Studies of substance abuse indicate that women abuse illegal substances and 

alcohol at rates lower than men (Harrison & Belille, 1987; Weisner, 1991; Weisner & 

Schmidt, 1992). However, women have much higher rates of prescription drug use 

and abuse than men; the prescription medications most abused by women are the 

major and minor tranquilizers, such as barbiturates and benzodiazepenes (S. B. 

Blume, 1990, 1992; Ross, 1989). The abuse of medications may (1) be concurrent 

with abuse of alcohol or street drugs, (2) occur without accompanying abuse of other 

substances, or (3) result from prescriptions given during or following withdrawal. 

Frequently, these medications are initiated to control psychiatric symptoms, many of 

which may be associated with childhood or other trauma history (Herman, 1992). 

Substance-abusing women also report higher rates of depression and other psychiatric 

symptoms (Blume, 1992). 

Recent studies of women in treatment indicate that while women comprise half 

of adult problem drinkers, they make up only 20-25 percent of the treatment 

population of alcohol abusers (S. B. Blume, 1990). Unfortunately, substance abuse 

treatment has been developed based on studies of male substance abusers, and follows 



a generic model that assumes basic similarities among all substance abusers. The 

limited research on women substance abusers has meant a lack of understanding of 

women's unique patterns of substance abuse and of the impact which gender-specific 

factors have on the development, maintenance, and recovery from substance abuse 

(Bepko, 1991; Blume, 1992; Peluso & Peluso, 1988; Reed, 1985). 

Purpose 

The primary purpose of this project was to develop a handbook, entitled Women 

and Childhood Trauma: A Handbook for Substance Abuse Counselors. The handbook 

is an introductory guide to identifying and treating child abuse trauma in female 

substance abusers, and is intended for use by substance abuse counselors in private 

practice. The reasons for developing this handbook were an increase in the number 

of women substance abusers reporting childhood trauma and a lack of resources for 

the substance abuse counselor treating this population. The handbook will include 

assessment and counseling strategies for treating childhood abuse in women substance 

abusers. It will also include suggestions for additional reading, as well as referral 

sources for both counselors and their clients. The theoretical perspective on which 

the handbook is based is the biopsychosocial model of substance abuse, and the theory 

of trauma as elucidated by Herman (1992). 

Summary 

Children have specific needs and developmental tasks, as Erikson and Maslow 
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have shown, that must be met in order to develop into healthy adults (Mayhall & 

Norgard, 1983). Child abuse trauma negatively impacts the psychosocial development 

of children and has long-term effects on survivors' functioning. Women substance-

abusers report higher rates of childhood abuse than non-substance-abusing women and 

substance-abusing men. Histories of childhood physical and sexual abuse are 

correlated with adult psychopathology, including substance abuse problems. 

Childhood trauma has a definite impact on substance abuse recovery and relapse 

(Barrett & Trepper, 1991; Young, 1990). With increased numbers of women seeking 

substance abuse counseling, substance abuse counselors need to be informed on the 

connections and be able to address child abuse trauma in order for counseling to be 

effective (Young, 1990). 



25 

CHAPTER 2 

LITERATURE REVIEW 

Introduction 

Investigations into childhood trauma and women's substance abuse were 

sporadic until the last twenty years. Due to an increase in public discussion of child 

abuse, there is a growing body of literature on child abuse trauma (Briere, 1992; 

Herman, 1992). The women's movement has promoted scientific research into the 

question of how gender relates to functioning (Bepko, 1991; Herman, 1992). This 

chapter sets forth a discussion of the historical and current research on child abuse 

trauma, particularly as it relates to women, and on the interactions of substance abuse 

and child abuse trauma for women. The available literature on counseling women 

substance abusers for childhood trauma is also reviewed. 

The History of Research on Trauma 

Herman (1992) succinctly states that "the study of psychological trauma has a 

curious history—one of episodic amnesia. Periods of active investigation have 

alternated with periods of oblivion" (p. 7). She identifies three separate lines of 

inquiry into the phenomenon of trauma—hysteria, shell shock or combat fatigue, and 

sexual and domestic violence. 

Psychological trauma was first investigated in the late 1800s, when Briquet, 

Charcot, Freud, Breuer and Janet began working with women diagnosed with hysteria 



(van der Kolk, 1987). "Hysteria is a term used to describe a wide variety of 

symptoms such as paralysis, loss of sensation, and disturbances of sight and speech" 

(Hergenhahn, 1984, p. 16). These doctors came to believe that the disorder was 

psychogenic in nature, that is, the result of a psychological process and not arising 

from nerve damage or other physiological impairment (Herman, 1992; van der Kolk 

& van der Hart, 1989). 

Pierre Janet's work on trauma is surprisingly contemporary in approach and 

conclusions (van der Kolk & van der Hart, 1989). Janet (1859-1947) was a 

philosophy professor turned medical doctor, who specialized in working with hysteria. 

Janet described the phenomenon of disaggregation, or dissociation, which he saw in 

his patients as a discontinuity of awareness and associated amnesia. He felt that a 

traumatic event was the source of the dissociation, and that treatment required 

rediscovering the trauma and bringing it into conscious awareness (van der Kolk & 

van der Hart, 1989). 

A relationship between dissociation and symptoms of posttraumatic stress has 

been hypothesized since the time of Pierre Janet. Janet coined the term 

dissociation as the opposite of association—literally, the lack of connection 

between one piece of memory or consciousness and another. According to his 

theory, susceptible individuals who respond to traumatic events with dissociation 

develop long-term changes in neurobiological systems. These result in 

dissociative responses to subsequent stressful events, increased general 

dissociative symptoms, and an increased risk for stress-related psychiatric 



disorders such as what is know today as posttraumatic stress disorder (Bremner, 

etal., 1992, p. 328). 

Freud's initial work on trauma was similar to Janet's, in that he identified 

trauma as resulting from a terrifying situation which overwhelmed the person's 

psychic equilibrium (van der Kolk, 1987). As Shengold (1989) explains, Freud's 

"first theory of psychic pathogenesis centered on child abuse, viewed as a trauma 

with tragic consequences. Neurotics, he said, suffer from reminiscences of 

overstimulating events in childhood" (p. 15). The cure was catharsis, or the talking 

cure, in which the patient talked through the traumatic memories and thereby achieved 

relief of her symptoms. Later, as Freud developed his theory of the unconscious and 

the role of fantasy, he attributed trauma symptoms to thwarted or unacceptable 

internal impulses or drives (van der Kolk, 1987). The traumatic neurosis, as it was 

then called, "was viewed as rooted in psychological conflicts . . . often due to some 

developmental experience" (Andreasen, 1985, p. 918). Stressful events later in life 

could trigger unresolved conflicts or fears from childhood. This approach, which 

denied or minimized the traumatic etiology of hysteria, became the standard for the 

early 20th century (van der Kolk & van der Hart, 1989). 

The trauma of combat was seen during and after World War I, but was initially 

attributed to the physical injury of nerve gas or exploding shells, hence called shell 

shock (Andreasen, 1985). Although it became clear that shell shock was actually a 

form of psychological disturbance, interest in it faded following the war. "With the 

advent of the Second World War came a revival of medical interest in combat 



neurosis" (Herman, 1992, p. 24). Kardiner published The Traumatic Neuroses of 

War in 1941, after working with World War I veterans in the 1920s. He revised it in 

1947 in collaboration with Spiegel, who was treating World War II veterans. Their 

work focused on the positive mediating influence on trauma symptoms of the soldier's 

relatedness with his unit and their leader (Herman, 1992). 

The cure advocated during World War II was also catharsis, where the 

traumatic memories were relived through hypnotic or chemically-induced altered 

states, followed by rapid return to the combat unit. Although there was debate on 

whether this brief treatment should be conducted without follow-up, it became the 

treatment of choice (Herman, 1992). In 1952, the category of "gross stress reaction" 

was included in the first psychiatric diagnostic manual, DSM-I, but it was seen as a 

"transient and reversible reaction" (Andreasen, 1985, p. 918). It was following the 

Vietnam War that the long-term psychological effects of war were fully 

acknowledged. In 1980, the American Psychiatric Association (APA) included the 

diagnosis of post-traumatic stress disorder in its diagnostic manual, and the existence 

of psychological trauma was accepted (Andreasen, 1985; Herman, 1992). 

The last two decades have seen the acknowledgement of psychological trauma 

which results from other, non-combat, forms of interpersonal violence (Briere, 1992; 

Giles, 1989; Janoff-Bulman, 1992). Sociological studies began to investigate violence 

against women, especially rape and domestic violence (Herman, 1992). These studies 

eventually spread to the examination of violence against children, and, in the last 

decade, to the impact of child abuse on psychosocial development. Briere's writings, 
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especially his latest book entitled Child Abuse Trauma (1992), are representative of 

this work. He identifies psychological damage, and impaired behaviors and 

relationships, as the legacy of child abuse. 

Shengold (1989) takes the perspective that chronic and repetitive abuse so 

overwhelms a child that it results in psychic death—an occurrence which he calls 

"soul murder." He does not use this term to refer to all instances of abuse or 

trauma, but specifically to "instances of repetitive and chronic overstimulation, 

alternating with emotional deprivation, that are deliberately brought about by another 

individual" (pp. 16-17). 

In 1992, two new books were published which focused on an inclusive approach 

to trauma and recovery. Both Herman's Trauma and Recovery and Janoff-Bulman's 

Shattered Assumptions posit that the experience of a traumatic life event, regardless 

of the kind of event, have many commonalities, and that the path to recovery is 

similar. Herman's book developed out of her twenty years of experience in 

counseling and surveying survivors of interpersonal victimization—specifically, abuse 

perpetrated by one person on another, in the forms of child abuse, rape, and 

battering. According to Herman (1992), the reaction to traumatic events is terror, 

which results in a fragmentation of the experience. Initially, trauma survivors 

experience post-traumatic stress disorder, characterized by physiological hyperarousal, 

intrusion through flashbacks or nightmares, and constriction through numbing, 

detachment, passivity, dissociation. Over time, these form a dialectic of trauma, 

where the original trauma may be repressed or forgotten, but the symptoms of 



intrusion and constriction may continue to cycle. Chronic trauma may cause somatic 

symptoms and even physiological damage due to the constant reinforcement of the 

hyperarousal. Trauma also disrupts connections with others and the self, which need 

to be rebuilt in recovery. Child abuse trauma results in "deformations in 

consciousness, individuation, and identity" (p. 108). 

Janoff-Bulman's 1992 volume also evolved from her clinical work with trauma 

survivors. Her theoretical focus is on the effects of trauma on the internal assumptive 

world—that is, on how trauma impacts and interacts with the basic assumptions a 

person holds about the world, other people, and herself. She believes that most 

people operate on three basic assumptions, which emerge early in life, as a result of 

adequate caregiving. These fundamental assumptions are that the world and people 

are benevolent and good, that the world is meaningful, and that the self is good and 

worthy. These operate below the level of conscious thought, and are rarely 

questioned until a person is faced with trauma. Then the person is forced to question 

these core assumptions. Resolution of the trauma requires coming to terms with the 

"shattered assumptions" (p. 16) and rediscovering an internal world view that the 

person can live with realistically, but with meaning and hope (chap. 6). 

Janoff-Bulman (1992) has only limited discussion of how this process works in 

children. On the one hand, she notes that a child's inner world has more plasticity, 

and therefore, may have less resistance and investment in these assumptions. 

However, not having developed a strong internal world, an abused child may be 

forced to develop a negative world view—that the world and people are malevolent, 



the world is meaningless, and the self is worthless. This then becomes the core of the 

child's psychological world. 

Women and Child Abuse Trauma 

The topic of child abuse trauma, specifically the subject of childhood sexual 

abuse, has been heavily researched in the last five years (Briere, 1992). There is, 

however, a lack of materials on the long-term effects of physical and psychological 

abuse (Briere & Runtz, 1988). Two principal approaches have been used in research 

on child abuse trauma in the last ten years. The first deals with the symptoms or 

conditions noted in adult child abuse trauma survivors and/or the differences when 

compared to non-abused control groups. The second, more limited set of studies 

attempts to identify factors which either mitigate or exacerbate the experience of 

trauma for abused children. 

Many studies have supported the contention that trauma has a lasting impact on 

those who experience it (Caruso, 1987). Studies of women child abuse survivors 

have found higher rates of substance abuse, eating disorders, self-injurious behaviors, 

and sexual dysfunction than for non-abused women (Chu & Dill, 1990; Feinauer, 

1989). "Histories of childhood physical and sexual abuse, as well as parental neglect 

and separations, are strongly correlated with a variety of self-destructive behavior in 

adulthood, including suicide attempts and cutting" (van der Kolk, Perry, & Herman, 

1991, p. 1669). Ziegellaub (1990/1991) found that trauma inhibited development of a 

sense of self and resulted in impaired object relations. Trauma survivors tended to 



re-enact the trauma in a variety of ways, apparently attempting at some level to 

master it. 

Young's (1993) research found that adult survivors of childhood sexual abuse 

were more likely to have psychological distress, including panic and dissociative 

episodes, than a non-abused control group. She also discovered that the long-term 

negative impact was more severe for those who had multiple perpetrators, severe and 

frequent abuse, and early age onset of abuse. This duplicates earlier findings which 

indicated that certain factors—young age at onset and longer duration of abuse, closer 

relationship of the perpetrator, greater severity of the abuse, no disclosure at the time 

of abuse or a negative response to disclosure, and the compounded effect of multiple 

types of abuse—were associated with increased levels of adult psychiatric symptoms 

(Briere, 1992; Briere & Runtz, 1987; Feinauer, 1989; Jacobsen, 1986). Pribor & 

Dinwiddie (1992) found that "incest victims had markedly higher lifetime prevalence 

of most major psychiatric disorders . . . and demonstrated a substantially higher 

lifetime prevalence of agoraphobia, alcohol abuse or dependence, depression, 

posttraumatic stress disorder (PTSD), simple phobia, and social phobia" (p. 54). 

Treatment for Women Trauma Survivors 

Much of the information on specific treatment approaches for female trauma 

survivors comes from the experiential and anecdotal literature of therapists who have 

been working with these clients in clinical settings (Bass & Davis, 1988; Briere, 

1992; Courtois, 1988; Gil, 1988; Herman, 1992; Janoff-Bulman, 1992). Most of the 



available resources have focused on childhood sexual abuse, but there is a growing 

awareness of the commonalities among child abuse trauma survivors, regardless of the 

type(s) of abuse (Briere, 1992). 

The philosophy of trauma or abuse-focused treatment is based upon "respect, 

positive regard, and the assumption of growth" (Briere, 1992, p. 81). Briere suggests 

a phenomenological approach where the client's feelings, experiences, and perceptions 

are the guiding forces in the therapeutic process. These provide material for 

exploration, rather than data for diagnosis and labelling. In abuse-focused treatment, 

the functions served by the client's behaviors, defenses, and symptoms are 

acknowledged. These are seen as adaptations which served a purpose in the 

emotional and psychological survival of the abused child. Briere refers to them as 

"logical responses to posttraumatic learning, cognitions, and affects" (p. 96). 

The treatment process in abuse-focused therapy involves repairing the self 

identity, in order to have a basis of internal strength and resources to directly address 

the trauma. Cognitive restructuring is also part of the process, so the client may 

change the damaged assumptions and perceptions she carries as a result of the abuse. 

The trauma is directly confronted through exploration of available and repressed 

memories, emotional processing, and process desensitization. Process desensitization 

is a slow desensitization which occurs in a safe, supportive setting, with positive relief 

(Briere, 1992). 

The treatment process described by Herman (1992) "is based upon the 

empowerment of the survivor and the creation of new connections" (p. 133). The 



three stages of the recovery process are the creation of safety and basic self-care, 

remembrance and mourning through telling the story of the trauma, and creating a 

new life and self through interaction with the world. 

Krystal (1988) has also written, based on his clinical and research endeavors, on 

the healing of trauma by integrating the affects of trauma through verbal expression. 

When a child is traumatized, her affective life is permanently changed. She loses the 

ability to experience and verbalize her feelings; her affective states are therefore 

unavailable as signals for self-regulation. An intolerance for affective states, feelings 

of shame and despair, and regressive affects are common to trauma survivors, and are 

central features in substance abuse, post-traumatic stress disorder, and psychosomatic 

illnesses. "The work of therapy must clarify how current stresses are experienced as 

a return of past traumas and small disruptions in present relationships as repetitions of 

prior abandonment" (van der Kolk, Perry, & Herman, 1991, p. 1670). 

Scott & Stradling (1992) have outlined a cognitive-behavioral approach for 

treating trauma which results in PTSD. They differentiate between acute and chronic 

PTSD; identifying PTSD by one of these types was the standard in the 1980 DSM-III. 

But they also examine the existence of PTSD which arises from prolonged duress, 

such as that which a child endures in an abusive family. This situation is referred to 

as prolonged duress stress disorder (PDSD), and it often coexists with severe 

depression. According to the authors, treating PDSD may be more difficult than 

PTSD which arises from a single significant event. The difficulty can result from 

confusion over combined memories versus one specific memory, or from increased 
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intrusion by many traumatic memories. It can, nonetheless, be treated. 

Substance Abuse Theory 

Research on substance abuse and its treatment is extensive. Research topics 

have included the etiology of substance abuse, the possible existence and form of an 

addictive personality type, and comparative treatment strategies and outcomes (Levin, 

1990, chap. 5). Treatment programs have been formulated based on this data, at 

times to the detriment of female substance abusers who want and need treatment 

(Forth-Finegan, 1991; Kasl, 1992; Pasick & White, 1991). 

Theories on the cause(s) of substance abuse are as varied as the philosophical 

orientations from which they arise. Levin's (1990) commentary on understanding 

alcoholism generalizes well to all substance abuse problems: "One reasonable 

conclusion that can be drawn from a perusal of the alcoholism literature is that 

nobody knows what alcoholism is. An equally reasonable conclusion is that 

everybody knows what alcoholism is, but that they just happen not to agree" (p. 61). 

The disease model of alcoholism was first promoted by Alcoholics Anonymous 

in 1939, and from there it has spread to include other chemical addictions. This 

model was designed to reduce the stigma of a moral failing in the individual, and 

place the emphasis on a "progressive illness which [could] be arrested" (Pasquella, 

1986, p. 3). This illness was seen as having spiritual and mental components, as well 

as a physiological basis (Alcoholics Anonymous, 1983). The disease model has been 

the cornerstone for substance abuse treatment in the last 20 to 30 years (Tucker, 
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Vuchinich & Downey, 1992). 

Narcotics Anonymous, the basic text of the 12-Step program of the same name, 

describes the components of addiction in the 12-Step philosophy: 

Addiction is a physical, mental and spiritual disease, affecting every area of our 

lives. The physical aspect of our disease is the compulsive use of drugs: the 

inability to stop using once we have started. The mental aspect of our disease is 

the obsession, or overpowering desire, which leads us to using even when it has 

destroyed our lives. The spiritual part of our disease is our total self-

centeredness. . . . Our disease is progressive, incurable and fatal (World 

Service Office, 1984, p. 18). 

The APA diagnostic manual, DSM-III-R, acknowledges substance abuse 

disorders as a category of mental disorder. The criteria for distinguishing substance 

abuse requires "pathological use," the hallmark of which is continued use of a 

substance despite negative consequences—for example, medical complications, job 

loss, family problems, blackouts. For the diagnosis of substance dependence, both 

this pathological use and physiological dependence, as evidenced by tolerance and 

withdrawal syndromes, must be manifest (APA, 1987). 

Levinson (1981) discusses the commonalities of habitual behaviors and 

substance abuse, and evaluates these shared elements for their usefulness as criteria 

for identifying substance abuse. In particular, he sees loss of self-control as "the 

preeminent criterion for addiction" (p. 29) but he also believes that the loss of control 

is not an absolute indicator. Another criterion Levinson lists for identifying substance 



abuse is the degree of involvement in drug use, which entails the attempts to get the 

substance, the habit or repetition in taking the drug, and the frequency of use. The 

biological criteria of tolerance, meaning progressive decrease in drug effects, and 

withdrawal or abstinence effects, may or may not be present with particular drugs of 

abuse. The psychological component involves the reinforcing effects of altered states 

and an adaptive, coping function. Levinson concludes that not every criterion must 

be present to indicate addiction, but "it should be obvious that no single criterion is 

sufficient to define an addiction" (p. 39). 

In other psychological studies, the idea of substance abuse as adaptation fuels 

the search for a core addictive personality (Littrell, 1991). This approach attempts to 

identify a pre-existing, underlying personality structure from which substance abuse 

results (Levin, 1990). Nakken (1988) advances another theory of the addictive 

personality. He posits that the addictive personality emerges from the cycle of 

addiction, which is "a pathological love and trust relationship with an object or event" 

(p. 10). The emphasis on personality factors related to substance abuse has 

contributed to the development of a more comprehensive theory, the biopsychosocial 

approach, on which this thesis is based. 

The biopsychosocial model of substance abuse has generated a great deal of 

interest in the last several years (Donovan, 1988). In this theoretical system, 

substance abuse is viewed as a intricate interplay of biological, social, and 

psychological antecedents and reactions. The biological components include any 

biological and/or genetic predispositions to substance abuse, as well as the 



physiological effects of substance use, including alteration of mood or thought, 

increased tolerance, and withdrawal symptoms. Psychological factors which are 

predicted to relate to substance abuse are depression, anxiety, intolerance for strong 

affective states, and low self-esteem. Societal acceptance or encouragement of 

alcohol and drug use, familial background, and social and interpersonal pressures are 

examples of social ingredients added to the mix (Donovan, 1988; Littrell, 1991). 

Women and Substance Abuse 

Research focusing on substance-abusing women began to enter the literature in 

the 1960s and 1970s. Prior to that, most studies were conducted on male populations 

and the results were generalized to women (Blume, 1992; Reed, 1985). Although 

research on women and substance abuse has been slow to develop, in the early 1970s 

a study was conducted which attempted to differentiate the value patterns of drug 

addicts by race and gender (Miller, Sensenig, Stocker, & Campbell, 1973). These 

researchers found that women focused heavily on the values of "clean" behavior and 

self-respect, which the authors felt indicated strong feelings of worthlessness 

associated with substance abuse and violation of societal norms for female behavior. 

Miller et al. (1973) also acknowledged the possibility that a woman may suffer merely 

from being female in American culture. 

Prior to 1987, when a four-part series was published on the sex differences in 

addict behaviors and lifestyles (Hser, Anglin, & McGlothlin, 1987), most typology of 

addictions and substance abuse was based on male subjects (Bepko, 1991; Lex, 1990). 



Research on addiction typology has attempted to differentiate addictive patterns and 

classes of addicts in order to better understand their problems and needs and to 

develop specialized treatment approaches. In a previous attempt to combat what they 

saw as a questionable emphasis on the homogeneity of addiction, researchers 

conducted a detailed inquiry on typology of addict careers over time (Nurco, Cisin, & 

Baiter, 1981). The population used for this longitudinal study was male narcotics 

abusers who had been arrested and identified by police as narcotics addicts. In a 

review of articles published through 1988, one researcher found no formal 

investigation into women substance abusers' special needs in rebuilding their lives in 

recovery, which she calls "lifestyle rehabilitation" (Mumme, 1991). 

In the late 1980s, research was published on an inquiry into gender differences 

among addicts. The subjects were female and male, Anglo and Chicano heroin users 

at a southern California methadone maintenance clinic. The researchers found that 

while male and female addicts had many similarities, traditional gender roles seemed 

to be reflected in the addict careers of women (Hser, Anglin, & McGlothlin, 1987). 

This relational aspect of women's substance abuse has been identified in a number of 

studies. Specifically, women tend to begin or increase their abuse of substances in 

the context of intimate relationships with substance-abusing men. Women also are 

more influenced by family members in the attempt to recover (Blume, 1992; Lex, 

1990; Reed 1985). 

A particular gender-related concern is the prevalence of prostitution among 

women substance abusers. More than 25% of the Anglo women heroin addicts in the 



California study had engaged in prostitution during their addiction (Hser, Anglin, & 

McGlothlin, 1987). Other studies have shown rates of prostitution of up to 50% for 

women substance abusers (Miller et al., 1973). 

The norm for substance abusers in the United States is polysubstance abuse, and 

women are no exception (Harrison & Belille, 1987; Weisner, 1991; Weisner & 

Schmidt, 1992). However, women do differ in the types of substances they abuse. 

Women, especially those over 30, are more likely than men to abuse prescribed 

medications, which they usually get from their physicians (Blume, 1992; Harrison & 

Belille, 1987). Women over thirty have higher rates of alcohol abuse without drugs, 

while younger women tend to use alcohol and other drugs, especially marijuana, 

cocaine, and other stimulants (Harrison & Belille, 1987; Peluso & Peluso, 1988). In 

the California study of heroin addicts, 36% of the Anglo women admitted to using 

non-narcotic drugs daily at some time during their heroin abuse (Hser, Anglin, & 

Booth, 1987). Studies of women substance abusers indicate that the most commonly 

abused non-narcotic drugs are sedatives (Blume, 1992; Hser, Anglin, & Booth, 1991). 

Feminist addictions theory is the newest approach to investigating women's 

abuse of substances. The approach of this theory is that the socialization of women 

plays an integral role in the development and maintenance of their self-destructive 

behaviors, of which substance abuse is just one (Bepko, 1991; Forth-Finegan, 1991; 

Pasick & White, 1991; Reed, 1985). This theory has been the impetus for further 

research into women and substance abuse, emphasizing women as a minority or cross-

cultural population which needs special study (Kasl, 1992; Lex, 1990). 



Kasl (1992) believes that women become addicted in part due to growing up in 

a patriarchal and hierarchal society in which they are devalued and abused. She 

describes addiction as "a process that involves a split in the personality where the life-

affirming side and the addictive part become increasingly separated" (p. 103). She 

sees this internal split as akin to the societal splitting between masculine and feminine, 

in which masculine traits are honored and feminine traits are depreciated. The 

attributes of addiction, as she sees them, include feeling unable to quit the addictive 

behavior, life unmanageability, negative consequences, escalation of the compulsive 

behavior, and withdrawal symptoms. 

Substance Abuse Treatment for Women 

Primary treatment for substance abuse for both women and men has been based 

solely on research done on males (Bepko, 1991; Lex, 1990). This neglect of women 

in substance abuse treatment studies began to change in the 1970s (Blume, 1992). In 

1974, the National Institute on Drug Abuse (NIDA) initiated its Program for 

Women's Concerns (Stevens, Arbiter, & Glider, 1989). However, by 1990, research 

on women substance abusers was still significantly limited in the scientific literature 

(Bepko, 1991; Blume, 1992; Lex, 1990). Treatment programs have focused on the 

types of substances and patterns of use to classify substance abusers, without 

investigating underlying and related issues such as gender, ethnicity, women's 

physiology, and societal factors (Reed, 1985). Not until the mid-1980s did NIDA, a 

program of the U.S. Department of Health and Human Services (DHHS), develop a 



training program which focused specifically on the treatment of women drug addicts 

(Stevens, etal., 1989). 

Many treatment programs for substance abusers, both inpatient and outpatient, 

have been modeled on the 12-Step program of Alcoholics Anonymous, and use a 

disease or medical model of addiction (Kasl, 1992; Pasick & White, 1991). In the 

12-Step approach, substance abuse is described by the label of addiction, a spiritual, 

mental, and biological disease. The necessary components of treating the disease are 

seen as: breaking down the individual's denial surrounding the existence of the 

disease; insisting that the person admit powerlessness over the substance use/abuse 

and then turn her life over to the care of a Higher Power; requiring the individual to 

take responsibility for her behaviors during her active disease; having the substance 

abuser identify personal strengths and weaknesses; and focusing on the ways in which 

the substance abuser has harmed others, not on the way she has been harmed, so that 

she may make amends to others. The shortcomings of this model for treating women, 

especially women trauma survivors, have not been adequately studied. However, 

Kasl's (1992) review suggests that the use of this prototype is counterproductive, in 

that it reenacts the dynamics of personal victimization and societal denigration, and 

avoids acknowledgement of the useful survival function that the substance abuse has 

played. 

In 1985, Reed reported that the use of confrontation in early treatment may 

actually be a barrier to a woman's ability to engage in treatment. She recommended 

the development of gender-specific treatment approaches, along the lines of other 



cross-cultural approaches. Specifically, she believes treatment programs for women 

need to focus on developing self-esteem, changing self-defeating interpersonal and 

cognitive patterns, as well as addressing factors such as parenting, lack of financial 

resources, and the sociocultural realities of sexism and secondary status. 

Kasl (1992) has delineated a treatment strategy for addicted women which 

focuses on the need to acknowledge the impact of societal norms and women's 

socialization on their compulsive or self-destructive behaviors. She outlines a 

suggested 16-step program for recovery which emphasizes "discovery and 

empowerment" (p. 332). The goal is "to create a healthy, aware Self which, over 

time, will help crowd out compulsive, addictive, or dependent behavior" (p. 337). 

Pasick and White (1991) describe a training program for feminist substance 

abuse treatment, with an emphasis on respect, where denial is challenged without an 

aggressive or confrontational stance. They believe the therapeutic context needs to be 

"respectful rather than controlling or power-oriented, collaborative rather than 

hierarchical, and curious instead of judgmental" (p. 92). The authors express concern 

that the majority of women substance abusers receive the same treatment as men, 

which emphasizes breakdown of the ego and admissions of powerlessness, both of 

which are counterproductive in women who already experience a lack of self-identity 

and a sense of helplessness. 

Literature on Women. Substance Abuse and Child Abuse Trauma 

The literature on women substance abusers who are survivors of childhood 



trauma is limited, and specific information on providing services to these women is 

negligible. A review of articles in the psychological and substance abuse literature 

turned up only three studies on these combined topics. In the last five years, several 

dissertation projects have been done on child abuse and substance abuse, but most 

focused specifically on childhood sexual abuse, rather than child abuse trauma in 

general (Mercy, 1990/1991), and only a few presented treatment recommendations 

(Young, 1993; Ziegellaub, 1990/1991). 

Jackson (1992/1993) studied 50 females, aged 18-42 years old, who were incest 

survivors, and compared their coping styles and later substance abuse to a control 

group of 40 women who had no history of childhood sexual abuse. She found that 

the incest survivors were more likely to abuse alcohol, and tended to use defenses 

such as escape or avoidance, distancing from others, and attempts at self-control. 

Their coping was emotionally oriented, unlike the problem-solving orientation of the 

non-abused group. 

An archival study of substance-abusing women treated in an inpatient facility 

found that those who experienced childhood incest had earlier onset of drinking than 

the non-incest victims (Stephenson, 1990). No differences were found between the 

subject group of incest survivors and the control group regarding self-esteem, relapse, 

suicide attempts, or a number of other factors. However, one major flaw of this 

research was that the control group was not screened for other, non-incestuous, 

childhood abuse. The control group also contained rape survivors, who often exhibit 

symptoms similar to those of incest survivors (Bass & Davis, 1988; Herman, 1992). 



In 1987, Hurley investigated the relationship of childhood incest to the 

development of alcoholism in women. She found many similarities between alcoholic 

and non-alcoholic survivors. The key difference she discovered, relative to alcohol 

use, emphasized internal control. The non-alcoholic women avoided alcohol due to 

fears of losing control (a common theme among survivors), and the alcoholic women 

used alcohol to control feelings and increase their sense of social belonging and self-

worth. These findings are supported by Mercy's (1990/1991) study of 122 adult 

female survivors, alcoholic and non-alcoholic, of father-daughter incest. She 

discovered few differences between the alcoholic and non-alcoholic women in quality 

of functioning, but concluded that the substance abuse was an attempt to cope with 

feelings and memories of the trauma. 

Young (1990) examined the relationship of incest history to substance abuse 

relapse. She identifies unresolved childhood sexual abuse as possibly "one of the 

greatest unacknowledged contributors to recidivism in alcoholism and other 

addictions" (p. 249). According to Young, a history of incest can precipitate 

substance abuse relapse at four key times: when unknown memories are triggered or 

when these repressed memories begin to surface; when repressed feelings start to 

emerge; when normal life stressors or changes occur; and when secondary compulsive 

behaviors surface. 

A retrospective study was conducted to search for the etiology of drug abuse 

among women (Hagan, 1987). The factors which were identified with increased risk 

for addiction were: family of origin substance abuse, childhood sexual abuse, family 
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conflicts, unhappy childhoods, and poor ego development. 

Research Related to Handbook Materials 

The material discussed in the preceding literature review was only part of that 

collected in the development of the handbook, entitled Women and Childhood 

Trauma: A Handbook for Substance Abuse Counselors. Material which was used in 

formulating the handbook is discussed in depth and referenced in the handbook to 

facilitate its use by the intended professional audience. 

Two main approaches to the handbook subject matter, child abuse trauma and 

women substance abusers, were encountered in the literature. These divisions are 

substance abuse treatment with awareness of child abuse trauma and trauma treatment 

with some attention to the complication of substance abuse. 

The first set of materials was addressed to substance abuse counselors, 

suggesting that significant life events such as child abuse may impact the recovery of 

substance abusers, and recommending that substance abuse counselors be aware of 

this (Gorski, 1989; Young, 1990). The abuse discussed in these studies focused 

almost exclusively on the issue of incest and other childhood sexual abuse. While this 

literature was limited in scope, it was usually found in the context of gender-specific 

treatment approaches for women substance abusers. 

An example of this approach is Finkelstein & Piedade's (1993) Self-in-Relation 

Model for treating chemically dependent women. In this model, the relational aspects 

of a woman's life, including her family of origin and issues of victimization, are seen 



as essential to understanding and treating her addictive patterns. The authors record 

that "an increasing number of studies are finding a major correlation between 

addiction among women and histories of physical and sexual abuse" (p. 10). 

Gorski (1989) has created a guideline for treating substance abusers who are 

adult children of alcoholics (ACOA). The order to tasks are to (1) abstain from 

alcohol and drug use; (2) manage withdrawal syndromes; (3) challenge and eliminate 

denial of the substance abuse; (4) identify ACOA issues which threaten sobriety; (5) 

treat severe ACOA issues, such as physical and sexual abuse or severe neglect, early 

in recovery; (6) keep the focus on the substance abuse problem; and (7) refer the 

client for ACOA therapy when they are in stable remission from the substance abuse. 

The second type of literature was aimed at trauma survivors and/or counselors 

of trauma survivors; in this context, substance abuse was mentioned as just one of a 

host of self-destructive behaviors which would need to be addressed as trauma 

treatment and recovery proceed. Most authors recommended that substance abuse be 

treated concurrently with trauma, through substance abuse programs or attendance at 

12-Step programs such as Alcoholics Anonymous, Narcotics Anonymous, or Cocaine 

Anonymous (Bass & Davis, 1989; E. S. Blume, 1990; Briere, 1992; Herman, 1992; 

Janoff-Bulman, 1992). The treatment of the two issues was not combined in most 

recommendations. Herman (1992) states clearly that the first goal of treating trauma 

survivors is creating personal and environmental safety, and this requires a cessation 

of self-destructive activities such as substance abuse and self-mutilation. Substance 

abstinence is placed in the context of trauma recovery, not vice versa (1992). 
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Much of the writing on trauma developed out of clinical rather than research 

settings. In the self-help category, Bass & Davis' Courage to Heal (1988), E. S. 

Blume's Secret Survivors (1990), and Gil's Outgrowing the Pain (1988) are 

outstanding contributions to the field. In the clinical realm, Briere's Child Abuse 

Trauma (1992), Walker's Surviving Secrets (1992), Shengold's Soul Murder (1989), 

and Leehan & Wilson's Grown-up Abused Children (1985) offer good insight into the 

experience of childhood abuse and its aftereffects. 

Summary 

Trauma research has developed slowly in the last century. In the last twenty 

years there has been increasing discussion and investigation into the phenomena of 

child abuse, particularly child sexual abuse, and its lasting effects on the mental and 

emotional well-being of survivors. In the last decade, research on trauma and 

substance abuse has placed more emphasis on women's unique experiences. 

Researchers have begun to identify a connection between traumatic childhood 

experiences and psychopathology, including substance abuse, in adult women 

survivors. Treatment programs are being developed to address gender-specific 

concerns such as the impact of sexism, social roles, and stigma on women substance 

abusers. There is a growing awareness of the impact of child sexual abuse trauma on 

the recovery from substance abuse, and of the need to develop comprehensive 

treatment which addresses the interaction of these two problems. More research 

needs to be done, however, on how the different types of childhood abuse contribute 



to the development and maintenance of substance abuse, and how these interact and 

interfere with the recovery process. 
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CHAPTER 3 

METHODS AND PROCEDURES 

Introduction 

This chapter delineates the methods and procedures employed in the 

development of this thesis and the accompanying handbook, entitled Women and 

Childhood Trauma: A Handbook for Substance Abuse Counselors. The foundation 

for the thesis and the handbook was a perceived need for information on the 

relationship of substance abuse and childhood abuse, and how these interacted in the 

counseling process. The theory of a biopsychosocial model of addiction and the 

trauma theory of childhood abuse were the basis for the work. 

Research Methodology 

The research method employed in this study was a combination of the historical 

and action methods of research. In the historical method, also referred to as an 

archival approach, existing data and records are reviewed by the researcher to 

"reconstruct the past objectively and accurately, often in relation to the tenability of 

an hypothesis" (Isaac & Michael, 1981, p. 42). This approach requires evaluation of 

the quantity, quality, accuracy, and authenticity of the secondary sources. In this 

study, the historical portion was the collection and evaluation of the literature on 

women substance abusers and child abuse trauma in order to determine the need for a 

handbook for substance abuse counselors on working with childhood trauma survivors. 



The action research technique is a form of applied research, the purpose of 

which is to solve a problem with direct application to an actual situation (Isaac & 

Michael, 1981). In this case, the action portion was to develop a handbook to meet 

the perceived need explored in the historical study, and to use evaluation criteria to 

get feedback on the handbook. Positive qualities of this type of research are that it is 

"flexible and adaptive, allowing changes during the trial period and sacrificing control 

in favor of responsiveness and on-the-spot experimentation and innovation" (p. 55). 

The weakness is that it is highly subjective and is not rigorous in scientific method. 

Survey of Need 

The question of need for the proposed handbook was explored through two 

avenues: first, by researching the available literature on the subject of women 

substance abusers and childhood trauma, and second, by contacting substance abuse 

counselors in the local community and requesting their feedback on the usefulness of 

the project. 

The literature review was conducted in the following manner: first, a literature 

search was conducted through the computer databases of the last 10 years to obtain 

abstracts of articles and dissertations related to women, substance abuse and childhood 

trauma. The abstracts were reviewed and articles were then collected which were 

relevant to the thesis and handbook. Only two articles dealt directly with treating 

women substance abusers for childhood trauma. 

Following this, a search for books on the topics of childhood trauma and women 



substance abusers was conducted on-line through the University of Arizona, Pima 

Community College, Tucson Public Library, Arizona State University and Northern 

Arizona University. Those texts which were located were then reviewed for content 

appropriate to the topics. Local bookstores were visited and professional book 

catalogues were reviewed for materials related to the topics. No handbook or guide 

was located which outlined counseling or treatment for substance-abusing women 

trauma survivors. 

Substance abuse counselors in a variety of settings were verbally contacted and 

consulted on the usefulness of a handbook which clarified the relationship between 

substance abuse and childhood trauma in female clients. These individuals knew of 

no other work which focused on this and each responded that a handbook specializing 

in treatment approaches for this client would be useful. Several individuals agreed to 

evaluate the initial outline for the handbook and to assist in review of the handbook 

following development. 

Handbook Development 

An examination was conducted of the materials collected in the literature review 

to determine which ought to be included in the handbook. An outline, titled Women 

and Childhood Trauma: A Handbook for Substance Abuse Counselors, was 

developed. The intent was to create a tool for substance abuse counselors to identify 

and address the combined issues of substance abuse and child abuse trauma in their 

adult female clients. The initial outline (Figure 1) was evaluated by substance abuse 



Figure 1. INITIAL OUTLINE FOR HANDBOOK 

WOMEN AND CHILDHOOD TRAUMA: 
A HANDBOOK FOR SUBSTANCE ABUSE COUNSELORS 

INTRODUCTION 
Need for handbook 
Purpose of handbook 
Who should read it 

SUBSTANCE ABUSE 
Definition 
Symptoms and characteristics 
Special concerns of women 
Recovery process 

CHILDHOOD TRAUMA 
Definitions 
The question of false memories 
Characteristics of trauma survivors 
Mental health aspects 
Uses and limitations of diagnostic labels 
Stages of trauma recovery 
Relationship of trauma and substance abuse 

THE SUBSTANCE-ABUSING FEMALE TRAUMA SURVIVOR AS CLIENT 
Developing a therapeutic relationship 
The counselor's attitudes 
Assessment 
Special areas of concern 
Course of treatment 
Treatment Planning 
Specific interventions 
Ethics 
Professional self-care 

REFERRAL SOURCES 

SUGGESTED ADDITIONAL READINGS 



counselors from the local community, and suggestion were incorporated into an 

updated outline. The target audience was narrowed to substance abuse counselors 

working in private practice. The research materials were reviewed carefully for 

inclusion in the handbook. The draft handbook, entitled Women and Childhood 

Trauma: A Handbook for Substance Abuse Counselors, was then written based on the 

revised outline. The letter to evaluators and the evaluation form were prepared, and 

potential reviewers were contacted by telephone to determine their willingness to 

participate. 

Evaluation Procedures 

The initial outline of the handbook was distributed to substance abuse counselors 

in the public and private service sectors in Tucson, Arizona. These individuals 

included five substance abuse counselors in private practice, two counselors at an 

inpatient addictions and psychiatric treatment facility, and three substance abuse 

counselors working for a state-funded case management agency. The recipients were 

asked to provide feedback on the usefulness and appropriateness of the planned 

handbook. Their comments were collected in writing and through personal 

conversations. The evaluators' suggestions regarding the outline were reviewed and 

changes were integrated where appropriate. 

Following revision and refinement of the outline, the manuscript of the 

handbook was prepared. Seven substance abuse counselors in private practice, four 

of whom had been involved in the initial outline evaluation, were contacted by phone 



and agreed to evaluate the manual. The goal in choosing these individuals was to 

have the evaluators' backgrounds, experience, and work setting be fairly consistent 

with those of the target audience. Each of these counselors has five or more years 

experience counseling substance abusers and trauma survivors. They included a 

clinical psychologist (PhD), two clinical social workers (MSW), and four master's 

level counselors (MA or MS). With the draft manuscript (Appendix A), they were 

also given an introductory letter (Appendix B) and an evaluation form (Appendix C). 

They were asked to evaluate the manual for its quality of organization, readability, 

clarity of concepts, and thoroughness in addressing the subject matter. 

Evaluators were asked to complete the evaluation form, and informed they could 

make additional notes on the draft copy as needed. They were further encouraged to 

recommend changes, including additions or deletions, which they would like to see in 

the final manuscript. The evaluators were asked to review and return the manuals 

and completed evaluation forms within seven days of receipt of the packet. Upon 

return of the packet, they were interviewed briefly for additional comments and their 

overall response to the manual. 

Summary 

A survey of need for a handbook addressing treatment of child abuse trauma in 

women substance abusers was conducted through review of published resources. 

Additionally, interviews were conducted with substance abuse counselors working in 

private practice, a private inpatient substance abuse treatment facility, and a public 



case management agency, all in Tucson, Arizona. An initial outline was prepared and 

was evaluated by substance abuse counselors in Tucson. Upon receipt of the 

evaluations, the handbook focus was revised and narrowed to serve private 

practitioners. Evaluators were then chosen from the original survey audience and the 

professional community based on the need to provide germane review. These 

evaluators formed part of the revised intended audience and were invited to participate 

due to their experience working with substance-abusing trauma survivors. The 

handbook, entitled Women and Childhood Trauma: A Handbook for Substance Abuse 

Counselors, was written and distributed for evaluation, and those results were 

compiled and reviewed. Some revisions to the handbook were made based on the 

evaluations, and others were planned prior to the handbook's intended publication. 
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CHAPTER 4 

EVALUATION RESULTS 

Introduction 

The outline for the handbook, entitled Women and Childhood Trauma: A 

Handbook for Substance Abuse Counselors, was given out for review to ten substance 

abuse counselors. These individuals were asked to review the outline content for 

adequate coverage of the topics, and to make suggestions for changes, additions, or 

deletions in writing or in person. The recommendations were incorporated as needed 

and the outline revised. The draft handbook was then prepared and submitted to six 

substance abuse counselors in private practice for review and evaluation of both its 

value and effectiveness in addressing the topic, and the ease of use in terms of 

structure and language. This chapter will present the evaluation results for the outline 

and the comments and recommendations of the handbook evaluators. It also contains 

a discussion of projected changes prior to publication. 

Evaluation Results on Outline 

All reviewers responded positively to the outline for the handbook, entitled 

Women and Childhood Trauma: A Handbook for Substance Abuse Counselors, shown 

in Figure 1. The most common response was that they felt it would be a useful 

resource. Each reviewer provided suggestions for improvement and clarification. 

One change which was requested by several reviewers was the insertion of a special 



section on relapse prevention, specifically as it relates to trauma recovery. The 

necessity to target a specific user group such as substance abuse counselors in private 

practice was addressed. One reviewer felt that attempting to address substance abuse 

counselors in many professional settings would require an unwieldy amount of 

information on both substance abuse and child abuse trauma. 

Four of the substance abuse counselors who had worked extensively with trauma 

survivors requested inclusion of a section on dissociative disorders. Of these four, 

one also suggested the inclusion of material on the development and treatment of 

Multiple Personality Disorder; a second suggested that ritual abuse also be addressed. 

Another evaluator expressed concern that an emphasis be placed on the linear or 

consecutive nature of the process; in other words, substance abuse must be under 

control prior to the treatment of childhood trauma. Two other reviewers agreed in 

part—one suggested a 90-day sobriety prior to trauma work, and the other 

recommended adding guidelines on when to address trauma in substance abuse 

recovery. 

One counselor requested that a section be dedicated to working with partners of 

survivors, including the differences in working with lesbian and heterosexual clients 

and couples. Another counselor noted the need for a pre-commitment to therapy and 

suggested that survivors of intrafamilial trauma have no family contact during the 

initial portion of trauma counseling. 

Another suggestion was to address substance abuse as a form of trauma 

reaction, and to order the outline so that information on trauma preceded the 
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substance abuse discussion, as childhood trauma precedes the development of 

substance abuse. 

Evaluation Results on Draft Handbook 

Overall, the response to the handbook was positive. Each evaluator indicated 

that the handbook would be a useful tool for substance abuse counselors in private 

practice. All of the reviewers felt the handbook was informative on the topic of 

women substance-abusing trauma survivors. Three reviewers asked for copies for 

their own use, and two of these also requested permission to use portions of the 

handbook with their clients. The most common request was for expansion of the 

handbook to provide more in-depth coverage of the topics. 

In addition to completing the evaluation form, each reviewer wrote comments 

and suggestions in the handbook margins. Some of these were corrections for 

grammar or syntax, which were incorporated into the handbook. Other comments 

were requests for clarification or expansion of a particular section; some were positive 

responses to approaches with which the counselor particularly agreed. A point raised 

by one reviewer was the need for more distinct attributions for the constructs or 

theories on which sections were based. This clarification was done. 

The first evaluator stated that while the handbook was generally well-written, 

she felt it contained jargon commonly used in addictions treatment centers which 

some counselors would have difficulty following. She felt the length was appropriate, 

but more information could be included. Specifically, she felt the need for an 



expanded section on treatment of multiple personality disorder and assessment for 

ritual abuse. Overall, she stated the handbook was "a good review of the trauma 

field." 

The second evaluator felt that the handbook was well-written and easily 

understandable. She requested that the handbook be expanded in length, and 

recommended inclusion of the characteristics of trauma seen in children. She also 

wanted more on the techniques to use with substance abuse relapse, both for 

prevention and for response after a relapse occurs. Her conclusion was that the 

handbook would be "a nice overview for new therapists, too." 

The third evaluator thought it was a "great overall job." She stated that it was 

missing some important points, and asked particularly for the information on 

dissociation and multiple personality disorder (MPD) to be expanded. She requested 

inclusion of information on how fragmentation occurs and on the positive functions 

served by these conditions. She encouraged discussion of how substance abuse was a 

response to the pain of the trauma, and noted that substance abuse was not defined in 

the handbook. This last omission was rectified. 

The fourth evaluator stated that it "was good to see the information in one 

place," but she felt that it needed a number of additions. She wanted more on the 

impact of trauma on developmental processes, and suggested two books to be 

reviewed for inclusion, saying, "Therapists need to understand why clients are not 

doing what is age appropriate." She reported an oral communication with Richard 

Kluft (November 1991) outlining the new DSM-IV diagnostic criteria for MPD, and 



suggested it be included in the handbook, despite the fact that it is not yet published. 

She proposed that the section on personality disorders be revised to describe how 

these clients would appear to the counselor, and how these disorders relate to PTSD. 

Another area she wished to see developed was a description of techniques for 

stabilizing a client and helping clients learn to function as adults. She also felt the 

need for a more complete summary of the substance abuse literature on women. 

The fifth evaluator felt the handbook was, if anything, a little too long. 

However, he suggested the addition of a section on "false memory syndrome" and 

how memories might be induced "by a therapist who deduces that abuse has 

occurred." He also requested more information on "how the female psyche comes 

into play in substance abuse." Overall, his response was positive and he stated he 

found the handbook "personally interesting and professionally useful." 

The sixth evaluator stated the handbook was "clear and precise . . . gets right to 

the point." He felt the length was just right, but wanted a section on spouse and 

family issues and how to handle these. He liked the "lack of filler" and felt the 

handbook would be useful to substance abuse counselors. Overall, he felt the 

handbook was "very well done." 

The seventh evaluator felt that the handbook was of appropriate length and 

clarity. She felt it would be useful for substance abuse counselors and stated she 

"like[d] the focus being on consciousness-raising and education of women versus 

confrontation regarding substance abuse." She suggested adding a section on 

treatment from the feminist perspective and questioned whether abstinence should be a 



prerequisite of treatment or recovery. Other requests she made were for expansion of 

the section on trauma and substance, and inclusion of a section on sex-role conflicts 

and women's socialization. She also gave information on the Women for Sobriety 

program, which is an "alternative to 12-Steps [and] focuses on empowerment of 

women." 

Suggestions for improving readability were assimilated into the manuscript 

based on the reviewers' comments. Specifically, changes in grammar and syntax 

were made to facilitate clarity. Some of the less-extensive changes asked for by 

evaluators were incorporated into the manuscript. Materials from the thesis literature 

review were collected and assimilated into the manuscript as well. 

Projected Changes Prior to Publication 

Many of the evaluators' requested changes will be incorporated into the manual 

prior to its publication. The handbook will be expanded to provide a more 

comprehensive review of the subject matter, based on established and new research 

into women, substance abuse, and childhood trauma. Sections on ritual abuse, false 

memory syndromes, and a comparison of group and individual counseling for this 

client population will be developed and included. The information on multiple 

personality disorder and dissociation will be expanded, along with suggested readings 

on these conditions. 

The process for treating trauma in the context of substance abuse counseling 

will be described in more depth, with descriptions of specific techniques and 
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approaches for dealing with each stage of trauma counseling and recovery. The use 

of jargon will be reduced, and terms which might be unfamiliar to the reader will be 

defined. A glossary of terms will be created for the finished project. Assessment 

tools for the counselor's use will be formatted from the questions in the assessment 

section and informational handouts for clients will be created; these will be included 

in the handbook's appendices. 

Summary 

The evaluation results on the initial outline indicated that the handbook, entitled 

Women and Childhood Trauma: A Handbook for Substance Abuse Counselors, would 

be a useful guide for substance abuse counselors. The evaluators noted that most of 

the material relevant to the subject was included in the outline; additions were made 

in the area of dissociative disorders and multiple personality disorder. The handbook 

focus was narrowed to substance abuse counselors in private practice. The handbook 

was written based on the revised outline. Seven substance abuse counselors in private 

practice evaluated the handbook. Results indicated that the handbook was generally 

well-written and would be useful for substance abuse counselors. The evaluators 

recommended a number of areas for expansion of the handbook. Minor revisions 

were made to the manuscript to improve readability and clarity. Some areas of the 

handbook were augmented with information reviewed in the thesis. A major revision 

of the manuscript, with expansion of key areas as suggested in the evaluations, is 

planned prior to the handbook's publication. 
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CHAPTER 5 

USAGE AND IMPLICATIONS 

Introduction 

The substance abuse field has seen an increase in the numbers of clients 

receiving counseling in private practice settings. Concurrently, there has been an 

increase in the numbers of women substance abusers who report histories of child 

abuse trauma (Barrett & Trepper, 1991). Substance abuse counselors are finding that 

treatment of the substance abuse alone may be insufficient to effect long-term sobriety 

and recovery in trauma survivors, and that resolution of childhood trauma is a 

necessary step in the counseling process for these clients (Barrett & Trepper, 1991; 

Herman, 1992; Young, 1990). It seems increasingly clear that substance abuse 

counselors who wish to be effective in their work will need to be educated about 

childhood trauma and how it interacts with substance abuse for their female clients. 

This chapter examines the ways that the handbook, Women and Childhood 

Trauma: A Handbook for Substance Abuse Counselors, may be used by substance 

abuse counselors to increase their understanding and expertise in identifying and 

addressing childhood trauma, as well as other possible uses. It also includes a 

discussion of the need for further research and implications for other literature on 

women substance abusers and trauma survivors. 



65 

Projected Handbook Uses 

The handbook developed in this thesis project, entitled Women and Childhood 

Trauma: A Handbook for Substance Abuse Counselors, is intended to provide an 

introduction on recognizing and treating childhood trauma for substance abuse 

counselors working in private practice. The reviewers agreed that this handbook will 

be a useful tool for these counselors. They also felt that the handbook would be good 

for new counselors and anyone else wanting an overview of the trauma field. 

The handbook provides basic information on childhood trauma and presents a 

theoretical orientation towards working with women trauma survivors in the context 

of substance abuse counseling. It is meant both to educate substance abuse counselors 

and to encourage them to learn more about the topic. To this end, it contains 

recommended readings and resources for further training and information. 

While developed for those substance abuse counselors who work in private 

practice, the information and approaches in the handbook would also be useful for 

substance abuse counselors working in outpatient agencies, halfway houses, residential 

treatment facilities, and inpatient addictions treatment. It could be a beneficial 

supplement to textbooks and lectures in a graduate course on substance abuse 

counseling, in a women's studies curriculum, or in a class on counseling women. 

The handbook could also prove useful as an education tool for clients. Women 

substance abusers who were abused in childhood could benefit from having an 

explanation of the relationship of trauma and substance abuse. In addition, the 

information on the counseling process might facilitate a better relationship and 
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understanding between client and counselor. 

Need for Further Research 

While the research on women's issues in substance abuse has increased in the 

last two decades, there still is a limited understanding of how gender socialization and 

childhood trauma relate to women's substance abuse (Barrett & Trepper, 1991; 

Bepko, 1991; Forth-Finegan, 1991). Further research needs to be conducted to 

identify the factors which promote development of substance abuse among some 

women trauma survivors, but not among others. The effects of different types of 

abuse need to be identified more clearly; the emphasis in the last five to ten years has 

been on sexual abuse, with the result that many other types of trauma are under-

researched. Survivors of non-sexual childhood abuse and their counselors have 

difficulty finding resources which address the concerns and healing from non-sexual 

child abuse trauma. 

Additional research needs to be conducted to determine the efficacy of 

specialized handbooks in the training and professional development of substance abuse 

counselors. Outcome studies are required to ascertain which, if any, methods of 

counseling trauma survivors result in long-term gains. A study which compares the 

outcomes of trauma counseling, based on when such counseling occurs in substance 

abuse recovery, would improve the treatment planning process. Finally, there have 

been few studies on the relationship of ethnicity to trauma, and this cross-cultural 

investigation would assist in treatment planning and outcome studies. 



67 

Implications 

This thesis has implications for further literature in the area of childhood trauma 

and women substance abusers. The handbook could be evaluated, by comparing 

knowledge of the subject in a group that had read the manual and in a control group 

which had not, for its usefulness in educating substance abuse counselors. Handbooks 

could also be developed to address sub-populations of substance-abusing female 

trauma survivors, such as ritual abuse survivors, those with multiple personality 

disorder, and ethnic minorities. These would be similar in format and content to the 

present handbook, but would have information on concerns unique to those 

populations. A revised version could be prepared for substance abuse counselors 

working in settings other than private practice. 

Summary 

The handbook, entitled Women and Childhood Trauma: A Handbook for 

Substance Abuse Counselors, fills a need, presently unmet by other published 

resources. This handbook, along with the growing literature on trauma treatment and 

women's issues, will assist substance abuse counselors in providing more 

comprehensive services to their female substance-abusing clients. It may also help 

clients understand the relationship between trauma and substance abuse, and the 

nature of the recovery process. The handbook may be a valuable resource for 

teaching students and new counselors. More research needs to be done, however, on 

the needs of women substance abusers and trauma survivors and how to treat them. 
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INTRODUCTION 

An increasing number of substance abuse counselors are hearing reports of 

childhood abuse, particularly sexual abuse, from their female clients (Barrett & 

Trepper, 1991). Women substance abusers present for treatment in a variety of 

settings, and often seek help through a physician or mental health agency for health or 

family problems associated with their substance abuse (Blume, 1992). While some 

women are fully aware of their childhood abuse, still others will have totally or 

partially repressed memory of their abuse prior to entering recovery from substance 

abuse (Lettner, 1993). Whether they recall and acknowledge it or not, child abuse 

trauma is a key factor in the lives of women, particularly substance abusing women. 

Substance abuse counselors need to know how this impacts treatment of substance 

abuse and how to integrate trauma resolution into the counseling process (Barrett & 

Trepper, 1991). 

This handbook is designed to give substance abuse counselors in private practice 

an introduction to child abuse trauma as seen in women substance abusers. It 

contains recommendations for assessment and treatment of childhood trauma in the 

context of the substance abuse counseling. The first section on childhood trauma 

reviews the definitions of abuse and trauma, and discusses the long-term impact of 

childhood abuse on emotional development, mental health, and psychosocial 

functioning. The second section looks at women's substance abuse patterns and how 

these relate to trauma and recovery. In the third section, the special issues of the 

therapeutic relationship are discussed for working with this population. The treatment 



process is described in the fourth section, from early assessment to the intensive work 

of trauma resolution, with emphasis on the concurrent need for relapse prevention. 

The information in this guide is drawn from a wide array of sources. Published 

materials are acknowledged in the reference list. The author has drawn upon her own 

clinical experience and personal recovery from substance abuse and childhood trauma, 

as well as upon the expertise of clients, friends, colleagues and instructors, so 

generously given over the last five years. This guide is not meant to be a 

comprehensive training manual, but an introduction to the topic area. For this reason, 

suggested readings and information and referral sources are included for the counselor 

who wishes to develop proficiency in counseling substance-abusing women trauma 

survivors. 

This manual is based on the biopsychosocial approach to substance abuse. This 

approach proposes that substance abuse is the result of biological antecedents and 

reinforcers, psychological factors such as affect intolerance or pre-existing conditions 

like anxiety or depression, and social reinforcement within the family or peer group 

(Littrell, 1991). The theory of trauma, on which much of the information and many 

of the recommendations are based, is delineated most completely in Judith Lewis 

Herman's 1992 book, Trauma and Recovery. 
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SECTION I 

CHILDHOOD TRAUMA 

Definitions 

Childhood trauma is real. It can be described, simply, as the negative result of 

an event or occurrence which overwhelms the normal coping abilities of a child. 

Trauma can occur when one is exposed to a natural catastrophe (e.g., a hurricane, 

volcano eruption, tornado). Trauma also occurs as a result of abuse, that is, when a 

person is assaulted or neglected—physically, sexually, mentally, emotionally and/or 

spiritually—by another person. Herman (1992) calls these two types of trauma 

"disasters [and] atrocities," respectively (p. 33). It is the second type, abuse, that we 

focus on here. 

The question of what constitutes abuse has been heavily debated (Briere, 1992). 

Abuse occurs when a person's rights or choices are taken away by force, coercion, 

intimidation or manipulation—"child abuse is the abuse of power" (Shengold, 19S9, 

p. 3). It does not matter if harm was intentionally caused—it matters only that harm 

resulted from the event. It is not always an adult who perpetrates on a child—in the 

last few years, there has been an increasing awareness of the phenomenon of sibling 

abuse. This can be as traumatic as parental or caretaker abuse. It may be worse, as 

some reports indicate that sibling abuse occurs over a longer period of time and is 

more physically and sexually intrusive than much parental abuse (Wiehe & Herring, 

1991). 



In this guide, child abuse is defined as the violation of the bodily, emotional, 

mental, spiritual or sexual well-being of a child under 18 years old. Child abuse may 

be active and direct (acts of commission) or inactive and passive (acts of omission), 

but it is never benign. The term abuse may refer to both the active abuse and passive 

neglect to which children are subjected. 

Physical abuse involves a physical assault such as hitting, kicking, biting, 

burning, throwing, shaking, or beating on any part of the body, with the adult's hands 

or with other implements, whether or not the assault leaves marks or injuries. It can 

also take more subtle forms, such as tickling, when the interaction is forced; it then 

becomes an issue of power and control, not a mutual interaction of pleasure and fun. 

Physical neglect means that a child's basic physical needs for shelter, food, clothing, 

and medical and dental treatment are not met. 

Sexual abuse is either covert or overt abuse of a child's sexuality. Overt sexual 

abuse occurs through physical violations such as fondling, pinching, sexual kisses, 

masturbation, and actual or attempted oral, vaginal, or anal penetration. A child who 

is forced to strip and then is beaten is being abused both physically and sexually. 

Covert sexual abuse is non-contact sexual abuse such as sexually demeaning 

statements, exhibitionism, voyeurism and other violations of privacy, exposure to 

others' sexual acts or pornography, and misinformation or lack of age-appropriate 

sexual education. 

The terms emotional abuse or psychological abuse may be used interchangeably 

and refer to assaults on the child's sense of self and sense of well-being. These 



abuses include name-calling, denial of reality, being forced to undertake tasks beyond 

one's developmental abilities, religious threats or intimidation, witnessing violence to 

other people or pets, and repeated threats of injury, whether the assaults occur or not. 

Mental neglect is a form of psychological abuse in which the child is deprived of 

education or mental stimulation. Emotional neglect occurs when a child does not 

receive the caring and consistency necessary for healthy emotional and interpersonal 

development. Any form of abuse damages a child spiritually—that is, it causes the 

child to lose a sense of meaning in life and damages her core being (Lettner, 1993). 

The term spiritual abuse refers to the damage done to a child's spiritual belief system. 

The legal concepts of abuse and neglect are central to the societal role of 

protection of children; there is currently no consensus on how these should be 

defined. The use of the child abuse trauma approach, however, provides more 

latitude for the treatment of survivors. Child abuse trauma is the negative result of 

child abuse or neglect; trauma, or damage, results because the events overwhelm the 

child's normal coping skills and ability to integrate experiences. Trauma does not 

question the motive, cause, or severity of the event, but focuses on what happens to 

the individual as a result of the event. The adaptations a child is forced to take in 

response to a traumatic event may interfere with her functioning during childhood and 

adulthood. 

For the purpose of this handbook, substance abuse is defined as continuing to 

use a mind-altering or mood-altering substance despite loss of control and/or negative 

consequences. Loss of control is emphasized in 12-Step programs, such as Narcotics 
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Anonymous, which defines a substance abuser as "a man or woman whose life is 

controlled by drugs" (World Service Office, 1984, p. 1). The quality of mood 

control is best addressed in Treadway's (1989) description: 

Substance abuse exists when an individual has a pattern of being dependent on 

the use of substances (i.e., alcohol and prescribed or illegal drugs) to alter and 

control mood states, is unable to easily regulate this use, and experiences some 

form of distress if unexpectedly deprived of access to it (p. 11). 

Recovery is defined as the process of abstaining from substances on an ongoing 

basis and developing adequate functioning in all areas—physical, vocational, social, 

and mental—of the person's life. Narcotics Anonymous refers to the latter aspect of 

recovery as becoming "acceptable, responsible, and productive members of . . . 

society" (World Service Office, 1984, p. 16). 

Prevalence 

Estimates on childhood trauma are contradictory and inadequate, for several 

reasons. First, most research studies have focused on the determining the incidence 

of specific forms of abuse, using many divergent definitions, sometimes narrow and 

sometimes broad, frequently controversial (Briere, 1992; Jorgenson, 1990; Mayhall & 

Norgard, 1983; Wiehe & Herring, 1991). Second, few studies have been done with 

the general population (as opposed to psychiatric populations) to investigate rates of 

trauma. Third, the denial and repression of traumatic memories make adult self-

report statistics suspect. As many as 20 percent of all child sexual abuse survivors 



completely repress their abuse history prior to memories resurfacing in adulthood 

(Lettner, 1993). It is not known how many repress and never recall abuse, although 

substantiated reports make it clear that this happens (Lettner, 1993; Femina, Yeager, 

& Lewis, 1990). Lastly, studies of current childhood abuse are hampered by the lack 

of reporting to child welfare agencies and legal institutions. 

None the less, estimates on women and child abuse trauma indicate that between 

30 and 80% of women substance abusers experienced some form of child abuse 

trauma. Most of the studies in the last ten years have been done on child sexual 

abuse, and from these it is estimated that at least 35 % of all women experience some 

form of sexual exploitation prior to the age of 18 (Wiehe & Herring, 1991); for 

women substance abusers, incidence of childhood sexual abuse may range between 

50% and 75% (Young, 1990). 

Rates of childhood physical abuse are even less investigated. In the United 

States of America, it is estimated that 15% of all children experienced serious 

physical abuse, resulting in injury, in childhood. Studies of female psychiatric 

inpatients indicate that at least 50% of them were physically abused in childhood; 

these statistics may generalize to female substance abusers as well, but more research 

is needed (Chu & Dill, 1990). 

There have been few research studies on the incidence and long-term impact of 

emotional or mental abuse and neglect upon women (or men), partly because these 

terms are so difficult to define, and defy neat application and study. Being raised in a 

home with substance abusers is a form of abuse; it is estimated that 22 million 



Americans were raised in alcoholic homes, with the attendant emotional abuse and 

neglect, and other forms of abuse (McGaha, Stokes, & Nielson, 1990). 

There has been a great deal of controversy in the last five years about the 

validity of recalled or surfacing memories of childhood abuse. Shengold (1989) 

addresses the issue of memory in a comprehensive fashion. His conclusion is that 

memory is the result of historical fact intertwined with the conclusions or responses 

we have to those historical events. Therefore, memory is always a historical 

narrative—a story. Completely distinguishing between historical fact and perception 

or recall is neither possible nor always necessary. 

. . .  w e  a n a l y s t s  m u s t  b e  a w a r e  t h a t  w e  a l s o  o p e r a t e  s o m e w h e r e  i n  b e t w e e n  

knowing nothing and knowing everything. We must be able to tolerate 

uncertainty and mystery, and yet be capable of conviction and transient 

sureness; so eventually must our patients. ... I believe patient and analyst 

must strive for both narrative and historical truth—falling back on narrative 

when the historical recedes, but a narrative supplied whenever possible by the 

patient, not the analyst (Shengold, 1989, pp. 34-35). 

Herman (1992) notes that in the past, this uncertainty regarding the facts of the 

abuse, along with the changing nature of the survivor's story, led to dismissal of the 

trauma. She also notes that there is a current flight to the opposite pole, where 

therapists play detective, label a client as a trauma survivor, and attempt to ferret out 

histories of trauma based on the client's symptoms. Instead of investigating, the 

counselor needs to maintain a role of compassionate listener. This way, the trauma 
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survivor is the one to discover and tell her story, which is the key to healing. 

Impact of Trauma on Development 

"Psychological trauma is an affliction of the powerless" (Herman, 1992, p. 33). 

Trauma interrupts the normal developmental processes of childhood. Children need 

to develop trust, autonomy, initiative, industry, and identity (Erikson, 1963). When 

children are abused and neglected, they are focused on survival and self-protection, 

and are unable to complete these tasks. Therefore, the trauma response will show up 

in the impaired development of mental, emotional, and social abilities; incomplete 

development continues to impact women as they progress through adolescence and 

adulthood (Herman, 1991; Mayhall & Norgard, 1983). 

Child abuse causes the loss of a sense of safety and security for a child. The 

child's capacity to develop and maintain trusting relationships is severely damaged. 

This has been demonstrated in studies of bonding and attachment between mothers 

and infants (Briere, 1992). An infant born into a substance abusing family is 

especially susceptible to these problems, as it is likely that she will receive impaired 

levels of caretaking (Berkowitz & Perkins, 1988; Briere, 1992; Wegscheider-Cruse, 

1989). 

Erikson's stages of psychosocial development are very useful in describing the 

impact of trauma on childhood development (Mayhall & Norgard, 1983). In each 

stage, the individual is confronted with a psychosocial conflict or crisis which must be 

resolved. Positive resolution contributes to the development of the ego. Although the 



stages are linear, completion of an unresolved early conflict can occur at later stages; 

life events can also devastate an individual and render ineffective the previous positive 

resolutions. These tasks are, from birth through adolescence, the development of 

trust, autonomy, initiative, competence, and identity (Hergenhahn, 1984). 

According to Erikson (1963), the initial task, begun in infancy, is to develop 

basic trust. This comes about largely due to having adequate, if not perfect, 

caregiving, in which the child's basic needs are met and she feels secure in the 

consistency of her world and the behaviors of others. This development of basic trust 

is the earliest task of the ego and is fundamental to identity development. When a 

child is subjected to abuse or neglect, "she must find a way to develop a sense of 

basic trust and safety with caretakers who are untrustworthy and unsafe" (Herman, 

1992, p. 101).- She may do this through repression of the abuse, dissociation, denial, 

or self-blame. It is likely, however, that she will still end up with an internal, 

psychological world that is "largely one of anxiety, threat, and distrust" (Janoff-

Bulman, 1992, p. 86). These feelings persist into adulthood and color the survivor's 

perceptions of herself and her world. In extreme cases, a sense of despair may 

overwhelm the child, who then fails to thrive; some seem to give up the will to live, 

and they die (Mayhall & Norgard, 1983). 

The second task in Erikson's model is the formation of autonomy, which usually 

occurs between one and three years old. During this time the child is developing new 

skills, including the ability to make choices and master basic tasks. The exercise of 

her will, guided by her caregivers, allows the child to develop a sense of self-control 



and autonomy. Abuse or neglect in this stage results instead in the development of 

shame and self-doubt (Mayhall & Norgard, 1983). 

The third psychosocial crisis, according to Erikson (1963), develops between 

initiative and guilt. In this stage, which takes place between four and five years old, 

the child's emerging skills allow her to imagine possibilities and to initiate and plan 

activities. Psychological trauma during this time will result in a lack of self-

sufficiency and an inability to take initiative, or possibly, in a lack of boundaries. 

Even if a child successfully negotiates this crisis, later abuse which attacks the child's 

sense of purpose and initiative may undermine her previously-held beliefs about her 

abilities (Hergenhahn, 1984). The survivor often feels inadequate and guilty; her 

guilt or self-blame may serve to maintain her sense of order in the world. She may 

tell herself "it must be my fault", which is a twisting of the sense of initiative. This 

belief may also be reinforced by the perpetrator, with statements such as "you wanted 

this" or "if you'd only do as I say, I wouldn't have to punish you." Not having a 

healthy sense of initiative may lead the survivor into avoidant behaviors (E. S. Blume, 

1990; Mayhall & Norgard, 1983). 

During Erikson's fourth stage, which takes place between six and eleven years 

old, a child is faced with developing a sense of competence. During this time most 

children are in school. They are improving social skills, practicing perseverance and 

attention, and learning the satisfaction of task completion. Without positive resolution 

of this phase, without achieving a sense of industry, the child is left feeling inferior or 

incapable (Erikson, 1963). A presentation of learned helplessness may be especially 
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prevalent in these children and persist into adulthood with concurrent low self-esteem 

(Mayhall & Norgard, 1983). 

During adolescence, the individual is faced with the monumental task of 

creating an identity, Erikson's fifth stage (1963). The long-term repercussions of 

negative resolutions in the previous stages are seen more fully here. Without the 

positive traits which successful resolution would have engendered—hope, self-control, 

will-power, direction, purpose, and competence—it is likely that the individual will 

either form a negative identity, or have ongoing problems with role confusion and 

uncertainty (Erikson, 1963; Mayhall & Norgard, 1983). 

Positive completion of these childhood developmental tasks will lead to the 

emergence of a healthy identity. This identity is then the basis for successful 

resolution of the adult tasks of intimacy, generativity, and ego integrity. From these 

three adult stages emerge the capacity for love, care or concern for generations to 

come, and wisdom (Hergenhahn, 1984). But as Herman (1992) explains about child 

abuse: 

The survivor is left with fundamental problems in basic trust, autonomy, and 

initiative. She approaches the tasks of early adulthood—establishing 

independence and intimacy—burdened by major impairments in self-care, in 

cognition and memory, in identity, and in the capacity to form stable 

relationships. She is still a prisoner of her childhood (p. 110). 

The humanistic approach to human development as delineated by Maslow 

theorizes that there exists a hierarchy of human needs; these needs form the building 



blocks of a fulfilled life (Hergenhahn, 1984). In this model, as in Erikson's model, 

prolonged frustration of a lower need, regardless of the stage to which one has 

progressed, will force a person to regress developmentally to deal with the (now) 

unmet need (Hergenhahn, 1984). These needs, in order of significance, are survival, 

safety, belongingness and love, esteem, and self-actualization. 

From the moment she is born, the infant is dependent on her caregivers for her 

physiological survival needs, consisting of food, drink, shelter, sleep, and bodily 

functions. If her needs are unmet or met only minimally, she will be focused on the 

basic needs to the exclusion of the higher needs. The need for safety in childhood is 

the second building block in Maslow's hierarchy, and can only be considered when 

the initial physiological survival needs have been met. Safety requires not only 

protection from danger, but a sense of the consistency and benevolence of the infant's 

world. Without safety, there can be no development of trust. A child also needs a 

sense of belonging and being loved, Maslow's third category of need. Ideally, this 

need is being met from the moment of her birth. Without it, she develops a sense of 

being alone and empty. The fourth level of need, esteem needs, must also be met 

during early childhood development. This requires both internal and external 

recognition and acceptance of the person's worth. On the basis of self-esteem, which 

requires the establishment of the lower levels of needs, an individual is able to reach 

self-fulfillment. In Maslow's terms, this is a self-actualized human being, one who 

has met her full potential (Hergenhahn, 1984; Mayhall & Norgard, 1983). 

Erikson's sociocultural approach meshes well with the humanistic approach 



taken by Maslow. Children who do not have their basic needs meet, and do not feel 

safe, will not develop a sense of trust in others. A child who does not feel safe will 

also have difficulty developing autonomy and initiative. The development of shame 

and guilt attack a child's sense of belonging and worth. Unfortunately, trauma 

survivors' needs are not fully met on a variety of levels. They are unable to complete 

the necessary developmental tasks, for they spend too much time attempting to cope 

with the force of the trauma (Briere, 1992; Herman, 1992). 

Characteristics of Trauma Survivors 

There is no hard and fast rule for identifying trauma survivors, and there is a 

great deal of heterogeneity even among female child abuse trauma survivors. Some 

clients will know they are trauma survivors, that they have been abused and 

victimized and that their lives have been affected by this. Others will exhibit the 

characteristics of trauma survivors, but will be unaware or even violently reject the 

idea that they were abused in childhood. There are some widely-seen patterns and 

behaviors of which the clinician should be aware. 

It has been demonstrated that child abuse trauma is associated with a variety of 

difficulties in later life (Chu & Dill, 1990). Common characteristics of trauma 

survivors are low self-esteem, lack of trust, numerous fears and/or phobias, fears of 

intimacy and abandonment which manifest in relationship problems, sexual 

dysfunction, poor boundaries, lack of self-identity, difficulty making decisions, and 

lack of long-term goals (Bass & Davis, 1988; E. S. Blume, 1990). Survivors often 
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demonstrate extremes of mood and behavior, such as under- or over-achieving, and 

frozen/numb feelings and emotional flooding (Lettner, 1993). In addition to 

substance abuse, they may evidence a variety of other self-destructive behaviors, 

including but not limited to eating disorders, sexual acting out or self-mutilation. 

Some therapists consider self-mutilation to be another form of addictive behavior, 

which is used by the survivor to manage intolerable affects and memories (Lettner, 

1993). Many survivors have histories of dysfunctional relationships, including being 

victims (and/or perpetrators) of domestic violence. Child abuse trauma survivors also 

evidence high rates of post-traumatic stress disorder and dissociative disorders, as 

well as other mental health problems such as depression, anxiety disorders, and 

phobic disorders (Chu & Dill, 1990; Young, 1993). 

Post-Traumatic Stress Disorder 

Post-Traumatic Stress Disorder, or PTSD, was first acknowledged as a 

diagnostic category in the 1980 when it was included in the APA's manual, the DSM-

III. It is estimated that approximately one percent of the general population suffer 

from PTSD at any given time, and that half of these cases will go on to a chronic 

form (Cottier, Compton, Mager, Spitznagel, & Janca, 1992). In a study of substance 

abusers in the general population, 16% reported traumatic events that qualify for 

PTSD standards, but only 1.35% of all substance abusers met criteria for PTSD 

(Cottier, et al., 1992). The women substance abusers had higher rates of PTSD than 

the men. One drawback of this type of study is that substance abuse can mask post-



traumatic stress symptoms, and therefore indicate lower than actual incidence of 

PTSD diagnosis. 

Herman (1992) puts PTSD symptoms into three main categories—physiological 

hyperarousal (constant fight or flight reactivity), intrusion (flashbacks, nightmares), 

and constriction (numbing, detachment, passivity, dissociation). The experience of 

extremes so common to trauma survivors has been seen as a chronic form of PTSD, 

with flooding of memories and feelings alternating with frozen feelings or extreme 

numbness and detachment (Bass & Davis, 1988; Herman, 1992). Scott & Stradling 

(1992) differentiate between acute and chronic PTSD; identifying PTSD by one of 

these types was the standard in the 1980 DSM-III. They also describe a form of 

PTSD which arises from prolonged duress, such as that which a child endures in an 

abusive family. This situation is referred to as prolonged duress stress disorder or 

PDSD, and it often coexists with severe depression (Scott & Stradling, 1992). 

According to Scott & Stradling, treating PDSD may be more difficult than PTSD 

which arises from a single significant event. The difficulty can result from confusion 

over combined memories versus one specific memory, or from increased intrusion by 

many traumatic memories. It can, nonetheless, be treated. Treatment of PTSD or 

PDSD with medication may be useful for clients overwhelmed by the chronic 

biological response to trauma (van der Kolk, 1987). 

Dissociative Disorders 

Dissociation is a normal, creative human ability. It is the natural ability of 



human beings to attain an altered state of consciousness without the use of chemicals 

or external forces. "At the heart of the idea of dissociation is a disconnectedness or 

lack of integration or knowledge, identity, memory, and control" (Frankel, 1990, 

p. 828). 

Dissociative experiences occur on a continuum. At one end are the simple 

forms such as not being fully present, daydreaming, "spacing out" momentarily. At 

the other end are very complicated scenarios, involving amnesiac episodes and splits 

in the identity. When dissociation becomes an ingrained coping mechanism which an 

individual cannot control, and results in negative consequences, it is seen as 

dysfunctional. 

Multiple Personality Disorder (MPD) is an extreme manifestation of dissociative 

experience. MPD is fiercely debated in the mental health community (Ross, 1990). 

Some deny the validity of the concept and diagnosis completely, while others feel that 

MPD exists but is grossly over-diagnosed. Still others believe that MPD is under

diagnosed, and often confused with schizophrenia or psychotic depression. Ross 

(1990) believes that much of the controversy results from cognitive misperceptions of 

the nature of MPD, and that clarification will lead to greater understanding and 

perhaps more frequent diagnosis. A study of hospital psychiatric patients turned up a 

five percent rate of frequency for MPD diagnosis, although all of these patients were 

diagnosed with other mental disorders (Ross, Anderson, Fleisher, & Norton, 1991). 

The American Psychiatric Association (APA) publishes the Diagnostic and 

Statistical Manual of Mental Disorders—the most recent is 1987's revision of the third 



edition (DSM-III-R). The diagnostic criteria for MPD are extremely vague. The 

DSM-III-R defines MPD as: 

The existence within the individual of two or more distinct personalities or 

personality states (each with its own relatively enduring pattern of perceiving, 

relating to and thinking about the environment and one's self). . . . Each of 

these personality states at some time, and recurrently, takes full control of the 

individual's behavior (1987, p. 106). 

Despite the controversy, MPD appears to be a valid description of the 

experience of quite a number of trauma survivors. For these individuals, periods of 

amnesia are quite common, as is the sense that they are often not "themselves" or not 

in control of their actions. A woman with MPD may sense that there is a constant 

internal dialogue or debate going on; she may hear commands to hurt herself, 

especially when she tries to discuss her childhood or symptoms (Kluft, 1987; Ross, 

1990). 

These symptoms may appear quite dramatic. However, when viewed as a form 

of chronic, dissociative PTSD, the role of MPD in a trauma survivor's life can be 

seen and appropriately addressed (Kluft, 1987). MPD clients are more likely to have 

had severe, prolonged, and violent childhood sexual abuse, as well as other forms of 

abuse (Ross, 1990). Clients who were ritually abused (abused in an organized, 

ritualistic fashion, including but not limited to cult or Satanic abuse) have extremely 

high rates of MPD and other dissociative disorders (Kluft, 1987). 

Treatment of MPD is a specialized field, and requires experience, stamina, and 



clinical support. As many substance-abusing trauma survivors have medicated their 

dissociative and anxiety symptoms for years, the personality splits may not become 

evident until some time into the counseling process. By this time, a trusting 

relationship may have developed between counselor and client. If the counselor is not 

well-versed in MPD treatment, she or he will need to inform the client and discuss 

the options for referral or for continuing the counseling relationship with appropriate 

consultation. 

Other Mental Health Aspects 

The rates of childhood abuse are higher for women in psychiatric populations 

than in the general population. Besides PTSD and dissociative disorders, other 

common diagnoses seen in trauma survivors are major depression, personality 

disorders, and anxiety disorders (Chu & Dill, 1990). Recent studies also indicate 

high rates of undiagnosed substance abuse among female psychiatric patients (Gogek, 

1991). The coexistence of depression and anxiety in substance abusers is also well-

documented (Blume, 1992). 

For some clients, the level of depression and anxiety following a period of 

abstinence is such that the use of medications may be necessary for stabilization, so 

that the individual may continue the recovery processes. It is important for a 

substance abuse counselor in private practice to develop a working relationship with a 

physician who is an addictions specialist. 

Feminist theorists and clinicians have assailed the use of diagnostic labels for 



women based on the stigmatism and disempowering nature of these labels (Herman, 

1992). In particular, a Borderline Personality Disorder (BPD) diagnosis has become a 

shorthand for difficult (self-destructive, rageful) female clients. The DSM-III-R 

describes BPD as "a pervasive pattern of instability of self-image, interpersonal 

relationships, and mood, beginning by early adulthood and present in a variety of 

contexts" (APA, 1987, p. 346). Herman (1992) proposes that BPD should be seen as 

a complex form of Post-Traumatic Stress Disorder, resulting from early childhood 

abuse, where the personality has been severely deformed. This focus, on the abuse as 

source, rather than client as problem, allows for treatment interventions focused on 

treating the lasting effects of trauma. 
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SECTION II 

TRAUMA AND SUBSTANCE ABUSE 

Women's Patterns of Substance Abuse 

Women use drugs differently than men do. Women have much higher rates of 

abuse of prescription medications, particularly sedatives and tranquilizers, and lower 

incidence of abuse of street drugs (Blume, 1992; Lex, 1990; Reed, 1985; Ross, 

1989). Their abuse of alcohol may begin much later than men's, but progresses more 

rapidly to serious consequences. Women metabolize alcohol at different rates than 

men, and this may relate to and affect hormonal and reproductive cycles (Roman, 

1988). Women may evidence fewer legal, social, and vocational consequences than 

men, but have more emotional and intrapsychic difficulties (Robbins & Clayton, 

1989). And there is evidence that it takes women approximately two years of 

abstinence for their physiology to return to a normal state (S. B. Blume, 1990). The 

biopsychosocial model of substance abuse fits well for women substance abusers. 

The Relationship of Trauma and Substance Abuse 

Substance-abusing women have higher rates of childhood sexual abuse and, it is 

surmised, higher rates of other forms of child abuse than women in the general 

population (Barrett & Trepper, 1991). As early as 1961, some observers were 

pointing to the childhood history to understand addiction. "The greatest common 

factor among drug addicts is the rejecting home environment. Although many are 



products of broken homes, the majority share a history of brutal parents" (Brummit, 

1963, p. 62). 

The exact role of the traumatic child abuse experience in the development of 

substance abuse is not known, and this is an area which will require a great deal more 

research, especially longitudinal studies. A retrospective study was conducted to 

search for the etiology of drug abuse among women (Hagan, 1987). The factors 

which were identified with increased risk for addiction were: family of origin 

substance abuse, childhood sexual abuse, family conflicts, unhappy childhoods, and 

poor ego development. 

One approach that does offer some insight is the humanistic theory of human 

needs and the results of not having these life needs met. 

Children begin life powerless and dependent, relying on the adults in their 

environment to provide for their basic needs and needing the encouragement and 

modeling to grow and develop the capacity to appropriately meet their own needs. 

Child abuse or neglect interrupts this process, and the needs of the child remain 

unmet. 

Maslow's hierarchy of needs is a good framework for this discussion. The 

basic human needs, which build upon each other, are (1) physiological or survival 

needs: food, water, shelter, sleep, bodily functions; (2) safety needs: protection from 

danger, structure, order, a sense of consistency and predictability of the caregivers-

—and by extension, the world; (3) belongingness and love needs: a sense of being 

loved and being a part of a social unit, which develops from receiving attention, 



loving touch, tolerance, guidance and participation, and compassion; and (4) esteem 

needs: recognition, acceptance and validation, support for initiative and healthy risk-

taking, and empowerment and accomplishment (Hergenhahn, 1984). 

From the time I was a little girl I can remember feeling like I didn't quite 

belong. I thought I must be an alien from another planet. It seemed I always 

said and did the wrong things at the wrong time. I felt like there was a big 

empty hole inside of me, and I spend the next twenty years trying to fill it 

(Anonymous woman addict's personal story, cited in Narcotics Anonymous. 

World Service Office, 1984, p. 129). 

The abused or neglected child—the child whose mental, emotional, and spiritual 

needs have been thwarted or unfulfilled—builds defenses to protect herself from the 

pain of these unmet needs. She feels as if she is empty inside, with a gaping hole of 

emotional craving. Women who were abused or neglected in childhood end up with 

core issues of low self-esteem, a limited or negative self-identity, and difficulty 

trusting others, often showing up as feelings of abandonment and fears of intimacy 

(Bass & Davis, 1988; E. S. Blume, 1990; Young, 1993). Not having learned how to 

meet her own needs, and perhaps not even recognizing the existence of her needs, she 

feeds and tries to fill her internal emptiness by turning to an external 

focus—relationships, food, sex, work, or substance abuse. 

Substance abuse may also assist the trauma survivor in repressing or denying 

her history of child abuse (Lettner, 1993). In this sense, it serves a useful function 

by numbing pain which the survivor was unable to handle in childhood, and still feels 



unable to handle as an adult. Another way of viewing substance abuse is as a 

controlled dissociative experience. The substance-abusing trauma survivor therefore 

has a positive gain from her substance abuse, and may resist giving up what, for her, 

has been a coping mechanism, albeit a costly one (Herman, 1992; Lettner, 1993). 

Once she becomes abstinent, repressed memories and feelings may begin to surface. 

Anecdotal evidence indicates that two to five years into sobriety is the time most 

likely for childhood trauma to begin surfacing, although it can happen immediately 

upon withdrawal and abstinence. 

Substance Abuse Treatment 

Primary treatment for substance abuse for both women and men has been based 

solely on research done on males (Bepko, 1991; Lex, 1990). This neglect of women 

in substance abuse treatment studies began to change in the 1970s (Blume, 1992). In 

1974, the National Institute on Drug Abuse (NIDA) initiated its Program for 

Women's Concerns (Stevens, Arbiter, & Glider, 1989). However, by 1990, research 

on women substance abusers was still significantly limited in the scientific literature 

(Bepko, 1991; Blume, 1992; Lex, 1990). Treatment programs have focused on the 

types of substances and patterns of use to classify substance abusers, without 

investigating underlying and related issues such as gender, ethnicity, women's 

physiology, and societal factors (Reed, 1985). Not until the mid-1980s did NIDA, a 

program of the U.S. Department of Health and Human Services (DHHS), develop a 

training program which focused specifically on the treatment of women drug addicts 



(Stevens, et al., 1989). 

Many treatment programs for substance abusers, both inpatient and outpatient, 

have been modeled on the 12-Step program of Alcoholics Anonymous, and use a 

disease or medical model of addiction (Kasl, 1992; Pasick & White, 1991). In the 

12-Step approach, substance abuse is described by the label of addiction, a spiritual, 

mental, and biological disease. The necessary components of treating the disease are 

seen as: breaking down the individual's denial surrounding the existence of the 

disease; insisting that the person admit powerlessness over the substance use/abuse 

and then turn her life over to the care of a Higher Power; requiring the individual to 

take responsibility for her behaviors during her active disease; having the substance 

abuser identify personal strengths and weaknesses; and focusing on the ways in which 

the substance abuser has harmed others, not on the way she has been harmed, so that 

she may make amends to others. The shortcomings of this model for treating women, 

especially women trauma survivors, have not been adequately studied. However, 

Kasl's (1992) review suggests that the use of this prototype is counterproductive, in 

that it reenacts the dynamics of personal victimization and societal denigration, and 

avoids acknowledgement of the useful survival function that the substance abuse has 

played. 

In 1985, Reed reported that the use of confrontation in early treatment may 

actually be a barrier to a woman's ability to engage in treatment. She recommended 

the development of gender-specific treatment approaches, along the lines of other 

cross-cultural approaches. Specifically, she believes treatment programs for women 
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need to focus on developing self-esteem, changing self-defeating interpersonal and 

cognitive patterns, as well as addressing factors such as parenting, lack of financial 

resources, and the sociocultural realities of sexism and secondary status. 

Kasl (1992) has delineated a treatment strategy for addicted women which 

focuses on the need to acknowledge the impact of societal norms and women's 

socialization on their compulsive or self-destructive behaviors. She outlines a 

suggested 16-step program for recovery which emphasizes "discovery and 

empowerment" (p. 332). The goal is "to create a healthy, aware Self which, over 

time, will help crowd out compulsive, addictive, or dependent behavior" (p. 337). 

Pasick and White (1991) describe a training program for feminist substance 

abuse treatment, with an emphasis on respect, where denial is challenged without an 

aggressive or confrontational stance. They believe the therapeutic context needs to be 

"respectful rather than controlling or power-oriented, collaborative rather than 

hierarchical, and curious instead of judgmental" (p. 92). The authors express concern 

that the majority of women substance abusers receive the same treatment as men, 

which emphasizes breakdown of the ego and admissions of powerlessness, both of 

which are counterproductive in women who already experience a lack of self-identity 

and a sense of helplessness. 

The Processes of Change 

The transtheoretical model concentrates on identifying the processes which are 

used in changing compulsive behaviors, across a variety of theoretical approaches 



(Prochaska, DiClemente & Norcross, 1992). The processes are used with substance 

abuse recovery, and are also useful in the healing from child abuse trauma. These 

processes of change include (in a common order of use) consciousness-raising, self-

reevaluation, self-liberation, counterconditioning, stimulus control, reinforcement 

management, helping relationships, dramatic relief, environmental reevaluation, and 

social liberation. 

Abstinence is the first step of recovery. The woman substance abuser must stop 

the abuse of substances in order to progress in recovery. To do so, she needs a basic 

awareness that substance abuse is problematic in her life—consciousness-raising. But 

she must also be aware of the function her substance abuse has served in coping with 

her trauma history. Following initial withdrawal, she needs education regarding 

substance abuse and the recovery process. She will then need to acknowledge the 

damage that has been done in her life, to herself and to others, as a result of her 

substance abuse. She must look clearly at what she gained and what she lost in the 

process. Self-reevaluation is a necessity; only when she can begin to be honest about 

her past and her present will she be able to make lasting changes. At this point, she 

begins a process of self-liberation, of identifying herself as a recovering substance 

abuser, taking back a sense of personal power (Prochaska, et al., 1992). 

In the recovery process, she will also need to learn tools for controlling 

triggers, get positive reinforcement for her abstinence, and develop new skills for 

daily coping. Key helping relationships—a sponsor in a 12-Step program, abstinent or 

non-substance-abusing friends, a counselor—are also essential to the recovery process. 



Isolation is a primary condition of both substance abusers and trauma survivors; 

recovery occurs in community. 

Dramatic relief may include grief work, anger work, and any process which 

allows the frozen or numbed feelings to be released. For many, the fifth step of 

Alcoholics Anonymous, where one shares her personal inventory with a trusted other, 

is a form of dramatic relief and healing. Environmental reevaluation is a process 

where the individual considers the changes she would like in her surroundings, 

vocational, educational, social, and geographical, to promote her well-being 

(Prochaska, et al., 1992). Finally, the social liberation process involves activism, 

whether small-scale or large, political or personal, and compares to the 12th step of 

Narcotics Anonymous, which tells recovering addicts to carry the message of 

recovery and hope to addicts who still suffer from active addiction (World Service 

Office, 1984). 
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SECTION III 

THE THERAPEUTIC RELATIONSHIP 

A Commitment to Counseling 

Counseling is a voluntary process whereby a professionally trained individual, 

the counselor, assists another individual, the client, in determining ways to improve 

the quality of the client's life. This requires a two-way commitment. The client must 

commit to being involved and open in the counseling process, and the counselor must 

commit to being honest and diligent in applying his or her professional skills in the 

best interests of the client. In trauma work, one way of describing this relationship is 

interactive storytelling—the client tells her story, and the counselor provides an 

empathic listener. In this case, however, the counselor is called upon to not only 

witness, but to participate, by helping the client examine and learn her story and 

identify the direction of future storylines. 

When working with substance-abusing trauma survivors, it is important to have 

the client's commitment to address the substance abuse directly and not merely as a 

component of the trauma. An abstinence contract is often part of the substance abuse 

counseling process. This focus on substance abuse first is essential, as failure to 

bring about abstinence and to acknowledge the substance abuse as a primary problem 

will feed into denial, and complicate, if not forestall, any substantive work on the 

child abuse trauma. As substance abuse is a condition characterized by relapse, and 

trauma work is likely to trigger a desire to use, relapse may occur during the 
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counseling process. It is important to have a plan in place for how to address this 

and how it will affect the counseling relationship. 

As part of the commitment to counseling, it is very important to set up ground 

rules for the counseling relationship as well as the individual sessions, and to convey 

these to the client early in the relationship. Counselors working with trauma 

survivors need to determine how they are going to deal with client emergencies 

during and after hours, and how to decide what is an emergency and what is testing 

on the part of the client. Plans will also need to be made for coverage during the 

counselor's vacations. 

It may also be necessary for the counselor to reassure the client repeatedly of 

the counselor's commitment to be a witness and support to her recovery process. The 

survivor's low level of trust and sense of insecurity will surface, and the counselor 

must be sure of his or her willingness to follow through with what was started. To 

balance this, the counselor must also not make promises that he or she cannot keep. 

The Counselor's Attitudes 

In any type of counseling, respect, compassion, honesty, and the willingness to 

engage are essential to the development of a therapeutic alliance. In counseling this 

particular population, the counselor will need to identify in advance his or her biases 

regarding the validity of reports of child abuse trauma, and which theoretical 

perspectives on substance abuse and trauma will be used. For the trauma survivor, 

one of the greatest fears in revealing abuse, whether as a child or an adult, is to be 
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told that "it never happened." This kind of invalidation is particularly devastating 

when it comes from a counselor. 

A counselor's approach to substance abuse may need to be modified in work 

with trauma survivors. The traditional 12-Step model for breaking down denial and 

the supposed self-indulgent ego of the substance abuser can backfire with trauma 

survivors. It has been recommended that counselors who work with women substance 

abusers reexamine their attitudes regarding confrontation, and instead try using a 

challenging approach (Pasick & White, 1991). This approach focuses on breakdown 

of denial through mirroring the client's self-reports, and challenging her to draw her 

own conclusions regarding the chaos in her life. It is important for the counselor to 

appreciate the benefits of empowering these clients. 

Special Concerns 

The issues of transference and countertransference are likely to arise at more 

than one point during the counseling relationship (Herman, 1992). When working 

with trauma survivors, the likely forms of the transference will be similar to the 

dynamics of the trauma. It is important to acknowledge the existence of the 

transference process in counseling, and to assist the client in breaking the cycle in the 

counseling relationship, which will be excellent practice for breaking it in other areas 

of her life. 

It is imperative that a counselor have good personal and professional support 

systems, including peer clinical supervision. For one reason, countertransference is 
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also a strong likelihood, and the counselor may find it difficult to maintain objectivity 

or compassion due to the power of his or her reactions. Doing intensive work with 

trauma survivors may also trigger a form of secondary PTSD, and the counselor may 

experience intrusive thoughts or images of the work which a client has done (Herman, 

1992). Additionally, trauma work may trigger unresolved personal trauma or losses 

for the counselor, who will need to resolve these in his or her own work. Just as 

trauma and substance abuse recovery for the survivor occur in community, so this 

counseling work must take place within a supportive setting for the counselor. 

The question of gender in the counseling relationship has received some notice 

in the last few years, especially regarding work with sexual abuse survivors. Much 

of this is related to the transference problem, where female clients who have been 

sexually abused by males may have difficulty relating comfortably or appropriately 

with a male counselor. This work can succeed, providing the counselor is willing to 

point out the transference and assist the client in resolving it. 

The use of touch is also a special concern with trauma survivors. A counselor 

must always get the client's permission before touching her. An exception would be 

a client in a flashback or abreaction who is in danger of hurting herself. A minimal 

use of touch is recommended, along with a statement to the client of exactly what you 

are doing (whether you think she is aware of you or not). For example, "Katie, I'm 

going to put this pillow under your head so that you don't hurt yourself." This 

ground rule for safety needs to be stated up front. Counselors who are trained in 

body work may use touch as part of the trauma resolution work; this is a 
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controversial area which carries with it a great deal of liability. If a counselor 

chooses to do bodywork, including resistance work or nurturing touch, with a client, 

the ground rules for the work must be discussed and agreed upon by both client and 

counselor prior to the work. 
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SECTION IV 

THE TREATMENT PROCESS 

Stages of Trauma Recovery 

A definite change comes about in us who move through the process from victim 

to survivor to thriver. We move away from feeling as though we were the 

living dead into a place where life and love are able to take root deeply in us. 

We begin to flourish (Thomas, 1990, p. 122). 

Denver substance abuse and trauma therapist Gretchen Breyller has delineated a 

seven-stage model of childhood trauma recovery (personal communication, June 6, 

1993). These stages are: (1) the victim stance, (2) denial, (3) the decision to heal, (4) 

inner work/memory work, (5) identification of structures, (6) restructuring, and (7) 

reconstruction. The first two stages are designated as the victim phase, the third 

through sixth as the survivor phase, and the seventh as the thriver phase. 

During the victim phase, the individual is prone to recreating the patterns of 

abuse and trauma in her life. She may be involved in a domestic violence or 

emotionally destructive relationship, acting out sexually (promiscuity, prostitution, 

violating her moral beliefs regarding sexuality), or working in a crisis-oriented 

profession to the detriment of her physical or psychological well-being. As the 

negative consequences of her lifestyle or maladaptive patterns increase, she moves 

into stage two, where she acknowledges that something is wrong-but either does not 

know what it is (through repression of the abuse) or refuses to acknowledge the 
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trauma she recalls. Many victims remain in this denial for many years, abusing 

substances and employing behaviors which will maintain the denial. 

The decision to heal may occur without any conscious knowledge of the 

underlying trauma. The decision takes place when the woman reaches out for help 

through counseling, treatment, support groups, or friends and family. For substance-

abusing women, the first decision to heal may lead to abstinence. In the process of 

this recovery, she may become aware of other issues which do not seem to resolve 

through her use of recovery groups such as Alcoholics Anonymous and the tools of 

the 12-Step programs. This can be an extremely discouraging time for the trauma 

survivor, who may receive the message to "let go" of her trauma or "work on your 

resentment" towards the perpetrator. It can be even more difficult if the trauma 

survivor has repressed the trauma, and feels depressed and hopeless despite her 

recovery program. 

But she has none the less taken the first step toward surviving. She is willing to 

do what it takes to heal. This third stage may be brief or long and drawn out. Often, 

survivors may revisit their decision to face their trauma many times, and some will 

repeatedly cycle back into denial from any stage of the process. 

Upon making the decision to heal and committing to the recovery process, a 

woman survivor is then ready to address the trauma directly. This is done through 

inner work, where goal is to match and integrate the cognitive, emotional, physical 

and spiritual aspects of the trauma. During this time, the survivor will go through a 

series of emotions: terror, disbelief or feeling crazy, hurt, anger, and acceptance. It 
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is important to understand that a person can work on trauma recovery without full 

access to the specific detailed memories of the event. However, as Herman (1992) 

and others have shown, it seems essential to the recovery process that one be able to 

place the trauma within a narrative of one's life, to "tell the story." 

Part of the essential healing of trauma survivors is addressing the sense of 

powerlessness which continues to pervade their lives. In the fifth stage, survivors 

identify the structure related to their trauma, that is, the systems which supported or 

enabled the abuse. The family of origin dynamics and structure must be addressed. 

The societal factors (devaluation of women and children, denial of child abuse, sexual 

dysfunction, etc.) will also be identified. Many survivors at this time will become 

more involved within their current social and political settings to advocate for more 

understanding, awareness and prevention of child abuse and trauma in society. 

During the sixth stage, the survivor identifies the negative beliefs about herself 

which she developed as a result of the trauma, and then begins restructuring these. 

She must also identify which development stage(s) she missed and become aware of 

the impact of this on her interpersonal and intrapersonal relationships. This is the 

time she makes progress in diminishing the shame core which has replaced her sense 

of self. 

Reconstruction is the final stage of the recovery process, where the survivor 

moves from her role and focus as a child abuse trauma survivor to a functioning, 

thriving adult. This is where she comes to acknowledge what she knows about her 

life, her new sense of self, and what direction she wants to take in life. During this 
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phase, she begins to thrive through completing the missed developmental stages and 

tackling the tasks of adult life. 

It is important to recall that while presented as linear, the recovery process in 

actuality is more fluid and cyclical, and the survivor may move through different 

layers of each stage. A trauma survivor who is working on re-parenting herself at the 

sixth stage may find herself back in the second, third, and fourth stages as new abuse 

memories suddenly surface. 

Assessment 

A comprehensive assessment of substance-abusing women is necessary for 

appropriate treatment planning. This assessment should include not only the client's 

substance abuse history (including age at onset of use/abuse), but also any family 

history of substance abuse or mental illness, history of childhood and/or adult 

victimization, other compulsive behaviors including eating disorders and obsessive 

relationships, and psychiatric symptoms. 

Questioning women about victimization can be a difficult process. First, it 

violates a societal taboo against recognizing and naming child abuse (especially sexual 

abuse). Second, it may trigger uncomfortable feelings for the counselor, who may 

avoid or gloss over the questions in order to be comfortable. Third, many women, 

who recall and can report the abuse they received, do not relate to the event(s) as 

traumatic or abusive. Because survivors' boundaries have been damaged at such an 

early age, they have difficulty distinguishing between appropriate, inappropriate, and 
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abusive behaviors. Lastly, repression of abuse memories is a common occurrence 

among trauma survivors. The survivor's current stage in the trauma recovery process 

is useful to determine. 

The importance of asking about child abuse trauma was demonstrated in a study 

of inpatient substance abusers. Twenty percent of women substance abusers 

spontaneously reported sexual abuse history without specific questioning. When the 

staff began to ask clients directly about histories of sexual abuse, the rates rose to 75 

percent for adult women (Rohsenow, Corbett, & Devine, 1988). 

The assessment questions need to be as specific and non-judgmental as possible. 

They need to assess for physical abuse and/or neglect, covert or overt sexual abuse, 

psychological abuse, and emotional abuse/neglect. For example: Who was the 

family disciplinarian? How did he/she discipline you and your siblings? What was 

the worst punishment you ever received, whether you think you deserved it or not? 

How were spankings done? Did you ever have bruises or cuts as a result of a 

whipping? How did you and your siblings get along? How was sex dealt with in 

your family? Did you receive accurate information on sex from your parents? Did 

you have enough privacy as a child? What is the earliest sexual experience that you 

recall? Who was your first sexual partner? How did it come about? What three 

adjectives would you use to describe your childhood? What is your earliest childhood 

memory? How did your parents get along? Did any members of your extended 

family, or other individuals, live with your family during your childhood? What was 

that like? What was the most positive thing that happened to you as a child? What 
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was the worst thing? Were you happy as a child? On a scale of 1 to 10, with one 

being no childhood memories and 10 being memories of many different events from 

most years of your childhood, how much of your childhood do you remember? 

It is essential to assess for psychiatric symptoms, especially depression and 

anxiety, including post-traumatic symptoms, as these are likely to co-exist with the 

substance abuse. Questions should include incidence of panic episodes, sleep and 

appetite disturbances, psychomotor agitation or retardation, avoidant behaviors, fears 

and phobias, flashbacks, nightmares or recurrent troublesome dreams, intrusive 

images or thoughts, suicidal thoughts, any history of suicide attempts or gestures, 

current or past self-mutilation (cutting, burning, hair-pulling, scratching, pinching, 

self-piercing or self-tattooing), hallucinations or delusions. 

The goal of this comprehensive assessment is not only to identify the existence 

or possibility of child abuse trauma, but to determine its current impact on the client's 

state of well-being. The assessment should help the counselor and the client reach 

some conclusions on the most pressing areas to be addressed. It should also include 

an assessment of the client's internal strengths and external resources, as these will 

need to be carefully balanced with the level and pace at which trauma work is 

conducted. Support networks and persons should be identified, as healing from 

trauma cannot be done in isolation. The assessment is therefore extremely valuable in 

preparing treatment goals and plans. 
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Treatment Planning 

Substance abuse is a life-threatening condition. It requires direct and immediate 

intervention (Gorski, 1989). Abstinence is a necessary condition for recovery, but it 

is not the sole criteria. This must be the first goal, or any subsequent attempts to 

address the trauma will be unsuccessful. Initial abstinence in early recovery may 

involve withdrawal syndromes, and the treatment plan must take into account the most 

appropriate setting for that to be accomplished. 

Following a thorough assessment, the counselor and client must work together 

to develop a treatment plan that meets the individual's needs. If the client is having 

severe flashbacks and intrusive imagery, she may be unable to maintain abstinence 

without first containing the psychiatric symptoms; abstinence should still be a primary 

goal on the treatment plan. If she is involved in other self-destructive behaviors, 

these should be addressed early on. Gorski's (1989) treatment guidelines for 

counseling substance abusers who are adult children of alcoholics are a good example 

of prioritizing. The order of the treatment goals are (1) abstain from alcohol and 

drug use; (2) manage withdrawal syndromes; (3) challenge and eliminate denial of the 

substance abuse; (4) identify ACOA issues which threaten sobriety; (5) treat severe 

ACOA issues, such as physical and sexual abuse or severe neglect, early in recovery; 

(6) keep the focus on the substance abuse problem; and (7) begin ACOA therapy 

when they are in stable remission from the substance abuse. 

It is important that the quality of respect be foremost in the treatment planning 

process. The client will need to decide what she is ready and willing to work on in 
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the counseling setting. However, it is also the counselor's responsibility to present 

his or her perception of the client's strengths and needs, and how these will interact in 

the counseling process. If a client is engaged in and attached to self-destructive 

behaviors, such as cutting on herself, and she does not wish to address this, the 

counselor must then seek the client's agreement to explore the function and basis of 

the self-destructive behavior. 

One part of treatment planning with this population is to prepare for the 

exacerbation of symptoms—including anxiety, depression, intrusive memories and 

flashbacks—as the trauma work proceeds. Treatment plans need to include 

emergency plans which state clearly the responsibilities of both the client and the 

counselor. The survivor should have a written emergency plan, and the plan needs to 

include names and phone numbers of safe and supportive individuals whom she can 

call day or night. It should list a variety of alternatives to self-destructive behaviors. 

One suggestion for self-mutilators is to use art markers to draw on the body rather 

than make incisions with razor blades or other instruments (Lettner, 1993). Family 

members and significant others should also have copies of the plan, and know the 

criteria for accessing emergency services—when the survivor is clearly suicidal, has 

severe flashbacks and difficulty reconnecting with present reality, or becomes violent 

or out of control behaviorally. 

Abstinence 

Abstinence is the first step in substance abuse recovery, and it is an essential 
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step in trauma recovery. An individual cannot fully heal from the trauma when she is 

still repressing the memories and feelings with substances. A common theme in 12-

Step recovery programs is to not attempt major life changes or undertakings within 

the first twelve months of sobriety. E. S. Blume (1990) concurs, but acknowledges 

that it is sometimes not possible to wait that long due to the disruption caused by 

post-traumatic symptoms in a woman's life. Abstinence from substances may trigger 

almost immediate reactions, which may surface in the form of PTSD. 

Clients who have a history of repeated relapse or inability to maintain even 

short-term sobriety are likely to have underlying issues which need to be addressed 

(Gorski, 1989). If a client is able to commit to attaining abstinence from the 

substance abuse, it is possible to work conjointly on the trauma and substance abuse. 

For this client, short-term abstinence contracts may be useful; the counseling process 

will focus on containing the traumatic material which is triggering relapse (Barrett & 

Trepper, 1991). 

Safety and Containment 

According to Herman (1992), safety is the first task of the trauma recovery 

process, and this includes safety within the self, safety in the therapeutic relationship, 

and environmental safety. Establishing safety starts with the survivor's internal 

environment and works outward to the external surroundings; this may be a long-term 

process. Regardless of the time it takes, Herman (1992) believes that "no other 

therapeutic work should even be attempted until a reasonable degree of safety has 
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been achieved" (pp. 159-160). 

In creating safety, the survivor must begin to feel safe with her feelings and 

thoughts, and learn how to manage both feelings and any physiological symptoms 

(such as hyperarousal or anxiety attacks) through cognitive and behavioral techniques. 

The substance abuser has learned how to medicate painful affective states, and she 

now needs to learn new methods of self-soothing and affect reduction (Herman, 

1992). 

She must attend to basic self-care, which she may have neglected or avoided. 

She must address the creation of safety in her environment, which she will need the 

support of others to do. For the survivor of child abuse trauma, these processes may 

be difficult and complex, but safety is a necessary prerequisite to the inner work of 

trauma recovery (Herman, 1992). 

Containment is the concept of providing safety in healing, by creating a 

container where the survivor can experience the trauma without it spilling over and 

affecting every part of her daily life (Bass & Davis, 1988; Herman, 1992). It 

promotes a sense of personal power and control over the trauma, without falling back 

into reliance on substance abuse. Containment can be achieved in a number of ways. 

The counseling relationship and the counseling session itself are containment fields, 

and many trauma survivors report being able to repress or hold back emerging 

memories or feelings until they could reach the safety of the counselor's office. 

Containment can also be created psychically, through the combined use of imagery 

and relaxation techniques, where the survivor learns to visually place the 
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overwhelming thoughts, feelings, and/or sensations into a container until she reaches a 

place of safety to process the material. 

Support Networks 

Development of support networks are actually a component of creating safety 

and containment in the survivor's external world. These networks may be composed 

of other trauma survivors, supportive family members, 12-Step sponsor, recovering 

friends, and professionals. This process will be very difficult for the trauma 

survivor, one of whose main coping strategies has been isolation. None the less, the 

value of support will become clear when the survivor begins to deal with emerging 

memories and the fear and panic associated with an increase in psychic discomfort. 

The survivor needs to have an emergency plan, as described previously, with which 

she and her support network are familiar, in the case of overwhelming symptoms or 

the emergence of suicidal ideation. 

Inner Work 

The process of remembering and mourning, as Herman (1992) describes it, is 

the core of the inner work, the fourth stage of trauma recovery. There is often a 

misperception that this part of the treatment process is somehow the most important 

and should be the main focus of counseling. In reality, it is only one step of the 

healing process, albeit a necessary one. The techniques for bringing about 

remembrance are actually fairly straight forward. However, it is the pacing of this 
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work which is crucial to maintaining safety, including sobriety, for the trauma 

survivor. The search for memories should never be done at the risk of the client's 

safety (Herman, 1992). 

Inner work techniques are designed to assist the client in developing and 

integrating the story of her trauma. As such, they encompass a wide range of 

techniques, and the use of these will depend on the counselor's experience and the 

client's preference. Useful techniques are Gestalt dialogues, dream analysis, 

visualization, hypnosis, anger work, art therapy, body work, Holotropic breathwork, 

journalling, meditation, and abreactive work. The goal of these techniques is to gain 

a more complete picture of the trauma, the sensations, thoughts, and feelings which 

connect with the event, and then to integrate these into the client's understanding. 

Memory components are often split apart in response to the trauma; the reintegration 

of physical, mental, visual, and emotional memories is essential to the healing process 

(Lettner, 1993). 

An important caution should be given regarding regressive and abreactive work. 

While going back into and reexperiencing the trauma may allow the survivor to gain 

more information and integrate pieces of the experience, it must not be done 

prematurely, before adequate internal safety and trust in the counseling relationship 

have developed; otherwise, it becomes just one more experience of trauma in a life of 

trauma. 

Anger will surface at some point in the healing process, and the survivor will 

need techniques for processing and releasing the anger without harming herself or 
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anyone else (Breyller, personal communication, June 6, 1993). According to Lettner 

(1993), anger work can be done with big or small muscle work. Big muscle work 

includes smashing items (eggs, clay models), tearing up pictures or representations of 

the perpetrator, visualizing fighting back against the perpetrator during physical 

exertion (such as racquetball), and any other form of strong physical exertion, from 

fast walking or pulling weeds to housecleaning or shoveling show. Small muscle 

work, such as journalling, drawing, letter writing, and listing, can both release anger 

and help clarify thoughts and feelings regarding the abuse. "This is part of letting go 

and pushing away ... it is not just about being angry" (Lettner, 1993). Therefore, 

anger work always needs to be followed with gentleness and self-care. 

Grief is a natural response to loss, and those who have experienced child abuse 

trauma have a great deal to grieve. Unfortunately, most trauma survivors have used 

defensive mechanisms to repress the grief in order to survive. The grief recovery 

program developed by James and Cherry (1988) is an excellent one to use with 

trauma survivors; it focuses on healing in community. The authors describe five 

stages of healing: gaining awareness of the uncompleted loss, accepting responsibility 

for grieving, identifying communications that need to be made, taking actions to 

communicate those, and moving through and past the loss by sharing with others. 

Relapse Prevention for Trauma Survivors 

Relapse is triggered by two types of stimuli—intrapersonal and interpersonal 

(Daley & Marlatt, 1992). Special attention must be paid to relapse prevention with 
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trauma survivors, as the trauma recovery process for these women will affect 

intrapersonal stability and almost automatically trigger the urge to drink or use 

(Barrett & Trepper, 1991). The components of substance abuse relapse prevention 

include the need 

to develop new coping skills for handling high-risk situations and relapse 

warning signs; make lifestyle changes so as to decrease the need for alcohol, 

drugs, or tobacco; increase healthy activities; prepare for interrupting lapses so 

that they do not end in a full-blown relapse; and prepare for interrupting 

relapses so that adverse consequences can be minimized (Daley & Marlatt, 

1992, p. 535). 

Cognitive interventions can help the client identify triggers, warning signs, and 

dangerous situations. Behavioral rehearsal assists the client in developing and 

strengthening coping strategies; desensitization and self-nurturing techniques can 

reduce the temptation to medicate painful affects. It is also critical to know when a 

trauma survivor is most likely to relapse, and to prepare for these times. 

Young's (1990) work on incest and relapse generalizes to other types of child 

abuse trauma survivors. Four key triggers for substance abuse relapse are (1) when 

unknown memories are triggered—through anniversaries, by direct or symbolic 

environmental triggers, or through contact with the family—or when these repressed 

memories begin to surface; (2) when the repressed feelings from the abuse start to 

emerge, or when frozen feelings in general start to thaw; (3) when normal life 

stressors or changes occur, as trauma survivors have damaged coping skills and tend 
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to overreact to normal stimuli; and (4) when secondary compulsive behaviors 

surface—behaviors which may have coexisted with the substance abuse but were not 

addressed, or which developed in order to fill the role previously served by the 

substance abuse. The triggers may not be identified until after a lapse or near-lapse. 

These slips provide information which can be used in the treatment process. 

Education and Bibliotherapv 

Concurrent with each stage of trauma counseling and recovery is the need to 

provide information to the client regarding abuse, trauma, and the recovery process. 

This information should be tailored to the client's specific needs and stage of 

recovery. It might include a description of PTSD and how stress and anxiety 

symptoms are triggered. It might be more general readings on using affirmations and 

positive thinking (cognitive restructuring techniques). Also helpful are self-help 

guides and workbooks, and stories of hope and healing by other survivors. Some 

suggested readings for clients are included at the end of the handbook. 
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SECTION V 
RESOURCES 

Self-Help Groups (check phone directory or information & referral agencies) 

Survivors of Incest Anonymous (SIA) or Incest Survivors Anonymous (ISA), 12-Step 
recovery programs for survivors and partners of survivors 
ISA World Service Office, P.O. Box 5613, Long Beach, CA 90805; (213) 422-1632 

Al-Anon Adult Children of Alcoholics, a 12-Step program also used by adult children 
of dysfunctional families and adults abused as children 
Al-Anon Family Groups, P.O. Box 862, Midtown Station, New York, NY 10018 

Women for Sobriety, non- 12-step self-help group for women substance abusers 
P.O. Box 618, Quakertown, PA 18951; (215) 536-8026 

Chrysalis, for women sexual abuse survivors, based on Women for Sobriety program 
P. O. Box 3075, La Crosse, WI 54601-3075 

Adults Molested as Children United (a program of Parents United International) 
232 East Gish Road, San Jose, CA 95112; (408) 453-7616 

National Association for Children of Alcoholics 
31706 Coast Highway #301, South Laguna, CA 92677; (714) 299-3889 

Information Sources 

C. Henry Kempe Center for Prevention & Treatment of Child Abuse & Neglect 
1205 Oneida Street, Denver, CO 80220; (303) 321-3963 

National Child Abuse Hotline (also provides crisis counseling for children and adults) 
6463 Independence Avenue, Woodland Hills, CA 91367; (800) 422-4453 

National Committee for Prevention of Child Abuse 
322 S. Michigan Avenue Suite 1600, Chicago, IL 60604; (312) 663-3520 

Incest Resources Inc./Cambridge Women's Center 
46 Pleasant Street, Cambridge, MA 02139; (617) 354-8807 

Training Programs (contact your local counselors' association) 

Masters & Johnson Sexual Trauma Programs 
1529 River Oaks Road West, New Orleans, LA 70123; 800-598-2040 
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SUGGESTED READINGS FOR COUNSELORS 

Trauma and recovery by Judith Lewis Herman 
1992, BasicBooks, Harper/Collins Publishers 

Child abuse trauma: Theory and treatment of the lasting effects by John Briere 
1992, SAGE Publications 

Counseling for post-traumatic stress disorder by M. J. Scott & S. G. Stradling 
1992, SAGE Publications 

Abuse and victimization across the life span by M. B. Straus 
1988, Johns Hopkins University Press 

Father-daughter incest by Judith Lewis Herman 
1981, Harvard University Press 

Shattered assumptions by R. Janoff-Bulman 
1992, The Free Press 

Trauma and its wake edited by Charles Figley 
1985, Brunner/Mazel 

Child sexual abuse: New theory and research by David Finkelhor 
1984, Free Press 

Childhood antecedents of multiple personality edited by Richard Kluft 
1985, American Psychiatric Press 

Diagnosis and treatment of multiple personality disorder by Frank Putnam 
1989, Guilford Press 

Psychological trauma edited by Bessel van der Kolk 
1987, American Psychiatric Press 

Healing the incest wound: Adult survivors in therapy by Christine Courtois 
1988, W. W. Norton 

Soul murder: The effects of childhood abuse and deprivation by Leonard Shengold 
1989, Fawcett Columbine. 

Treatment of adult survivors of childhood abuse by Eliana Gil 
1988, Launch Press. 
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SUGGESTED READINGS FOR CLIENTS 

The courage to heal by Ellen Bass & Laura Davis 
1988, Harper & Row, ISBN 0-06-096234-8 
Written specifically for sexual abuse survivors, but useful for other survivors 

Secret survivors: Uncovering incest and its aftereffects in women by E. Sue Blume 
1990, Ballantine Books, ISBN 0-345-36979-3 

After the tears: Reclaiming the personal losses of childhood by Jane Middelton-Moz 
& Lorie Dwinell 
1986, Health Communications, ISBN 0-932194-36-2 

Healing vour sexual self by Janet Woititz 
1989, Health Communications, ISBN 1-55874-018-X 
A straight-forward self-help manual for healing for child sexual abuse survivors 

Healing the child within: Discovery and recovery for adult children of dysfunctional 
families by Charles Whitfield 
1987, Health Communications, ISBN 0-932194-40-0 

When you're readv: A woman's healing from childhood physical and sexual abuse bv 
her mother by Kathy Evert and Inie Bijkerk 
1987, Launch Press, ISBN 0-9613205-4-2 

Healing the shame that binds vou by John Bradshaw 
1988, Health Communications 

Outgrowing the pain: A book for and about adults abused as children by Eliana Gil 
1983, Launch Press, ISBN 0-9613205-0-8 

Becoming whole again: Help for women survivors of childhood sexual abuse By Vera 
Gallagher, 1991, TAB Books, ISBN 0-8306-7657-0 

United we stand: A book for people with multiple personalities by Eliana Gil 
1990, Launch Press, ISBN 0-9613205-9-1 
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July 12, 1993 

Dear 

As I explained in our telephone conversation, I am preparing a handbook for 
substance abuse counselors in private practice on how to recognize and treat child 
abuse trauma in women substance abusers. This project is part of my thesis for a 
Master of Arts degree in Counseling and Guidance from the University of Arizona. 
I appreciate your willingness to assist me in this venture. 

The enclosed draft manuscript is a work in progress. Please read it and make 
comments on the document itself if you wish, then complete the evaluation form at 
the end. This process may take between one and two hours. Your participation is of 
course completely voluntary, and you may stop at any time. If you are unable to 
complete the evaluation, please let me know as soon as possible. I will arrange to 
pick up the handbook and evaluation forms on or before Monday, July 19, 1993. 
Please notify me if you complete it sooner than July 19th. 

If you have any questions concerning this process, please contact me at my office, 
690-1566, or at home, 323-3001. 

Again, I thank you for your time and consideration. 

Sincerely, 

Beth Banks 
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Handbook Evaluation 

By completing this evaluation form, the following assumptions will be made: 

(1) you have read the accompanying cover letter, and 
(2) you have given your consent to participate in this project. 

1. Is the handbook clearly written and easy to understand? 

YES NO 

Comments 

2. How do you feel about the length of the handbook? 

TOO LONG TOO SHORT JUST RIGHT _ 

3. Did you find the handbook informative on its stated topic? 

YES NO 

Comments 

4. Do you think this handbook would be useful to substance abuse counselors in 
private practice? 

YES NO 

Comments 
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5. Do you have any suggestions for topics which should be added? 

6. Did you find any sections which you would like expanded? Which ones? 

6. Are there any sections which you feel should be deleted or pared down? Which 
ones? 

7. Do you have any additional comments or suggestions regarding this draft 
handbook? 
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