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I.
Scenario
Alice is a new client. Her voice is assertive, but she seems to shrink from her surroundings.  As you move through the intake, you take notice of the busy hands, the drawn-in chest, and the widened eyes.  Something is off.  All of her bodily complaints seem… secondary.  But to what?

Thirty minutes pass.  Alice was armored at first – almost combative.  But now you’ve gently loosened the burden of her morning commute, and her breathing has slowed.  You move to her neck, and those big eyes fall shut.  Her skin is warm.  You settle into the suboccipitals, and she opens her mouth.

“That feels different.”  Her voice is low and far away.

“Yes,” you agree.  “Just let me know if I should lighten up.”  She nods.  You linger.  She becomes very quiet.

It begins with a little kick of the right leg. Then a tremble, growing from the pelvis.  Her breathing quickens.  Her whole body is shaking.  Your mind races.  What to do?  This is new.

“Stay calm.  Try to breathe deeply,” you say, as if to yourself.  She lets out a strange gasp, and her eyes pop open.  But she doesn’t see the room.  No one prepared you for this.  “Alice, try to breathe.” You don’t know what else to say.  You hold her as the shaking slowly dissipates, and she begins to cry quietly.  This goes on for several minutes, until she finally becomes still again.

You are relieved, but severely confused.  Is this my fault, you wonder.  What can I tell her now?  As if reading your mind, her eyes look up to meet your own, and she asks you: 

“What just happened?”

What just happened was a somewhat dramatic example of an all-too-common feature of our massage clientele.  Trauma is a fact of life for millions of Americans.  Its sources are so numerous and its effects so variable that it can be challenging for any medical practitioner to identify.  It is insidious, under-reported, and often not severe enough for clinical diagnosis.

Terms like trauma, post-traumatic stress, and PTSD have traditionally occupied the psychiatric realm, and have thus largely escaped the direct examination of bodyworkers.  There has always been mention of bodily ailments in relation to trauma, but the last 20 years have seen the somatic component thrust into center stage.

In one form or another, this will show up on your table.  It probably already has.  Given the prevalence of trauma-related suffering in our society and the recent explosion of interest in massage therapy, we can no longer afford to plead ignorance in this arena.  

This article will serve as a starting point for the interested practitioner.  We’ll discuss the basics of trauma, the underlying physiological mechanisms, and some related pathologies.  Then we’ll give some basic tools for identifying traumatic involvement and ensuring the safety of both client and practitioner.

II.
Trauma: What is it, and why do we care?

“It is a vicious cycle, first set in motion in the service of survival, but enduring as impairment.” – Babette Rothschild, in The Body Remembers
Trauma is a peculiar phenomenon that afflicts humans in the aftermath of overwhelming situations.  These can include, but aren’t limited to: fetal/birth trauma, the death of a loved one, physical injury, severe illness, physical/sexual/emotional abuse, witnessing violence, natural disasters, surgeries (Levine p 53), and motor vehicle accidents.   It is characterized by a wide range of symptoms associated with an undying perception of threat in both mind and body.

The key to understanding trauma is in the body’s response to stress.  We routinely endure stressful events without being traumatized.  Trauma can only occur when a threat overwhelms our ability to respond.   When we humans, like any mammal, sense that neither fighting nor fleeing will work, we instinctually freeze.  The vast energies mobilized for survival are now set into perfect self-opposition.  Though we are highly activated, movement becomes difficult or impossible.  We are in shock.

Our consciousness next performs an amazing feat: if the body must endure an unbearable horror, then the mind quite literally leaves.  It disengages from its bodily sensations, and thus spares us from directly experiencing the event.  This is called dissociation.
Both shock and dissociation are essential survival mechanisms, and do not result in trauma per se.  Trauma happens when we cannot subsequently defuse them.  Our minds and bodies remain activated, fragmented, and frozen in the shadow of dangers long since past.  This state of perpetual readiness is responsible for the majority of psychological symptoms seen in traumatized individuals.  The severity of those symptoms depends on the level of trauma, but they include:

• Anxiety, panic attacks, hypervigilance, hyperactivity, insomnia

• Flashbacks, nightmares, obsessive thoughts, phobias

• Avoidance behaviors, amnesia, cognitive impairment, mood swings

• Depression, personality changes, muted emotional responses

• Headaches, muscle tension, variable pain patterns

(For a range of related somatic pathologies, see section IV)

When these symptoms directly hinder a person’s ability to function in daily life, a doctor or psychiatrist might give a diagnosis of PTSD (Post-Traumatic Stress Disorder). The NIH estimates that 7.7 million Americans over the age of 18, or about 3.5 percent, have PTSD.  But clinicians have long recognized the effects of post-traumatic stress on individuals not impaired enough to merit diagnosis.  It is thus considered likely that some level of trauma affects a large portion of our society.

What makes this condition so special that massage therapists should pay attention? Why do we care? 

1. Because its prevalence is such that we will encounter it, and its manifestations are directly relevant to our work.  

2. Because we can help. A little knowledge goes a long way in defusing traumatic engagement and helping clients feel safe and connected to their bodies. 

3. Because we risk harm to ourselves and to our clients if we engage traumatic symptoms recklessly and without the proper resources.

III.
The Anatomy of Trauma
As stated above, trauma is the result of a normal stress response gone awry.  

Before we examine what trauma looks like on the treatment table, we must establish the underlying mechanisms.  These span the endocrine, neurological, and cognitive realms.

All of these mechanisms are established for our survival, and allow us to respond appropriately to challenges.  Intense emotions enact a state of body-wide readiness, communicated by nerves and chemical transmission.  Humans run into problems when they remain in a state of readiness for too long.  Here’s a brief look at the systems involved, and how trauma affects them:

Brain / Central Nervous System:

At the very center of the human brain lies a collection of structures called the limbic system.  It is common to all mammals, and it is involved in the processing of emotion, motivation, habitual learning, and memory. 

Rothschild calls the limbic system ‘survival central’ (Rothschild p 43). Its dense connections to the autonomic nervous system and the endocrine system allow us to enact full-body responses to emotionally significant situations.  Unfortunately, this means that a prolonged state of activation in the limbic system translates directly into these larger systems.

In addition to prolonged activation, a traumatized nervous system exhibits a few important dysfunctions:

• Implicit vs. Explicit Memory
A normal memory is encoded in two components: implicit and explicit.  Implicit memory contains images, emotions, and unconscious habits, whereas explicit memory contains words, chronological timelines, and conscious learning.  A traumatic memory is largely missing its explicit component.  Instead, we are left with unconscious avoidance behaviors, unexplained anxiety, and disturbing images that aren’t properly relegated to the past.

• Sensorimotor Imprint
Our daily postures and movement patterns are organized from a collection of reflexive responses to incoming sensation. The intense surge of sensation associated with a traumatic event leaves a deep imprint on our reflexive musculature.  Robert Scaer has extensively studied this phenomenon in the aftermath of motor vehicle accidents: “Reflex activation of muscle groups will then be produced in a pattern mimicking that associated with the body movements caused by the accident.”  

Our muscles are still trying to protect us from the original threat.  The result is a sustained contraction of reciprocal antagonists, causing myofascial pain and a host of injuries associated with postural distortion.  

• State-Dependent Recall

Memories and learned skills tend to be easier to recall when we find ourselves in a similar state as when we first encoded them.  This is a useful feature for everyday life: we want to have the most relevant memories closest at hand.

It becomes a problem, however, for the Vietnam veteran who plunges into a flashback at the sound of a firecracker.  A traumatic memory is activated when we encounter similar sensations or emotional states to those associated with the memory.  Even worse, the lack of an explicit component means we might experience the traumatic memory as if it were happening right now.

State-dependent recalls also operate in sensorimotor imprints.  This has direct relevance to our work: manual pressure on a body tissue may recreate some of the sensations present in the initial trauma, and thus re-activate the associated neuromuscular reflexes. (Scaer p52)  Rothschild theorizes that even body postures can trigger associated traumatic memories.  (p36)

These dysfunctions are dependent on the following limbic structures [DIAGRAM]:

• Amygdala

Helps to assign implicit meaning and emotional context to memory.  It can   generally maintain its function during a traumatic experience.
• Hippocampus

Helps assign explicit meaning and narrative context to memory.  Unlike the amygdala, the hippocampus is inhibited during a traumatic experience, thus robbing the corresponding memory of an explicit component.
• Thalamus

Not technically part of the limbic system, it acts as a filter for incoming sensations.  During a highly activated state, it floods the limbic system with sensation that can overwhelm the hippocampus.
• Hypothalamus

Has direct control of both the autonomic nervous system and the endocrine system.  This is the link between emotional states in the brain and stress physiology throughout in the body.
Autonomic Nervous System:  
The autonomic nervous system is divided into two branches – the sympathetic and parasympathetic.  In short, the sympathetic branch is aroused when a threat is perceived, and the parasympathetic branch inhibits this arousal in periods of safety and calm.  They are usually not activated at the same time.

Autonomic nerves control things like heart rate, blood vessel constriction, and muscle tone.  During the early stages of a traumatic experience, our sympathetic branch becomes activated.  We mobilize more and more energy in the hope of either fighting or fleeing the threat.  

When at last we perceive that neither is possible, we experience a tremendous simultaneous activation of the parasympathetic branch.  Both branches are now highly aroused, and we’ve fought ourselves to a standstill.  This is the paralyzing ‘freeze’ response seen in so many traumatic events.  Individuals with trauma often possess autonomic nervous systems that remain in a perpetual tug-of-war.
Neuroendocrine System:  

When emotional states in the limbic system transmit changes to the autonomic nervous system, they also cause a cascade of chemical messages that traverse the bloodstream.
Hypothalamic-Pituitary-Adrenal (HPA) Axis

The hypothalamus controls the endocrine system through the pituitary gland.  Known as the ‘master gland’, the pituitary can release hormones that cause secondary hormone production elsewhere in the body.  In a stress response, the hypothalamus and pituitary stimulate the adrenal glands to produce epinephrine, norepinephrine, and cortisol.

Epinephrine and Norepinephrine 

These “promote short-term preparation of the brain for intense alertness, and the neuromuscular and cardiovascular systems for high level short-term skeletal muscle activity and energy expenditure.” (Scaer p13)  These are the hormones released during the pre-shock phase of sympathetic arousal.  They help mobilize our energies in response to threat.

Cortisol

Acts as a counterbalance to the arousal of epinephrine/norepinephrine, and allows us to buffer our long-term stress response.  When the body is perpetually stressed, the prolonged release of cortisol can cause extensive health problems, such as diabetes, osteoporosis, hypertension, and peptic ulcers.  There is also evidence that long-term cortisol secretion causes neurons to die in the hippocampus. (Scaer p 71)
Related/Derivative Pathologies:  There are many somatic conditions that have shown some relation to trauma, and this is an area of fervent research.  None of these are sure signs of trauma, but they should all get you thinking:

• Migraines  (Fitch & Dryden)   
• Fibromyalgia (scaer p 78-80)

• Chronic Fatigue Syndrome (scaer p 78-80)

• Asthma (Levine p 149)

• Immune disorders (Levine p 149) (Scaer 73-74)

• Endocrine disorders (Levine p 149)

• Whiplash Syndrome 

• Piriformis Syndrome 

• Reflex Sympathetic Dystrophy (Scaer p76-78)

• ‘Psychosomatic’ illnesses such as pain in the neck, back, digestive tract, and severe menstrual pain  (Levine p 149)

• Sexual disinterest/dysfunction  (Levine p 149)

• Self-Medication/Drug Abuse 

IV.
Clues to Keep in Mind
Although trauma can manifest in myriad ways, there are usually some common themes to the story.  Awareness of these themes can clue the massage practitioner in to the possible involvement of trauma in their client.

Risk Factors:  All people are not equal in their response to threatening situations.  The following risk factors contribute to the likelihood and severity of trauma:

1.  Magnitude of the traumatic event:  Remember that magnitude is a highly subjective thing.  Seemingly mundane situations can hold great significance for some people. 
2.  History of prior trauma:  A previously traumatized person is far more likely to be overwhelmed again.  This (along with the next two factors) is why abusive relationships with repetitive cruelty can produce some of the most spectacularly damaging trauma.

3.  The age of the victim:  The earlier in life that a traumatic event occurs, the more likely it is to have enduring effects later on.  

4.  Lack of social support:  Without a trusted external resource, such as a parent or loved one, any potential trauma becomes far more likely to manifest.

5.  Degree of success in responding to threat:  The less successful the person’s response to a threat, the more likely they are to be traumatized.

What does this look like on the treatment table?  Here are some general clues that trauma may be a factor.

• Client cannot tolerate any pressure, or can’t get enough.

• Words and actions are incongruent and confusing, as if their mouth and body are not connected.

• Client dissociates to any degree – this can look like spaciness, lack of presence, unresponsiveness, or a full-blown departure of mind from body.

• Clear sympathetic symptoms, such as feeling cold, shaking, and breathing quickly.

• Intense emotions: most often fear, anxiety, anger, and rage.

• Alternating between hypervigilance and numbness.

• Flashbacks

On Communication and Cognition:  Clients with a history of trauma may present significant communication challenges.  They are often saddled with learning disabilities and poor test-taking skills.  Their ability to follow complex explanations or multi-step instructions (such as home care) can be quite compromised, especially in moments of emotional arousal.  They may find great difficulty in describing bodily sensations.

All of this may frustrate you and seem like simple non-compliance.  It’s important to realize what’s going on and adjust your communication style accordingly.  Slow down, be respectful, and don’t take it personally.  With your help, they may find ways to minimize these difficulties.

V.
How can we help?

Working with trauma requires clarity, presence, and strategy beyond simple protocol.  Technique is less important than approach.  With that in mind, here are some basic tools and concepts:

Intention:   

Nowhere is it more important for us to know the bounds of ethical practice and to be honest about our treatment goals.  While lacking the authority to diagnose or the training to delve into the sources of trauma, we will nonetheless likely be faced with traumatic engagement of some kind.

Here’s the bottom line: we want to be able to competently and compassionately manage what may arise on our table.  We can be greatly therapeutic in the simple act of giving information.  We can work with body sensations, and we can provide a safe place for clients to reacquaint themselves with their body.
Working Safely:

• Establish clear guidelines for communication.  

Gently require that your client be honest about their comfort level.  You should be honest
about your goals and your need for feedback.

• Give the client a sense of control over their fate.  

Be immediately responsive to feedback.  In the most charged regions, you might also try putting their hands on top of your own as you work.

• Establish clear professional boundaries.

Know your role in the client’s recovery, and make sure they know it too.  Unclear boundaries are a detriment to safety and clinical efficacy.

• Establish clear time boundaries.
Fitch and Dryden call this “Building a Safe Container”.  The predictable span of time for each session allows the client to be more present and more in control of their internal processes.  It also allows you to factor in time at the tail end of the session for integrating what happened.

Finding Internal Resources and Slowing Activation:

We can scarcely over-emphasize this point: it is impossible to recover from trauma without immediate and continued access to the resources that lend us strength and stability.  Your job as practitioner will often consist of pulling your client back from excessive levels of activation.  They may desire to engage their trauma fully, and you may want to help them.  But ask yourself this: do they have the resources in this moment to prevent being overwhelmed?  Will they have continued access to those resources tomorrow and the next day?

Rothschild outlines a technique called ‘braking’, which she likens to finding the brake on a car before learning to do anything else.   Before proceeding with any treatment, make sure that you’ve established a few methods of defusing the activation state in your client.  This will give both of you the sense of control necessary to proceed safely.  Here are some simple examples:

• Have them describe things in the room.

• Have them name some feature in the present moment, such as the date.

• Have them look you in the eye (or, if direct personal contact is too intense, look at something in the room).

• Establish a ‘ground’ contact through a non-charged body part, such as the feet.  Your goal here is to bring awareness to an area that does not evoke further anxiety and allows them to calm down.

Re-integration:

Traumatized clients have trouble connecting with their bodies.  Along with that comes trouble connecting to the present moment, utilizing their resources, bridging multiple sensations, and uniting implicit memories with explicit ones. 

These disconnections sometimes lie beyond the bounds of massage practice.  If you suspect that trauma may be a factor with your client, the following principles will increase the likelihood of working safely:

• Build a positive relationship with sensation.

Help your client identify and describe good feelings in their body.  Their physical sense of safety is strengthened by trust in their internal awareness.

• Emphasize the present moment.
‘How does it feel right now?’

• Develop explicit awareness.
Your client might have significant trouble translating sensations into words.  Encourage this process while being patient and respectful.
External Resources:

The identification of dependable external resources is essential for both the client and practitioner.  Here are some common ones:

Resources for the client:

-Professional Counseling (Body-Oriented Psychotherapy works well with massage)


-Community or family support.


-Exercise and general nutrition.

-Other trauma-oriented modalities with skilled practitioners, such as Somatic Experiencing®, EMDR (Eye Movement Desensitization Reprocessing) Craniosacral work, Network Chiropractic, energy work, and homeopathy.

Resources for the practitioner:


-Books and Articles from the reference list below.


-Supervision with a more experienced practitioner.


-Supervision with peers.


-Exploration of your own trauma history and other issues.


-General self-care (massage, exercise, nutrition, etc)

VI.
A missing piece?

“Being threatened engages our deepest resources and allows us to experience our fullest potential as human beings.”

 – Peter Levine, Waking the Tiger

No matter how comprehensive a clinical examination of trauma, there always seems to be a lost component.  Is it possible that this is more than a simple disease process?

The true resolution of past trauma offers more than a mere return to normal.  It is a powerful transformation, offering entirely new possibilities for a person’s life.  It gives meaning to suffering, and hope to the afflicted.

We should always be aware of this larger narrative as we apply our clinical skills.  Our practice must be rooted in compassion, humility, and an appreciation for the strength of our clients.  With those in hand, we have a chance to do some real good.  
