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“The Telling of Terror”

Helping Trauma Survivors Construct a Therapeutic Narrative

Iain Bourne & Billie Oliver (1998)

“Give sorrow words: the grief that does not speak

whispers the o’er fraught heart and bids it break.”

(MacBeth)

Meichembaum (1994) suggests that people “make meaning of their lives by organising key events into stories which they incorporate into a larger life narrative.” Similarly Mair (1988), offers the following perspective “We live in and through stories. They conjure up worlds. We do not know the world other than a story world. Stories inform life. They hold us together and keep us apart.” In this article we will explore the therapeutic importance of the way in which the survivor constructs the story of their traumatic experience.

Trauma comes from the Greek “to pierce” and a psychological trauma
 can be considered to be something that creates a rupture in the story-line that, until now, has helped us to make sense of who we are, and what kind of world we inhabit. Listen to the statements of disbelief that cascade from lips of survivors of a traumatic experience: “Why me?” “It’s not fair,” “What kind of God can let this happen?” “I don’t know who I am any more,” “It’s like a rug has been pulled from under me.” It’s as if the rules, assumptions, or beliefs underpinning their personal story have suddenly been violated rendering the story itself, and indeed their life, incoherent. As such, trauma can also be considered as a loss, not of another, but of oneself, and one’s world (see Brown & Bourne, 1996 for a more detailed analysis of the process of adapting through trauma, also Epstein, 1991, Janoff-Bulman, 1992, and Raphael, 1986).

Let’s first consider what makes a particular event traumatic. One major factor, as already mentioned, is that the event challenges our belief system. If trauma can be considered as the loss of oneself, and of one’s world, then it might follow that the process of recovery will mirror that of other forms of adjustment to loss. Indeed much of the trauma counselling model developed for the RSA Diploma in Posttraumatic Stress Counselling focuses on facilitating healthy adjustment to changing belief systems. However, our over-riding experience is that this process cannot even begin while the survivor remains locked in the trauma.

So what locks the survivor in the trauma such that they become unable to put their experience into the past (as evidenced by nightmares, flashbacks, startle responses, acting as if still in the incident, and so forth)? Firstly, at the time of the incident they may have been shocked, overwhelmed, terrified, and highly aroused with adrenaline pumping through their body. In such a state, it is likely that, whatever they took in of the incident, large chunks would become fragmented and mixed up. Furthermore, as they subsequently attempt to construct their own narrative of the incident, they are likely to find that parts of their story are missing leaving it incomplete and difficult to ‘put away.’ On the flip side of these ruminations, parts of the incident may have confronted them with aspects of themselves that feel shameful and intolerable. When these aspects come back into their awareness, rather than looking at them and trying to incorporate them into their story, the tendency will be to forcibly shut them out. The flashbacks and nightmares therefore remain as undigested or processed material that continue to haunt them (van der Kolk & van der Holt, 1991). Some parts of the incident may be outside the survivor’s previous experience, and there may be nowhere, as yet, within their memory’s filing system for them to be logged. Finally, following the incident, secondary stressors such as criminal proceedings, investigations, accusations, breakdown in important relationships, and so forth may have become more immediately pressing, obviating any natural processing of the incident that might otherwise have occurred. 

The primary purpose of creating a therapeutic trauma narrative is to place the incident in the past. The process bears some similarities with other imagery and exposure techniques, but also some clear differences. For example, like Direct Therapy Exposure (see Lyons & Keane, 1989) it involves activation of the fear memory in a safe environment as the survivor is asked to recall the trauma in detail. It is different, however, in that the incident is told in the past tense in order to reinforce the historical context of the event and to reduce the dangers of re-traumatisation, or of triggering panic disorder. The story is also told only once, but in much greater detail, in chronological order and with a lot of coaching by the counsellor. Like Visual-Kinaesthetic Dissociation (Speigel , 1988) the establishment of an anchor point is critical, but the survivor does not have to float out of their body, there is no hypnotic element, and there are no suggestions made. On the contrary, narrative reprocessing places a premium on the survivor’s safety, and in this respect it is worth heeding Turnbull’s (1994) warning:

“traumatic experience must never be embellished by the therapist’s viewpoint. The trauma has to be expressed just as the survivors experienced it, taking their perspective … It is very important during this phase to avoid uncontrolled catharsis which would produce a maelstrom of information without structure … Such a stormy overspill would also jeopardise the fragile, emergent sense of being back in control.”

We will now look at the key functions of narrative reprocessing, before identifying its components, and how they link together into a coherent protocol. This is what the narrative reprocessing aims to achieve:

1. When the survivor experienced the trauma originally, they may well have felt out of control, and quite probably continue to feel that way. As they talk through their story this time, the aim is to tell it in all its horror, while remaining in control. This can be facilitated through active coaching and providing a very clear structure on which to hang their experiences.

2. Through the incident fear responses may have become conditioned to particular stimuli that have since become generalised. Thus, if a door was heard slamming during the incident, now all similar sounds may elicit the same reaction. The narrative reprocessing aims to link the fear response not to a single stimulus, but to more complex sets of stimuli that are less likely to recur in their everyday life. This re-conditioning is facilitated through the re-exposure element of the reprocessing.

3. The survivor’s inability to recall some aspects of the trauma may make it difficult for them to put their story away. While Herman (1992) describes the use of hypnosis to uncover memories, this process is highly contentious, potentially dangerous, and we think has no place in counselling. Rather, the narrative reprocessing assists the survivor’s recall by working chronologically, moment by moment through the trauma. In a sense, if the survivor can recall the moment before, they can usually recall the moment after. Typically, through the reprocessing, survivors do spontaneously rediscover important aspects of the story that they had thought were lost.

4. The trauma often appears to leave the survivor feeling ‘lost in time.’ Their pre-trauma life seems to belong to a very distant and different world, while the trauma itself continues to haunt them, and there may be little sense of future. The reprocessing aims to “knit together” the pre-trauma, trauma, and post-trauma worlds into a continuous and linked narrative such that it can begin to make sense.

5. The narrative reprocessing aims to help the survivor place the traumatic experience into a historical context. This is achieved by having them talk in the past tense, even though the incident is recalled in graphic detail – care being taken not to allow the survivor to associate back into the incident.

Before attempting to help the survivor construct their narrative, a number of precautions need to be taken.

1. The counsellor will need to be sure that the survivor does not present a suicide risk, and that if they experience panic attacks they have been well-coached to deal with these.

2. Further contraindications include untreated depression, substance abuse, inability to tolerate intense arousal, and difficulty in using imagery (Litz et al, 1990)

3. Additionally, caution should be exercised where shame plays a central role (Pitman et al, 1991). Recent research (Ehlers et al, 1998) suggests that rape victims respond less well to exposure treatments if they felt completely defeated during the rape than those that continued to plan how they could influence the situation. 

4. The whole procedure and rationale for the narrative should be fully explained to the survivor in an earlier session, and should only go ahead once all reservations have been fully explored and addressed.

5. Since the narrative typically takes about three hours, it will need to be scheduled in such that subsequent appointments or commitments do not result in it becoming rushed.

6. The survivor should be encouraged to plan what they will do, where they will go, and whom they will be with after the session. Often survivors feel ‘spaced out’ afterwards, and should not drive, or make important decisions. Equally, if the survivor is in an emotional state, thought needs to be given to how they will be helped to leave feeling in one piece.

7. In order to determine how to pace the narrative, the counsellor will have to have some details of the incident, its duration, and the worst part. They will also need to know ahead of time if there have been subsequent traumas for the survivor.

8. Close supervision is absolutely essential for thinking through the implications of the reprocessing, exploring the counsellor’s own reactions to what they might hear (and what they might collude in avoiding), and for debriefing afterwards.

Finally, we can clarify the process:

1. Normally the whole narrative is audio-taped, and the survivor’s permission for this should have been negotiated during an earlier session. The survivor is often encouraged to listen to the tape between sessions as a means of creating greater distance between them and the incident (first they were in the incident, then they talked about the incident, then they listen to themselves talk about the incident). The tape is also there to assure the survivor that their story is being caught, and to reduce their need for repetition. With their permission, the tape may also be shared and explored with the supervisor, although it should remain clear that the tape remains the survivor’s property to do with as they please.

2. The counsellor ensures that the survivor understands the process, the way that they will be asked to tell their story, and feels ready to do so. The time available will need to be mapped out so that roughly:

· 25% of the time is allocated to preparing the survivor and establishing the ‘anchor point’

· 50 % of the time to reprocessing the core of the trauma

· 25 % of the time to bring the narrative up to the present, and winding up the session in a way that leaves the survivor feeling safe.

3. The counsellor’s role is perhaps best thought of as being an ally, witness, and coach whose primary concern is the survivor’s safety and well being. They must not judge, interpret, or alter the substance of the survivor’s account. Even apparently supportive and empathic statements like “WE guess that must have felt really scary” are to be avoided as these hold implicit suggestions regarding the state of the survivor’s mind that can lead to unwitting distortions in the story.

4. The counsellor must also be able to make clear distinctions between what the survivor thinks and feels now, and what they were thinking and feeling at the time. This is because when the two converge, there is a greater danger of the survivor associating into the trauma, and re-living it (as opposed to reviewing it).

5. Establishing the anchor point is the first key task on which the survivor and counsellor collaborate. The survivor is asked to identify the moment in time, closest to the incident, when they had no sense of it having begun. Generally we would be thinking of a moment of only a few seconds, or at most minutes before. The counsellor checks carefully that the survivor is satisfied that at that point they had no premonition of what was to follow. The survivor is then asked to build up this point in great detail, describing everything they could see, hear, smell, taste, touch, what they were thinking about, feeling, and doing. This moment needs to be a full and vivid as possible, and the counsellor assists by asking questions to elicit the necessary detail. The anchor point becomes the pre-trauma moment from which the survivor will then knit together their narrative.

6. The anchor point, in addition to being the ‘link with the past’ is also important as the point of safety to which the survivor can be returned should there be a need for a ‘bail out’ procedure.

7. If breaks are going to be necessary, this is a good point to take one. The tape can be used to remind both the survivor and counsellor of the anchor point (it should be sufficiently graphic for both to be able to see it as if watching a movie).

8. From that point the counsellor asks the survivor to begin to tell their story in small chronological chunks. The smaller the chunks, the better, and often the chunks around the core of the trauma will cover time spans of as little as one second. In practice, however, the size of each chunk will vary considerably depending on the duration of the incident. The counsellor guides the survivor not to move onto the next chunk until they have recalled everything they can. As they move onto to subsequent chunks generally the counsellor will need to do less guiding, and may only have to ask what changed and what stayed the same.

9. If the survivor appears to skip a small part of the story, they are gently asked to go back to maintain the chronological sequence. If the survivor becomes emotional, they are offered reassurance, and encouraged them to take up the story when they feel ready – but making sure that the story hasn’t been wound on leaving a gap in the narrative. If the survivor begins to talk in the present tense, they are asked to repeat what they had said in the past tense.

10. The counsellor facilitates the construction of the narrative in detailed chronological chunks through the incident, although generally once the survivor has picked up the rules, intervention may become minimal. At points it can be helpful to summarise (not paraphrase) what the survivor has been saying, taking care to use their words, and not to offer alternatives (e.g. “scared” instead of “frightened”). On the other hand it is acceptable to ask the survivor to define the words that they use, or to clarify vague or generalised descriptions.

11. As the survivor begins to move out of the incident, they are helped to locate the point when they considered the incident (as opposed to its repercussions) to be over. From that point, the narrative can be completed up to the present in lesser detail.

12. Once the narrative is complete, the counsellor checks how the survivor experienced it, and how they are left feeling now. It can also be helpful for the counsellor to share how they experienced witnessing the story. They may be warned that over the next few days they may feel a little ‘spaced out’ or preoccupied, but that is often a sign that their brain is beginning to process the trauma. The counsellor also makes sure that they have plans for the rest of the day, and that they feel safe to leave. 

13. Often the survivor is encouraged to make some time before the next session to listen to the recording of their narrative – as this will help both to desensitise them to the incident, and help them separate from it.

Often we have experienced survivors returning to the following session looking much lighter and unburdened. Sometimes they no longer feel a need for further counselling, but more often while the experience of the trauma is no longer “in their face,” there are many problems of adjustment that remain. The other components of the trauma-counselling model that follows include exploration of their current situation, cognitive restructuring, cognitive reframing, working with challenged beliefs and assumptions, facilitating change, and closure. 

So what are the advantages of narrative reprocessing? It is a method grounded in an examination of the practice and experience of trauma counsellors (and their clients) who have undertaken the RSA Diploma in Posttraumatic Stress Counselling between 1993 and 1998. Unlike other exposure-based methods, it requires that the survivor tell their story so thoroughly that it only needs to be told once. This is important as concerns have been raised over the risk of repeated re-exposure resulting in intolerable arousal, increased shame and guilt (Pitman et al., 1991). While no method of working with trauma survivors can be considered to be without risk, narrative reprocessing provides an alternative to some of the more dangerous procedures and places the survivor’s safety at a premium. It is also a method that has a common sense appeal to many survivors, and can be introduced into an ongoing counselling relationship at any point when the they feel ready. Finally, all this would mean nothing if the method proves ineffective. While the detailed process itself has yet to be placed under rigorous scientific scrutiny, narrative reprocessing is essentially a refinement of other proven psychological interventions. Controlled trials have demonstrated that exposure is an effective treatment for PTSD (Keane et al., 1989, Richards, Lovell, & Marks, 1991) and that it is more effective than supportive counselling and stress inoculation training (Foa et al., 1991). All the current anecdotal evidence, indeed, suggests that it is a remarkably effective, powerful, and yet safe method of working.
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� Here we are restricting the discussion to what Terr (1991) describes as Type I traumas involving a single overwhelming event (e.g. a violent assault), as opposed to Type II traumas that arise through sustained and repeated ordeals (e.g. ongoing physical and sexual abuse). Where a Type I trauma is superimposed on a pre-existing Type II trauma, the Type I trauma can still be addressed using the method described here before integrating it into the wider life narrative.





