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Abstract. The authors present a new conceptual framework
for assessing and treating traumatized college students. The
framework, constructivist self-development theory (CSDT),
blends object relations, self-psychology, and social cognition
theories. It is founded upon a constructivist view of trauma in

which the individual’s unique history shapes his or her experi- '

ence of traumatic events and defines the adaptation to trauma.
Within this theory, the authors suggest approaches to setting
the frame for trauma therapy, including stabilizing acure

SYmptoms and setting appropriate exXpectations for treatment. .

CSDT provides a framework for the systematic assessment and
practical treatment of three aspects of the self that are affected
by trauma. These include seif-capacities, or the ability to
tolerate strong affect and reguiate self-esteem; cognitive sche-
mas, or beliefs and expectations about seif and others in the
areas of frame of reference (or identiry and world view), safe-
ty, trust, esteem, intimacy, power, and independence; and in-
trusive trauma memories and relared distressing affect, Final-
ly, the authors provide guidelinex for assessing the need for
longer term treatment.
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ver the past decade, mental health profession-
als have been increasingly concemned about the
profound psychological impact of violence
and victimization, including rape and childhood sexual
abuse. The prevalence and incidence of date rape and
other types of sexual victimization have been document-
ed as a significant problem among college populations.'
As interest in the field of traumatic stress has grown, it
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has been necessary to develop new theories and treat-
ment modeis for understanding and intervening with
victimized populations. In this article, we describe a new
theory of trauma and adaptation, the constructivist self-
development theory (CSDT), its theoretical roots, and
the implications of the theory for clinical assessment
and therapeutic interventions with victimized college
students.

Construetivist Selt-Deveiopment Theory

CSDT grew out of our interest in the question of why
SOme trauma survivors are shartered by their victimiza-
tion and others are able to resolve their experiences and
return to health. A review of the literature on psycho-
logical responses to trauma? indicated that sexual abuse
survivors are at greater risk for experiencing depression,
anxiety, anger, seif-esteem disturbances, guilt and
shame, sexual dysfunction, and relationship problems
than are their nonvictimized peers. But the literature
clearly indicates that not all vicrims experience the same
responses and that some fare better psychologically than
others. Do these differences in response patterns have to
do with a person’s pretrauma history or to the unique
characteristics of the trauma experience? Can we under-
stand the traumatic state by focusing on the world of
people and events or on the inner world of the survivor?
These and other questions have led us to spend the last
few years developing a theoretical framework for under-
standing the unique inner experience of trauma survi-
vors that accounts for individual differences in the post-
traumatic state and provides a heuristic framework for
assessment and intervention_’

Rooted in the constructivist tradition, CSDT synthe-
sizes a number of theoretical perspectives. According to
Mahoney* and Mahoney and Lyddon,* the construc-
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tivist perspective is that human beings actively create
and construe their personal realities or representational
models of the world. This becomes a framework from
which the individual orders and assigns meaning to new
experience. From this perspective, then, rape, accidents,
combat, crime, or other serious stressors are not merely
objective events that carry predetermined meanings and
predictable responses. Rather, these events can be un-
derstood only within the context of the victim’s unique
meaning system.

A fundamental construct within CSDT is the notion
of schemata or schemas. These are beliefs, expectations,
and assumptions about oneself, other people, and the
world. Schemas are templates that individuals develop
through their experience, then use to organize informa-
tion and future experience. Over time, these schemas
come 1o be associated with specific emotions or feeling
states. Research has shown that individuals' assump-
tions and expectations about themselves and the world
around them can have profound implications for their
emotional and interpersonal behavior.® In essence, we
believe that the symptoms of posttraumatic stress dis-
order (PTSD) and related psychological disturbances
reflect disruptions to the individual’s unique inner
world and, particularly, his or her internal representa-
tions of self and world, or cognitive schemas,

CSDT bridges object relations and self-psychology
theories with more contemporary theories of social cog-
nition. Within the field of tranmatic stress, it is consis-
tent with the work of Epstein,™ Janoff-Bulman,*? Roth
and Lebowitz,’ S. Roth (unpubiished data, 1989), and
D. Westen (unpublished data, 1989).

CSDT focuses on the impact of trauma on the self
and the psychological needs and related schemas that we
believe are most affected by the experience of trauma.
All of these needs exist within all people. Some are more
salient than others for each indjvidual,

The self is the seat of the individual’s identity and
understanding of how she or he relares to the world and
how the world works. Beljefs refated to the self are
termed frame of reference schemas.

Psychological needs motivate behavior, and they are
shaped by experience. The following six needs are par-
ticularly affected by trauma: (1) safety, the need to feel
safe and reasonably invulnerabie to harm; (2) trust or
dependence, the need to believe in the word or promise
of another and to depend upon- others to meet one’s
needs; (3) esteern, the need to be valued by others, to
have one’s worth validated, and to value others; (4) in-
dependence, the need to control one’s own behavior and
rewards; (5) power, the need to direct or exert control
over others; and (6) intimacy, the need to feel connected
to others through individual relationships and to belong
1o a larger community,

Frame of reference schemas cross ail need areas, in
that they shape one’s sense of identity or beliefs about
who one is (eg, what it means to be a man or woman, a
trauma survivor, what kind of person one feels one is)
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and one’s world view (why things happen as they do,
why people interact as they do, etc).

Schemas are the cognitive manifestations of psycho-
logical needs or the beliefs, assumptions, and expecta-
tions related to these needs, For example, we all need to
feel safe and secure in the world. Schemas related to
safety are our assumptions and beliefs about our per-
sonal safety.

A major process concept underlying CSDT is Piager’st
notion of assimilation-accommodation. Piaget uses
these constructs to explain the increasing differentiation
of schemas over the course of the life span. Assimilation
refers to the process whereby new information is inte.
grated into existing schemas. For example, when a child
consistently interacts with adults who respond to his or
her needs, this informarion is assimilated or ““digested”’
in a way that supports the development of beliefs that
people can be refied upon for support and protection
(which CSDT refers to as trust schemas). Thereafter,
new information is easily assimilated into basic positive
trust schemas.

If that same child is- beaten, sexually molested, or
otherwise badly hurt by a family member, this experi-
€nce cannot be readily assimilated. The child needs to
modify previous schemas through the process of accom-
modation. He or she may eventuaily come to believe
that adults are not very trustworthy and that one cannot
always rely on others for support and care,

In general, we believe that trauma that occurs in the
critical developmental periods of early childhood and
young aduithood, when basic schemas are developing
and identity is stil] fluid, is most likely to produce per-
vasive disturbances in the six need areas. The areas in
which schemas are disrupted will depend upon the in-

_dividual’s unique life history, including his or her socjal

and cultural context. The specific constellation of
schemas will be associated with different affective states
and symptom pictures.

An important aspect of the CSDT perspective is that
trauma is defined by the individual, rather than by the
facts of the event. Psychological trauma, by definition,
requires an accommodation in core schemas about the
self and the -world. Thus, although certain events may
have more potential to be experienced as traumatic than
others, we believe that events are traumatic to the extent
that the individual perceives them as traumaric and,
most specifically, to the extent that trauma disrupts an

- individual’s central psychological needs and reiated

schemas about seif and world, including frame of ref-
erence schemas.

The development of the self, or one’s sense of identity
and the seat of inner life, is a lifelong task, and one that is
of central interest to CSDT. Heaithy early childhood de-
velopment results in an individual with solid seif-esteern
and the capacities to tolerate strong affect, to modulate
self-loathing, and to be alone without being lonely. Early
trauma can impede this development; later trauma can
disrupt the identity as well as the self-capacities,
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Setting the Frame for Therapy With Acute
Trauma Survivors

Managing acute symptoms of distress. Stabilization
is often a necessary first step with survivors of acute
traumas and survivors of multiple or chronic traumas
who are experiencing external stressors or triggers that
are precipitating conscious or unconscious memories of
previous abuse, To resolve traumaric material, clients
cannot be flooded with unmanageabie affect or engag-
ing in dangerous self-destructive behaviors. Overall, this
process of stabilization should invoive actively identify-
ing all the resources (personal, social, environmental,
etc) the client can mobilize during the period of acute
positrauma response, and later, as necessary.

The following guidelines can be useful in working
through the process of stabilization:

* Learn what internal and external resources the cli-
ent needs to promote adaptive functioning. _

* Spend enough time before the end of the therapy
hour to assess what the acutely distressed client needs

_immediately and in the near future to feel safe, in con-
trol, and supported by others.

* Explore what survivors need to do when they expe-
rience suicidal or self-destructive feelings. For exampie,
some clients find it useful to work with the therapist to
develop a-plan about whom to turn to, where to go for
extra support, or ways to find a safe place.

* Establish a safe physical environment, which may
be essential for rape or other crime victims before they
can talk about the trauma. This may mean staying with
friends or relatives, changing the locks, sleeping with a
night light, or other practical solutions.

- * Address anxiety and sleep disorders with a variety

of aids, including guided imagery and relaxation tapes
for'sieep or the temporary use of antianxjety medica-
tion.

Building an alliance based on respect for the indi-
vidual, Our therapeutic approach with trauma victims
is to be as involved and engaged as is possible without
violating therapist-client boundaries. Most clients who
have been severely traumatized want and need to experi-
ence a relationship with a real, warm, concerned human

being who is actively involved with them in an empa- -

thetic, responsive way. As a result, 2 more active, open
stance may be necessary for building an alliance with
these clients.

In the initial alliance-building stage of therapy, we
feel it is important that the trauma therapist convey (1)
hope about ultimately resolving the trauma, (2) a wiil-
ingness to be an active guide in the healing process, () a
capacity to tolerate painful emotions and memories
without either distancing or overreacting, {4) a sense of
compassion and understanding for the victim’s unique
experience, and (5) a clear sense of direction in the re-
covery process.
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ASSESSING AND TREATING TRAUMATIZED STUDENTS

Educating the client about trauma and therapy, we
value psychoeducational approaches as a way of provid.
ing survivors with a framework for understanding the
effects of trauma and setting expectations for the ther.
apy process. Healthcare providers and heaith educators
can normalize the student’s reactions by teaching about
what PTSD is, the way trauma reactions are manifested -
in different people, the fears that people commonly
have when they experience these symptoms {eg, going
crazy, losing control, regressing), and the prognosis
with appropriate treatment, given the individual’s back-
ground and resources,

It can also be useful to educaie students about the
approach-avoidance processes of posttrauma reactions
by saying something like, “Some days you may feei
numb (deadened, like your feelings have died), and the
next day you may feel that you're back to your normat
seif. Then suddenly something will happen inside you or
outside of you that will trigger a memory. You may find
yourself flooded with painful images of what happened
and intolerable feelings. It is perfectly normal to fluc-
tuate between these two very different states. As we
learn more about how and when you experience these
different states, we will graduaily work to make the ex-
tremes less intense, painful, and unpredictable.’”

Because students are accustomed to homework assign-
ments and the use of reading materials, biblictherapy,
which involves suggesting readings related to the stu-
dent’s trauma experience, can be a useful adjunct to

therapy.

It is helpful for healthcare providers to discuss the
course of therapy with the student, outlining prelim-
inary predictions about the length of treatment, treat-
ment approaches, and potential obstacles.

Sefling realistic expectations of treatment. The
therapist should acknowledge to the survivor that it is
impossible to remove the traumatic experience from the
individual’s past or from memory or to completely re-
store the pretrauma frame of reference. With appropri-
ate treatment, however, many students can expect to re-
call their traumatic experiences with less terror or rage
than they may feel at the beginning of therapy.

Heiping the student acknowledge the trauma. The
therapist aiso should acknowiedge the survivor’s am-
bivalence about being in therapy and opening up such
painful material. Student survivors may find the
metaphor of an infected wound to be unseful—one needs
to open it up to heal it, and this will invoive pain.
Reassure the student that this process will be handled
gently and that one can move away from painful materi-
al as necessary.

The issue of control is often central for the survivor
who is feeling very helpiess and powerless. Remind the .
student that you want him or her to have control over
the healing process. We will often say something like, **]
am a guide, but you are the captain.”* Convey a desire to
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proceed in a way that is gentle, nontraumatizing, and
that helps the student feel in control.

Some survivors find it very frightening to share the
details of their traumatic experiences. We let clients
know that they need not talk before they are ready. We
explore what they imagine it might be like if they were to
discuss the details of their experience and help them ex-
amine their fears about losing control and consider what
would make it easier, safer, and less frightening to talk
about details in the session. Clients often struggle with
the issue of how much they must remember or share
about their experiences. Qur answer to this is a very in-
dividual one: Each person needs to remember as much
as is sufficient for him or her to have a sense of under-
standing what happened and why it happened. Each
person needs to talk about what happened, in and out-
side of therapy, as much as is necessary to feel hear .
acknowledged, validated, and accepted. :

Together, helper and student shouid explore the stu-
dent’s internal process for handling strong feelings.
Does she or he tend to avoid strong feelings; devalue
himself or herseif for having painful feelings; use
alcohol, drugs, or food to self-soothe; engage in other
self-destructive behaviors? What helps and what doesn’t
heip when the student is feeling distressed?

We also advise directly confronting the student’s
fears about falling apart. For example, it is often help-
ful to reassure students that they are not going crazy,
that it is normal to have these reactions, that this proc-

ess is necessary in order to heal. It may also be helpful to
* explain that the dread of painful emotions is what
makes it feel overwhelming and that if one accepts the
feelings and goes with them, in a safe place, the fears
about experiencing the pain, and the pain itself, will de-
crease over time,

In summary, a framework for understanding the ef-
fects of trauma and the healing process helps survivors
gain a sense of control over the overwhelming emotional
effects of trauma.

Self-Work

Once the student is out of the acute crisis phase, the
important task for the helper is to begin to assess the
student’s ability to tolerate strong affect, to moderate
self-loathing, and to be alone without being lonely.
These are the self-capacities that are essential to the in-
dividual’s ability to engage in the demanding work of
trauma recovery and to restore or build a positive sense
of self-esteem. The work of developing these self-
capacities, which are generally disrupted by trauma, in-
cludes'learning to know and value oneself.

We encourage trauma survivor clients to begin to

"learn about and value themselves by spending time en-
gaging in activities they enjoy, connecting with others
whom they trust, writing in a journal, engaging in crea-
tive activities, and leaming to identify and name their
feelings. For some individuals, time alone can feel terri-
fying. We help people develop the capacity to be alone
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initially by structuring very brief solo activities. In work
with student survivors, it is essential to attend to the
signs that self-work is needed and to refrain from un-
covering more traumatic material during periods in
which the student is highly distressed. With clients
whose self-capacities are severely impaired, or during
difficuit periods of therapeutic work, we often start
each session with a discussion of ways the client took
care of herself since the previous session and end the ses-
sion with a discussion of what she will need and how she
can get it during the hours and days ahead.

Assessing Disrupted Needs and Related Schemas

All people hold schemas in all six need areas. They
can become disrupted by trauma in a vardety of ways.
Trauma survivors often develop overgeneralized nega-
tive schemas. Without treatment, the student survivor-
can come to hold the belief, for example, that all people
are untrustworthy, rather than the more limited and less -
disruptive belief that some people should not be trusted
in certain situations. These two types of schemas have
very different implications for the individual’s relation-

. ships with others. Overgeneralized negative schemas are

likely to be related to serious disturbances in psychologi-
cal adaptation and interpersonal relationships.

Schemas that are unresponsive to new information
can aiso lead to interpersonal problems for the student

~ survivor. A victim of date rape for whom trust schemas

are extremely disrupted may find it difficult to take_in
information that is discrepant with these schemas. This
woman mught meet many ‘‘nice’’ (nonviolent) men who
could potentially be reliable and supportive friends. The
heightened sensitivity to being betrayed, however, may
make it difficult to make these discriminations.

A third type of problematic schema is represented by
schemas that are fragile or vuinerable to repeated dis-
ruption. Individuals gerierally tend to interpret inter-
personal information in a way that supports or confirms
existing schemas. A rape survivor with negative safety
schemas may be especially tuned in to information
published in the campus newspaper about the incidence
of date rape, confirming her perceptions that the world
is a dangerous place. As a result, she may retraumatize
herself by taking in new information in a way that fur-
ther confirms her disrupted sense of safety.

Recurrent themes that emerge over the course of ther-
apy reflect the individual’s central areas of schema dis-
ruption. These themes may be expressed directly through
statements; indirectly, through mood and behavior; or
symbolically, through recurrent dreams, nightmares, or
trauma memories. The assessment of specific areas of
disruption for the student survivor takes place through
listening for these themes in the clinical material and in
the particulars of the traumatic memories. In the appen-
dix, we [ist specific beliefs, emotional states, and behav-
jors that reflect disruptions related 10 identiry and world
view (frame of reference) and the six need areas,
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Resolving Disrupted Schemas

Therapeutic schema work involves gently challenging
schemas that are disruptive to the individual’s function-
ing and providing experiences within the therapy and
the outside world that graduaily lead to the development
of new, more positive schemas.

Core schemas that have been disrupted often change
through experiential learning, that is, discrepant ex-
periences that challenge one’s disrupted beliefs about
oneself and the world. For example, student-survivors
may need to learn gradually that the world is not always
an unsafe and malevolent place and that people don’t
always betray you if you allow yourself to get close to
others.

Our approach to developing possible new experiences
with clients depends upon their central schema areas.
The following guidelfines are designed to address disrup-
tions in each schema area:

Safety

* Helping the survivor find both concrete and sym-

bolic ways of fesling safe

¢ Initiating systematic desensitization and a gradual
mastery of feared situations

* Encouraging actions to decrease the sense of vuJ-
nerability, including going to self-defense classes, in-
stalling burglar alarms, and buying a watchdog

* Learning how to establish boundaries between one-
self and dangerous others and behaving in an assertive
way in response to boundary violations

¢ Using guided imagery or relaxation tapes focused
on finding a safe, protected, soothing piace within one’s
mind thar is a haven during times of distress

Trust

® Leaming that trusting others is not an all-or-
nothing process but something that needs to be devel-
oped slowly through appropriate testing behavior

* Exploring what the student needs to reestablish
trust within his or her relationships

* Reestablishing ties with friends who are suppomvc
and trustworthy

® Testing trust in the therapeutic relationship and
working through fears of being betrayed or violated

Independence

¢ Encouraging healthy ways in which the survivor
can become more independent while balancing this with
the equaily heaithy need for support

* Mobilizing one’s fighting spirit through social ac-
tivism, tuming one’s trauma into a gift for others, tak-
ing 2 stand on important personal and social issues

* Finding opportunities to reassert one’s independ-
ence in safe ways rather than restricting one’s activities
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* Learning to have compassion for the self that may
temporarily feel more helpless, out of control, and in
need of support .

Esteem

* Promoting group therapy or self-help groups as a
way of changing disrupted esteem schemas; for exam-
ple, students can interact with other survivors who
struggle with issues of self-blame and shame

* Facilitating an internalization of the therapist’s
regard for the individual’s many strengths and assets

* Encouraging participation in activities of which the
survivor feels proud and that promote mastery and seif-
esteem

* Finding ways of reconnecting with the lost parts of
the self that the student vajued and cherished in the past

Power-

* Helping controlling and overcontrolled students
understand that the need to dominate is a defense
against underlying feelings of vulnerability, sadness, or
pain

* Encouraging involvement in activities that support
a heaithy sense of mastery over one’s enw.ronment and
relationships

* Promoting involvement in polirical causes, such as
*“Take back the night,”” which can restore a dasrupted
sense of power

Intimacy

* Panticipating in survivor groups can help survivors
feel “I'm not alone,”” ‘Y'm not a freak”’

* Reconnecting with old friends, becoming invoived
in supportive social/religious/political groups

Frame of Reference

¢ Exploring specific ways in which trauma disrupted
the sense of identity, For example, questions such as
*How are you different now, what changed, what
about your old self do you miss, how migiit you imagine
reclaiming your former self and all that you valued

‘about yourself?”* are ways of exploring disruptions to

one’s identity

* ldentifying and exploring ways in which one’s
gender identity or sense of comfort with one’s gender
may have been disrupted by the trauma, such as feelings
of confusion about what it means to be a man or woman
in this culture or subculture within the context of one’s
victimization

® Helping the survivor understand how she or he
made sense of the experience and how these attributions
may have particular costs/benefits. For example, self-
biame may be adaptive 1o the extent that it protects one
from the terrible reality that violent events may happen
randomly. However, it may be maladaptive to the ex-
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tent that it produces feelings of guilt, shame and seif-
loathing

Other suggestions for resolving disrupted schemas,
such as through the therapeutic relationship, are de-
scribed in depth elsewhere.™ All of these approaches
need to be discussed with the student and modified, de-
pending upon the individual’s coping resources and so-
cial support system.

"Overall, we recommend that helpers be creative in ex-
ploring ways that the student can restore previously pos-
itive schemas about the self and the world. Each sur-
vivor will have different schema areas that are more or
less salient for him or her, depending upon life history,
social-cultural context, and personal resources.

Managing Intrusive Imagery

For the acute trauma survivor, as well as for survivors
of chronic traumas who are now dealing with the emer-
gence of traumatic material, & is essential that we help
the student survivor manage these recoilections so that
they are not overwhelming to the recovery process. The
following are general guidelines for assessment of mem-
ory disturbances and clinical management.

Expiore with the student when the instrusive images
or flashbacks emerge. For example, do they tend to oc-
cur at night? While the student is alone? Are they trig-
gered by certain people who remind the student of the
perpetrator, by television shows, climate {eg, a muggy
night), smells (alcohol on someone’s breath)? Under-
standing the specific triggers to the emergence of mem-
ories is often a reljef because these links age frequently
unconscious. When they are made conscious, the stu-
dent can begin to understand his or her responses in
ways that enhance the experience of safety and control,

Once the triggers are identified, explore ways the per-
50N can cope actively with the memories. It can be heip-
ful to work with the student to regulate exposure to
situations that trigger memories. One might, for exam-
ple, want to avoid reading every newspaper account or
seeing a movie. about rape or otherwise overexposing
oneseif to traumatic material.

Developing an emergency pian for times of great dis-
tress can also be very useful. This may inciude thinking
through such questions as “Whom can I call? Where
can I go for support? What do I need right now?”" It is
important to spend some time at the end of each session
exploring with the survivor what he or she needs to calm
and soothe himself or herself when distressed, how to
mobilize resources when the memories are overwhelm-
ing, and so forth. )

As a short-term coping strategy, some people may
find distraction useful--engaging in school activities,
doing homework, or working crossword puxzzles. En-
couraging students to think ahead to the future rather
than dwelling on the past can provide distraction from
intrusive memories and can also provide the ground-
work for self-building,
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Transforming the dreaded images into something less
threatening can enhance a feeling of control and mas-
tery. Examples of imaginal techniques include having
the student transform the perpetrator into a toad, imag-
ining himself or herself being surrounded by white light
while in frightening situations, or imagining the perpe-
trator being frozen and disintegrating. These are some
of the images that survivors have spontaneously devel-
oped in therapy that have helped them manage frighten-
ing, intrusive images. It is important not to impose the
therapist’s own ideas on the student but, rather, to help
the student find creative ways of transforming the trau-
matic imagery,

As the student survivor is increasingly able to cope
with the painful, intrusive memories, she or he must
eventually probe into and express the painful imagery in
some detail. For example, asking student clients ques-
tions such as, ““What do you see, can you describe the
pictures in your mind? Can you describe what you are
smelling, hearing, sensing?”’ can help gain access to the
imagery system of memory. Because imagery is the gate-
way to the emotions," this work should only occur once
the person has sufficient inner resources or self-
capacities to cope with the powerful feelings that
emerge. The helper must be calm and soothing when the
survivor is recalling an emotionally charged traumatic
memory. For example, while the person is crying, the
helper might gently say, “‘Of course you fee] sad; you
were badly hurt.” Reassure students that they are doing
important work and that they have considerable re-
sources to draw upon. Reminding survivors that they
have already endured the trauma once and survived it
can also be helpful as they struggle with a dread of
opening these painful memories.

If a student is panicking during a recollection, the
helper should ground him or her to the present reality
and to the helper’s presence. For example, the client
may be directed to focus on some object in the room or
be reminded of the helper’s presence and protection:
“I'm here with you—they can’t hurt you anymore.”
Explore what the student needs to do to feel safe and
grounded in reality here and now.

Art work, journal writing, and other expressive tech-
niques are often used to help express feelings and images
that are difficult to put into words. These approaches
can also help people regulate their exposure to the trau-
matic material in ways that facilitate mastery. For ex-
ample, some students may find it helpful to write down
their images but want to keep the writings locked in the
therapist’s file cabinet until they feel it is safe to ap-
proach this material again. In this way, the student can
titrate his or her exposure to the traumaric memores,

It is very important to explore techniques for backing
away from painful memories before the memories be-
come too overwhelming, otherwise some student sur-
vivors may retraumatize themselves by becoming too
immersed in the traumatic material. Some techniques
for assisting in backing away are taking planned **vaca-
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tions”” from the memory work and devoting time to nur-
turing oneseif, agreeing to move to safer ground during
the next session and acknowledging this openly as a way
of taking care of oneself, using imagery to move away
temporarily from threatening material {eg, one can go
10 one’s “‘safe”” place in one’s mind through imagery),
and developing ways of soothing and calming onself
- through self-nurturant behaviors.

When to Refer for Longer Term Therapy

The focus of this article has been on helping college
students who have experienced an immediate, acute
traumatic event and who presumably have sufficient re-
sources to draw upon to benefit from time-limited,
crisis-oriented approaches. There are times, however,
when brief treatment approaches cannot adequately ad-
dress the often-devastating and longer term effects of
trauma. The following guidelines often point to the

- need for longer term therapy. (1) A history of childhood
abuse emerges in therapy in the course of the explora-
tion of the current trauma. (2) The individual continues
to be overwhelmed when exploring the traumatic mate-
rial or continues to regress to less adaptive ways of fune-
tioning. (3} A pattern of such self-destructive, regressive
behaviors as suicidal tendencies, eating disorders, sub-
stance abuse, sexual acting out emerges. (4) One or
more central schema areas continue to be seriously dis-
rupted. For example, the client persists in feeling chron-
ically unsafe, helpless, and unable to trust others who
were previously trusted in a way that is disruptive to his
or her personal or interpersonaj functioning.

We must acknowiedge thar the effects of trauma are
profound, having a potential impact on many areas of
one’s personal and interpersonal functioning, Although
we use a brief treatment model for many survivors of
acute traumas, we also recognize that continued therapy
may be needed at some future time. Both therapists and
health educators can inform students who are about to
stop counseling about the possible need for continued
therapy and also describe some of the signs that may in-
dicate the need to go back into treatment. This can help

-t0 normalize future responses. We often tefl clients that
they might experience an exacerbation of symproms
around anniversaries or other reminders of the trauma
or during other major life changes, such as getting mar-
ried or having a child. We hope that the current therapy
experience has been positive to the extent that the stu-
dent will be amenable to sesking future treatment and
will not feel ashamed or deeply distressed about any ex-
acerbations that may occur., .

In summary, CSDT provides a map for understand-
ing individual differences in adaptation to trauma, a
map that is respectful of the survivor’s unique needs and
areas of vuinerability. It can serve as a basis for assess-
ment, treatment planning, and intervention with tran-
matized college students as well as other survivors of
victimizing life events,
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APPENDIX
Beliefs, Emational States, and Behaviors Reflecting
Disrupted Schemas

Disturbed Frame of Reference Schemas

The belief that the trauma was an inevitable outcome of one’s
tragic fare

The belief that the world or life is no longer meaningful or
coherent )

An obsessive need to search for answers to the question *“Why
me?"

The belief that chance factors or randomness accounts for
events

A generalized loss of hope

Statements such as, “I"'m not the same person as [ was before,”
“The old me is dead,™ **Something in me died””

Disturbed Safety Schemas

A sense of unique vulnerability to future harm

Chronic anxiety or vigilance in strange situations

Concerns about being able o protect oneself from specific or
vague threats in the futyre

A sense of danger that has overgeneralized to a number of life
situations

The belief that the world is unpredictable, dangerous, and un-
controilable

A belief that one is a “magnet’* for danger or harm

Compuisive behaviors aimed at enhancing safety, such as re-
peatedly checking door kcks :

Avoidance of situations that symbolize danger

Disturbed Trust/Dependency Schemas

The experience of feeling betrayed or abandoned by others

The expectation that other people will disappoint or let the
person down

The fear that others will make a fool of one

The expectation that peopie will hurt the person if given the
opportunity

- Disturbed Independence Schemas

A general devaluation of oneself for being weak, helpless, vul-
nerable, needy, dependent

Statements about how important it is thag the person resolve
difficult situations or be strong enough to cope with any
crisis on her own: a reluctance to ask anyone for help or to
acknowledge that she needs help from others

A strong desire to be self-sufficient

Feeling trapped and restricted

A dread of helplessness or vulnerabiliry

Disturbed Power Schemas

A belief that one cannot control future outcomes in intetper-
sonal relationships

The beiief that one must be in control of others

The belief that others desire, expect, or need to be dominated,
controlled, or oppressed

Disturbed Esteem Schemas

References to the self or parts of the seif as bad, damaged,
flawed, or evil .

The belief that one is responsible for destructive actions or
events

Expressions of profound guilt o unworthiness .

The belief that trauma occurs because of something about the
victim
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The belief that other people are basically bad, evil, or malevo-
fent

Disturbed Intimacy Schemas

Feeling lonely, cut off, alienated from others or the world

Feeling as if the part of oneself that cares for others has died

An inability to fee! engagcd with activities that were formerly
pleasurable

Great difficulty spending time alone
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OHIO

UNIVERSITY

hio State invites nominations and applications from

experienced health care professionals 10 direct the
Student Health Service. This position offers a unique op-
pormniry to build 2 dynamic contcmporary university
health program for students with specific emphasis on
advocating student health needs, developing health pro-
motion and preventive services, steengthening alllances
in the medical community and developing innovative
approaches in funding and service delivery.

The Smdent Health Service is a fully accredited,
mmidspeciality, outpatient health care program pro-
viding services for 53,000 students on the Columbus
campus and 5,000 students on four extended campuses.
The Director is responsible for comprehensive manage-
ment of student health related acrivides. Primary duties
include policy formulation; fiscal planning, develop-
ment and budgeting; service planning and delivery;
supervision of medical and professional staff; general
oversight of facility operations renovations and capital
planning; serving on key University and Student Affairs

Director
Health Services

mammmimnmwwq,Apmmm
CQualified women, minorities, Vieinam-era veterans, and disabled condidares

Committees; reports to the Vice President for Student
Affairs, Salary is negotiable.

Requirements: M.D. or advanced professional or grad-
uate degree or an equivalent combination of education
and experience; extensive progressively responsible
managerial experience in an ambuiatory health care set-
ting; experience in human relations, financial manage-
ment and participatory management, preferably in 2
university setting; experience with automated systems
for patient service delivery desired.

Nominations/applications: send cover letter with brief
statement of vision for furure of health care delivery,
specificaily for college students, plus a current resume ¢o:

Dr. Mary A. Daniels, Chair, Search Committee
Director, Student Health Service

0OsU, 201 Ohio Union, 1739 N. High St.
Columbus, OH 43210

Materiais should be reccived by

February 28, 1992.

Empiloyer.
are encouraged o apply.
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