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ABSTRACT

This doctoral study examines the aspects of psychological trauma and investigates why singular explanatory models
fail compared with a holistic approach. Part of this integrated approach includes the development of a benchmarked
psychometric test, the Sherry Trauma Assessment Test [STAT]) (Copyrighted © Richard Sherry 2011). The test’s
reliability was evaluated using Chronbach’s alpha (p< 0.001 levels of significance), which these findings were
crosschecked with the findings from eleven other psychometric tests to standardise the results. In comparing the data
sets, the STAT test project data was used to both answer fundamental questions within the field of clinical trauma
psychology and confirm the reliability of the newly developed psychometric test. Furthermore, the information was
collected and used to derive a principle component analysis (PCA) to help in developing a model to support current
thinking within the social neuro-scientific arenas as well as to better organize clinical psychology assessment and
treatment approaches. These findings have important implications on how trauma, in particular, the human
neuropsychological learning process, is addressed. This psychometric foundation was then used to develop this newer
model and adaptive tele-medicine platform (Zielinski et al., 2006). This multidisciplinary integration of information,
expertise and models, has served to clarify the effects of maturation in relationship to traumatic response and helped to
refine the understanding of how traumatic phenomena serves to fragment the integration of embedded systems, and
what can be done to reverse these problematic processes in order to replace them with positive cycles of development.

The STAT test findings have shown statistically significant results (p< 0.001 level), which provide quantitatively
grounded evidence in support of this psychometric measure and improve clinical assessment and treatment
approaches. The theoretical model of the STAT test is included in the concept of Integrated Systems Healing, which
was developed independently, but has similar theoretical roots in Goetz and Caron’s (2005) bio-psychosocial model of
the Systemic Healing used in the treatment of sick children. The author describes further conceptual developments
within the concept of Integrated Systems Healing (Copyrighted © Richard Sherry 2011) to include the holistic
systems approach, which could be used for a large-scale treatment with specific interacting components of Integration,
Compassion, Developmentally scaled interventions, and Sustainability or the /CDS Model (Copyrighted © Richard
Sherry 2011). This project has evolved improved strategies for integrative assessment, feedback, and holistic
approaches for learning and programme development to improve people’s lives. These foundations of improved
internal and external dynamic assessment connect to flexible tele-health approaches, using defined cut-off scores, e-
learning modules, and strategies for checking and reassessment. Further work links and integrates processes to
identify and reduce vulnerability and strengthen resiliency and support.
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Chapter 1: Introduction

Context

Placing this project into context, there are several essential factors that make it a relevant and valuable addition to the
professional advancement within clinical psychology as well as the related applications outside of the discipline.
Firstly, individual and organisational stress and trauma related issues cost £25.9 billion annually in the UK alone and
are expected to increase, according to Sainsbury Centre for Mental Health, in 2007 (in Cooper et al, 2009, p. 3).
Moreover, as physical illness related research—such as cardiac and obesity health problems has been accummulating
(see Lanius et al, 2010), the extent of this problem is likely to significantly increase to the detriment of an individuals’
quality of life as well as their socioeconomic level. Secondly, as opposed to some areas of medicine, there are clear
problems with the consistency and agreement of diagnoses within Psychiatry (Spitzer et al., 2005; Mirowsky and
Ross, 1989). Improving the assessment method for psychological emotional functioning and well-being could provide
a revolution within the psychological field. Lastly, psychological stress and trauma could be modelled using a human
neurobiological explanation of conflict; moreover, negative aspects of (aversive) learning could underpin these cycles
of vulnerability (Schore, 2012). In being better able to assess and understand these issues on an integrated spectrum

of information could help to improve a treatment outcome.

Such psychopathology is a major part of vulnerability and a significant contributor to physical illness (Lanius et al.,
2010), unhappiness, job inefficiency, and dysfunctional performance. This negative end of the spectrum does not
include positive ramifications of increasing the positive capacities such as creativity and the enjoyment of people’s
lives; neither are positive gains, made from high performing teams, considered. In sum, the scope of what this
doctoral project methodologically hones in on is discussing the issue of psychological trauma, stress and PTSD
(glossary of terms is included in Appendix I) and changing how both vulnerability and resiliency are addressed.

Additionally, the finer-grained shades of terminology in between these areas need to be acknowledged and integrated.

1.2 Integrating Professional Experience: Why is this a good project for me to carry out?

Previous positions which constitute the author’s clinical and leadership experience include: work as the Lead
Psychologist for a large English Fire Service, the Coordinator for the National Service for Police Psychiatry and later
as the Lead Treating Clinical Psychologist for the European-wide hospital-based in-patient military service. These
posts have experientially influenced my training as well as the development of this project. More specifically, these
roles each assisted in my learning about the operations of systems and the requirements for complex patient
psychological treatment. Together these occupational specialties represent critical areas of trauma research samples
that have been studied. In this project, the author’s training in clinical psychology and related areas has evolved into
this doctoral-level work. The author has undertaken extensive training in each of the areas of clinical psychology,
psychoanalytic psychotherapy, clinical traumatology, organisational and systemic consultancy, conflict/disaster

medicine, extreme environments, clinical neuropsychology, and medical ethics. This training has helped to examine



inconsistencies within the literature as well as the field itself. In response to this training alongside this research
project, the author has developed effective strategies for traumatology and clinical psychology, mainly focusing on
addressing critical gaps in assessment and treatment with the goal of significantly improving overall coherence and

quality of the human condition across a wide spectrum of complex environments.

One of the larger Fire Services in England was the focus of this research. Firstly, because the author has had a long-
standing relationship with this fire service; secondly, fire fighters are known to have a high exposure to traumatic
events (Boozer, 1998); and lastly, with experience in this specialty, the author has developed an “insider” perspective
(Costley et al., 2010) on the workings and culture of the fire department. The majority of this project was largely
based on McFarlane’s (1988) classic study Australian Volunteer Fire fighters and predicting rates of PTSD. This
doctoral project has expanded some of thinking from this original study. The research sample for this doctoral project
has in part utilized fire fighters (in this case professional fire fighters) and the author has studied contributing factors
within possible central mechanisms of interaction of PTSD. For example, the crucial question within trauma
psychology is why the same event will produce a traumatic reaction for one person, but not for another? McFarlane’s
(1988) work raised very interesting questions in looking at what could central factors in psychological trauma be
linked to? In better understanding these mechanisms, the author was interested if these learning points could be used
to improve the field clinical trauma psychology itself, possibly reciprocally improving aspects of well-being and

health.

1.3 The Purpose of This Project

This doctoral project is working to bridge many of the previous gaps within the field to offer an improved method of
identifying and/or reducing vulnerability compared to standard psychological assessment and treatment (see pages 19-
24). The professional knowledge claims are based on a newly validated, developmentally integrated and neuro-
psychologically based psychometric test, the STAT (Sherry Trauma Assessment Test). This integrated psychometric

tool has been developed from a theoretical base model and systemic practical approach to healing trauma.

By linking the literature review to the findings from the study and the STAT test validation, a holistic approach,
addressing psychological trauma treatment, will be offered based on integrating all the methods involved within this

project.

Three main areas covered within the literature review will address and integrate the areas of:
Clinical psychology trauma treatment—:
Innovation and leadership—:

Holistic program development—:
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The author will look at critical gaps within the field and within this doctoral project; he will quantitatively and
theoretically examine this information. The purpose of this task is to improve the coherence and development in the
field of clinical trauma psychology as well as to be able to make improvements, regarding the models within the field,

which can be used to further resolve other areas of conceptual conflict and incoherence.

1.4 Development of a Fourth-Generation Clinical Psychology Psychometric

Therefore, this doctoral project has been designed in response to the problems seen within clinical practice, including
improving clinical diagnosis to better conceptualize underlying issues and organizing their symptoms. These
innovations could highlight why patients might show an inability to maintain these positive gains. The author has
sought to innovate a benchmarked consistent psychological approach, which is the psychological professional
equivalent of a standardized assessment and technology technique, such as an MRI scanner used as a unified
diagnostic assessment to arrive at a medical diagnosis. The goal within this project is to systematize this assessment
for the personality structure and to reliably examine key areas of developmental maturation and neuropsychological
personality functioning. A systematic review, focused on examining the theory and the research of the relevant areas
of clinical literature, was carried out. The literature review has highlighted the need for a multi-disciplinary
perspective. This integrated and systematized clinical approach helps to reduce mistakes so that a correct treatment
can be given to improve a patient’s outcome. This doctoral work establishes a claim for a new production of
professional knowledge supporting the Gibbons et al., (1994) theoretical methodology of integrative trauma treatment,
maintaining a patient’s well-being and health. Furthermore, this project has validated a practical psychometric tool
linking together a fuller spectrum for awareness of illness and health and improving well-being of individuals,

systems, and organisations.

Contextualizing Clinical Trauma Psychology Work-based Learning

These developments are focused on producing individual/organisational sustainable change to improve overall
resilience, performance and well-being. These changes can be linked to strengthen leadership and holistic health
across one’s social network. These innovations in clinical psychological trauma care can lead to large-scale
innovations in holistic program development. However, these developments require considerable leadership
responsibility to help engage others to establish control over the change process. The author intends to reintegrate
these psychology findings into his applied new business venture, Psychological Systems, which is a new Limited
Liability Company aimed at designing assessment, developing preventive strategies and service development plans in
clinical and organisational health psychology programs for profit and non-profit collaborative business projects. This
clinical-trauma psychology framework is working to improve individual/group (social) well-being, quality of life, and
performance. The literature review will articulate the different and complex requirements as documentary evidence to

the reasoning and significance in the theoretical grounding of this project.
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Project Structure

Chapter 1: Introduction: This section contextualizes the scale and scope of the impact of significant issues of trauma
on all aspects of life. This paper outlines essential professional expertise focusing on clinical psychology and reasons
why this is a good project for the author to undertake. This work contextualizes the expertise within the field, the
research focus, and the goals of the project, which in turn brings together a significantly more integrated approach to

psychological trauma treatment.

Summaries and conclusions: Due to the wider scope of training and specialization required for this level of

multidisciplinary framework, the author’s expertise brings a valuable point of professional transformation to provide a
critical change in the conversation around stress and trauma. This doctoral project critically examines highly effective
strategies to validate a new clinical psychology measure. The aim is to use the cutting edge in tele-medicine mental
health approaches (Tracey, 2004) to identify areas of problematic functioning and to work to facilitate (and treat using
clear cut-off spectrum bench marking for mental health and online psycho-educational resources) in order to promote

higher levels of development within the individual as well as improve the contextualised larger social processes.

Chapter 2: Terms of Reference/Objectives and Literature Review

The literature review demonstrates that unnecessary gaps continue to exist in integrating different areas of cognitive,
psychodynamic, and psychometric assessment within the area of trauma research, and even within the core theoretical
and ethical theories themselves (Sherry, 2012; Misselbrook, 2004). There is a recognized area of overlap and little
completed work that fully addresses the assessment and clinical/therapeutic aspects of holistic trauma prevention and
treatment, as applied to psychological traumatology. These gaps in research are especially problematic in
conceptualizing the fundamental clinical neuropsychological theoretical underpinning of the human brain and the way
these affective-biological processes work together socially. A new framework has been developed that begins to
bridge together deficits within these core areas. The central concept the author developed is Integrated Systems
Healing, (Copyrighted © Richard Sherry 2011), which was independently arrived at, but can also be seen as following
a biopsychosocial approach described as “ecosystemic biopsychosocial integration” developed by Goetz and Caron
(2005). This independent redevelopment of the term within this work includes a simplified pathway of four core
ingredients to help address essential areas of Integrative Compassionate Developmental Sustainability (ICDS) Model
(Copyrighted © Richard Sherry 2011). These aspects are contextualised, within a reevaluation of the current field of
clinical trauma psychology and within this related literature, to use the Sherry Trauma Assessment Test (STAT)
(Copyrighted © Richard Sherry 2011) to look at holistic strategies for sustainable change or development in order to
improve mental and physical health and well-being for individuals and social environments. The STAT has been
copyrighted to ensure a clear and protected intellectual property providence especially as it is a core part of the

author’s business and part of his strategic business plan redeveloping a new integrated system of healing.
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Summaries and conclusions: A new model of ICDS has emerged from the attempt to ameliorate and significantly
improve current difficulties within the clinical psychology trauma assessment and treatment approach. As the findings
are similar to the effects of stress on the physical body (Lanius et al., 2010; Goldberger and Breznitz, 1993), these
processes fragment the coherent functioning and integration of systems. This project has developed integrative
approaches to assist in bringing together information using theoretical approaches to help address and improve how

coherence breaks down under these stressful conditions.

Chapter 3: Project Design and Methodology

The design and methodology for a quantitative multiple comparative groups has been carried out, examining
essentially three cornerstone questions related to this professional field. Specifically, having analyzed the data using
critical theory (Winter and Munn-Giddings, 2001) as a discipline in reflecting on some core issues within clinical
trauma psychology, the central thesis of this project is an attempt to compare main models in key areas to develop
standardized psychometric testing approaches. These include ensuring the STAT test has the full test properties
expected of a recognized psychometric test, including: reliability, construct validity, concurrent validity, and
predictive validity. Information was accrued to address gaps in knowledge, and through an in-depth literature and
practice review this information was utilized to examine the underlying theory used to explain these processes and to

improve the coherence of these concepts.

Summaries and conclusions: By clarifying the gaps in knowledge in the field of practiced traumatology and

preventive psychological care, the project hopes to understand more effective approaches to psychological treatment.
These include: the development and use of a measured scale for vulnerabilities as well as strengths, comparing clinical
and non-clinical groups, developing clearer cut-off scores for these categories, and improved learning methods to help
with the psycho-education of managing these problems. This integrated programme can limit the negative impact of
difficult experience, and substantially improve quality of life by helping to provide a clearer outcome-oriented and

positive maturational framework.

Chapter 4: Project Activity:

This work-based doctorate project attempts to integrate research with development, by engaging in a thorough inquiry
and conceptual research. The aim is to synthesize and apply findings from the conceptual research, developing new
clinical tools in a professional organisational framework that logically address the critical gaps within this field, to
improve on professional practice. This large-scale-project is: 1) the development and integration of a psychometric
test (Sherry Trauma Assessment Test, STAT) (Copyrighted © Richard Sherry 2011)"; 2) the development of a new
computer-based assessment tool (with future possibilities for physiological interface, for example, using heart-rate

monitoring paired with questions, timed response, and eye-tracking or pupil dilation integration into the test scoring);

" The Rights and Copyright of the before-mentioned are the sole intellectual property, domain, and designed practical applications of Richard Sherry. University,
Compouter designers, Statisticians, and Business Colaborators have no claim over the copyright, patents, applications, any and all outcomes of this work, or
renumeration that this testing package or the intellectual or theoretical concepts may hold now or in the future of its development or application.
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3) the development of improved feedback and psycho-educational techniques for work with individual (clinical) as
well as organisational assessment (by taking the individual scores and dynamically linking these and developing
group/organisational computer algorithms), being able to update these as a live document with user participation
(similar to Wikipedia); 4) the development of a course and charity to address vulnerable populations linking charities
to work more effectively together. The impact of this information can then be used to increase overall psychological

well-being, reducing absence from work, or improving healthy group/family/organisational functioning.

Measuring and standardizing the STAT test developed for this project with selected and known clinical
psychometrics, deriving a clearer baseline comparison of a full spectrum of very healthy to severely ill functioning
patients, can also achieve this result. This project logically following from the clinical needs, careful literature and
multi-disciplinary literature review has developed an integrated and psychological assessment and treatment approach
that has been created and is currently undergoing the validation process of the British Psychological Society (BPS)
Psychological Testing Section and guidance from the Medical Device Manufactures Regulatory Compliance Process
(EU Parliament, 1993). All of these aspects link together a knowledge approach that serves to establish effective and
innovative strategies for professional change within specialist fields. For example, looking at the gaps in theoretical
and clinical application to see if there are clear accounts of the breakdown of information to reflexively treat the field
of trauma psychology itself, using its own tools of intervention. The impact of this project is the redevelopment to
evolve significantly deeper, unified and vastly improved treatment pathways to reduce vulnerability and improve

quality of life (Roy, 2003).

Summaries and conclusions: The critical gaps of problems in coherent integration within the literature have provided

an opportunity to examine the effects of trauma and how a psychometric test could possibly resolve some of these
outstanding issues: First, by correctly identifying central causative issues and working to address them; Second, by
understanding their relation to healthier development (as well as a clearer model for mental ill-health); And third, to
identify through psycho-education and, if needed, therapeutic individual and/or group treatment, to work towards

positively impacting integrated well-being.

Chapter 5: Findings

Clear sample differences were quantitatively noted between the groups; clinical, fire, and student samples showed
significant variance (p<0.001 levels). The STAT test was equally validated in reliability, construct validity,
concurrent validity, and predictive validity--these scores were significant (p<<0.001 levels). A model using principle
component analysis (PCA) was employed, which found an interactive process between negative and positive factors,
and that intelligence is changed by the inter-relationship of these factors. By extrapolating from the scientific data
what is known about negative emotions and learning, as well as the interaction with stress and inflammation (Goulin

et al., 2011), descriptive links have been made to help assemble a model of what is understood to be happening within

14



the brain and body. The negative factors appear to be weighted as the most influential, and this appears to be critical

in modifying the context, relationship, and environment for experiential learning.

Summaries and conclusions: Clear relationships co-norming this project’s STAT psychometric with 11 other

standardized psychometric tests (see the Findings Section, pages 85-89). These quantitative findings support the
STAT test being significantly validated (p<<0.001 levels) in reliability and validity regarding an integrated spectrum of
illness and well-being, comparing it to widely used clinical psychology measures. There appears to be a significant
causal relationship between dynamic negative and positive factors (p<0.001 levels). Stress is a critical factor, as
information derived from reliable clinical neuropsychological and social processing (Decety and Cacioppo, 2011)
have described data and models that support this doctorate’s findings, especially impacting the level of social and
cognitive intelligence connecting to the human brain’s sensitivity for negative (aversive) learning and stress or fear-
related responses (Monfils, et al., 2009). Such detrimental experiences would likely influence the predisposition
towards vulnerability (Petersen and Wilkinson, 2008) if this exceeded the individual social support structures (Taylor,

2011).

Chapter 6: Discussion

The development of the new, wider spectrum psychometric test and integrated psychological learning environment
has helped to tie together a new, clearer theory of the fragmenting effects of trauma and its relationship to creating
processes of vulnerability for the individual as well as for group processes. It has also shown that through social
support, compassion, and love, this can facilitate integration and a positive vortex of healing, rather than a negative
vortex of trauma (Levine, 1997). The practical developments of this new model of /CDS examine integrated
approaches that aim to reduce vulnerability and increase resiliency in individuals and within larger social structures.
This can be attested to by the positive changes seen first-hand in the author’s clinical practice, and the increased
clarity of clinical formulations of the patients with whom the author of this project has piloted these diagnostic and
treatment developmental approaches during this doctorate. Some of these case examples are followed within this
project write up. It is important to note this project has endeavoured to rigorously examine theory to create the
applied aspects of the STAT psychometric test and approach. Additionally, the theory of Integrated Systems Healing
(Copyrighted © Richard Sherry 2011) constitutes a fully formed psychological philosophical approach and applied
method. Evidence of this includes direct applications of the development of a new ethical approach for disaster relief
humanitarian aid, and fully working flexible computer-based psychometric that has been developed to integrate the
STAT test. This includes capability and delivery for remote delivery e-learning modules to help address areas of risk.
All of these innovations provide a holistic integration that is usually unilaterally missed, especially within the sample
of complex multi axis (See DSM-IV_TR, APA, 2000) diagnosed patients. Overall, this integrated model is derived
from empirical findings. The STAT psychometric test has evolved to include corresponding computer innovations that
have helped redevelop the theory of how trauma affects social relationships, and how to positively transform these

processes.
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Summaries and conclusions: These validation studies of the STAT psychometric test have been used to prototype and
develop a holistic, self-contained system of assessment, feedback, and initial tools to help shift individuals and
groups/organisations from negative strategies and learning styles to positive proactive methods to improve functioning
and support. This has also helped clarify a model for how cognitive and emotional processing has not only a natural
bias towards negative emotions (Schore, 2003b), but also how through stress these processes can be further shifted
towards negative functioning and vulnerability thus intensifying traumatic processes. On the other hand, this cycle
can be positively changed with compassion, support, and love, to increase resilience and over-all performance and
well-being, especially as intellectual performance of all kinds (social-emotional, cognitive, and kinesthetic) appears to

significantly increase when negative processes are reduced.

Chapter 7: Conclusions and Recommendations

In summary, this project establishes a model that works to integrate an approach to identify and treat trauma and
negativity. These challenges can create problematic gaps of what is likely to happen in the brain of the individual as
well as what social groups process within systems. This project examines a process to assemble many of the pieces of
the effects of trauma (as this project documents) to help in identify and properly address how these processes can be
resolved. Thus, to move from fear-based conflict to flexible problem solving, this dissertation outlines the assessment
and treatment pathway that has been developed during this doctorate, which can provide an integrated pathway for
strategies to reduce levels of stress response, especially negativity, as well as improve overall well-being by shifting
the individual and surrounding group to facilitate greater levels of support and care. This clearer integrated
developmental model can be contrasted with the current models (see chapter 2, pages 22—26) where each
standardized assessment and treatment approach fails to provide a contextualised and socially accurate link of
dynamic social and developmental factors. Further development is needed to look at building up norm groups of
specialty samples and to increase the completeness of content or resources for learning modules for the computer-
testing package. From integrating the work taken from this project, it appears it offers an important contribution to the
professional evolution of the improvement of a reflexive approach towards a sustainable integration of better clinical
assessment and treatment, in particular allowing a tele-medicine approach to increase accessibility even to remote

arcas.

Summaries and conclusions: This project represents a substantial addition to the professional theory, thinking, model,

and applied tools through its integrated approach to identify, treat, and improve issues of vulnerability, transforming
these concepts clarifying how resiliency and support within the key aspects of assessment, and first stage of integrated

treatment of psychological distress could be understood to work.
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Chapter 2: Terms of Reference/ Objectives and Literature Review

2.1 Brief Overview of Current Thinking in Relation to Diagnosis, Assessment, and Treatment of Stress and

Trauma Disorders

Many of the questions explored within this doctoral thesis can be summarised with Alexander (1996), who highlighted

the individual treatment of trauma:

“Unfortunately, however, no single [trauma] model has achieved a pre-eminence because none can
accommodate all the critical research data that has been accumulated or can answer some of the more
challenging questions. This includes why some individuals display psychopathology after trauma and others do
not, why some cases of PTSD become chronic and others short-lived, and why some conditions have a delayed
onset. At present, the treatment of posttraumatic conditions has little theoretical basis, and literature reviews
confirm that there have been relatively few properly controlled trials; even the results from these are modest and

make only a limited contribution” (p 2-3).

Alexander et al., (1993) in another important work, also examined the complex organisational impact of stress-related
work environments, concluding the police force studies found marked levels of prevailing occupational stress that
tended to create a manifestation within the police officer’s personal life of poor self-care (e.g. not eating and sleeping

well, relationship difficulties, and feelings of anger).

“Contrary to popular wisdom, exposure to trauma relating to the danger and difficulty of police work—even
where it is violent—is not the outstanding problem. The major associations with stress involve issues of job
design, human relations and personnel management, the organisation of work, and the structure of the police
organisation itself. . . In the face of these findings, it would clearly be a strategic error to consign sole
consideration of occupational stress in the police service to the domain of individual psychology and medical
care. While the provision of suitable welfare services for officers under stress is a vital function of a modern
and humane police personnel department, it will not deal with the organisational and management causes

implied by these findings” (p.155).

This doctorate project addresses the challenge of innovating the individual strategies for assessment, treatment and the
complex interface of the work environment that is increasingly recognized as a critical factor for work failure and loss

of productivity, stress, and other further complications.

In a more recent summary, Alexander’s group, researching psychological trauma, has reiterated this problem, as it

remains unresolved:

“The identification of prognostic indicators of psychopathology post-trauma: Currently, there is no established
method of identifying accurately those victims of trauma who are at risk of developing post-traumatic
psychiatric symptoms and psychosocial problems of adjustment. For this reason, the trauma team has a

particular interest in the identification of the possible psychological, biological, and neurological indicators of
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psychopathology” (RGU: Research website, 2012).

Psychological trauma remains a hugely complex area, precisely because it occurs across a large spectrum of severity
and covers a range of conditions from ordinary stress responses to the extremes, including Dissociative Identity
disorder (DID) (Sinason, 2011). This spectrum also includes another layer of complexity, in the environment where
these experiences occur, covering a spectrum from quite ordinary to extreme as can be seen with expedition
environments (Bledsoe et al, 2009) or disaster medicine (Koening and Schultz, 2010). The understanding that can be
gained from the psychological impact of these emotional extremes is sufficient to be included within a classification
of disability (Wade, 2010), most particularly, a clinical diagnosis of Post Traumatic Stress Disorder (PTSD) (see
Doctor and Shiromoto, 2010), where conditions or experiences impact an individual to the degree that psychological
functioning becomes significantly disrupted. This diagnosis can be severe enough to alter everything from one’s

neurochemistry and physiological processes to social behaviour (DSM-IV_TR, 2000).

Experts such as van der Kolk et al., (1996), Lanius et al., (2010), and Brewin (2003), have not agreed on what kind of
triggering mechanism could serve as a catalyst for a traumatic event (Clarke and Clarke, 2000), nor is there a
consensus on what events could achieve the level of stress to constitute trauma (see Criteria, pages 20-21). The
scaffolding of a trauma has been described as a single experience or an enduring and repeated event, however, there
appears to be no solid guidance to help clinicians or researchers understand with any greater clarity the underlying
mechanisms to the formation of this psychological disturbance. Usually, if the severity is sufficient enough for the
experience to completely overwhelm an individual's ability to cope, their capacity to process a high-level of emotional
content is weakened, even to the degree of changing a person’s self-concept about themselves, other people or the
world. This is a more reliable and inclusive definition of PTSD (Resick, 2001). There is no specific time course and
the impact of a clinical diagnosis of PTSD usually constitutes long-term disability in psychological and

psychical/health consequences (Lanius et al, 2010).

Some distressing experiences of psychological trauma include: sexual abuse, bullying, domestic violence, catastrophic
events, war or other mass violence (Ursano et al., 2007). These factors can all contribute to the development and
cause of psychological trauma (van der Kolk et al, 1996). Long-term exposure to situations, such as extreme poverty
or milder forms of abuse, such as verbal abuse, is also understood to have possible traumatic effects (Lanius et al.,
2010). Researchers within the field of stress and traumatic disorders still have no unified theoretical or treatment

approach to account for why the same stress responses can elicit such different reactions between people.

2.2 Criteria

The diagnostic criteria for PTSD, stipulated in the Diagnostic and Statistical Manual of Mental Disorders 1V (Text
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Revision) (DSM-IV_TR), may be summarised as:

Table 1

DSM-1V-TR Diagnostic Criteria

A. Exposure to a traumatic event
1. Response involves intense fear, helplessness, or
horror
B. Traumatic event is persistently reexperienced in at
least one of the following ways:
1. Recurrent and intrusive thoughts or images
2. Recurrent distressing dreams
3. Acting or feeling as if the event were recurring
4. Psychological distress upon exposure to reminders
of event
5. Physiological reactions upon exposure to reminders
of event
C. Avoidance of stimuli associated with the event and
numbing of general response, occurring in at least
three of the following ways:
1. Efforts to avoid thoughts, feelings, or conversations
about the event
2. Efforts to avoid activities, places, or people that
remind person of the event
3. Inability to remember an important aspect of the
event
4. Significantly diminished interest or participation in
activities
5. Feeling of being detached or estranged from others
6. Restricted range of affect
7. Speaks or thinks of not having a future
D. Increased arousal not present before traumatic event,
presenting in at least two of the following ways:
1. Trouble falling or staying asleep
2. Irritability or outbursts of anger
3. Difficulty concentrating
4. Hypervigilance
5. Exaggerated startle response
E. Symptoms last at least one month
F. Symptoms listed above cause significant impairment
in daily life

Source: Reference 2.

Table 2.1 (DSM-IV_TR, 2000, p. 468)
2.3 Research-Based Alternative Symptom Groups

The standard diagnostic approach has received some criticism as newer additions are in the process of DSM_V—May
2013). The DSM-IV_TR version does not sufficiently explain how the neuro-anatomic structures may be applied to
the treatment of psychological trauma and PTSD or what the relationship to the experience of the resulting
psychological impact is, especially when taking into consideration a full spectrum of human emotions. Further
criticism of DSM-IV_TR (see Erikson and Kress, 2005) includes highlighting the lack of diagnostic criteria approach
in developmental integration, its inability to understand the dynamic inter-relationships between individuals and its
dysfunction when applied to larger social processes and cultural contextualization in consideration with the rest of the
person’s life experiences. There are different symptom clusters like emotional numbing, hyper-arousal, avoidance and
a relatively newer category of dysphonic symptoms. Thus far, excluding the innovations coming from developmental

trauma disorder (DTD), which has been endorsed in the new DSM_V (APA, 2013), neither substantial evidence nor
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clear explanation for one model over another can adequately explain stress and PTSD existence (van der Kolk and

d’Andrea, 2010).
2.4 Assessment

Wilson and Keane (2004) outline the considerable catalogue of psychometric tests to assess psychological trauma and
PTSD. The majority of the present day psychometric tools for stress related illness primarily focuses on the clinical
diagnosis of PTSD (see Table 2.1). Examples of tests, that are primarily organised in and around the DSM
categorization, are the SCID-D (Steinberg, 1994) and CAPS (Blake et al., 1995) (National Academics, 2006), which
use the category designation of DSM-IV or ICD-10—categories similar to most of the psychological trauma related
tests. Various scales exist to measure the severity and frequency of PTSD symptoms (Blake et al, 1995) (Foa et al.,
1995) or somatic complaints, using tests such as the TSC-40 (Briere, 1996) or other screening measures, such as
Trauma Screening Questionnaire (Brewin, 2001) and PTSD Symptom Scale (Foa et al., 1995), to detect possible
PTSD symptoms. These are helpful as they are systematized and organised (around DSM-TR 1V criterion or earlier).
However, there are considerable neuro-biologic (Bremner, 2005b), developmental (De Hann and Gunnar, 2009;
Lanius et al., 2010) and social processes (Decety and Ickes, 2011) that have been left out, including the social-
emotional attachment processes (Schore, 2012). In light of these shortcomings, this information does seriously
challenge the existing psychometric testing in what it is evaluating and valuable material that is overlooked within this

assessment process.

The category of symptom-based evaluation of stress related PTSD, described above, is problematic as there is not a
workable model to explain the mechanisms of impact for psychological trauma and its relationship to body-based
symptoms. It is also unclear, within the symptom-based evaluation, how pre-vulnerabilities actually operate, are
triggered, or become operationalised. Understanding is required to determine if these symptom clusters are the result
of impacts of distressing experience, rather than how these core elements have a more complicated time course of
trauma. These may be psychological re-adaptations of the person’s character in the transition from acute reaction to an
engrained chronic condition. For example, in the case of child abuse, how much does the trauma change the affected
person’s personality structure, and in what ways? Furthermore, the psychometric tests previously outlined do not use
a diagnostic criterion with an integrated spectrum of illness and health, rather than an implicit concept of a
dichotomous relationship of illness or health. In not seeing how this spectrum of illness and health interrelates, the
stigma and shame of ill health is compounded (Eriksen and Kress, 2005) and vital preventative strategies, to improve
well-being, are undermined by the lack of a clear starting point or goal. The subtle impacts of the compounding

nature of psychological distress become clearer as these complex inter-relationships are teased apart.

2.5 Psychotherapeutic Interventions

In addition to assessment tools, psychological interventions need to be examined as many forms of psychotherapy
have been advocated for trauma-related problems such as PTSD. Tension continues to exist between much targeted

outcome-specific interventions like trauma-focused CBT (Grey, 2009) and more psychotherapeutic approaches which
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tend to be richer and more emotionally complex, linking developmental narratives and attachment history with current
day symptom-expression (Bromberg, 2006, 2010). Foa et al., (2009) has outlined a very good overview of evidence-
based psychological treatments guidelines for PTSD. The majority of research has been largely trauma-focused CBT
interventions, but it could be seen as a potential bias as the researchers who have been pioneering this approach have
also been evaluating the relevant research. Essential similarities do exist across treatment strategies, including psycho-
education about stress responses, provision of safety/support, and help with reduction of symptoms (Friedman et al.,
2011). However, understanding the unique quality that each type of therapeutic intervention as well as the similar
individual challenges each patient brings to bear on this set of issues is helpful in looking at building up a more

coherent picture of improving treatment for stress and trauma related illness.

Trauma focused Cognitive Behavioural Therapy

Trauma focused Cognitive behavioural therapy (TF-CBT) (Follette and Ruzek, 2006) is understood to work by
changing the negative thinking and behaviour that is seen to frequently operate on the level of core beliefs, thus
distorting more reality-based appraisals. A clinical formulation can address practical and emotional issues, for
example how the cycles of distress feeding and maintaining patterns prioritizes goals. A clinical psychologist using a
CBT approach might grade fear-inducing stimuli related to the traumatic event and work with the patient to help him
or her to recount the traumatic narrative the person may be avoiding, helping them actively behaviourally challenge
these fears thereby reconfiguring their cognitive and emotional schemas. CBT interventions for trauma in addition
work to cognitively help the person relive and reconstruct traumatizing experiences, reintegrating them so the person
can affectively tolerate these upsetting experiences. Specific trauma focused (TF-CBT) interventions have a proven
evidence-based research and are the standard of care for PTSD by the NICE Guidelines for PTSD (NICE, 2005).
Much of what is understood to be an active component of the CBT psychological treatment is organised in and around
stabilization, development of a felt sense of safety, affect regulation, and especially help with de-conditioning the

traumatic memories using elements of different kinds of imaginal or in vivo exposure (van der Kolk et al., 1996).

Problems with this Approach

Many patients describe the manualised ingredients as feeling too reductive and overly simplistic, compared to what
the person feels the issues actually encompass. Exposure to stressful images, experiences, thoughts, or other critical
aspects in maintaining avoidant or dissociative modes of coping is structured to help the person reduce reported
symptom severity. There is some question as to how exposure works as an active ingredient in the treatment of PTSD
(Joseph and Gray, 2008). Criticism against CBT, and TF-CBT especially, is that the therapeutic demands of what can
be re-traumatizing for patients pushes fragile individuals emotionally well beyond their coping capacity. The focus on
exposure work either in narrative re-scripting as with Foa et al.’s (2000) CBT exposure for PTSD can feel too

overwhelming and there are too high a number of patients dropping out in order to effectively treat them.

Eye Movement Desensitization and Reprocessing
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Eye movement desensitization and reprocessing (EMDR) is another recommended treatment for PTSD (Devilly and
Spence, 1999) that is increasingly seen as an equally valid treatment option as Trauma focused-CBT, especially when
the 8-stage protocol is followed ensuring clear adherence to Shapiro’s original method (2001). Shapiro (2001)
highlights the adaptive information processing (AIP) aspects of the therapy, utilizing the brain’s natural healing
process--much like REM and Non-REM brain states—to help adapt emotionally overwhelming information into a
more tolerable affective state. Often in life experiences that are emotionally overwhelming or go beyond the capacity
of the mind and body to successfully integrate and synthesize them, external experiences are safely within the
emotionally contained capacities of the individual (Mollon, 2005). The visual hyper-vigilant scanning and the
adaptive learning with the right hemisphere in particular (Schore, 2003b), is more sensitive to negative experiences
and learning. It is believed the cognitive focus on both the negative core beliefs about oneself and the disturbing
image safely reactivates the intensity of these aspects to help heal. The level of affective distress with more extreme
situations is perhaps the most clearly free associative process within any therapeutic process. EMDR has an effect
much like a good nights sleep, a healing and restorative function for more ordinary stresses or strains, but works for

much more disturbing affective experiences.

Problems with this Approach

Cognitive behavioural (CBT) programmes have the strongest evidence base behind them, however, meta-analytic
comparison of EMDR and CBT found both protocols indistinguishable in terms of effectiveness in treating PTSD
(Seidler and Wagner, 2006). Methodologically however, "the contribution of the eye movement component in EMDR
to treatment outcome" is unclear (ibid). Equally, the method can also have as jarring effect on the patient leading

them to abreact in a similar way to exposure-based TF-CBT.

Psychoanalytic Psychotherapy

For psychodynamic treatments for stress related and PTSD symptoms, Horowitz (1976) pointed to psychological
aspects of denial, abreaction, and catharsis where the traumatic experience gave rise to an emotionally intense intra-
psychic conflict. This conflict could play out in a number of spheres, including physical symptoms in the body,
relationships, attachment structures, and acting out. Psychoanalytic approaches use Freud’s notions of defensive
responses regarding how internal conflict with oneself and others evolves into developmentally pervasive patterns
across a life-span. More contemporary psychoanalytic writers such as Bromberg (2006, 2011) highlight the
importance of the self-states as it relates to trauma. Mollon (2008), who has melded psychoanalytic therapy with
newer energy techniques, highlights the pervasive unconscious psychological impacts that imprint on entire
personality characteristics in disorganising and dissociative ways. The goal of psychoanalytic therapy is to facilitate
the working through to help much more complex symptoms resolve through the therapeutic supporting framework

that in other less intense or shorter therapies could not be matched.
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Problems with this Approach

It is clearer when we put CBT therapy with psychoanalytic therapies on a spectrum. Where CBT is very tightly
structured and clear about intervention, target, aim, and outcome, psychoanalytic interventions on the other end of the
spectrum are comparatively open-ended, about the deeper development of the human psyche, and aiming at changing
what can appear to be ephemeral or abstruse outcomes. These outcomes can appear non-measurable or if taken out of
context can seem even bizarre. The real difficulty in this potentially limitless focus on human development or change
is that it does not sit easily compared with an economically controlled, tightly focused measured outcome for specific

symptom-based interventions.

Systemic and Family Therapy

Group-based interventions, especially for a family or cohesive organisational unit, can provide incredibly effective
strategies both in outcome and cost effectiveness (Coon et al., 2005) to address multiple role and multiple generation
interactions (Bloch and Harari, 2005). Having a better idea of the context in which the person is socially interacting
and what relationships may be affecting them cannot be underestimated. One of the most problematic aspects with
primarily one-to-one therapeutic interventions is that other perspectives, contextualised information, and better
understanding richer narratives of contributing factors significantly widen when key stakeholders in the group process
are present and can be positively motivated to help the person seen as “the identified patient” be supported to change.
It can be argued that much of the problem of traditional individual therapeutic work is that change or transformation is
a multiple tiered process. Social relationships cannot occur in isolation, thus requiring larger social support to truly

permit lasting, meaningful therapeutic change to occur.

Problems with this Approach
As with all psychological approaches, group, organisational, or family work functions as a larger entity. If these
intense social processes are not carefully managed, they can be quite damaging, especially when working with issues

of trauma that can further fragment relational processes within group membership.

To review, the current standard approach for diagnosis, assessment, and treatment is significantly reductionist and
frequently takes one or two different key points, but is not sufficiently integrative to holistically take account of
critical issues. In mapping out some of the current core approaches, it helps to give greater context to the importance
of this project in working to more expertly bring together improved methods for integrated psychological trauma

treatments.

Definitions Developed Through the Doctoral Work
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In an attempt to begin to reconcile the conceptual discontinuity that is pervasive within clinical psychological
approaches to stress and trauma disorders, the author has developed a new integrated approach to improve assessment
and treatment. A central concept the author developed independently directly out of this doctoral project is Integrated
Systems Healing (Copyrighted © Richard Sherry 2011). It should be noted after checking previous literature
references that a similar concept was used by Goetz and Caron (2005) who described “Systemic Healing” as an
“Ecosystemic Biopsychosocial integration” of clinical practice that effects interventions in how we work with the
mind-body. In their case, Goetz and Caron’s (2005) research was focused on how to increase the effectiveness of
systemic interventions for sick children. The author in this project (Sherry) had independently evolved this concept as
a term addressing the inter-dependent social-emotional relationships that exist between individuals and their
environment, and how to innovate healthier and sustanable change within these social and emotional spaces. The
same could be said about health or dysfunctionality, that they are equally inter-dependent regarding the balance of

functioning, and that changes in one aspect can multiply impact the outcome of vulnerability or resiliancy.

Through this project the linked concepts of Integrative Developmental Compassionate Sustainability (ICDS) method
(Copyrighted © Richard Sherry 2011) of assessment and follow up has evolved. To clarify what this means: It
requires health to encompass an integration of all of the necessary systems for well-being, that must be to some degree
learned and developmentally linked so as to not sustainably outstrip what the external system is capable of supporting
for long-term growth. Equally, the components of all of these aspects must be anchored within a compassionate basis
to ensure the direction of change maintains a healthy framework and trajectory and not be fear-based responses. This
model describes trends towards resiliency and health that could increase as well as emotionally deepen the quality of
life by utilizing these tools for development if due care is socially undertaken. It is valuable to understand that both
extreme adversity as well as positive elements such as support need to be contextualised. Thus a negative cycle of
change needs to be understood as undermining the likelihood of achievement. Specifically, these higher
developmental capacities could be considered as also context dependent, i.e. on the employment role/relationship. Due
to the difficulty of the environment not everyone is open to what Maslow (1999) describes as ‘self-actualization’ and
is able to be in ‘peak experiences.” Equally, helping redefine part of the purpose of psychological work ideally is not
only to relieve symptoms, but to assist in the emotional wellbeing and development for those directly within the
control of the person themselves. As Integrative Systems Healing (Copyrighted © Richard Sherry 2011) addresses the
spectrum of problematic functioning as well as the positive end of resaliant high performance, this approach is
involved within the transformational sphere, including leadership and how leaders can responsibly be working

towards facilitating sustainable change.

Project Aims and Objectives
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Integrating and summarizing the key thinking from the assessment and treatment strategies for PTSD has lead to the
development of new integrative approaches captured within the idea of Integrative Systems Healing and the ICDS
approach (Copyrighted © Richard Sherry 2011), a key new outcome of the work developed out of this doctoral
project. The main aims and objectives are to produce to date the best integrated account of these updated areas of

clinical research assessment and treatment for the condition of psychological trauma.

Part of the aims of this project included having data and a clearly developed strategy to account for differences in

clinical and non-clinical samples. Additionally, the project tackles the significant task of innovating the clinical
assessment tools to be able to use integrated processes to reliably look at how to accurately pick apart essential
assessment factors to be used for more standardized benchmarking for psychological assessment. The other goal was
to develop a process, method, and strategy to link up a systemic approach (including developing a method where
feedback helps with telemedicine approaches and e-learning) to link up the information from individual tests and distil

essential group processes to look at the feasibility for both to assess and to treat mental health.

Findings from Literature Review and Emergent Core Themes

The literature review and later chapters outline the research methodology, which took a two-step approach. First, a
high proportion of areas examined were in large part guided by notable problems experienced within clinical practice.
Second, these gaps in theory and application, followed through in a systematic research literature, examined the
relevant areas and reflected on possible models to clearly examine the pattern of fragmentation within these important
areas. The strategy for the overview of the literature search included a review of a survey of 25,000 papers on the
PILOTS Database. The papers examined were related and focused on the subject of Post Traumatic Stress Disorder
(PTSD). A Pub Med search was carried out on 1045 references. Five central themes central to the subject were
derived from this information (listed below, p. 29-31). Much of the research focused on co-morbid aspects of PTSD,

early life events, and effects of trauma.

The literature review covered October 2008 to June 2010, to ensure sufficient time to address significant areas of
multiple specialist research carried out the literature review. This work includes an updated recent literature check,
including articles up to the time before thesis submission, to ensure no essential information was missed in updating
the original research. A review and integration of the following sources consisted of 15 years of the PTSD Research
Quarterly, A review of the Past 9 years of all of the BPS Clinical Psychology, Psychology and Psychotherapy
Journal, Psychology Journal, Clinical Psychology Forum, Journal of Counseling Psychology, Applied Psychology,
and three years of Applied Positive Psychology, and APA Counseling Psychology Review. In addition, a survey of
several Clinical Psychology, Counseling psychology, Positive Psychology, and Post-Traumatic Growth core textbooks
were reviewed to allow for a significant survey of the field. Please refer to the reference list for further details of

books and journals listed, but not cited within the text.
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The following four points were the fundamental problematic areas where the gap in integration was sufficient enough

to be considered to be worthy of further follow up investigation:

1) Problems with an Integrated Spectrum of Illness and Health: Issues of vulnerability and resiliency. The intensive

literature review that occupied the author’s earlier manuscript, Clinical Psychology MSc (Sherry, 2008), has
demonstrated a considerable split within clinical psychology writing examining illness and positive psychology
focused on issues of health and well-being. Therefore, there is a lack of integration between areas of vulnerability,
psychopathology, resiliency and psychological well-being. Before this project, no clear model of integration has been
found that reliably and meaningfully connects illness and health for psychological trauma. This gap has highlighted a
significant oversight within a working model for the field because it polarizes these states rather than integrating these
together as incremental points of development especially in describing how higher levels of compassion or empathy

might contribute to well-being and a meaningful life.

2) Problems with an Integrated Clinical Neuropsychological Framework: One problem in integrating any standardised

approach within different areas clinical trauma psychology, psychiatry, or neuroscience, is having an agreed upon
standard model that more accurately describes the extraordinarily subtle dynamic processes that occur with clear
ecological validity and accepted normative data. This is especially true of regarding linking clear assessment with
suitable and effective treatment. Developing a more coherent model of human neuro-psychological functioning and
explaining the applications of this model can provide a substantially accurate account and record of activity in

traumatic processes.

3) Problems with an Integrated (Developmental) History: There is little integration as to understanding development,

developmental history and its role in psychological trauma and its treatment. For example, critical questions, such as
how do earlier life events affect later traumatization still remains largely unanswered. Also, what are the differences
between clinical and non-clinical samples? Essential treatment questions remain as to how we define these, and what
factors may be the most relevant in determining clinical from non-clinical categories. From the literature review,
there is a lack of synthesis as to integrating a reliable perspective of human development to understand more globally
how history and experience fit into clinical models and interventions in a way that makes sense to both patients and

their clinicians.

4) Integration of Individual and Organisational Processes: Clinical Trauma Psychology—Stress Research: Distinct

blind-spots are apparent in understanding the relationship between individual and systemic groups or organisational
thinking and functioning (Pearn, 2002)—especially how trauma may dynamically interact with these issues (Levine,
1997). This gap in integration of dynamic social structures has larger implications including the creation and
maintenance of larger structures of vulnerability or resiliency for individual/group structures. A key question for this

area includes how understanding the systemic context change including changes in neuro-chemistry with oxytocin and
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stress hormones can result in a clearer psychometric assessment that can take these wider subtle and dynamic
complexities accurately into account. A review of the assessment and treatment strategies has highlighted the need for

a greater synthetic integration of these issues.

5) Integration of Concepts into a Coherent Theoretical Model: Development of Integrated Systems Healing—

Integrative Compassionate Developmental Sustainability (ICDS), and the Sherry Trauma Assessment Test (STAT
test) and Positive Feedback Learning (all Copyrighted © Richard Sherry 2011).

There is a lack of integration in different levels of functions (micro to macro) and how the self integrates with the
other in order to understand how different clinical concepts may relate to each other. For example, how do
attachments (Goldberg et al., 1995), mentalization (Busch, 2009), Theory of Mind (ToM) (Frith and Wolpert, 2003),
emotional intelligence (Goldman, 1998), compassion (Gilbert, 2005b), and other mediating aspects affect
vulnerability to trauma or resiliency (Carter and Porges, 2011)? How do these concepts work together and could there

be any clearer model to effectively link these concepts?

Examining Central Questions Relevant to the Doctoral Project

The literature search was used to look at identifying the problems listed above (see:1-5). Gaps identified within the
literature were used to help in integrating competing models and theories to help critically evaluate optimal
frameworks to further test the specific psychometrics and to cross validate them to quantitatively examine these

problems.

1) Integrated Spectrum of Illness and Health

Review of relevant literature: After an extensive review of a broad base of integrating attachment, life events, and
indicators of psychopathology and positive psychology, this study has concluded there is a lack of an integrated
clinical model. Importantly, because an insufficient amount of data exists in building an integrated trans-theoretical
approach, this could be understood to be initial evidence to begin to account for these serious gaps between
knowledge and praxis. To begin with, the literature relating, never-mind linking, clinical psychology and positive
psychology thinking did not seem to be present. This was accompanied by an equally puzzling problem that there did
not seem to be clear evidence-based data about what differences separated clinical and non-clinical samples. These
types of information could be considered basic requirements to ensure adequate research could be carried out, but

upon review was noticeably missing.

More specifically, after an initial summary, Maddux (2008) highlights and seconds this review, finding that there is a
clear split between the negative end (of illness) and the positive end (health) where there is currently an absence of
clear evidence-based research linking the relationship together in a wider spectrum of health. The research question

about examining gaps within the field of clinical and positive psychology originated from practical problems in many
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areas of psychological practice. These problems include the need to help patients move from being asymptomatic in

order to help them achieve developmental fulfillment and meaning in their lives.

With the advent of positive psychology (Snyder and Lopez, 2007), most of the thinking has been focused on concepts
like happiness, fulfillment, self-actualization (Maslow, 1999), or positive states/processes/experiences, which are at
the extreme ends of human functioning. In examining this aspect of the literature review, there was clear evidence as
to how completely separated these areas are from one another—to the degree that they can be viewed as different
fields with extremely few links.” More specifically, there is a noticeable dearth of evidence-based findings examining
the integration of work for illness and positive processes (Maddux, 2008). Snyder, Shane, and Lopez (2007) highlight
the absence of any real analysis of understanding relationships between clinical and non-clinical samples to discern
possible crucial differences within these groups that might improve treatment and promote preventative work.” One
implication is that this separation artificially disavows a normative spectrum of functioning, thus possibly
compounding feelings of shame in being identified within a patient (clinical) sample. This aspect is problematic
because this dichotomous perspective of ill versus healthy prevents the needs of the entire person from being
addressed (both improving strengths and addressing areas of weakness) reinforces vulnerability. Not having a
spectrum of well being, especially if there are mental health problems, requires even more work to be done in order to

ameliorate these difficulties.

Some rare nodal points measuring both psychological strengths and weaknesses include Houdmont and Leka’s (2010)
occupational health psychology to evaluate the possible contributions to emotional vulnerability, resiliency, or clinical

psychology approaches similar to Maddux’s (2008) approaches or Chertoff (1998), and Cheshire and Pilgrim

B 2
remuner A clear illustrative case example looking at major blind-spots within the field of clinical psychology itself includes one of the best selling authors in

clinical psychology and positive psychology in the U.K. (For Clinical Psychology: Carr’s writings on Adult Clinical Psychology (Carr and McNulty, 2006) or
Child and Adolescent Clinical Psychology (Carr, 2006) [both volumes are an exemplar of a standard approach of assessment, classification and focus on illness
and pathology]. From the Clinical Psychology tests no mention is made of positive psychology, or strengths within the table of contents or index. Likewise,
Carr’s (2004) seminal text on Positive Psychology, with one minor exception [Carr outlined the Circomplex model of emotions (p. 4) and the Positive Affectivity
and Negative Affectivity Scale (PANAS) (p. 5) where a fuller list of positive and negative emotions is outlined] otherwise no clear links are made to any clinical
psychological models or integrating any approaches. Carr’s (2004) book on positive psychology appears as the flipside of Carr’s other clinical psychology writing
because it is exclusively focused on the other end of the human spectrum of flow, happiness, giftedness, wisdom, and positive processes. Similarly to the problem
of a lack of integration within the ethical models, these areas have no clear synthesis between them. From examining the content a clear schism and lack of
crossover can be seen within the different areas. This is important because it provides a clear illustration of evidence of the split between these key fields of
psychology where there is minimum integration, further supporting the possibility of a fragmented model possibly revealing some effects of the systemic impact of

trauma on the field.

Some notable, but rare exceptions, to this split conceptualization between illness and positivity include Snyder, Shane, and Lopez’s (2007) “balanced
conceptualizations of Mental Health and Behaviour (pp 325-346). Wright (1991) (in Snyder et al., (2007), four-front approach looks at behaviour from 1)
Deficiencies and undermining characteristics of the person; 2) Strengths and assets of the person; 3) Lacks and destructive factors in the environment; and 4)
Resources and opportunities in the environment (in Snyder et al., 2007, p. 330). This model provides a basis to understand behaviour and functioning as an
interactive processes in relationship to an environment. However, Palmer (2009) points out that resilience includes not only a hardiness—an ability to survive in
adverse conditions, but a sense of meaningful coherence, that one is able to make sense out of challenge or adversity—where the core sense of self is not

undermined.
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(2004a&c). These newer positive psychological frameworks for practice (Seligman et al., 2005; Carr, 2004) have
begun to challenge the preponderance of work focusing on illness and psychopathology rather than well being

(Huppert et al., 2005), but this thinking is clearly in the minority and does not link these ends of human functioning.

However, this integration needs to be contextualised to help the patient move towards a healthier life—arguably best
described within the field of positive psychology (Linley and Joseph, 2004; Snyder and Lopez, 2007). There has been
little cross-disciplinary research to understand the relation, if any, between these areas of the spectrum of illness and
health. We need to take a closer look at the critical underpinning that actually modify these structures within the

individual, as well as factors which might be equally at work within their external environment.

Vulnerability and Resiliency in Risk and Protective Factors

Developing the attachment (Jurist et al, 2008) and life events literature (Clarke and Clarke, 2000) requires pinning
down essential factors for psychological illness and health processes—especially in their relation to risk or resiliency
factors. The relationship of attachment to trauma is clearly illustrated through the example of primary attachment (to
the parent or caregiver), which is likely to be reproduced within a maturational interplay of the interpersonal and
larger social dynamics. These cycles are in direct relationship with each other, functioning to mutually reinforce each
other in opponent process ways in one direction or another towards increasing vulnerability or resiliency (Levine,

1997).

Some conceptual problems that repeatedly have not seemed to be adequately resolved include what factors within the
exposure to distressing experiences significantly contribute to making someone psychologically unwell. For
examples, with fire service or paramedic crews, repeatedly attend to similarly potentially distressing experiences,
repeated exposure becomes a factor that increases the probability of secondary traumatization (Alexander and Klein,
2001). The combination of the individuality of potential triggers, the meaning of these experiences, and the complex
role of the emotional capacity of empathy (e.g. where too much emotional connection or caring) opens the person up
to being more vulnerable to traumatizing reactions, or too little (e.g. where the person is more likely to damage social
relationships through callousness if not cruelty). This balance of the golden-mean of neither extreme in emotional

reactivity provides a more secure-base to manage difficult emotions within challenging experiences.

Vulnerability

Two of the best studies of risk factors for the development of PTSD and contributing vulnerabilities include the meta-
analyses by Brewin et al. (2000) and Ozer et al. (2003). Findings point to the most central factors including lack of
social support; trauma severity; other adverse childhood experiences; and low intelligence as being critical. Other
important but not as significant factors include female gender, the earlier the age of incident potentially the more of an
effect it can have on the person, low socio-economic scale; psychiatric history, family psychiatric history, and life

stress (Brewin et al. 2000) Brewin, et al. also noted that “Individually, the effect size was modest, but factors
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operating during or after the trauma, such as trauma severity, lack of social support, and additional life stress, had
somewhat stronger effects than pre-trauma factors” (P. 728). The Ozer et al. (2003) study is a follow up from Brewin
et al.’s. (2000) study and in large part tries to respond to possible points of learning that could be addressed from this

earlier work.

Ozer et al.’s (2003) reviewed 2,647 studies of PTSD, this was narrowed down to 68 studied that met the inclusion
criteria, in a meta-analysis of 7 predictors of a) prior trauma; b) prior psychological adjustment; c) family history of
psychopathology; perceived threat during the trauma; e) post-trauma social support; f) peri-traumatic emotional
response; and g) peri-traumatic dissociation. All of these resulted in significant effect sizes, but peri-traumatic
dissociation was the strongest predictor of PTSD. These authors highlight further research needs to be made

(13

examining “good operationalisation of critical variables,” these include, . with respect to peri-traumatic
dissociation, emotional and psycho-physiological arousal, and the underlying brain activities in the HPA axis and the
limbic system.” “The mechanism that peri-traumatic dissociation occurs may be influenced not only by arousal, but
also be temperament, prior experience, and other genetic or environmental factors, including factors at the level of

plasticity and learning in individual neurons” (p. 70).

To help clarify measurement purposes for the STAT test, vulnerability can be defined as a collective measure of
human welfare that integrates environmental, social, economic, health, and political exposure to a potential range of
harmful aspects (Petersen and Wilkinson, 2008). It describes circumstances that place people at risk while reducing
their means of helpful response or denying them protection. Therefore, it is a multi-layered and multi-dimensional
space defined by the determinate capabilities of specific groups of people in specific kinds of experiences. Vulnerable
groups or individuals include: children, disabled people, people who have experienced loss (for example, lost their
home as in a disaster), or people who have been involved with previous disasters (Wisner et al., 2003). Groups with

dependents such as families, older people and women are also at greater risk (Sphere, 2011).

A history of prior psychological trauma is a factor for later stress responses (Bremner, et al, 2000), female gender is a
risk factor (Breselau et al.,, 1991), and environmental and demographic factors—Ilike family history, constitute a
significant risk factor (Yehuda, 1999). Macklin et al.’s (1998) research helps to show low pre-trauma intelligence is
an important risk for increasing the probability for a traumatic stress response similar to personality influences, like
negative subjective perception (Klein et al., 2003) and pre-trauma personality (Miller, 2008). Coping responses
(Semmer and Meier, 2009 in Cooper et al 2009), biological, and genetics (Caspi et al, 2003, p 111) are also

understood to be important contributing factors of vulnerability.
One key research insight (Briere et al., 2008) includes understanding the complex and entrenched nature of traumatic

stress symptoms. These symptoms might effect a relatively small percentage of the population (Resick, 2001),

however the impact is often debilitating. Intrusion, arousal, and avoidance are central traumatic indicators (Resick and
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Miller, 2009). Decreased social support has been found to increase stress responses and depression (Brown and
Harris, 1978). These factors are helpful in addressing correctable aspects using specific assessments and
interventions. Posttraumatic adaptation (Calhoun and Tedeschi, 2006) includes interplays of all of these risk factors in
a dynamic with protective factors. The constituent ingredients to move to a more accurate understanding of who is
vulnerable and why a person or group may develop a psychological stress disorder (e.g. why are they vulnerable?)
requires the precision of not looking simply at what has been outlined within this section on vulnerability as a separate
list of factors. Instead, examining these causative elements need to be understood as linked in with more precise
mechanisms and underlying processes that could potentially redefine both understanding the issues of the
vulnerability as well as what could be done to address these issues to better clarify the present theory of stress related
disorders. From this clearer perspective psychological interventions could now be employed and better understood as

preventative assessment processes and more definitive intervention for care.

Resiliency

An important literature review on resiliency includes the 2011 Rand Paper (Meridith et al., 2011), which summarised
the complex interactions of social and individual factors for greater psychological robustness. Definition of resilience
includes an individual's ability to generate biological, psychological and social factors to resist, adapt and strengthen
when faced with an negative environment of risk, generating individual and social positive coping as well as adaptive

coping strategies.

As a concept, resilience fits within a process that includes several aspects of response to psychological trauma
including: resistance, resilience, and recovery. Resistance is a concept that describes the persons stress response with
minor or relatively no change within their disposition or psychological perspective of themselves or others. The
NATO (2008) document on psychosocial care for people affected by disasters and a major incident conceptually
separates resistance and resilience as separate processes. Resilience can be applied two ways, first is how people
respond to the challenges, and e.g. “is dependent on their personal characteristics, repertoire of knowledge, skills and
capabilities (inherent and acquired), the qualities of their relationships, and their life experiences and circumstances
(NATO, 2008) p. 1-39). Second, is the capacity to adapt to adversity or challenge. This is defined as, “the person’s
capacity for adapting psychologically, emotionally and physically reasonably well, and without lasting detriment to
self, relationships, or personal development in the face of adversity, threat or challenge” (NATO, 2008, p. 1-39). This
maps onto the concept of hardiness, which includes three main components: commitment, control, and challenge. The
NATO document defines, “Commitment implies that hardy people view potentially stressful events as meaningful and
interesting. Control means that people see themselves as being able to change events, Challenge means seeing change
as normal and as providing opportunities. Hardiness, therefore describes some of the features of personal resilience”
(NATO, 2008, p. 1-40). A critical aspect of hardiness is sense of coherence (SoC), which describes events as,
“comprehensible, manageable, and meaningful,” “there is support for the SoC having a role in both mediating and

buffering the impact of adverse experiences on psychological well-being in adulthood” (NATO, 2008, p. 1-40).
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Recovery is the final aspect to the psychological and emotional response to adverse events. Recovery as defined by
NATO (2008) is a “dynamic and continuing interactional process that involve each person’s strengths and
vulnerabilities, the resources that are available to them and the positive aspects and constraints of the environment

around them” (p. 1-40).

In critically examining these concepts together these need to be taken as an inter-relating set of processes that have the
potential to reframe a person’s or larger social group’s coping response to adversity where the external situation can
be identical but the personal or shared perspective and resultant response can vary dramatically. Together better
understanding these collective psychosocial responses open up opportunities for improving these coping capacities,
which forms an important constituent aspect of psychological interventions. For example, within disasters or personal
trauma perceived experiences of support have been known to mediate stress responses (Ozer et al., 2003), however,
what kind of support, for instance, critical incident stress debriefing (CISD) (Mitchell and Everly, 1995) may strongly
be contraindicated (Bisson et al, 2009). Support could work to reduce the distress or physiological stress response.
These definitions highlight how stress works by breaking down factors like hardiness into more specific and testable
concepts that can be examined as well as coming together to build a coherent theoretical model of physiological

response that in the end can aid in prevention and treatment of psychological disorders.

To summarize, some of the factors that can comprise resilience for the individual-level factors include: positive
coping, positive affect, positive thinking, realism, and behavioural control. Family-level factors were also considered
including the importance of emotional ties, communication, support, closeness, nurturing, and adaptability. Military
environments were also studied looking at unit-level factors, these modifying factors including a positive command
climate, utilizing a teamwork approach, and cohesion. Community-level factors affecting resiliency included a sense
of belongingness, cohesion, connectedness, and collective efficacy (Meridith et al., 2011). Over all, factors that
promote resilience included: the ability to cope with stress effectively and in a healthy manner; having good problem-
solving skills; seeking help; holding the belief that there is something one can do to manage your feelings and cope;
having social support; being connected with others, such as family or friends; self-disclosure of the trauma to loved
ones; spirituality; having an identity as a survivor as opposed to a victim; helping others; and finding positive meaning

in the trauma (Williams and Alexander, 2009; Tull, 2007).

What is understood to be one of the central most important aspects of resiliency is social support, which can both
decrease a stress response and increase positive coping behaviour (Solomon et al., (2008). Social support remains one
of the most robust findings over all other resiliency factors. Similarly, Yehuda (1999) found that other environmental
and demographic factors are influential—particularly in a supportive family situation this positive social relationship
decreases distress and provides a protective component that in turn can prevent depression and other psychopathology
(Haslam and Mallon, 2003). Like empathy, the central idea of the attenuating factor of positive social-

neuropsychology forms the basis for healthy group processes as a protective factor (Decety and Ickes, 2009). For
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example, emergency workers with their prior training, preparation, previous experience, and perhaps most
importantly, a positive group support (or esprit d’ corps) contributes to the health of the group (Alverez and Hunt,
2005).

Determining Factors

Even with evidence to support the value of these factors, there are problems in seeing how these factors relate in a
much more applied real-world dynamic and meaningful way. More specifically, how can these protective qualities be
identified and accurately measured. It is valuable to look at what kind of dynamic model of risk factors is at work in
vulnerability and resiliency, If all of these layers of integration are not properly connected much of the power of these
models will be lost. Miller et al., (2008) reviewed some central trends in traumatic stress research as well as
personality research and established Positive Emotionality (PEM) as a protective factor and Negative Emotionality
(NEM) as a vulnerability risk and impulsivity/sensation seeking as a constant along with social seeking or avoidance,
which modify the outcomes of these dynamic factors. Wichers et al’s (2012) recent findings of the dynamic shifts
between subtle daily life patterns between negative and positive emotions are powerfully predictive more than just
more gross positive or negative responses. However, both are significant factors in fundamental emotional

psychological processing and subjectively framing how events may be experienced.

Risk factors, which have been psychometrically established include Foy et al’s (1984) findings that a dose dependent
relationship between trauma and the characteristics of the reported nature of the trauma exposure. However, Goenjian
et al’s, (2001) study found that no significant difference could be seen when comparing natural disaster and victims of
violence. This is important as it measurably demonstrates no real difference between the mechanisms for developing

PTSD, severity, course of illness, or symptom profile between different types of traumatic exposure (ibid, 2000).

A significant psychological refinement to the concept of negative or positive emotions was helped by Baron-Cohen’s
(2011) model examining human cruelty where a notable absence of empathy has been connected with a reduced
emotional intelligence and an increased likelihood for creating stress for others. Three aspects of different dimensions
of cruel personality presentations include: Type N—narcissism (empathetically self absorbed); Type B—borderline
(impulsive to the degree one is not capable of empathetically mediating one’s actions); and Type P—psychopathic
(where one is not capable of empathetic response because one fulfills one’s desires—usually to the detriment of other
people) (Baron-Cohen, 2011). Each of these types uniquely changes the personality dimensions of care or empathy
and can, in certain people or group-behaviour, progressively layer to form greater gaps in empathetic relating. These
“types” or deficits in different aspects of empathetic capacities focus on cruelty because this is an emotional behaviour
negatively impacted from the neuro-chemical level to the social/societal level, and can be understood as causing high

levels of distress as well as lack of regard for others well-being.
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The implications and applications of this research include the identification of significant levels of leadership
including pathological characteristics that have been found within the heads of many companies (Hogan and Hogan,
2001). These findings are significant as they point to the importance of understanding the creation of increasingly
problematic and vulnerable environments leading to greater layers of systematic vulnerability within this fearful and
attacking leadership style, where others are seen as ‘foe’ or ‘food’ rather than a potential collaborator. Levine (1997)
describes these reactive animal responses as types of traumatic environments or ‘vortices of trauma.” Cruel behaviour
can be seen as both a marker (or indicator) and also as a mechanism of trauma. Therefore, cruelty reinforces and
negatively organizes much of these pathological processes thus creating increasing cycles of resource inequalities,
which can increasingly lead to further vulnerability. This negative cycle results in further compounding emotional
fragmentation and opportunities for stress reactions to occur. In this way the repeated structures of problematic

functioning frequently repeat and vulnerabilities can become exacerbated.

These destructive processes have macro as well as micro levels of connected processes that ultimately disturb the
balance of the deeper healthier ecology of systems (Capra, 1996). Part of the complexity of these pathological
processes is that they occur in many subtle ways and the impacts are cumulative and can become severe. Ogden et al.,
(2006) have all pointed to trauma being a major contributing factor for disturbing every level of operating system
within an individual as well as the larger social system Levine (1997). Critically, this is an important reason to study
the wider perspective on the impact of psychopathology and its affects it might have on positive psychology or well-
being (Levine et al. 2009). Further exploration of this will help with the understanding of critical differences between
clinical and non-clinical samples and provide clarity on the issues of possibly vulnerable or resilient samples. The
finer-grain detail of the neuro-architecture, will be outlined (in Appendix III), the biological processes of earlier layers
of the more primitive part of the brain (Panksepp, 2004) have a significant effect on how stress and vulnerability are
emotionally organised. Because of the level of integration, non-clinical samples think, regulate, and behave in
significantly more integrated and positively regulated ways compared to clinical samples, which are comparatively
more deregulated (Schore, 2012, 2003b) these effects have a multiplier effect influencing and positively or negatively

impacting the person’s social environments.

Complicating factors for positive and negative emotional behaviour include: Shalev et al., (1996) found that peril-
traumatic dissociation accounted for 30% of the variance in psychological symptoms and can mask accurately
measuring symptom severity of distress. This could also be a marker of brain and body disconnection. Linking some
of the repeated themes of dissociation to memory and abuse could prove helpful (see Appendix III for comparative
brain imaging for frequency of papers for neuro-anatomic areas of activation) as Gilbertson et al, (2002) has proposed.
What is apparent is that there are neuro-toxic effects noted (in Appendix III) with cortisol, these can be mitigated with

social support (in Appendix III).
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Vulnerability markers of chronic symptoms and depression both appear to be important indicators of recognizing risk
factors for stress disorders. They may be also helpful in clarifying the frequent entrenched nature of the progression
of the illness and to predict future stress responses if not of de-facto PTSD (Friedman et al., 2001). Pre-morbid
personality factors appear to be a significant contributing factor for traumatic responses and anxiety, depression, and
substance abuse. These are often co-occurring and known indicators for personality and traumatic risk factors (Klein
et al., 2003). Longitudinally evaluating key psychometric properties of the patient’s subjective perception of
experience was found to account for 70% of psychological dysfunction and played perhaps the most significant
modifying effect compared with other factors (Gilbertson et al, 2002). This is important, as events do not seem to be
completely static neutral experiences, but appear to be significantly subjectively modified. This self-monitoring
process includes both positive and negative emotions and can adjust the individual’s subjective perspective to modify

these belief systems.

In connecting the findings from the neurobiology research, a relationship between stress and pathological behaviour
appears. While under duress the individual neurobiology distorts sufficiently the organisational processes, reacting
against the individual and further reinforcing the ways that facilitate this subjective distortion. These transformations
of perception can powerfully alter self-experiences and therefore impact behaviour in a reinforcing and interacting
process. What becomes clear after looking at the considerable literature on stress (Bremner, 2005b; Lanius et al.,
2010) is that reoccurring patterns of pervasive effects of cortisol have a detrimental effect, breaking down resilient
supportive social systems, one’s capacity to trust, and the confidence to undertake important developmental
transitions. These dysfunctional interactive issues combine to devolve into unhealthy attacking systems both

internally biological, as well as external social problems.

In not only summarising, but critiquing this section, several questions emerge as to if any relationship could be
understood between vulnerability and resiliency. There conceptually appears to be an inverse relationship between
these processes. Therefore, are there any clear differences between clinical and non-clinical samples—and what might
account for these differences? The answer following from the literature findings suggests that these differences

appear to have a neuropsychological explanation and models to help account for these aspects.

Integrated Neuropsychological Framework: Three Central Concepts of Relational Clinical Neuro-Psychology

There are certain similarities to how the human body experiences pain or distress and how trauma is emotionally and
physically stored within the body (Rothschild, 2011; Scaer, 2005). Part of the importance of carefully outlining the
neuro-anatomy, neuro-circuitry, and functionality of key areas of the brain is to clarify the relationship and the terms
to eliminate unneeded confusion. Equally, the issues of vulnerability and resiliency, especially as it relates to the
neural-hormonal tendencies and their corresponding trends in behaviour are essential to understand how humans

appear to be neuro-psychologically built.
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From reviewing the clinical psychology, clinical neuropsychology, neuro-psychoanalytic, and neuroscience data three
key areas emerge as relevant. These include three aspects that appear to significantly impact negative and positive

emotional processing.

Organising Conceptual Categories

(The following A-C include the key topic questions examined within developing an integrated neuropsychological
framework.):

First (A), is there a likelihood that the neuro-anatomy and functionality are organised around negative and positive
responses?

Second (B), can the complexity of neural processing be understood from the core brain levels interacting with higher
brain cortical structures—for example, linked by poly-vagal gating (Porges, 2011)?

Third (C), does the neural wiring appear to change with environmental and social experience?

Why this is important within the paper’s context:

These questions are important to the paper’s line of argument as these three aspects contain clear essential points that
can helpfully and accurately organize ways to characterize how neuropsychological systems work, especially as part
of a critical process within PTSD (Vasterling and Brewin, 2005) and how these can help build a more accurate and

truer psychometric model of human individual and social functioning.

A) Negative and Positive Perspectives on Emotion

Why might it be important the brain is wired for negative (aversive) and positive (affiliative) conditions? The short
answer is that survival has been evolutionarily laid down so the organism’s learning to avoid difficult and risky
situations is paramount (Baron-Cohen, 2011). With this in mind, one of the more complicated aspects is that it
appears that the impact of difficult or traumatic experience does have multiple effects both on the individual as well as
social processes (Siegel, 2010a). Furthermore, these fearful experiences may be learned (Monfils et al., 2009) and
even evolutionarily or at least inter-generationally passed down (LeDoux, 1997). The neuronal processes are
constantly reevaluated with the variances of negativity or positivity (ibid). For example, the right hemisphere tends to
have a greater role in non-conscious and negative emotion (Schore, 2003a&b). Competing brain states and modes for
protection and survival are weighed up against the need to be socially affiliated, protected, and supported (Behrendt,

2011).

The brain’s sensitivity for negative experiences and responses occurs all of the way to the core of the neural wiring.
For Panksepp (1998), his conceptualization of these processes focuses on the Pariaquaductal Gray (PAG) which was
essential in how we can understand the emergence of emotional affects from core sub-cortical neuro-circuits and the
organisation of fear performed by the Panic System and the Seeking System (Busch et al., 2010). The most important

neuroanatomy to survival of the organism were highly correlated in Panksepp’s research in organising fear and

36



sadness. This earlier stage of how negative and positive processes organize experience is summarised in another
model by Craig (2010) who highlights that in rats and humans the left and right insula are involved with positive and
negative feelings respectfully as well as organised in an opponent process where the left insula produces a pressor
response and the right a depressor response (Oppenheimer et al, 1992). Damage to the right insula can undermine
one’s capacity to have an awareness of one’s own bodily experience. Damage to the same area can undermine the
capacity to understand other person’s emotional states (Heart, 2005). It is possible to see how these earlier elements
not only undermine one’s functioning as they also dramatically impact one’s sense of identity and coherence in an

interactive process down to the cellular level (LeDoux, 2002).

Northoff et al., (2000) describes another model based on his lab’s research. They found a complex and important set
of relationally linked processes: Specifically, the mediodorsal thalamic nucleus and the anterior cingulate cortex
(ACC) appear to be functionally involved in both negative emotional processing and affective reaction to alien stimuli
(Moorcroft et al, 1992). This pathway is early to develop and according to Northoff et al., (2007) it assumes distinct
neural pathways in prefrontal cortex for negative and positive emotions where negative emotions are centered in the
medial orbit frontal cortex and marked negatively correlated activity in the lateral prefrontal cortex focusing. The
positive emotional stimulation showed an inverse pattern. Patients with dissociative functioning had an increased
connectivity between the anterior cingulate and the ventrolateral prefrontal cortex, giving greater evidence to the
function of these areas in conflict, defensive functions, and how processed or blocked negative emotions affected the
surrounding neural modules and systems. Northoff et al., (2007) further emphasized “Consequently, negative
emotional stimulation may be processed in medial prefrontal cortical areas, whereas positive emotional stimulation
uses lateral prefrontal cortical structures” (p. 104). Damasio (2000) articulates that somatic events link with cognitive
ones, and negative or positive emotions are saturated with further salience and therefore prior emotions (and
experiential learning) are then transformed into actions. These examples provide evidence of the opponent process
lateralization and contrasting inter-connectivity as critical to building the understructure to more recognisable higher
order aspects of human functioning like shaping how self-concepts (or subjective experience) come into being. Even

more challenging leaps exist such as holding in mind relational understanding of other’s minds (Siegel, 2010a).

In critically examining models based mostly on animal research and human fMRI findings, taking these preeminent
researchers in their fields, sub-cortical activation appears fundamental to the dynamic development of higher states of
consciousness (Koziol and Budding, 2009). This then regulates perception and experiences. One’s relationship with
these interactions also appear to be concentrated on emotions and is relatively neuro-anatomically specific. These
findings have implications for learning, especially the sensitivity to negative events or fearful stimuli (Monfils et al.
2009) which could form the cornerstone of human development as the cascading pathways of negative emotions,
stress immunology, and inflamation (Gouin et al, 2011) can be understood to profoundly shape human phsyiological

processes. This author sees this as potentially linked to learning under adverse or stressful circumstances. The key

37



point includes the likelihood that intellectual maturation by these menchanims can be potentially blocked, especially if

a number of repeated stressful or frightening experiences is matched with neural hormones and lack of social support.

B) The Layered Brain: Integration or Non-integration for Emotional and Social Intelligence (facial, body, and social

cues):

Damasio (2010; 2000) has further elaborated a layered model of neural functioning looking at a three layers to these

proto-stages. The first is the proto-self, the second is core self—which is the relation between the organism and the
object in much the same way that images might be sequenced with some feelings— and the third is the
autobiographical self. This third stage occurs when the core self is subjectively linked in a large scale coherent and
meaningful neural pattern. These systems need to be reconciled with Panksepp’s affective system or the emotional
action system (Panksepp and Biven, 2012). This includes negative emotions such as fear, sadness, and anger, as well
as positive emotions such as playfulness, caring, and seeking. There is an interactive core emotional spectrum of
feeling states. Panksepp’s affective neuroscience personality scale (Panksepp and Biven, 2012) uses a conceptual
model where experience plays an important part in wiring reward and punishment in the external environment.
Additionally, a connection with internal neural circuitry plays an essential part in the process of behaviour. This
system does look at self and the other, thus profoundly negotiating how these internal and external relationships shape

(if not directly sculpt) neuronal structures where each layer occupies very different levels of emotional intensity.

Siegel (2010a&b) emphasizes the importance of integration of emotion for human health and well-being (he describes
this as “mindsight”) by understanding emotional and social intelligence. A question emerges, what may influence this
integration? It is very possible that as Northoff et al., (2000) describes, a model focusing on medial and lateral parts
of the brain process act as positive and negative emotions and form a gating system or a polarizing system, much like
the poles of a battery with inverted fields. When these are crossed they give a shift in elector-chemical potentiation.
These models are organised on neuro-architectonic layers with different functions. What was described before could
be understood as a dichotomous opponent process system of the brain on macro levels, for instance with the
differentiation and specificity of the hemispheres, as well as with smaller sub-modules like the left and right amygdale
(McGilchrist, 2009) that work in interaction with higher layers. This is important in this area of integration because
similar to a canal system, the gating system works well when traffic flows well; if there are problems the system
becomes congested. If the system becomes dysregulated and stuck on negative emotions, then the neurological system
will loop within earlier sub cortical layers of neural processing, thus cellularly reinforcing these maladaptive aspects
of processing, even neuronally pruning some of the more positive pathways as these become neglected. This model
and its function and malfunction share commonalities at all different levels of functioning with other systems

described in this document.

As a brief overview, much of this gating system could be understood to be linked to this core level of experience of

self, which is very much linked with the peri-aquaductal grey (PAG) (Damasio, 2000) part of the human neuro-

38



anatomy. Along with this the Insula and ACC branches over to higher orbito-frontal cortices. Increasingly, these
brain regions articulate in finer gradations a deeper sense of self (Lanius et al., 2010)—especially developing a sense
of coherent self with the medial-frontal cortex. The lateral prefrontal cortex helps to evolve a sense of another
(Northoff, 2007). These increasingly more refined ‘blends of blends’ of emotions, the author would argue, blend the
feeling of self and other’s feelings and minds. Each is a critical dialectic in establishing the reality of the other’s
existence and ‘being.” These relational experiences are structured by all of one’s core brain and integrate into higher
brain structures (i.e. the orbito-frontal cortex), which are critical in interpersonal attachment (Schore, 2003b). The
medial and lateral orbito-frontal cortex is essential in the capacity of one to understand another’s perspective (leading
to a theory of mind (TOM)) and to feel empathy (Northoff, 2011). Taken as a whole, these maturationally nuanced
models acknowledge a theory of mind that articulates much of the power and dimension of cognitive/emotional
capacities and are significantly more complex than most neuro-cognitive experiments to date. This is especially true
for emotional relationships (Cuyler and Ackhart, 2009). This sense of self and other with more rudimentary and
higher levels of process appears to be part of a developmental spectrum that is only just beginning to be appreciated

(Seigel, 2012).

After careful review of the literature (most notably Craig, 2010; Etkin, 2008; Northoff, 2011) it appears that
throughout the layers of the brain this anterior and posterior relationship with detection and integration (or blocking of
emotional with cognitive integration) occurs in many of the most important parts in the brain (e.g. the Anterior
Cingulate Cortex (ACC) (Vogt, 2009). The other sections related to these layers of the brain have more specifically
related to these particular neural modules (the Appendix III has considerably more detail related to these modules and
how these area inter-relate). The key thought presented here is that the same neuronal structures operate with
facilitating processing. If there are difficulties, these same modules can interfere with neural integration—especially if
these are saturated with intense fear or are anxiety provoking (Monfils et al., 2009). These principles could represent
the neuropsychological substrate of how conflict is organised within the brain, especially regarding the interaction
between fear and panic neuro-circuitry and threat detection (Busch et al., 2010) rather than an emotionally connecting

process.

Along with the brain stem, much of the most primitive and essential layers of the brain include the insula that connects
many levels of integration within the body (kinesthetic, sensory, temporal), as well as outside socially-linking these
systems (like social monitoring and feedback to others) (Behrendt, 2011). The foundation of how self is developed,
constructed, and known is linked with the insula. With co-occurring increasing activation with the anterior cingulate
(together known as the “core network™) the awareness of the interoceptive sense of one’s own body is linked with the
awareness of the outside world. Craig’s (2009, 2010) neuro-scientific model of the insula outlines the impressive
catalogue of primary substrata; this module generates neural activity that guides behaviour, homeostasis, and may help
to provide an explanation of why the insula encompasses so many central functions of subjective integration (or self-

awareness). More specifically this includes: a felt sense of negative emotions (right insula) (Critchley et al., 2004),
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awareness of body movement, self-recognition, emotional awareness within the viscera, vocalization and music, time
perception, attention, perceptual decision making, risk—uncertainty—and anticipation, performance monitoring, and
an overall embodied sense of interproception (Craig, 2009). It is worthwhile to highlight the relationship the insula
has to the body and numbing or dissociative processes (Daniels, 2010a&b), which is explored later in this thesis

(Craig, 2010).

Craig’s (2009) model collates the essential purpose of the insula as helping to integrate the networking of these
different maps of these bodily states combining (or integrating) them with a template of time (a felt sense of past,
present, and future) to synthesize them into what he describes as a “global emotional moment.” The importance of
this is that multi-layered bodily and experiential maps move the processing from the posterior insula (the primary
interoceptive representation) to the anterior insula (the collated mapping of the motivational, social, and cognitive
conditions linking the ACC and higher brain control functions like the dIPFC—which can down-regulate or override
this more autonomic responses) (Craig, 2009, 2010). The insula helps to assemble the different maps to give more of

a subjective sense of coherence within bodily states as well as within a felt sense of time.

Etkin’s model focusing on the Anterior Cingulate Cortex (ACC) plays an essential role in layering this subjective felt
sense that augments mapping by a capacity to shift attentional focus. The emotional meaning that is attributed and
behavioural motivation to engage with the environment is synched together with neuro-endocrine [hypothalamic-
pituitary-adrenal (HPA) responses] and a critical conflict processing neural modular model. This begins to further
shape experience and behaviour. It could be seen with some of the attentional and perceptual inputs of facial
emotional perception that this brain layer links together vital key systems such as amygdale (fear and rage circuitry),
the hippocampus (memory), insula (body maps), thalamus (neural routing circuitry), and hypothalamus (bodily
regulation). It is possible to see the cingulate as an external perceptual layer of awareness that just like other cortical

layers builds and further blends emotions, bodily states, and cognitions, helping to organize them.
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Neurophysiological research on pain points to a distinction between the sensory-discriminative aspect
of pain processing and the affective-motivational one. These two aspects are underpinned by discrete
yet interacting neural networks.

Figure 2.1 Social-Neural Pathways (Decety and Lamm, 2009, p. 202) (Permission has been granted for the use of this

image.)

The ACC holds a crucial function in both attentional control and mediating spatial-temporal aspects of auditory and
visual input (Crottaz-Herbette and Menton, 2006). It works as an activity monitor with other different parts of the
brain processing (Baars and Gage, 2007). The different sections of the ACC together form some of the crucial areas
linking reflexive emotional regulation and self-reflection processing. In other words, this is a core cognitive and
emotional relational conflict in processing and linking essential areas that is activated by affective arousal and
emotional conflict. The rostral aspect of the ACC area appears to be a central component in the resolution of

emotional conflict and helps decrease the activation of the amygdale (Etkin et al., 2006).
The ACC is further crucial in being one of the essential brain areas responsible not only for integrating individual self-

regulation, originating all the way from genes and neural network development (Posner et al., 2007) including

complex social processing, which also directly affects behaviour (Behrendt, 2011). This social attachment system is
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connected to the hippocampus, which relates to several aspects of memory, to the amygdale, which organises intense
emotional reactions—especially intense anger and fear (and being able to mediate these), and the basil ganglia, which
works as a filter and relay station to many of the other crucial areas of the brain. This neuro-anatomic area is an
essential point of integration for much of the essential aspects of human cognition, attention, and emotional

processing.

C) Neural Wiring as Modified by Environment and Social Experience: The Midline Neural Structures—Medial

Prefrontal Cortex

The higher brain regions, in particular the core of the midline structures for the medial prefrontal cortex including the
prefrontal cortex can be divided into three segments. From the top, the dorsomedial prefrontal cortex (dmPFC), medial
prefrontal cortex (mPFC), and the ventromedial prefrontal cortex (vmPFC)—these structures are essential in the
attribution of ourselves and others (Baars and Cage, 2010). Northoff and Bermpohl (2004) have looked at the midline
structures working from the front of the brain backwards, starting from the representation modules with the orbito-
medial (omPFC), evaluation (dmPFC), monitoring (ACC), and integration using the (PCC). This section can be
modified through perceived conflict from detecting a threat or a problem to facilitating processes including problem-

solving.

The medial Prefrontal cortex serves to link up several layers of neuropsychological modules, each containing different
capacities for self-referential reflective awareness. Together, this dynamic system helps monitor and modulate higher
levels of emotional processes as well as inhibiting responses by the emotional limbic system (Lanius et al., 2010).
The mPFC is activated for example when one’s own body is experiencing pain as well as when seeing someone else
in pain, especially if that person is a loved one. These types of processes form the rudimentary levels of theory of
mind. Mitchell’s et al., (2006) researched how participants make inferences about people who are either similar
(activating the ventromesial prefrontal cortex, vmPFC—which is a larger section of the front) or focusing on subjects
with differences. This is important because the vimPFC level of cortical processing plays an important part in decision
making in uncertainty, especially in regulating emotions through the amygdale. It plays a key role in the construction
of one’s self, reactivating one’s past emotional experiences and events thus connecting to Craig’s (2010) global
emotional moment. Craig’s concept contains the rudiments of a perceptual shifting, dynamic capacity for significant
object and self-reappraisal. Most importantly, the right vmPFC regulates the cognitive and affective production of
empathetic responses that are essential in both relating to others and in constructing the sense of one’s self. These can

be shifted towards negative modes of threat detection and/or appraisal.

It is possible to see these midline structures as key to helping create essential qualities of the subjective sense of self.
The vmPFC is different from the dorsomedial prefrontal cortex (dmPFC) because of its connection with the medial
prefrontal cortex (mPFC), self-referential processing, and because it relationally organises the “default mode

network”. The default mode network (see Daniels et al., 2010a; Mickleburough, 2011) represents a model that is

42



believed to be present with meditation and can be seen as similar to an idle for a car, in that it permits attentional
processes without having any specific focus or specific neuro-behavioural drive engagement. Also, it can facilitate an
emotionally neutral response in regards to the processes outlined in relationship to self and other. However, as
Mickleburough et al., (2011) outline, in patients with PTSD the default-mode network has greater and more
dysfunctional connectivity, thus possibly explaining a great deal of the increase of dissociative processes rather than a

healthier reflective meditative mode of thinking.

The medial prefrontal cortex play an important role in emotional generation and regulation.

Perez-Cruz et al., (2009) wrote:

“[T] ?he reaction of the mPFC [medial prefrontal cortex] to stress is lateralized, in that responses to
minor challenges stimulate the left hemisphere [the predominant language centre] whereas severe
stress activates the right mPFC [the negative emotional processing hemisphere]. Qur recent
investigations indicated that hemispheric structural lateralization might exist at the cellular levels in
the mPFC. . . These findings highlight the importance of analyzing the two hemispheres separately
and suggest pooling data from the two hemispheres may confound reliable effects of a treatment” (p.
728—in Schore, 2012, p. 146)

In other words, the subtle differences between each of the structures and morphology for these divisions are wired for
stress reactivity in entirely different ways. The right hemisphere, which has more to do with negative emotions, is
greatly more reactive and impacted by cortisol stress hormones then the left, which is better equipped to link up words

to reflect about the bodily and emotional experiences.

Lateral Prefrontal Cortex

Dorsal (regulating) system: Working Memory; Meta-Memory; Memory Strategies; Prospective memory
(Moscovitch’s model in Baars and Cage, 2007, p. 290).

Ventral (activating) system: Semantic Memory; Extinction Learning; Conceptual Priming; and Autobiographical
Retrieval (Moscovitch’s model in Baars and Cage, 2007, p. 290). The ventrolateral prefrontal cortex (vIPFC)
mediates some of the cognitive responses to negative emotions, it facilitates the capacity of individuals to control
attention focusing on sequence responsible for working memory space and it attempts to limit distracters. This area
underpins the control of higher-level attentional processes and its output increases as the demand for working memory
increases as well. This neuropsychological area mediates vigilance (Kaufer, 2007), inhibits social exclusion [their
related feelings and equipping pro-social behaviour to manage it], and modulates the interactions between emotions
and social cognitions. An issue critical to the clinical treatment of patients such as rumination about social rejection,
mistakes or criticism is a critical issue (Doctor and Shiromoto, 2010) that can be overlooked within clinical

assessment and patient treatment.
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The Dorsolateral Prefrontal Cortex (dIPFC)

The dIPFC appears to be involved with “willed actions”. The stronger the dIPFC, the greater the down-regulating
factor—effortful (intentional) control. This internal feedback loop in intentional focus is a critical organising factor
changing the relationship of the person to their environment and their emotional/practical understanding of how to
bring about change within these systems, even when they are linked to earlier drives for survival and social needs

(Schore, 2003a).

Summary

In summary, regarding the modules and neuroanatomy of the brain, it appears that understanding the effects of trauma
and even aversive or negative learning experiences can have multiple scalar effects upon the brain, and therefore the
body, in many different aspects. Most especially, the balance between negativity and positivity can be disrupted
giving predominant importance to negative experiences and expectations, about oneself as well as others (or the
environment). The neuronal capacity to effectively process and successfully integrate all aspects of the world and
experience appears to be compromised thereby making highly conflicted emotional states. The different layers of the
brain—where higher cortical levels and regions are capable of deeper reflective capacities—are disconnected, forcing

earlier and more instinctual (or reactive) modes of responding.

One of the more complicated aspects of neuronal functioning includes the relationship between the cortical midline
structures that are involved with a greater sense of self (Lanius et al., 2010) and the lateral structures that appear to
hold a top-down control providing relatively more of a third person perspective. This shifting perspective--much like
language--can modify self-state experiences of primary right hemisphere neural firing. This is important as it provides
a possibility of the brain being largely relationally organised and thereby both the understanding of our own mind, as
well as our perception of others could be disrupted in particular neuropsychological organised ways of operating. For
example, if the relational attachments are undermined and become conflictual instead of emotionally in tune, this can
complicate the experiences of understanding and trust, thus contributing to a cascade of negative emotions and
experiences. Neural microstructures as well as social macro-structures reinforce neural pruning through cortisol and
stress responses globally damaging the brain—especially in specific cortisol sensitive areas (Bremner, 2005b), which

further reinforce this erosive and detrimental cycle.

Some important questions can be taken from considering these examples—particularly, can a clear model of conflict
begin to account for how negative vs. positive cycles of relating occur and how stress responses may impact different
layers of the brain to effect cognitive and emotional processing? It is important to highlight that much of the

neuropsychological functioning has a significant experiential component to it.
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3) Integrated Developmental History

An important component to understanding the effects of conflict as well as problem solving is linking how experience
may function in emotional learning. There are several components that are important to understanding the complete
concept of development. Some of these include development as a sense of emotional, physiological, biological
maturation and not necessarily as a discrete event or series of experiences in time. There is inner development, also as
with Vygotsky’s work (1986), most notably, the zone of proximal development, one’s maturation and learning can be
assisted through the holding space of a compassionate other. Development can be constructed as a sense of life
history and an assessment of quality in relationships as well. Even though there are multiple ways to examine this
word, a pivotal point to understanding development is to view it as a linked up continuity of related time that
contextualize life events or maturation into an integrated objective and subjective meaningful mapping of experience.
To highlight some of the related problems in psychology we must mention the struggle to make sense of the relevancy
of experience. The question of attachment and the impact of real parental/caretaker relationships is another similarly
complex problem regarding the formation of trust and a stable sense of self (Bowlby, 2005). The next section of the

doctorate thesis will examine how experiences can be linked in conjunction with development.

Models of Experience

Brown’s (1974) model of life events can be conceptualized, first, as ipso facto the cause of the stress or trauma.
Second, life events are a possible indicator for both an increased risk factor and/or a possible pattern of affective
relating that can be emotionally and behaviourally learned. Rather than earlier descriptions of life events being seen
as the ‘culprit’ of causative agent for the traumatic stress response (Homes and Rahe, 1967) newer ways of thinking
emerged as more developmental markers (Dohrenwend et al., 2007). An important innovation on traditional
perspectives and attachment was the ability to observe the structures of relationships within a systematic context and a

network of other inter-connecting attachment systems and structures.

Some of the most compelling detailed scientific evidence includes a microbiological explanation and model of what
occurs with stress and the body (Caspi et al, 2003). In Selman et al’s (2007) review of PTSD, a presence of genetic
inheritance supports a strong gene-environment interaction, which was further corroborated with Koenen et al, (2009).
True et al’s., (1993) research into genetic inheritence comparing 4042 male monozygotic and dizygotic twin pairs,
both of whom were in military service, found the genetic heritable influence, shared family environment, and unique
environmental factors on PTSD could be calculated with similarities within all of the symptom clusters of respnses on
trauma related questionnares. The authors’ (True et al.,, 1993) found that shared family experience was not a
contributive susceptability factor and there was a reluctance to compare the generalizability of these findings to non-
military subjects. True et al, (1993) felt they could not comment on this aspect of generalizing it to non-military

samples. Overall, their data suppoted genetic inheratable influences were significant within post traumtic symtoms.
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This conclusion was echoed with Caspi et al’s., (2003) findings in the genetic study of life, stress, and depression.
Caspi found that shorter alleles in combination with three different gradations of no maltreatment, probable, or severe
maltreatment had an exponentially increasing probability of a clinically depressive reaction with the genetic
vulnerability. This proved to be particularly true as the genetic vulnerability was paired with charting varying reported
levels of early life maltreatment (Sanchez and Pollak, 2009) where the higher levels of stress or trauma, aggression,
behavioural acting out, and dysregulated immune system, had been reported to cause even more damage on the
genetic level (Caspi et al, 2003). Taylor (2011) provides some clearer indication that early life stress has genetic and
early environmental impact and can comprimise emotional regulation as well as significantly contribute to chronic
negative emotional states. These stresses dysregulate autonomic functioning, immune responses, and can contribute
to exaggerated aggressive and depressive behaviour that have prolific impact on all levels of functioning and adult

health.

Wheway et al’s (2005) study is critical in being able to model many of the difficult physiological stress responses that
like Caspi et al’s. (2003) paper has found that life events are not only a risk factor for increased likelihood of trauma,
but can be understood as a marker for dysregulated processes or earlier patterns of maltreatment (Selman et al., 2008
and 2006). It is important to highlight that these are not just single incidents, but layered and recurring (much like
Kahn (1974)—describes as cumulative trauma), patterns of experience that would alter the expression of genetic and

environmental processes (Koenen et al., 2009).

Yehuda and Flory’s (2007) study of second and third generation holocaust survivors showed PTSD symptomatology
in the parents and a much higher proportion of severity of PTSD in their offspring. Intergenerational research has
shown that traumatized children, for example second or third generation holocaust survivors can still develop PTSD
from one or both parents having PTSD symptoms (Yehuda and Flory, 2007; Yehuda, 1999). It is debatable how much
genetic vs. environment factor effects the presence and hereditary transmission of PTSD or if an increased external
sense of safety permits the expression of PTSD symptomatology. The author highlights that one possible explanation
that could account for this rise in pathology is that after a traumatizing or severely aversive experience the parents
fears about one’s child/children’s welfare would increase the likelihood of the parent(s) inculcating a much more
negative focus to learning related to the avoidance of punishment (Berhrendt, 2011) (and as a self-protective survival
mode) in an attempt to teach the child to protect themselves from danger. This in a nutshell could contain one of the

essential challenges to human attachment relationships—how do fear, love, and protection interact together?

Life Event Research

Thus far, this research has outlined some of the problems, or gaps, in assembling a clear and coherent model of
assessment, and connecting the research to usable clinical interventions. In particular, having an integrated picture of
how the wider perspectives of psychological illness as well as psychological health connect has been problematic.

Development and linking life events is another area where significant gaps in coherently assembling a clear picture are
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missing regarding the clinical research. As one possible solution to understand how experience could affect later
human conditions, Krinsley et al’s (1995), found that the full range of traumatic events across the lifespan should be
included and analyzed in relation to the individual’s vulnerability factors. It is important to understand that these
vulnerability factors related to the protective factor/resilience promoting factors. This development could be

99 <C

invaluable in understanding “the optimal prediction of the impact of trauma,” “the prevalence of different kinds of

trauma,” and “understanding individual differences to trauma” (Krinsley et al, 1995, p.3).

Issues of early trauma exposure are believed to be a strong causative factor in later development of PTSD. Davidson
et al, (1991), Bremner et al. (1993), and Foy et al. (1984) have noted a dose dependent correlation between trauma
severities in PTSD depending on the life events where the nature of the exposure (the more life threatening the greater
likelihood of a traumatic response) was seen as one of the most important variables (APA, 2000). Schore (2003a) has
highlighted the earlier the dose of trauma there is, the greater the impact it has on the developing person. There is
increasing speculation that many different disorders have their roots in traumatic origins (Clinton, 2008, Katz, 2005).
However, much of the research on trauma, stress, attachment and emotional development described within the project
can be contextualised under the holistic impact of aversive learning. This paradigm of aversive learning can integrate
and explain many of the negative biological aspects of stress, the behavioural conditioning, and the manifestation of a

spectrum of symptoms.

However, one of the major clinical questions remaining in the psychological literature today the importance of the
experience over the salience of the intra-psychic processes (including ego-defense mechanisms) (see Northoff, 2011)
throughout the spectrum of unconscious and conscious processes (Fonagy et al., 2004). This psychological question
can trace some of its origins back to Freud’s conflicting theoretical models (Sandler, 1998). Masson (1984) among
others has questioned Freud’s intellectual honesty and ultimately his interpretation of the evidence of the relevance of
life experience, described in Freud’s writing about the issue of real sexual seduction or sexual abuse. This debate
about what forms the basis of psychopathology (Surgarman, 2010; Surtees, 1989) has been a longstanding issue
within the field of clinical and counseling psychology. Moreover, the subtlety of trying to measure the ephemeral
nature of internal psychic events has caused tremendous upheaval within the field of psychology (McFarlane and

Girolamao, 1996).

Longitudinal research and life events have helped highlight the significance of some of the correlations of life events
(Miller, 1993). McFarlane (1988) helped develop some of the key methodologies observing life events for later
exposure. The larger perspective of longitudinal life risk, as Wingfield et al., (2009) postulates, should include the
influence of types of events, time periods, and significant others in relation to (suicide) risk. This clear marking-out of
actual events and what experiences have occurred offers a strategy to document these developmental occurrences. On
the other hand, confusion abounds as to the contribution and significance of the relationship of life events with

psychopathology and what actual impact objective events may have on the person.
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Studies such as research pioneered by Dohrenwend and Dohrenwend's (1974) model found evidence that supports
“stressful life events playing a role in various somatic and psychiatric disorders” (p. 313). Miller’s (1997) work
epitomized by Green et al’s (1997) study of the Buffalo Creek Disaster, found high levels of disturbance at a two year
follow up and again 17 years after the incident could still be seen, especially within the children who were sampled.
This investigation and others like it (Kessler et al, 1999), whose large scale epidemiological research found trauma
exposure to be a significant contributing factor for PTSD Brown and Harris’ (1989) studies on life events and illness
pointed to the possibility that experience does impact psychological functioning by forming patterns of expectations
and learned behaviour. By looking at the effect of experience on psychological functioning we can begin to construct
a more definitive psychological model especially designed for clinical treatment. This perspective is in line with
Gerheart’s (2004) description of high stress environments creating high-cortisol arousal in infancy resulting in

vulnerability in stress in later life, including health difficulties such as depression, addiction, or anti-social behaviour.

Evidence against: There are other important studies that do not find any clear correlation to the exact underlying
factors which are the cause of life events are or how vulnerability factors operate in the pathogenesis of PTSD. Brown
strongly cautions against significant sources of misattribution and invalidity in relying on data from life events in data
collection methodology—particularly in the contamination of meaning and measure of stressful life events (1974).
The complexity of clearly sifting through subjective memories versus more objective documented comparisons has
been one problematic aspect of this area of life event research. Brown emphasizes that contamination and
spuriousness with recollecting any memories, especially those that are emotionally complex and loaded, creates a
serious methodological problem that makes the measure of stressful life events problematic in a logically deducing
patterns with clear motives and ends (1974, p. 226). Most notably, Yehuda (1998) points out that in the DSM_IV-TR
Manuel for the diagnosis of PTSD it is the exposure to the traumatic event that is central to the disease/diagnosis. No
distinction or further refinement to the clarification of pre-traumatic exposure or vulnerabilities is drawn to its
contribution to pathologic outcome. This de-contextualised and isolated perspective of the influence of experience has
been at the heart of ferreting out what can be seen as a core part of the basis of psychopathology and what might be

done to help correct or treat these difficulties.

Snell et al, (1974) found: “There is considerable disagreement among them [researchers], however, as to the nature of
this role [of life events]” (1974, p. 313). What was not delineated was how much early life events (or lifetime
exposure did the person experience, and what kind of attachment pattern and style of psychological mindedness did
the participants have? Do these issues relate and if so how can we begin to understand the possible implications for
their relationship? Clinical psychology is increasingly confronted by the need to include the attributes of the entire
person (strengths and deficits). Brown also highlighted how experience, in this case early depression, can work as a
risk factor in a number of ways. These include: 1) experience (early depression) as a marker for environmental

factors; 2) as a mediating variable—for example leading to drug addiction o