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Research Justification

Re-authoring Life Narratives after Trauma is an interdisciplinary, specialist resource for
traumatic stress researchers, practitioners and frontline workers who focus their research
and work on communities from diverse religious backgrounds that are confronted with
trauma, death, illness and other existential crises. This book aims to argue that the
biopsychosocial approach is limited in scope when it comes to reaching a holistic model of
assessing and treating individuals and communities that are exposed to trauma. The
holistic model must integrate an understanding of and respect for the many forms of
religion and spirituality that clients might have (Pargament 2011). It will not only bring a
spiritual perspective into the psychotherapeutic dialogue, but it will also assist in dealing
with the different demands in pastoral ministry as related to clinical and post-traumatic
settings. The combination of psychotherapy, counselling and faith practices may provide a
research resource from which specialists can infer theories and models to guide clients
who have remained captive in past trauma and consequently in an immature faith towards
spiritual maturity, mental health and well-being. This book is a product of interdisciplinary
doctoral research in the disciplines of practical theology, psychology and psychiatry, which
was conducted in Pietermaritzburg, South Africa, over a span of five years. The study
began as a critique of the biopsychosocial approach to assessing and treating trauma
survivors. The biopsychosocial approach recognises that trauma affects people on several
dimensions - biological, social and psychological. This participatory action research
utilised a narrative approach to listen to personal narratives of trauma survivors on various
levels, with the aim of looking in detail at the effects of traumatic experiences on their lives
and understanding the theologies or spiritual values that underlie these personal narratives.
The narratives were documented and subjected to scholarly interpretation. The findings
show that, besides biopsychosocial effects, the research participants sustained moral and
spiritual injuries during their traumatic experiences. Trauma took an emotional,
psychological and spiritual toll on their lives as well as on their relationships with
themselves, others and with God. Regardless of their religious affiliation, they turned to
spiritual resources for answers and deeper social redress in their traumatic situations. The
results have a much wider relevance in understanding the role of post-traumatic spirituality
in re-authoring of life narratives shattered by trauma. The book makes several contributions
to scholarship in the disciplines of, although not limited to, traumatic stress studies,
pastoral care and counselling, psychology and psychiatry. Firstly, the book brings
spirituality into the psychotherapeutic dialogue; traditionally, religious and spiritual topics
have not been a welcome part of the psychotherapeutic dialogue. Secondly, it underscores
the significance of documenting literary narratives as a means of healing trauma; writing
about our traumas enables us to express things that cannot be conveyed in words, and to
bring to light what has been suppressed and imagine new possibilities of living meaningfully
in a changed world. Thirdly, it proposes an extension to the five-stage model of trauma and
recovery coined by Judith Herman in her book Trauma and Recovery.

Charles B. Manda, Department of Practical Theology, Faculty of Theology and Religion,
University of Pretoria, Pretoria, South Africa
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Part 1

Trauma and recovery






The roadmap

The book is set in Pietermaritzburg, the capital of KwaZulu-Natal
province, South Africa. The book argues for a spiritual narrative
model of care, which must integrate an understanding of and
respect for the many forms of religion and spirituality that people
who are exposed to trauma might have. It brings spirituality into
the psychotherapeutic dialogue in order to come up with a
holistic model of understanding and treating the needs of people
who are confronted with trauma, death, illnesses and other
existential issues (Manda 2015a; Mariri 2011-2012).

This book is a product of an interdisciplinary Trauma Healing
Research Project between the disciplines of practical theology and
psychology and/or psychiatry. The project was conducted in
Pietermaritzburg from 2009 to 2015. The primary aim of the project
was to investigate whether the biopsychosocial model of care for
victims of traumais enough to heal the spiritual wounds. Traditionally,
the understanding and treatment of trauma in South Africa have
been focussed mainly on the biopsychosocial approach (Kaminer &
Eagle 2010:2). The ‘bio-psychosocial approach recognises that
trauma affects people biologically, socially and psychologically’

How to cite: Manda, C.B., 2019, ‘The roadmap’, in Re-Authoring Life Narratives After Trauma:
A Holistic Narrative Model of Care (HTS Religion & Society Series Volume 5), pp. 3-31,
AOSIS, Cape Town. https://doi.org/10.4102/a0sis.2019.BK107.01




The roadmap

(Manda 2015a:1). However, some older studies suggest that trauma
also affects a person’s spiritual life. When people are caught up in
terrible situations, ‘depression and loneliness can lead to feelings of
abandonment and loss of faith in [one’s] God’ (Manda 2016:12) or
the object of devotion. ‘When confronted by events of seismic
proportions, [a person may become] psychologically distressed
because traumatic events shatter some of’ the trauma survivor’s
fundamental assumptions about life and the world we live in (Manda
2016:4). For example (Manda 2015a):

The faith that God is constantly available to respond to one’s hopes,
fears, anxieties, and tragedies can be shattered. Individuals who
are unable to resolve challenges to their moral and spiritual beliefs
might find themselves in a state of spiritual alienation which can take
many forms [(Nelson-Pechota 2004)]. For example, a person may
feel abandoned by God, and in his or her response may reject God,
feeling that God was powerless to help and therefore unavailable
[(Manda 2016:4)]. (p. 6)

Herman (1992), in her book Trauma and Recovery (cited in
Magezi & Manda 2016):

[Alrgues that traumatic events destroy the [victim’s] faith in a
natural or divine order and cast the [victim] into a state of existential
crisis. [Herman] adds that, prolonged, repeated trauma invades
and systematically breaks down structures of the self - the image
of the body, the internalised images of others, and the values and
ideals that lend a person a sense of coherence and purpose. These
profound alterations in the self and in relationships inevitably result
in the questioning of basic tenets of faith. (p. 7)

Another study by Manda (2016:4) found that trauma takes its toll on
the life of a person emotionally, psychologically and spiritually, as
well as in our relationships with ourselves, others and God. Magezi
and Manda (2016:2) argue that ‘although research into the fields of
trauma and spirituality has emerged in the past few decades, not
much has been written on the link between these two concepts’.
This makes this book significant, as it explores the link ‘between
these two [concepts] and draw [sic] their implications to trauma
healing’ (Magezi & Manda 2016:2). The book ‘makes a contribution
to the healing of pain and suffering among people [and communities



Chapter 1

that have been] affected by trauma [as] it focuses on the
interplay’ (Magezi & Manda 2016:2) and the relationship between
biopsychosocial and spiritual resources to achieve healing.

This book is a reflection on both the trauma healing research
process and the textual analysis of the life narratives of trauma
survivors who participated in the project and gave consent for
their life narratives to be used as data in the research project
(Manda 2015a). The author explored a holistic understanding of
the effects of trauma on survivors of various types of traumatic
experiences from Pietermaritzburg and its surrounding areas such
as the Greater Edendale Valley, Sobantu, Howick, Mpophomeni,
Escourt and the refugee community living in Pietermaritzburg at
the time. In other words, the author (Manda 2015a):

[J]loined with trauma survivors to explore the individual and

community narratives that the trauma survivors had about their

lives and relationships, the effects and meanings of the trauma

and the context in which [the narratives] had been formed and
authored. (p. 1)

In order to find answers to the research question, ‘is the
biopsychosocial model of care for victims of trauma enough to
heal the spiritual wounds?’, the Trauma Healing Research Project
used a Participatory Action Research (PAR) method, utilising the
narrative approach. The purpose of utilising the narrative
approach was to listen to personal narratives of trauma survivors
on various levels, with the aim of looking in detail at the effects of
traumatic experiences on their lives and understanding the
theologies or spiritual values that underlie these personal
narratives. Many hours were spent listening to stories of stress
and trauma from research participants in group therapy settings,
and their life narratives were documented in 2013. These narratives
capture their journeys of healing from the time they joined the
Trauma Healing Research Project in 2009 to 2013 when their life
narratives were documented.

Documentation of trauma survivors’ narratives formed part
of the trauma healing process (Magezi & Manda 2016). These
life narratives were subjected to scholarly interpretation.



The roadmap

The findings show that, besides biopsychosocial effects, the
research participants sustained ‘moral and spiritual injuries
during [or] in the aftermath of [their] traumatic [experiences]’
(Manda 2015a:1). These findings are consistent with earlier
studies that show a relationship between trauma and
spirituality.

Not only does the book concur with earlier authors on the
impact of trauma on the survivor’s spiritual or faith dimension,
but life narratives in the Trauma Healing Research Project also
show that regardless of religious affiliation the research
participants turned to spiritual resources for answers and
deeper social redress in their traumatic situations. While much
research has been carried out in the biopsychosocial approach
to understanding and treating trauma, the approach falls short
of understanding moral and spiritual injuries that people who
are exposed to trauma may sustain. Therefore, the book shows
that the biopsychosocial approach is limited in scope for us to
reach a holistic model of assessing and treating individuals
and communities that are exposed to trauma. This book argues
for a spiritual narrative model of care, which must integrate an
understanding of and respect for the many forms of religion
and spirituality that people or clients who are exposed to
trauma might have. The holistic narrative model will not only
bring spiritual perspective in the psychotherapeutic dialogue
but also assist in dealing with the different demands in pastoral
ministry as related to the clinical and post-traumatic setting.
Theintegrationofspiritualresourcesintothe psychotherapeutic
dialogue may provide a research resource from which
researchers and specialists can infer theories and models to
guide clients who have remained captive in past trauma and
‘consequently in an immature faith towards spiritual maturity,
mental health’ (Landman 2007:56) and well-being. This
spiritual narrative model of care has implications on the way
specialists in the field of traumatic stress, therapists and
frontline workers respond to the needs of individuals and
communities that are exposed to traumatic situations.



Chapter 1

H The context of the Trauma Healing
Research Project

It is essential for researchers, therapists and frontline workers to
first understand the context of the trauma survivor or community
that is seeking intervention. In this chapter, | briefly discuss the
South African context of trauma. It is a tendency of historians to
start with the origin of the matter under study and build on it up
until to the present. | am not doing that in this book. Nevertheless,
| encourage readers to consult South African history books for a
detailed history. In this chapter, | give a brief historical account of
the trauma context.

South Africa is a good example of a society where individuals
and the collective are affected by intergenerational trauma. For
example, colonised by Europeans like other African countries, and
possibly suffering the same strategies to disempower, colonise
and dispossess indigenous people (Bombay, Matheson & Anisman
2009), it is needless to say that the nation of South Africa is
haunted by intergenerational trauma spanning centuries.
Buckenham (1999:7-8) states that the history of South Africa is a
litany of violent interactions and domination among groups,
including colonial domination, indentured labour, collusion of
business and government for black labour for the mines, each of
these relationships relying on coercion, violence and domination
of one group over another to ensure its own survival and establish
supremacy (Manda 2013). It must be appreciated that numerous
tribal, racial and civil wars have been fought on South African soil,
leaving behind after each confrontation a trail of its damage -
materially, emotionally, physically, psychologically and spiritually.
And yet this breeding ground for violence and trauma does not
only lurk in history, but even in recent years, with apartheid and its
dispossession, creation of poverty, unemployment and human
degradation, conscription and army service, revolutionary training
and the armed struggle, third force activity and hit squads,
structural corruption and torture, and political faction fighting all
characterising life in South Africa (Manda 2013). South Africa
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continues to struggle with this brutal legacy (Denis, Houser &
Ntsimane 2011).

South African communities are so exposed to trauma on a
daily basis through direct and indirect experiences that it affects
the national psyche (Manda 2013). For instance, studies conducted
by Edwards (2005) and Bean (2008), in which they reviewed
specific clinical and epidemiological literature, show that Post-
traumatic Stress Disorder (PTSD) and its related conditions are a
significant public health dilemma in South Africa. For example,
research at a primary healthcare clinic in Khayelitsha, Cape Town,
revealed that 94% of adult respondents, aged 15-81 years, had
experienced at least one severely traumatic event in their lifetime
(Carey & Russell 2003).

Another research study conducted among Pretoria Technikon
students showed that a significant number of students had been
exposed to traumatising events, such as unwanted sexual activity
(10% of the female students), witnessing serious injury or death
(19%), being victims of violent robbery (13.5%) and physical
assault (8%). Of those who were exposed to trauma, a high
proportion reported PTSD symptoms. Edwards (2005) concludes
that PTSD is a significant public health concern, based not only
on the prolific occurrence of PTSD in South Africa but also on its
debilitating effects, which have a marked impact on different
areas of human functioning. Buckenham (1999:7-8) concurs with
Edwards’ findings that, ‘South African society is a deeply
traumatised community of women, men and children. Each
person has a story to tell about themselves, their friends, their
family’. | agree with Edwards and Buckenham that each personin
South Africa has a story to tell.

The Crime, Violence and Injury (CVI) Research Unit, which is
co-directed by the University of South Africa (UNISA) and the
South African Medical Research Council (MRC), revealed that
60000-70000 injury-related deaths occur (Seedat et al. 2009)
each year, making South Africa one of the highest-ranking
countries in the world with respect to death owing to injury.
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Injury is the fourth major cause of death among South Africans.
The CVI Research Unit adds that it is estimated that for each
fatality as a result of violence, there are 20 non-fatal incidents
that result in some disability. For example, studies have shown
thatin 2007 the major contributors to the injury burden comprised
homicide (36%), transport-related incidents (32%), suicide (10%)
and other unintentional injuries such as burns and poisoning
(13%) (Van Niekerk, Suffla & Seedat 2012:198). This injury burden
is concentrated among low-income communities.

Another survey conducted by the South African Institute of
Race Relations revealed that ‘South Africa is the only country in
the world where one is more likely to be murdered than to be
killed in a road accident’ (IOL 2012:n.p.). ‘The study was based on
information from the road traffic corporation and the police for
the 2010/11 financial year ending [March 20117 (IOL 2012:n.p.).
According to IOL (2012):

[M]urder rate exceeds killings on the roads does not mean that road

fatalities are low, only that our [SA’s] high murder rate is even higher
than our high road fatality rate. (n.p.)

The study also found that in South Africa, 32 out of every 100 000
people were murdered, while 28 from every 100 000 died in road
accidents. These proportions far exceed fatalities in other parts of
the world. Lebone argues that ‘International data shows that the
rate of road deaths is always higher than the murder rate
throughout the world’ (IOL 2012:n.p.). For example, in the United
States, road accident fatalities accounted for three times more
deaths than murder, whereas in South Africa the murder rate is
higher than the rate of deaths owing to road accidents. The study
also compared rates of fatalities in the nine provinces of
South Africa and found that only Limpopo and Mpumalanga
provinces came close to the international norm, with twice as
many people killed in road accidents as those being murdered
(IOL 2012). Because of the increase in crime and injuries associated
with it, many people in South Africa fear for their lives. Given the
statistics above, no one can predict that he or she will never be
affected by crime or trauma - it is a matter of where and when.
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As | write this book, | am not only remembering my exposure to
trauma but also identifying with hundreds of stories of many other
people that | have listened to in my work of facilitating Healing of
Memories workshops, stress and trauma healing, or in counselling
sessions in South Africa over the years. They are stories riddled with
horror, helplessness and disempowerment, typical of trauma. In one
of the group sessions that | facilitated in a Healing of Memories
workshop in KwaZulu-Natal, one lady who was 27 at the time
narrated how she was raped at the age of seven and how that has
affected her entire life. She was living with her grandmother in a
rural area. One day two men came to her house selling goods. It is
common in South Africa and other parts of Africa for vendors to sell
products from house to house. On that fateful day, the seven-year-
old was alone at home. The two men realised that the girl was alone
and they left, but one of them returned to the house. He raped her,
threatened to kill her if she told anyone, and left her in a pool of
blood. Despite the damage, the seven-year-old quickly collected
herself and cleaned herself and the home for fear that her
grandmother would discover what had happened. Remember the
threat? There are many people in society who still live with ‘unstoried’
parts of their lives because of the threats they received from the
perpetrators or those protecting the perpetrators because the
abuser is a well-known figure in the community or even a brother,
father or uncle, and the list continues. Twenty years later, she told us
that when her grandmother arrived she did not notice anything and
neither had the victim told anyone about her experience since the
incident, until that day in the group. She described how difficult her
life had been since that day. She said something died in her that day
and she was not motivated to live, to look after herself or to go to
school. She was uneducated at the time she was telling her story.
She even had to share the story in Zulu while another group member
translated for those of us who did not understand Zulu fluently.

Buckenham (1999) continues describing the context of
South Africa:

In the struggle for survival and liberation, there was (and, for many,
is) little energy, space or time to pay attention to these wounds.
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Daily survival in an increasingly difficult economic environment is
frequently added to already present emotional and psychological
trauma and rage. (pp. 7-8)

As each person has a story to tell, this study wanted to facilitate
the creation of safe and sacred spaces where those stories could
be told, acknowledged and validated with a clear purpose to
facilitate healing and transformational development in South
Africa. | believe that people need space to heal so that they can
move on with their lives.

| was facilitating a Stress and Trauma Healing workshop at the
University of Pretoria on 17 November 2018 and talking about the
trauma context of South Africa. One participant said that he lives
with a constant fear of being injured. If this fear does not find an
exit, it may affect his occupational and social functioning and
well-being. And yet he was speaking on behalf of millions of
South Africans, perhaps even those outside of South Africa, who
live with uncertainty not just because of economic reasons but
because of the reality of the high rate of road and murder
fatalities. In the systemic model of understanding trauma impact,
the impact goes beyond an individual who experiences a
traumatic event. Each and every person who is killed has a family,
circle of friends and clubs that form part of his or her life. They
belong to an organisation, church or workplace that is affected
by such traumatic incidents. That is why some people like
Buckenham have loosely concluded that South Africa is a nation
of traumatised people.

B The burden of refugee trauma

Over and above its own traumas, South Africa is burdened by the
influx of refugees from mainly African countries and Asian
countries as well. Every person who enters South Africa is a
potential jobseeker, and some come with their own traumas as
they flee because of economic, political or religious hardships or
wars in their home countries. Accommodating these refugees
adds to the burden on the nation’s resources.

n
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As | continued to work for the Pietermaritzburg Agency for
Christian Social Awareness (PACSA), continuing my preliminary
research on the context of South African trauma, | realised that
although South Africa had enough and more share of its problems
and traumas, the burden of refugee trauma just exacerbated the
situation. One of the refugee groups | worked with in our Unit at
PACSA was Hadithi Yetu [Our Story]. Hadithi Yetu mobilised
foreign nationals, both documented and undocumented, who
were living in Pietermaritzburg, having fled their home countries
for various reasons. Threat and violence often overwhelm people
in their societies even before they flee their countries. Thus,
violent conflicts disrupt communities and families and displace
people locally and internationally. Recent studies of refugees,
disaster victims, prisoners of war and other traumatised
populations suggest that victims are at a higher risk of displaying
suicidal behaviour for several years after the traumatic event
(Manda 2013). Because of the sheer magnitude of global conflict,
the number of refugees and displaced persons throughout the
world has risen exponentially (Robertson et al. 2006). Research
shows that refugees are more prone to psychiatric illnesses
compared to the general population (Tang & Fox 2001:507-512).
Robertson (2006:n.p.), in her study entitled ‘Somali and Oromo
refugee women: Trauma and associated factors’, asserts that ‘[n]
early all refugees have experienced losses, and many have
suffered multiple traumatic experiences, including torture’. She
further adds (Robertson 2006:n.p.) that ‘[tlheir vulnerability to
isolation is exacerbated by poverty, grief, and lack of education,
literacy, and skKills in the language of the receiving country’.
Refugees are separated from their social support networks such
as friends and family, from familiar religious frameworks, and are
exposed to radically different views about spirituality and religion.
These experiences can be very traumatic and can challenge and
alter a refugee’s religious beliefs, leading to feelings of impotence
and being overwhelmed. A good number of refugees living in
South Africa have fled their home countries because of wars,
unstable political situations and economic reasons. Regardless of
how or by what means they come to South Africa, several studies
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seem to suggest that refugees are affected by traumas of war.
For example, Weaver and Burns (2001:147-164), in their article
“l shout with fear at night”: Understanding the traumatic
experiences of refugees and asylum seekers’, say that in recent
years the plight of refugees and asylum seekers has garnered
significant public attention, yet many social workers find they are
ill-equipped for meeting the needs of refugee clients (Manda
2016). Tang and Fox (2001) researched the experiences and
mental health of Senegalese refugees, from the Casamance
region of Senegal (Manda 2013). Their sample focussed on adult
refugees (aged 18 years and older). A total of 80 participants
(39 women and 41 men) were randomly selected from refugee
camps in The Gambia. They used the Harvard Trauma
Questionnaire and the Hopkins Symptom Checklist 25 to assess
levels of traumatisation and mental health status. Tang and Fox
(2001) reported that research participants suffered from various
traumas. There was evidence of trauma symptoms such as the
high prevalence rates of anxiety, depression and PTSD in this
group. Tang and Fox (2001) concluded that a substantial mental
health problem exists within the Senegalese refugee population,
which may signify a potential humanitarian crisis.

Both local and foreign nationals living in South Africa are
exposed to trauma through either direct or indirect experiences
or through witnessing the events happening physically or
watching on television. While some people were victims or
survivors of the current traumatic events, others were survivors
of intergenerational trauma. According to the logo of the Institute
for Healing of Memories (IHOM n.d.:n.p.), ‘everyone has a story to
tell, and every story needs a listener’, and | thought someone
needed to listen to their stories. It was at this time the Trauma
Healing Research Project was conceived. After getting clearance
from my unit manager and the then director of PACSA and their
assurance to fund the project, | started the project. Having
facilitated workshops before, | opted for a PAR utilising the
narrative approach. After being exposed to narrative therapy
during my master’s programme in Clinical Pastoral Care and
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Counselling at Stellenbosch University, | wanted to deepen my
understanding in the use of not only narrative therapy but also a
narrative approach as a way of doing research.

My interest to set up a Trauma Healing Research Project received
an impetus in 2009 while | was working for the PACSA. At PACSA’s
breakfast briefing at the Anglican Church Cathedral, a member of
the Independent Electoral Commission (IEC) was speaking to
church leaders about the 2009 impending general elections. With
what seemed like a slip of the tongue, he (IEC member, male, 2009)
asked, ‘what are churches doing to heal Pietermaritzburg of its past
trauma of the Seven Day War?’ | echoed the question in my mind,
‘what has the church done to heal the community of Pietermaritzburg
from past trauma?’ At the time, | worked as a project organiser
mainly involved in HIV and AIDS mainstreaming and Church
Mobilisation. | was involved in facilitating Churches Channels of
Hope (CCOH) workshops to bring awareness to churches about the
impact of the HIV pandemic. The commissioner’s question bothered
me so much that | started reading around the history of
Pietermaritzburg and KwaZulu-Natal and what the church has done
to help people face and work through trauma. The preliminary data
showed a province that was burdened by the aftermath of political
violence and various types of traumatic incidents that people
experienced. Surprisingly, | did not find a record of churches that
had a specific project to target psychological trauma. | must admit
that | was aware of the Sinani Programme for Trauma Survivors,
which was facilitating trauma awareness and trauma healing
workshops in the province. But Sinani, being a secular organisation,
mainly based its methodology on a biopsychosocial approach. The
biopsychosocial approach ‘explains the interactions of biological,
psychological and sociocultural factors in the development of
psychological disorders’ (Manda 2015b:345). The biological aspect
is concerned with what the physical effects of the trauma are or
what other somatic symptoms there are. The psychological aspect
is concerned with what psychological responses there are to stress
and what impact the trauma had on the client. The social aspect is
concerned with the impacts on family, social functioning and work
life (SAITS 2009).
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Still bothered by the question of what can be done to heal the
community from past trauma, | started a Trauma Healing Research
Project, which would be linked to my doctoral studies at the
University of Pretoria. The main research question | wanted to
address was, ‘is the biopsychosocial model of care for victims of
trauma, enough to heal their spiritual wounds?’ This question was
based on my reading of the interview transcripts of survivors of
political violence at Allan Paton Centre and Archives, which
revealed that when people are caught up in traumatic situations,
depression and loneliness can result in feelings of abandonment
and loss of faith in one’s God or object of devotion. | wondered
how the biopsychosocial approach would address the holistic
needs of trauma survivors. Also, | wondered how | would integrate
different perspectives of trauma healing theories with the
practical setting of people within the African context, trying to
make sense of their lives under difficult circumstances.

At the time of the conceptualisation of the Trauma Healing
Research Project, | came across the Diakonia Council of Churches,
a religious organisation that was offering Stress and Trauma
Healing workshopsinthe greater Durban Area. These communities
too were greatly affected by political violence in the 1980s and
1990s, namely, KwaMakhutha, Umlazi, KwaMashu, etc. However,
their workshops concentrated in Durban and never reached
Pietermaritzburg. The main purpose of Diakonia’s workshops
was to empower survivors and caregivers to restore relationships
that were disconnected by violence and internal displacement of
people in their communities. The workshops also sought to
recover faith, hope and meaning. After a few consultations with
my promoter, Prof. Julian MUller at the University of Pretoria, and
with the then unit manager and PACSA’s director, we concluded
that | should start the Trauma Healing Research Project. We also
agreed to use the Diakonia group therapy approach, with the aim
of healing Pietermaritzburg of its past trauma of civil war. Thus,
Diakonia facilitated the first Stress and Trauma Healing Workshop
as a pilot project. | was optimistic that Diakonia would also train
a group of facilitators in Pietermaritzburg, who would facilitate
these workshops in their contexts in the languages with which
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they are comfortable. So, the first research participants were
mainly recruited from churches. My intention was that if trauma
facilitators came from the churches, then we would answer the
guestion, ‘what are the churches doing to heal Pietermaritzburg
of its trauma of the Seven Day War?’. | give details later in this
book about Diakonia’s group therapy approach.

As a narrative researcher, | chose to use a narrative approach
to facilitate the telling of the ‘unstoried’ parts of the narratives
of trauma survivors concerning their experiences (Morgan
2000). Our first workshop was held at Kenosis Retreat Centre;
the facilitators started with defining stress, trauma and trauma
and the biopsychosocial aspects of understanding and treating
trauma. In their book, Traumatic Stress in South Africa, Kaminer
and Eagle (2010:2) revealed that, traditionally, ‘the exploration
of the impact of trauma on trauma survivors in South Africa has
been focussed mainly on the bio-psychosocial aspects’ (cited in
Manda 2015a:1). However, at the back of my mind, the research
guestion lingered: is the biopsychosocial model of care for
victims of trauma enough to heal their spiritual wounds? Thus,
the project spanned over five years, and during this time
participants went through different processes from their
experience of healing from trauma to being trained as caregivers
and later facilitators of the same workshops they went through.
The participants explained their life narratives documenting
their personal and group experiences during the Trauma Healing
Research Project. These events are captured in Chapter 4 and
Chapter 5.

B Why the Trauma Healing
Research Project?

Training churches to heal trauma

The Trauma Healing Research Project sought to respond to
the IEC member’s challenge to the churches of Pietermaritzburg.
He had asked church and community leaders what they were



Chapter 1

doing to heal Pietermaritzburg of its past trauma from the Seven-
Day War. | was not aware of any trauma intervention project that
specifically aimed at healing Pietermaritzburg’s past trauma. And
as the challenge came to the churches, it was apt to start healing
the wounded church so that it can use its wounds to heal the
traumatised community of Pietermaritzburg. This is a concept
that was coined by Henry Nouwen, which | will discuss later in the
book.

The IEC staff member knew about this context of trauma in
Pietermaritzburg and wondered if anything was done to heal the
effects of past trauma on the communities of Pietermaritzburg.
As, by this time, | was already working with churches on the HIV
and AIDS programme, it was easier for me to mobilise churches
to also pay attention to trauma.

Having read a bit and listened to some key people in
Pietermaritzburg, | realised that the churches were not doing
much to address past trauma. They continued business as usual
of preaching, giving Holy Communion and laying of hands on the
physically sick. But there was very little, if not nothing, happening
to facilitate healing from past and current traumatic stress. | will
never forget what one woman said to me in Israel that people are
lifting up their hands in the churches worshipping God, but their
hearts are bleeding. | wondered what process would stop the
bleeding.

By chance, or by God’s provision, | learnt that the Diakonia
Council of Churches had been facilitating Stress and Trauma
Healing workshops since 1996, and we were in 2009. | visited
Diakonia offices in Durban, about 85km from Pietermaritzburg,
and had a productive conversation with the then coordinator
of the Stress and Trauma Healing workshop. It is there that
| discovered that Stress and Trauma Healing workshops have
been offered in South Africa since 1996, initially developed by
psychologists Carl and Evelyn Bartsch under the auspices of the
Diakonia Council of Churches. The approach was originally
published in Stress and Trauma Healing: A Manual for Caregivers
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by Diakonia Council of Churches, Durban, to address the needs of
caregivers (Bartsch & Bartsch 1996). This manual was developed
in response to the stressful and traumatic situations people were
living in during the time of the political violence. After the 1994
democratic elections, many people spoke about how difficult the
transition was from apartheid to democratic government.
According to Bartsch and Bartsch (1996):

In the Greater Durban and KwaZulu-Natal, [for example,] the
transition stress was made worse by the ongoing violence. Those
who directly or indirectly experienced killings, house bombings or
other acts of terror knew the effects of trauma in their person, family
and community. [While] for others the persistent stress of adjusting
to new realities weakened the fibres that made up the fabric of their
lives. For some the traumatic violence cut the fibres that held their
lives together. (p. 5)

On the effects of trauma, Bartsch and Bartsch (1996) say:

[W1hether people wear out through accumulating stress, or through
sudden traumatic events, the effects are the same. Normal patterns of
living are disrupted, people feel disconnected from others, feel helpless
to manage the events and often lose [their] faith and hope. (n.p.)

Such were the caregivers. As Carl and Evelyn began conducting
some stress and trauma workshops, they observed that caregivers
themselves needed support and encouragement. Thus, ‘the
Mennonite Central Committee, Vuleka Trust and Diakonia
combined their resources in developing the stress and trauma
healing workshop’ to support the victims and caregivers
(Bartsch & Bartsch 1996). Carl and Evelyn Bartsch also observed
that as caregivers, they absorbed the pain and anguish of people
who have been hurt by violent people, harsh systems or brutal
forces of nature. Bartsch and Bartsch (1996:5) argue ‘that as
caregivers we easily bury stress and trauma, let it accumulate
and let it wear us thin’. Thus, Stress and Trauma Healing workshops
became a tool to facilitate the healing of caregivers and other
victims of political violence.

| got back to Pietermaritzburg and convinced my unit manager
at PACSA and the director to start the Trauma Healing Project
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in Pietermaritzburg. | won their support and funds to pay for
workshops, and Diakonia’s coordinator agreed to come over and
facilitate Stress and Trauma Level 1, a three-day workshop. | felt
that | had found a solution to Pietermaritzburg’s problem of
unresolved past and present trauma that the IEC member talked
about. My strategy was to train a group of facilitators who would,
in turn, facilitate healing in their churches and communities in the
languages with which they are comfortable. Given the pool of
traumatised communities in Pietermaritzburg, it was virtually
impossible to invite everyone to attend the Trauma Healing
Project. Thus, recruitment of participants was done through
several organisations and churches that were working with
PACSA in 2009. Participants of other nationalities who were
living in Pietermaritzburg at the time - such as citizens of the
Democratic Republic of the Congo (DRC) and Zimbabwe who
had refugee status - were also included in the project. The study
did not categorise people according to their ethnic or national
groups, and it did not segregate participants on the basis of their
religious affiliation, politics, race or gender.

| looked forward to training English, Shona, Zulu, Kiswahili,
French and Nyanja speakers who would then facilitate healing in
their communities in Pietermaritzburg. My long-term desire was
that when these foreign nationals would return to their home
countries, they would extend the healing work to the African
continent. It remains my desire.

Re-authoring life narratives shattered
by trauma

The Trauma Healing Project’s main aim was to give people who
were exposed to traumatic stress an opportunity to tell their
stories in a safe and supportive environment. Part 2 of this book
presents a scholarly interpretation of five of the 14 life narratives
that were re-authored. In the introduction to Part 2, | expand
what had motivated me to research the theme of re-authoring
life narratives shattered by trauma. Chapters 6-9 discuss how
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traumatic events are remembered in conversations and how both
dominant and alternative stories are weaved into coherent and
re-authored life narratives. Stories presented in this section typify
the difficulties faced by many people in South Africa attempting
to reach a closure; but, in a broader context, it could also be seen
as a metaphor for the painful legacy of South Africa’s past - a
past full of voices crying to be heard, of unfinished business
crying for closure (Van der Merwe & Gobodo-Madikizela 2008:47).
Although it is impossible to gain in-depth knowledge of the past,
argues Van der Merwe, and although final closure will always be
out of our reach, these crying voices urge us towards the ideals
of knowing and working through the past. Van der Merwe admits
the challenge the voices pose for oral and literary historians, for
narrative therapists and for creative writers - ultimately for all of
us - to hear and tell the stories of those unheard, to give a voice
to those who have been silenced. However, the Trauma Healing
Project initiated what Van der Merwe calls ‘making public spaces
intimate’ (Van der Merwe & Gobodo-Madikizela 2008:47). By
‘making public spaces intimate’, they mean bringing our most
intimate hurts into the public space so that ‘talking about the
hurts’ triggers something in the audience with which they identify,
which they receive and respond to (Van der Merwe & Gobodo-
Madikizela 2008:47). This means that when | express my pain,
| am expressing it in the name of all of those others who find a
place in my heart to connect to, with my story. In this case, my
story also becomes the story of others present, so my reaction
and your reaction to my story is also our reaction. Therefore,
when we embrace the story, we are embracing it with a mutual
feeling of connectedness. The consequence of this embrace in
the Trauma Healing Project was the hope that we needed so
badly so that we could move forward after all traumas.

The Trauma Healing Project would facilitate the telling of
individual and communal stories so that we can reach a holistic
understanding of the untold stories of trauma survivors from
communities historically affected by political violence, and
specifically about their experiences of spirituality in traumatic
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situations (Muller 2004:1030). | sought to explore how trauma
affected the spirituality of trauma survivors and how or whether
spiritual resources were mobilised to re-author their life narratives
that were shattered by trauma (Manda 2015a). Re-authoring
conversations seek to create the possibility for the generation of
alternative, preferred stories of identity (Manda 2015a). Once
these stories have been co-created (between the researcher
and the co-researcher), the person concerned will have a
foundation to continue to link events and meanings around this
new story (Carey et al. 2003:68). The narrative approach was used
as a tool to explore ‘the individual and community narratives that
trauma survivors had about their lives and relationships, their
effects, their meanings and the context in which they had been
formed and authored’ (Manda 2015a:1; Morgan 2000:10). Morgan
highlights that people live their lives according to the stories they
tell about themselves and what others tell about them. The stories
we have about our lives are created by linking certain events
according to a plot, in a particular sequence, across a time period
and finding a way of explaining or making sense of them.
This meaning forms the plot of the story (Morgan 2000). Thus,
according to Morgan, a narrative is like a thread that weaves the
events together, forming a story.

Searching for meaning for trauma
survivors

Some studies indicate that finding personal meaning in a
traumatic event is a critical factor in recovery from traumatic
sequelae (Frankl 1962, 1964; Herman 1992). Elsewhere in this
book, | refer to Morgan (2000), who views humans as interpreting
beings. She says that we daily experience events that we seek to
make meaningful. The stories we have about our lives are created
by linking certain events together in a particular sequence across
a time period and finding a way of explaining or making sense of
them. This meaning-making forms the plot of the story. Morgan
(2000:n.p.) adds, ‘we give meanings to our experiences constantly
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as we live our lives’. However, a traumatic experience does not
make sense at times because (Gilchrist n.d.):

The traumatic event is unaccounted for in the collective body of
assumptions about life, self, and the world that individuals hold. As it
fails to make sense in terms of prior assumptions, it creates a ‘crisis of
meaning’ in how victims are to understand a number of things. (n.p.)

Gilchrist continues that the sense of ‘meaning’ that victims either
possess or are missing as they attempt to understand an event is
directly related to the suffering they experience. As a result,
victims struggle to understand and give meaning not only to the
nature of the event, but also to the nature of a world where such
things can occur and - moreover - that world in relation to oneself
(Manda 2013). Because the assumptive world is at the centre of
one’s being and personality, victims also tend to question their
self-worth, blame themselves for the event having occurred and
feel guilty for surviving the event (Janoff-Bulman 1992). For the
above reason, when trauma ruptures, violates or questions the
validity of their assumptions, victims experience a ‘wounding’ of
their very being (Janoff-Bulman 1992).

Therefore, | was interested in joining a group of trauma
survivors with whom we could explore our pain and perhaps find
meaning in our suffering.

B Recruiting research participants

The research project began with 38 participants, all black people
(15 men and 23 women), aged between 20 and 45 years. Of the
38 participants, 30 were South Africans, one Malawian, four
Congolese from the DRC and three Zimbabweans, who were living
in Pietermaritzburg at the time (Manda 2015a). The South African
participants came from neighbouring local townships like Imbali,
Howick, Mpophomeni, Greater Edendale Valley, KwaMpumuza,
Sobantu and Escourt; ‘these [communities] were greatly affected
by political violence in the 1980s and 1990s culminating in the
Seven Days War’ (Manda 2015a:1). Foreign nationals were included
in the project because they are not exempted from traumatic
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experiences in South Africa. They had just survived the largest
wave of xenophobic attacks in South Africa in 2008 or were living
with scars from their countries of origin caused by wars, oppressive
governments, etc. They were allinvited through partner community-
based organisations to attend the Stress and Trauma Healing
Workshop Level 1 at Kenosis from 30 October to O1 November
2009 (Manda 2015a). As | was working with churches at the time,
most of the participants came from churches. Somehow, | started
responding to my research problem of how churches can get
involved in the healing of communities caught up in the crossfire
of past and present trauma. My thinking then was that once they
experience healing for themselves, they will be motivated to get
involved in facilitating the healing of others in their churches,
organisations and communities. In this way, the church would be
getting involved in healing Pietermaritzburg of the past trauma of
civil war.

In order to be included in the study, the participants were
required to provide their consent. So during the workshop,
| obtained consent from participants to participate in a pilot
study for trauma healing. The main criterion for participation was
the experience of a traumatic event or living with possible
symptoms of trauma. To ensure that this criterion was met, those
who gave consent completed the Harvard Trauma Questionnaire
(HTQ), which was designed to assess the mental health
functioning of individuals who have experienced traumatic life
events (Manda 2015a:2; Mollica 2007:12). Thirty-three of the 38
participants who completed and returned the questionnaire had
experienced, witnessed or heard about one or multiple traumatic
events. For example, HTQ analysis revealed that some participants
experienced torture first-hand or witnessed the torture or killing
of someone, family or friend; others were rape survivors; there
were refugees who fled war in their home countries, suffered
neglect, starvation and were deprived of water; some were
involved in car accidents, stabbed or held at gunpoint; and others
were living with HIV and AIDS. After the sample was obtained,
the study then proceeded with a qualitative methodology,
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utilising the narrative approach as a way of working through
trauma and to facilitate the telling of ‘unstoried’ parts of the
narratives of trauma survivors concerning their experiences of
trauma.

B How data were collected

Now that | had identified the problem for humanity that my
research wanted to solve, that is, to heal Pietermaritzburg of its
past trauma of civil war, | asked myself how | was going to heal
and gather data at the same time. As a narrative researcher,
| chose to work with the PAR design using a narrative approach.
The aim was to look in detail at the effects of stressful and
traumatic experiences on the lives of the respondents and
facilitate the telling of the ‘unstoried’ parts of the narratives
of trauma survivors concerning their experiences of trauma.
| wanted to facilitate the process of regaining control over the
events of their lives through the search for meaning to determine
what these might say about their ‘landscape of identity’ (Carey
et al. 2003:63). As part of a group of narrative researchers,
| wanted to be part of the story development process through
which different alternative, more holistic stories of trauma could
be explored and re-authored.

Participatory action research design was chosen because it
offers several benefits to both the researcher and research
participants compared to other methodologies.

Firstly, PAR was chosen because it has emerged in recent
years as a significant methodology for intervention, development
and change within communities and groups (Manda 2013). Within
the PAR approach, Babbie and Mouton (2001:xxx-xxxi) argue
that ‘the researcher is first and foremost seen as a change agent
whose primary responsibility is to initiate and facilitate
“emancipatory” change during the research process’. This
seemed an ideal approach as | was not interested in gathering
data and let it rot in the libraries. | wanted to facilitate the process
of healing individual and collective trauma in Pietermaritzburg.
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| wanted to do something about trauma that churches were not
doing at the time, whose silence was questioned by the IEC
official.

Secondly, PAR involves all relevant parties in actively examining
together current action (which they experience as problematic)
in order to change and improve it. It aims to be active co-research
by and for those to be helped, and it tries to be a genuinely
democratic or non-coercive process whereby those to be helped
determine the purposes and outcomes of their own inquiry
(Wadsworth 1998). In other words, by seeking to democratise the
research relationship, ‘PAR aims to reduce the distance between
the researcher and research participants, and to ensure that a
symmetrical and equal relationship is established’ (Babbie &
Mouton 20071:xxxi).

Thirdly, participative research is a ‘research with people rather
than research on people’ (Manda 2013; Reason 1994). The so-
called research subjects by the modernist approach to research
are, in turn, defined as research participants, given their crucial
role as co-owners of the knowledge production process (Babbie &
Mouton 2001m1:xxxi). This then frees the researcher from an
objectivist approach of science to research (Muller 2004). Indeed,
| learnt more by doing research with the research participants
than | would have had | used the objectivist approach. By the end
of the longitudinal research, each one of us documented our
stories of trauma. We learnt together to document narratives, edit
them and actively participate in the publication process. | still
remember some researchers being so excited during the launch of
the publication that they exclaimed, T...] so we are authors also, we
thought authoring books belonged to the academia only’. This, for
me, is empowerment, which is a crucial goal of PAR. According to
Babbie et al. (2001:xxxi), empowerment entails that the poor,
oppressed and the exploited in societies acquire power through
research. Those who began as trauma survivors or victims ended
up as authors, as you will note in this book; | quote some of them,
no different from when | would quote Babbie and Mouton or Judith
Herman. Besides, the handbook has travelled far and wide to
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places where the authors themselves may not have set foot. For
example, the Trauma Healing Project and also the book writing
project were funded by different local and European donors. Each
one of them received a copy, and they were happy with our
progress to the point that they continued to fund our initiative. As
lamtalking, the participants, now designated as trauma counsellors,
have registered a not-for-profit organisation called KZN Stress
and Trauma Network, and are facilitating stress and trauma healing
in their communities in their language. For Babbie and Mouton
(2001), empowerment also involves conscientisation (raising
awareness), emancipation, learning, strengthening research
participants in their capacity to do research and the generation of
autonomy. Indeed, the participants are now autonomous as they
run their own organisation and manage their own funding. In my
preliminary readings around the topic of trauma, | gathered that
trauma disempowers its victims, as it renders them helpless and
overwhelmed. The only way to start empowering them is by
getting them involved in their own liberation. | wanted the survivors
of various traumatic events to actively participate in their healing
and liberation. | was looking for a research design, and PAR just
happened to be the ideal one for my research context.

Fourthly, PAR brings people together with a common
problem, namely, to (1) identify knowledge and action that is
directly useful for a community and (2) support people to
engage with this knowledge and action to make necessary
changes in their lives, relationships and communities (Reason
1994). Perhaps, this is the most pertinent reason as to why PAR
was the ideal design for my study project. In this study, all co-
researchers had a common problem - experience or witnessing
of trauma in their lives - and we came together to find ways and
processes to make necessary changes in our lives, relationships,
and communities.

Fifthly, the PAR design incorporates personal reflections as
research data (Park 1999:141-157). Thus, co-researchers’
reflections and stories, which were listened to and documented,
were incorporated as research data in this study.
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B Organisation of the book
This book comprises 11 chapters divided into three parts.

Part 1 is about trauma and recovery. It explores the
biopsychosocial injuries that people who are exposed to trauma
may sustain and suggests resources to heal the debilitating effects
of trauma. This section also underscores the role of group therapy
approach in the recovery process of individuals and communities
that have been exposed to traumatic stress as applied in the
Trauma Healing Research Project. It also demonstrates the skill
and art of creating visual narratives and using them to weave life
narratives shattered by trauma.

Part 2 is about the results of weaving trauma narratives as a
way of healing and empowering trauma survivors. It comprises
four chapters, and each chapter presents a different type of
trauma that was expressed by participants in the Trauma Healing
Research Project. Participants were talking about their personal
experiences from the time they entered to the time they exited
the project, and how the application of theory helped them to
heal or find better ways to cope.

Part 3 reflects on the whole longitudinal research project in
search of a spiritual narrative model of care. Having demonstrated
through literature and practice how limited biopsychosocial
approach helps us to understand and treat the effects of trauma on
the whole person, the author shows how the holistic narrative model
for care can be applied to bring healing and recovery of individuals
and communities that are exposed to trauma. Finally, the book
demonstrates the importance of interdisciplinary studies in order
for us to meet the various needs of clients in pastoral ministry.

Synopsis
The following is a chapter-by-chapter synopsis of the book.

Chapter 1 is the roadmap of the book. It discusses the main
argument of the book, the context in which it has been authored
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and the approach used to collect data for the Trauma Healing
Research Project.

Chapter 2 discusses the conceptual understanding of trauma,
intergenerational trauma and the context in which trauma narratives
were authored. It reviews the literature in the field of traumatic stress
studies. It critiques the biopsychosocial effects of trauma in the
various domains of life of traumatised individuals. It then discusses
how these effects impact the social and occupational functioning
and well-being of trauma survivors and their support systems.

Chapter 3 touches on the theoretical aspects of trauma and
recovery in South Africa. It covers different stages of trauma
intervention such as emergency, brief intervention, early
intervention and long-term intervention. It lauds the Wits Trauma
Model, a a home-grown South African model that was developed
over time by psychologists as they grappled to treat patients at
the Trauma Clinic and other centres during the political violence
of the 1980s and 1990s in South Africa.

Chapter 4 is where the rubber heats the road. The author covers
the first and second phases of the Trauma Healing Research Project.
Phase 1 starts with processes that allow research participants to
experience trauma healing for themselves by attending several
Stress and Trauma Healing workshops and trauma debriefing
sessions. Phase 2 shifts the focus from research participants to the
communities from which they come. They are trained as caregivers
and ‘wounded healers’ to start organising and facilitating trauma
awareness, debriefing, and Stress and Trauma Healing workshops in
their communities. The objective of training churches to facilitate
healing of Pietermaritzburg’s past and present trauma takes place
in this phase. This phase covers a period of 5 years in which the
research participants were exposed to different processes that
sought to heal them from traumatic stress and also empower them
to take control of their lives. It covers Judith Herman’s five stages of
trauma recovery and Diakonia’s group therapy approach as they
were implemented or applied on the ground.
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Chapter 5 focusses on re-authoring life narratives shattered by
trauma. Like a mosaic reconstructed from broken pieces of tiles,
pottery or glass, research participants begin to weave their
experiences into life narratives in a coherent manner. They
understand the impact of telling their story in the healing of trauma,
but more than narrating, they also understand that literary narratives
are powerful tools to heal trauma. As they write their stories, they
express certain parts of their narratives which could not be
expressed verbally. On the other hand, the literacy narratives bring
healing to the reader through identification. As readers read the
other’s story, they run their story parallel to the one they are reading
by always comparing to find points of identification. Thus, starting
with visual narratives as facilitators narrating our trauma, we
proceeded with the empowerment and reconnection processes
that prepare wounded healers to use their wounds to effect
individual and communal healing from traumatic stress.

Part 2 of the book comprises Chapter 6 to Chapter 9. Each
chapter represents a specific case or type of trauma that emerged
during the Trauma Healing Research Project. Mollica (2007)
argues that:

[T1he trauma stories of the survivor and their healers need to
be collected and archived for all to read without censorship.
Since the beginning of our humanity, these stories present an
evolving history of survival and healing, teaching all of us how
to cope with the tragic events of everyday life. The failure to collect
and archive these stories denies us the opportunity to prevent a
future generation of violence. (n.p.)

The Trauma Healing Research Project succeeded in documenting
14 stories in total, but only four of them are presented in this book
with consent from the authors. These life narratives demonstrate
the role the Trauma Healing Project can play in the healing, redress
and recovery of traumatised individuals and communities. Each
case presents a particular type of trauma, the context in which it
was authored and how the Trauma Healing Project intervened to
help the participant re-author the participant’s life narrative. Here
is a synopsis of Chapter 7 to Chapter 10.
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Chapter 6 addresses the trauma of xenophobia, a constant
threat for foreigners in any foreign land, but specifically in
South Africa. Manda being a Malawi national on a work permit in
South Africa vowed never to forget the image of a Mozambican
man he saw on TV, who was tied to a mattress in Johannesburg
by South African citizens and set ablaze. He watched how a man
struggled in vain, how a man engulfed in flames kicked and was
finally overcome by fire. Fearing for his life and that of his family,
he felt the absence of God during xenophobia and sustained
spiritual injury in the process. He details his experience during
the Trauma Healing Project and re-authors his life narrative.

Chapter 7 discusses the war and refugee trauma.
Kitengie’s narrative reads like fiction. His case is not only a symbol
of the struggles of foreigners in a foreign land but also a symbol
of the effects of war trauma. Fleeing Eastern Kasai in the DRC
during the civil war, Kitengie, a professional teacher, walked
13 days and 13 nights in the Congo Forest in pursuit of a safer
place. Constantly fleeing to a safer place, Kitengie gets his share
of xenophobia in South Africa. Felt alone in the world, he
reconnects with the Trauma Healing Project family.

Chapter 8 addresses the trauma of rape, captivity, and HIV
and AIDS in Noma’s life. Surviving sexual abuse at the age of 11,
physical and verbal abuse for another year, and fleeing captivity
only to fall pregnant at the age of 14. As if this is not enough, she
loses her child in a road accident, falls prey to HIV and loses a
string of loved ones. Angry at God for not intervening on her
behalf, she discovers during the Trauma Healing Project that
actually the absent God was present.

Chapter 9 presents the trauma of murdered family members.
Losing her mother to death from natural causes, a brother
stabbed to death by community members and her father
murdered by her cousin, Madondo loses faith in her community
and support systems and vows never to talk about her story. She
finds peace through telling her story at the Trauma Healing
Project and re-authors her narrative.
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Part 3 is a reflection of the Trauma Healing Research Project
and the emerging spiritual narrative model of care. This part
comprises Chapter 10 and Chapter 11.

Chapter 10 discusses the spiritual narrative model of care. It
critiques the limitations of the biopsychosocial approach to
understand and treat trauma by specifically exploring the link
between trauma and spirituality. It explores the holistic impact of
trauma on the whole person, in spirit, soul (or mind) and bodly. It
reflects onthe experiences of research participants who sustained
not only biopsychosocial effects of trauma but also moral and
spiritual injury. In other words, it examines the moral and spiritual
impacts of trauma on those who are exposed to traumatic stress.
The chapter underscores three concepts:

1. moral injury
2. spiritual injury
3. post-traumatic spirituality.

The author introduces the concept of ‘post-traumatic
spirituality’ and how it affects the recovery or post-traumatic
growth of trauma survivors and their support systems,
regardless of their religious affiliation. Then the chapter argues
that the biopsychosocial approach is limited in scope for us to
reach a holistic model of assessing and treating individuals and
communities that are exposed to trauma. Instead, it proposes a
spiritual narrative model of care. This model must integrate an
understanding of and respect for the many forms of religion
and spirituality that people who are exposed to trauma might
have.

Chapter 11 concludes the book with a discussion on the need for
interdisciplinary studies to come up with a holistic understanding of
the impact of trauma on the whole person. By integrating spiritual
resources into the psychotherapeutic dialogue, specialists and
researchers in the field of traumatic stress studies could adopt a
holistic approach to better assess and treat individuals and
communities across religious backgrounds that are exposed to
trauma, suffering, death and other existential issues.
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Biopsychosocial

impact of trauma

In the course of our lives, we go through many experiences.
Meintjies (n.d.:5) uses a metaphor of people carrying baskets on
their backs as they go through life. She says that during the course
of life, it is as if we collect experiences into the basket of our life
and we carry them with us wherever we go. Some of these
experiences are positive or life-giving, which build our personal
profile, self-esteem and self-concept, and they give us motivation
to live and tackle the challenges of life as the occasion demands.
Nevertheless, there are also negative experiences in the basket
that are painful which result from what we have done, what was
done to us, and what we have failed to do. Meintjies (n.d.) gives
examples of some of the painful experiences in our basket, such as
poverty; unemployment; loss of one’s property, loved ones or
dream; being humiliated; loss of possessions; floods; rape; and
neglect. If | may, let me ask you to reflect on your life, what has
happened in your life, and to draw your own basket of life and fill
it with such experiences. But Meintjies (n.d.) disputes the idea that
every painful experience is traumatic, although people generally
may use the word loosely. One may ask, what then is trauma?

How to cite: Manda, C.B., 2019, ‘Biopsychosocial impact of trauma’, in Re-Authoring Life
Narratives After Trauma: A Holistic Narrative Model of Care (HTS Religion & Society Series
Volume 5), pp. 33-60, AOSIS, Cape Town. https://doi.org/10.4102/a0sis.2019.BK107.02
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B Understanding trauma

There are different schools of thought with regard to defining
trauma. One school sees trauma as the event itself, while another
school sees trauma as a response or reaction to a life-threatening
event. Meintjies (n.d.) argues that it is not the event itself that is
traumatic, but it is the experience of the event that leads us to
call some events traumatic. For instance, if you felt that you were
in extreme danger, and if you felt intense fear, helplessness
or horror, then it would be called traumatic. For example, if a
person’s house was burnt down during political violence, and he
or she had to flee the situation, this would be traumatic. Some
examples include events like rape, road accidents, armed robbery,
floods, physical abuse and domestic violence, and the list
continues. | agree with that school of thought that sees trauma as
the response to a terrible event. And the event itself is called a
traumatic event. It makes sense that it is a reaction to the event
because several people may be exposed to the traumatic event,
but not everyone will be traumatised. For example, while | was a
student in England in 2000, one lecturer told us her experience
of being stuck in the lift. She said there were many people in the
lift and for some unknown reason the lift got stuck. It would not
open. They called for help, and almost 3h passed before help
finally came. Eventually, they were rescued. When she walked out
of that lift, she vowed that she would never again use a lift. By the
time she told us this story, years had gone by after the incident,
but indeed she had kept her vow. Although no research was
conducted to follow the other passengers who rode that lift that
day, my assumption is that not all of them would have vowed
never to use a lift again. Others might have considered it an
unfortunate incident and would have continued using a lift. My
lecturer’s reaction to the lift incident may not have been the same
as the others who rode the lift that day. Another example is that
of my fellow student. While studying for her master’s in theology
at the University of KwaZulu-Natal in 2006, my friend was
involved in a car accident. She sustained some injuries, but
survived the ordeal. When | paid her a visit two weeks later,
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she vowed never again to drive a car. | wondered how she would
attend classes, because she lived about 10km from
the Pietermaritzburg campus. My assumption is that not everyone
who met with a car accident that day would have made a similar
vow as my friend. We react to terrible events differently,
depending on certain factors. As such, Bartsch and Bartsch
(1996:27) caution that when we work with people, we must listen
carefully to what they consider traumatic or stressful, because
what is stressful for one person may not be stressful for the other.

Kaminer and Eagle (2010:2) in their book, Traumatic Stress in
South Africa, trace the origin of the word ‘trauma’ to the Greek
word tere, meaning ‘to tear’ or ‘to rupture’. In the case of
psychological trauma, ‘this understanding is reflected in a notion
of psychological wounding and the penetration of unwanted
thoughts, emotions and experiences into the psyche or being of
the person’. Martz and Lindy (2010:34) also see trauma as a
wound. They say that as a psychological metaphor, ‘an individually
experienced traumatic event can be experienced as a sharp,
sudden, deep wound to the psyche, leaving a tear in the tissue of
the holistic self’ (Martz & Lindy 2010:28). They add that ‘in trauma,
the horrific moment arrives with such world-shattering force that
it scrambles the brain’s function, and the victim is unable to
process the experience in a normal way’ (Manda 2015a:5).

| facilitated a Stress and Trauma Healing workshop on
17 November 2018 at the Faculty of Theology and Religion,
University of Pretoria. We looked at Martz and Lindy’s definition
of trauma. What caught our attention was the phrase that
trauma ‘scrambles the brain’s function’. We reflected on the term
‘scramble’. Several definitions and examples of the word
‘scramble’ came up, but we nearly died of laughter when one
participant mentioned ‘scrambled eggs’. The same one also
mentioned a scrambled TV. We all knew what scrambled eggs
are, and we also knew how a scrambled TV looks. A picture of a
scrambled television (TV) station is presented in Figure 2.1.

When a TV station is scrambled (see Figure 2.1), images do not
look as clear as they should. Although we did not go into detail
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Source: Photograph taken by Charles Manda, on 10 January 2018, in Sunnyside, Pretoria, published with
permission from Charles Manda.

FIGURE 2.1: A picture of a scrambled television screen.

as to what causes scrambled TV images, we understood the
metaphor of Martz and Lindy that trauma hits ‘with such world-
shattering force that it scrambles the brain’s [functions]’ (Manda
2015a:5). It simply means that the functions of the brain are mixed
and cannot function properly. Kaminer and Eagle (2010:2) assert
that traumatic events severely disrupt many aspects of
psychological functioning. Just as there is disruption in normal
viewing of TV, so too there is a disruption of the normal feeling of
comfort when one experiences a traumatic event (Van der Merwe
& Gobodo-Madikizela 2008:158-182).

As we continued to brainstorm the definitions of trauma, another
participant defined trauma as a dent that the traumatic event or
experience leaves in a person’s life. The ‘dent’ metaphor led us to
reflect, particularly as some participants had cars. The online Oxford
Learner’s Dictionaries site defines ‘dent’ as a hole or hollow that is
made to the surface of a car or any hard surface owing to something
hitting the surface. As an idiom, to make a dent in something means
to reduce the amount of something (Oxford Learner’s Dictionaries
n.d..n.p.). For example, a dent can be caused by a stone, a metal
object, two cars colliding with each other or by a driver crashing the
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car into something. With our simple understanding of dent, we
reflected on how trauma could be referred to as a dent in a person.
An example includes the latest South African Reserve Bank interest
hike, which made a dent in the property market. For those of us who
live in South Africa, the government’s decision to raise value-added
tax from 14% to 15% has made a large dent in the cost of living. By
application, trauma causes a dent in a person’s social, occupational
functioning and well-being. A traumatic event leaves a mark in the
survivor’s life. Although some traumatic experience may heal with
time, others leave a permanent dent unless otherwise repaired. Van
der Kolk and Van der Hart (1995b:158-182) say traumatic experience
produces emotions such as terror, fear, shock and above all
disruption of the normal feeling of comfort. They explain how
trauma ‘scrambles the brain’s function’ as the sensation factor
sector of the brain is active during trauma, but the meaning-making
faculty - the rational thought and cognitive processing, namely, the
cerebral cortex - remains shut down because the effect is too much
to be registered cognitively in the brain. As experience has not been
given meaning, the person experiencing it is continually haunted by
it in dreams, flashbacks and hallucinations. Caruth (1995:6, cited in
Manda 2015a), giving more clarity on how the brain’s function is
scrambled, says that trauma forces:

[T1he self into hiding, and [while] the sensory manifold [keeps]
‘recording’ sights, sounds, smells, and feelings, the brain [fails] to
work them through. Thus, in a sense, [the] videographer left, but
the tape kept running. The trauma, then, is ‘an event whose force is
marked by its lack of registration’. (p. 5)

Again Caruth gives a metaphor of the cerebral cortex, the thinking
brain, as a videographer, who instead of recording the events as
they unfold abandons the video machine, runs away or goes into
hiding because the pain is too much to register. But the video, the
survival brain or the sensation factor sector, as Van der Kolk and
Van der Hart (1995b:158-182) put it, keeps recording. When the
event is finished, the videographer comes back and has missed a
plot. Then the cerebral cortex starts asking questions like, what
happened? The cerebral cortex is the analytical part of the brain
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that seeks to understand, make meaning and give explanations;
however, it cannot explain because it fled and the self was forced
into hiding. And because the cerebral cortex did not register the
event, Caruth (1996:62) calls trauma a ‘missed experience’.
According to Caruth (1996):

The shock of the mind’s [relation] to the threat of death is [thus]
not the direct experience of the threat, but [precisely] the missing of
this experience, the fact that, not being experienced in time. It [has]
not yet [been] fully known. It is this lack of direct experience that,
paradoxically, becomes the basis of the repetition of the nightmare.
The person experiencing trauma is continually haunted by it in
dreams, flashbacks and hallucinations because the cerebral cortex is
trying to make sense of what happened. (p. 5)

It keeps asking questions, and as the survival brain or the sensational
factor sector was present at the scene and recorded everything, it
starts giving bits and pieces of the footage in dreams, flashbacks
and hallucinations. Wigren (1994:415-416) states that experience is
normally processed in the memory in the form of a narrative. This
process includes the selection of relevant data, the construction of
causal chains, the connection of events to characters, the episodic
organisation of events and the drawing of conclusions to make
sense from an event and guide future behaviour. In contrast,
traumatic memories leave the victim speechless (Van der Merwe &
Gobodo-Madikizela 2008:56). These memories come back as
emotional and sensory states with little verbal representation (Van
der Kolk 1996:296). Van der Merwe and Gobodo-Madikizela
(2008:56) add that traumatic memories are so overwhelming that
they cannot be turned into narratives; they are usually triggered
by associations; and they remain unassimilated in the psyche,
accompanied by intense emotions, vivid images, nightmares and
somatic symptoms such as sweating palms. Normally, people
make sense of new events by fitting them into pre-existing narrative
mental schemas (a schemais a pattern of thought or behaviour that
organises categories of information), but not so with severe
trauma; it cannot be contained in these schemas because it
shatters their foundations, and it defies all attempts to ascribe
meaning to the traumatic experience.
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Van der Kolk and Van der Hart (1995b:176) call traumatic memories
the unassimilated scraps of overwhelming experiences, which need
to be integrated with existing mental schemes, and be transformed
into a narrative language. When such integration takes place, the
story of the event can be told; the flashbacks and the somatic
symptoms disappear and the person regains control over the past.

Kaplan and Wang (2004:5) view trauma as a special form of
bodily memory. It is a debilitating kind of memory. They argue that
‘[ilt is engraved on the body, precisely because the original
experience was too overwhelming to be processed by the mind’
(Kaplan & Wang 2004:5). To be repressed, a memory would have to
be cognitively processed and then forgotten (Kaplan & Wang
2004:5). But because it has not been processed, the memory tries
to find a way into consciousness and ends up leaving disturbing and
ambivalent traces in a typical traumatic symptom of flashbacks,
hallucinations, phobias and nightmares (Kaplan & Wang 2004:5).
Thus, traumatic experiences place ‘excessive demands on people’s
existing coping strategies and create severe disruption in many
aspects of the psychological functioning and well-being of a
survivor’ (Kaplan & Wang 20045, cited in Manda 2015a:2).

American Psychiatric Association (APA 2000) inthe Diagnostic
and Statistical Manual of Mental Disorders (DSM-IV-TR),
4th edition, Text Revision, specifically defines trauma as:

Direct experience of an event that involves actual or threatened
death or serious injury, or other threat to one’s physical integrity;
or witnessing an event that involves death, injury, or a threat to the
physical integrity of another person; or learning about unexpected or
violent death, serious harm, or threat of death or injury experienced
by a family member or other close associate.

The person’s response involved intense fear, helplessness, or horror.
(Note that in children this may be expressed instead by disorganised
or agitated behaviour). (p. 463)

Caruth (1996:10) sees traumatic experience as ‘unclaimed
experience’. Caruth (1995) adds that:

[SJometimes a response to an overwhelming event or set of events
may be delayed. The pathology of trauma consists solely in the
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structure of [the] experience or reception: the event is not assimilated
or experienced fully at the time, but only belatedly in its repeated
possession of the one who experiences it. (p. 142)

Thus, according to Caruth, to be traumatised means ‘precisely to
be possessed by an image or event’ (Caruth 1995:142).

When people find themselves suddenly in danger, they are
overcome with feelings of fear, helplessness or horror (Carlson &
Ruzek n.d.). However, in cases of children, argues APA (2000:464),
‘sexually traumatic events may include developmentally
inappropriate sexual experiences without threatened or actual
violence or injury’. Carson and Ruzek point out that after traumatic
experiences, people may have problems that they did not have
before the event. If these problems are severe and the survivor does
not get help, they can begin to cause problems in the survivor’s
family. During a trauma, survivors often become overwhelmed with
fear. Soon after the traumatic experience, they may re-experience
the trauma mentally and physically. Because this can be
uncomfortable and sometimes painful, survivors tend to avoid
reminders of the trauma.

Examples of traumatic events

Events that would be considered traumatic and are experienced
directly include, but are not limited to, military combat; violent
personal assault (e.g. sexual assault, physical attack and
mugging); being kidnapped; being taken hostage; terrorist
attack, such as the 9/11 attack on the twin towers of New York;
torture; incarceration as a prisoner of war or in a concentration
camp; natural or man-made disasters; severe motor vehicle
accidents or being diagnosed with a life-threatening illness (APA
2000:463-464).

H Intergenerational trauma

If not treated in time, symptoms of trauma can linger on for
decades and result in PTSD. Post-traumatic stress disorder is a
specific set of problems resulting from a traumatic experience
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and is recognised by medical and mental health professionals.
Research in traumatic studies shows that PTSD symptoms may
cross generations. For example, in his article, ‘Intergenerational
transmission of trauma: An introduction for the clinician’, Portney
(2003:1) asserts that parents who have witnessed traumatic
events may pass dysfunctional life views on to their children. In
clinical practice, for example, Portney (2003) points out that:

[Platients with parents suffering with PTSD often describe damaged,
preoccupied parents who are emotionally limited. Symptoms
in parents such as traumatic reliving, emotional numbing and
dissociative phenomena do not help a child develop a reasonable
sense of safety and predictability in the world. Portney adds that
these parents are also less able to respond optimally during usual
developmental crises and help the world to be more comprehensible
to the child. The parent suffering with PTSD also has difficulty
[modelling] a healthy sense of identity and autonomy, appropriate
self-soothing mechanisms and affect regulation, and maintaining a
balanced perspective when life challenges arise. Instead, they can
model catastrophic or inappropriately numbed and disassociated
responses. (p. 2)

According to Portney (2003):

[T Jhe parent’s high levels of anxiety can significantly interfere with
the child’s developmental progress; Children’s self-image and object
relations are also obviously affected by their image of their parents.
Parents’ success in coping and being resilient determines whether the
child can be proud, ashamed or confused about their parents. (pp. 1-2)

In another study, entitled ‘Intergenerational trauma: Convergence
of multiple processes among First Nations peoples in Canada’,
Bombay, Matheson and Anisman (2009) state that:

[7 Jraumatic events exact an enormous psychological and physical toll
on survivors, and often have ramifications that must be endured for
decades. This includes emotional scars, and in many cases standards
of living are diminished, often never recovering to levels that existed
prior to the trauma. (p. 7)

For example, Bombay et al. (2009:n.p.) describe the sad reality
of Aboriginal groups of people in North America, mentioning
how, ‘[blefore the arrival of Europeans, Aboriginal groups in
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North America were largely independent and self-governing,
determining their own philosophies and approaches to cultural,
economic, religious, familial, and educational matters’. When
compared today (Bombay et al. 2009):

[SJuch healthy societies stand in sharp contrast to the conditions
that currently exist in many First Nations communities. Years of
colonisation and attempts at forced assimilation have led to the
devastation of First Nations communities and cultures. (n.p.)

Giving an example of North America and citing other sources,
Bombay et al. (2009:n.p.) claim that ‘First Nations peoples
encounter high levels of adverse childhood experiences, such as
abuse, neglect and household substance abuse.” As if this was
not enough, Bombay et al. (2009) are adamant that:

[Rlelative to the general population, [First Nations peoples]
are more likely to encounter stressful experiences in adulthood,
including poverty and unemployment, violence, homicide, assault,
and witnessing traumatic events. [...] According to Whitbeck and
colleagues (2004a), the current health and social conditions [in North
America,] coupled with continued discrimination, act as reminders
of, and are a continuation of, the historical traumas that persist in
the thoughts of Aboriginal people and continue to impact them. [...]
These traumas can occur at a personal level (e.g., car accident, or rape)
or at a collective level (war, natural disasters, or genocide), and the
responses to such events are not identical. In the latter instance, there
is now considerable evidence that the effects of trauma experiences
are often transmitted across generations, affecting the children. (n.p.)

Bl Intergenerational effects of trauma

The effects of intergenerational trauma may even be transmitted
from generation to generation, affecting the children (Whitbeck
et al. 2004a).

Carson and Ruzek (n.d.) argue that the seriousness of the
symptoms and problems depends on many factors, including a
person’s life experiences before the trauma, a person’s own
natural ability to cope with stress, how serious the trauma was
and what kind of help and support a person gets from family,
friends and professionals immediately following the trauma.
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They add that because most trauma survivors are not familiar
with how trauma affects people, and they often have trouble
understanding what is happening to them. They may think that
the trauma is their fault, that they are going crazy or that there is
something wrong with them because other people who
experienced the same trauma do not appear to have the same
problems. Survivors may turn to drugs or alcohol to deal with
their misery. They may turn away from friends and family who do
not seem to understand. They may not know what to do to get
better (Carlson & Ruzek n.d.).

Not every traumatic event leads to trauma. Nelson-Pechota
(2004) differentiates a traumatic event from an individual’s
reaction to that event. According to Nelson-Pechota, a traumatic
experience is a potentially terrifying situation in which an
individual fears a severe personal injury to him or her or witnesses
a threat to another individual. The keyword here is ‘potentially’.
Two individuals can be in the exact same frightening situation,
but one will react with little or no discomfort, while the other
might experience high levels of distress. Likewise, some situations
are more likely to be traumatising than others. For example,
soldiers who experience severe combat or exposure to atrocities
are more likely to react with fear and horror than soldiers who
never see combat or who participate in minor skirmishes.
However, the APA (2000:463), in describing the response to
trauma, argues that ‘[t]he person’s response to the event must
involve intense fear, helplessness, or horror (in children, the
response must involve disorganised or agitated behaviour)
(Criterion A2)’. The characteristic symptoms resulting from the
exposure to extreme trauma include persistent re-experiencing
of the traumatic event (Criterion B), persistent avoidance of
stimuli associated with the trauma and numbing of general
responsiveness (Criterion C) and persistent symptoms of
increased arousal (Criterion D) (APA 2000:463).

Meintjies (n.d.) cautions that there are many experiences, both
negative and painful, which affect us in different ways as we
continue with life’'s journey, but not all experiences can be
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called traumatic. Trauma exposure occurs along a continuum of
‘complexity’, from the less complex single, adult-onset incident
(e.g. a car accident) where all else is stable in a person’s life, to
the repeated and intrusive trauma, ‘frequently of an interpersonal
nature, often involving a significant amount of stigma or shame’
and where an individual may be more vulnerable, owing to a
variety of factors, to its effects (Briere & Scott 2006:401). Recent
trauma studies have deepened our understanding of trauma and
its impact. Briere and Spinazzola (2005:401) describe a complex
range of post-traumatic symptoms and identify the interactions
of multiple factors as contributing to their seriousness. For
example, more serious symptoms are associated with histories of
multiple victimisations, often beginning in childhood and resulting
in disruptions of parent-child relationships (Turner, Finkelhor &
Ormrod 2006). More profound impacts are also associated with
co-occurring behavioural health problems, like substance abuse
disorders (Acierno et al. 1999), and with a range of other
issues, like limited social support, lower socio-economic
status and stigma associated with particular traumatic events
(Briere et al. 2005).

B Responses to traumatic experiences

Bartsch and Bartsch (1996:27) state that people respond to the
same events differently. They argue that people experience stress
differently depending on several factors, for example, biological
or genetic factors that take into cognisance their age and stage
of life development, or their inherited biological constitution
(Bartsch & Bartsch 1996). Another aspect includes supportive
factors or stressor factors (Bartsch & Bartsch 1996):

Traumatic stress severs us from the usual [support systems] of, [say,]

safety and security that help us [to] manage ordinary stress when

there is no trauma. [Traumatic events cut] us off from that which we
rely on most of the time. (p. 28)

In other words, how much support or lack of support do we get
from our friends, families or other support systems when we are
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confronted with events of world-shattering proportions? The
third factor is the coping capacity of the person who has
experienced a stressful or traumatic event. Here, we are talking
about people’s ‘ability to cope based on their previous experience,
self-esteem, their faith and hope in God’ or any object of devotion,
and their learnt style of coping with life experiences (Bartsch &
Bartsch 1996; Manda 2013). In summary, ‘people have different
biological or genetic makeup, different social pressures and
support, and different learned ways of coping’ (Bartsch & Bartsch
1996:27), which can alleviate or exacerbate the response to
stressful or traumatic events.

The APA (2000:468), inits DSM-/V-TR, groups these symptoms
into three categories:

1. avoidance
2. re-experiencing
3. increased arousal.

B Avoidance

‘Persistent avoidance of stimuli associated with the trauma
and numbing of general responsiveness (not present before
the trauma), as indicated by the following symptoms’
(APA 2000):

e efforts to avoid thoughts, feelings or conversations associated
with the trauma

e efforts to avoid activities, places or people that arouse
recollections of the trauma

¢ inability to recall an important aspect of the trauma

¢ markedly diminished interest in participation in significant
activities

¢ feeling of detachment or estrangement from others

¢ restricted range of affects (for example, unable to have loving
feelings)

e sense of a foreshortened future (for example, does not
expect to have a career, marriage, children, or a normal life
span). (p. 468)
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Meintjies (n.d.:8) adds that this avoidance takes the form of
trying not to think about what happened or avoiding places and
things associated with the event, while others avoid talking
about aspects of the experience that were particularly awful. In
order to cope with or numb the pain, some people will take
alcohol or drugs to block out the feelings and memories.
The survivor tries all he or she can do to avoid thinking about
the traumatic event because to think about it is like going back
and experiencing it all over again, which is very frightening
and painful.

H Re-experiencing

An individual can re-experience trauma. This happens because the
event is now part of our memory and it tends to keep coming back
into our minds. This is when we experience nightmares, flashbacks
or thinking about the event even when we are trying not to. The
‘traumatic event is persistently re-experienced in the following
ways’ (Meintjies n.d.:7; APA 2000):

e Recurrent and intrusive distressing recollections of the event,
including images, thoughts, or perceptions. Note: in young
children, repetitive play may occur in which themes or aspects
of trauma are expressed.

e Recurrent distressing dreams of the event. Note: in children,
there may be frightening dreams without recognisable
content.

 Acting or feeling as if the traumatic event were recurring
(includes a sense of reliving the experience, illusions,
hallucinations, and dissociative flashback episodes, including
those that occur on awakening or when intoxicated). Note: in
young children, traumatic specific re-enactment may occur.

* Intense psychological distress at exposure to internal or
external cues that symbolise or resemble an aspect of the
traumatic event.

* Physiological reactivity on exposure to internal and external
cues that symbolise or resemble an aspect of the traumatic
event (p. 468).
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B Increased arousal

Persistent symptoms of increased arousal (not present
before the trauma), as indicated by the following symptoms
(APA 2000):

o difficulty falling or staying asleep

e irritability or outbursts of anger

e difficulty concentrating

¢ hypervigilance

¢ exaggerated startle response. (p. 468)

H Biopsychosocial impact of trauma

| have alluded earlier in this book to the fact that the
biopsychosocial approach recognises that trauma affects
people on several dimensions - biological, social and
psychological. The biological aspect is concerned with what the
physical effects of the trauma are or what other somatic
symptoms are there. The psychological aspect is concerned with
what psychological responses there are to stress - what impact
has the trauma had on the client? The social aspect is concerned
with impacts on the family, social functioning and work life (SAITS
2009:46). In this chapter, we look more in detail at these effects
on the people who are exposed to trauma.

Ml Biological impact of trauma

After giving consent to volunteer in the Trauma Healing pilot
project, participants completed the HTQ, which was designed to
assess the mental health functioning of individuals who have
experienced traumatic life events (Manda 2015a:2; Mollica
2007:12). However, part 1 of the questionnaire asks participants
to indicate whether they have experienced, witnessed or heard
any of the events that are listed in the questionnaire (Manda
2015a; Mollica 2007). Sixteen different traumatic events are listed
in questions 1-16. Question 17 asks the participant to mention
any other situation that was very frightening or whether he or
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she felt his or her life was in danger. Similarly, part 2 was a personal
description of events that participants considered ‘to be the most
hurtful or terrifying [that they] experienced’ (Schubert et al.
2016:n.p.). Part 3 asked whether they experienced a head injury
owingto drowning, suffocation or beating on the head. Participant
responses indicated that most of the events affected their
physiological or biological aspects. For example, of the
33 questionnaires that were returned and were actually usable,
26 participants indicated that they experienced or witnessed one
or more traumatic events (Manda 2013). Events ranged from
being raped, stabbed, shot (but survived), involved in a car
accident, abducted, deprived of food and water, beaten on the
head, tortured, robbed at gunpoint and being tested HIV-positive
to the murder of close relatives, sustaining serious heads injuries,
ill health without access to medical care, domestic violence with
the intention to inflict bodily harm and other forms of violence.
Most of these traumatic experiences involved the physical aspects
of the body (Manda 2015a).

The National Centre for PTSD states that people who go
through traumatic experiences often have symptoms and
problems afterwards. How serious the symptoms and problems
are depends on many factors, including a person’s life experiences
before a trauma, a person’s natural ability to cope with stress,
how serious the trauma was and what kind of help and support a
person gets from family, friends and professionals immediately
following the trauma. For example, SAITS (2009) points out that
repeated exposure to traumatic incidents leads to sustained high
levels of adrenaline, which may lead to long-term changes in
behaviour and even physical strain on the body. People who are
working with victims of traumatic incidents or whose jobs expose
them to repeated traumas (e.g. nurses, paramedics, social
workers, psychologists, mortuary workers and police) may
become traumatised through their exposure to the traumas of
others - this is called vicarious trauma.

Carson and Ruzek (n.d.) add that physical health symptoms
and problems can occur because of long periods of physical
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agitation or arousal from anxiety. Trauma survivors may also
avoid medical care because it reminds them of their trauma and
causes anxiety, and this may lead to poorer health. For example,
a rape survivor may not visit a gynecologist and an injured motor
vehicle accident survivor may avoid doctors, because in both
cases the incident reminds the person of a trauma that had
occurred. Habits used to cope with post-traumatic stress, like
alcohol use, can also cause health problems. In addition, other
things that happened at the time of the trauma may cause health
problems (e.g. an injury).

Changes in the brain

Traumatic experience can affect the brain in one way or
another. Kaminer and Eagle (2010:37) explain that the brain
structure and functioning of trauma survivors who develop
PTSD differ from those who do not develop PTSD. Research in
the area of brain imaging shows that trauma survivors with
PTSD have a significantly smaller hippocampus (an area of the
brain that plays a critical role in the categorisation and storage
of incoming stimuli in memory) and an excessively activated
amygdala (an area of the brain that involves in the evaluation
of emotional significance of incoming stimuli) (Van der Kolk
1996). Kaminer and Eagle (2010:37) add that people who
develop PTSD after a trauma also appear to have a different
type of neurochemical response to the trauma than those
trauma survivors who do not develop PTSD. A good example is
the receptors in the brain for the stress hormone, cortisol,
which appears to be more sensitive in people who develop
PTSD after trauma compared with those who do not, possibly
making them intensely sensitive and hyper-responsive to
external events (Yehuda 1999:21-32). This suggests that the
neurobiology of PTSD is qualitatively different from the
neurobiology of the normal stress response, that is, PTSD does
not appear to be simply an extreme version of the normal
stress response (Kaminer & Eagle 2010:38).
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Depression

Meintjies (n.d.:.65) contends that some trauma survivors may
suffer from underlying depression. This is a clinical illness,
involving sadness, hopelessness and often low self-esteem. SAITS
(2009) adds that depression involves feeling down or sad for
more days than not and losing interest in activities of fun:
You may feel low in energy and be overly tired. People may feel
hopelessness or despair, or feeling that things will never get better.
Depression may be especially likely when a person experiences loss

such as the death of close friends. This sometimes leads a depressed
person to think about hurting or killing himself or herself. (n.p.)

The Management of Post-Traumatic Stress Working Group:
Department of Veterans Affairs and Department of Defence (VA/
DoD 2004) adds the following to the list of common physiological
or biological signs after exposure to trauma or loss:
Chest pain, chills, difficulty breathing, dizziness, elevated blood
pressure, fainting, fatigue, grinding teeth, headaches, muscle tremors,

nausea, profuse sweating, rapid heart rate, shock symptoms, thirst,
twitches, visual difficulties, vomiting, weakness. (p. 11)

B Psychological impact of trauma

Kaminer and Eagle (2010:48) assert that a large number of South
Africans do not enjoy a sense of physical safety and security
either at home or outside. This is because they have often been
victimised by multiple perpetrators of violence, some of whom
may be familiar, such as a spouse or a neighbour, and some of
whom may be total strangers. Kaminer and Eagle (2010) add that
theoccurrenceofviolenceis, therefore,commonyetunpredictable
with regard to where it may happen, what form it may take and
who the perpetrator might be. Thus, a person who lives in such a
highly violent community must not only deal with his or her own
experiences of direct traumatisation but also with the indirect
trauma of hearing gunshots and seeing weapons in the
neighbourhood, witnessing others being assaulted and hearing
about the violence experienced by family members, neighbours
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and friends. What exacerbates the situation is the constant
anxiety of worrying about the safety of themselves and their
loved ones (Kaminer & Eagle 2010).

Many of the research participants sustained psychological injury
or what other authors would call cognitive or mental symptoms
(VA/DOD 2004), as they tried to make sense of their ordeal. Part 4
of the HTQ listed 30 symptoms that people sometimes have after
experiencing hurtful or terrifying events in their lives. Participants
were asked to read each one carefully and decide how much the
symptoms bothered them in the past week. Although the
participants experienced different symptoms, the symptoms
common to many participants included having (Manda 2015a):

[R]ecurrentthoughtsormemoriesofthemosthurtful orterrifyingevents
they experienced, feeling as though the event was happening again,
[...] recurrent nightmares, feeling jumpy, [easily] startled, feeling
irritable or having outbursts of anger; others had trouble sleeping,
[avoiding] activities that reminded them of the traumatic or hurtful
event, sudden emotional or physical [reaction] when reminded of the
most hurtful or traumatic events, feeling ashamed of the hurtful or
traumatic events that had happened to them, [among] others. [...]

What returned to haunt the research participants in this study
through nightmares, flashbacks, and hallucinations is not only the
reality of the traumatic experience but the reality [of the way] that
its violence [had] not yet [been] fully known. (p. 5)

Scientific evidence suggests that trauma (Manda 2015a):

[FJorces the self into hiding, and [while] the sensory manifold
[keeps] ‘recording’ sights, sounds, smells, and feelings, the brain
[fails] to work them through. Thus in a sense, as Caruth (1995:6) puts
it, the videographer left, but the tape kept running. The trauma, then,
is ‘an event whose force is marked by its lack of registration’. (p. 5)

Psychological responses to trauma vary from one person to
another. Nelson-Pechota argues that no two people may react or
respond to the same traumatic event in the same way. For
example, two people may be stuck in a lift, and after their rescue
one may vow never to use a lift ever again. The other person may
call it an unfortunate event and still continue to use a lift.
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Herman (1992:33) asserts that ‘psychological trauma is an
affliction of the powerless. At the moment of trauma, the victim
is rendered helpless by [an] overwhelming force’. When one
compares commonplace misfortunes and trauma (Herman 1992):
[T Jraumatic events generally involve threats to life or bodily integrity,
or a close personal encounter with violence [or] death. [Traumatic

events] confront human beings with the extremities of helplessness
and terror, and evoke the responses of catastrophe. (p. 33)

Quoting the Comprehensive Textbook of Psychiatry, Herman
(1992:33) emphasises that the common denominator of
psychological trauma is a feeling of ‘intense fear, helplessness,
loss of control, and threat of annihilation’.

Self-blame, guilt and shame

Sometimes, in trying to make sense of a traumatic event,
people take too much responsibility for bad things that
happened (what they did or did not do, or for surviving when
others did not) (SAITS 2009). Meintjies (n.d.:31) adds that
most trauma survivors also feel very guilty about what
happened. This could happen even if it was clearly not their
fault. They may also feel a strong sense of shame about some
aspects of the trauma incident. Guilt is a powerful emotion
that can haunt a person for many years. It is also a very personal
emotion. Many people feel that others cannot really understand
their guilt.

Anger or aggressive behaviour

Feelings of anger can be difficult to deal with after a traumatic
experience. Meintjies (n.d..27) points out that almost all
trauma survivors feel extremely angry about what happened. This
is justified as the person would have been frightened and helpless.
She adds that some survivors have a strong desire for revenge and
need support during the time of extreme anger or hatred. Trauma
can be connected with anger in many ways. After a trauma, people
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often feel that the situation was unfair or unjust (Meintjies n.d.:27).
They cannot comprehend why the event happened and why it
happened to them. These thoughts can result in intense anger.
Although anger is a natural and healthy emotion, intense feelings
of anger and aggressive behaviour can cause relationship and job
problems, and loss of friendships. If people become violent when
angry, this can make the situation worse as people can become
injured and there may be legal consequences (Meintjies n.d.:27).

Alcohol and/or drug abuse
According to Kaplan and Wang (2004):

[A] post-traumatic memory is [characterised] by montage-like
relations of intrusiveness and remoteness, of vision and blindness,
of remembering and forgetting. PTSD is [characterised] by
symptomological dialectic of hypermnesia and amnesia, memories
are not mastered, but rather [they] are experienced as involuntary,
hallucinatory repetitions, or, [alternatively,] are blocked. (p. 116)

Thus, an image of the past will repeat with a shocking reality,
intruding on the present (Kaplan & Wang 2004:116-117). To deal
with this experience, some trauma survivors resort to excessive
drinking or ‘self-medicating’ with drugs to cope with upsetting
and difficult thoughts, feelings and memories related to the
trauma. While this may offer a quick solution, it can actually lead
to more problems, especially if one gets addicted to excessive
drinking or drug use (SAITS 2009).

Post-traumatic stress disorder

The essential feature of PTSD described in DSM-/V-TR is
(APA 2000):

[T 1he development of characteristic symptoms following exposure
to an extreme traumatic stressor involving direct personal experience
of an event that involves actual or threatened death or serious injury,
or other [threat] to one’s physical integrity; or witnessing an event
that involves death, injury, or a threat to the physical integrity of
another person. (p. 463)
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Even if you do not experience or witness a traumatic event, people
can be affected by learning about unexpected or violent death, as
well as serious harm or threat of death or injury to a loved one like a
family member or any other close associate (APA 2000:463). For
example, Kaminer and Eagle (2010:49) argue that, as a result of
continuous exposure to traumatisation in South Africa, many people
do not have a ‘post’-traumatic period in which to process, or attempt
to adapt to, their recent trauma experiences before the next
traumatic experience occurs, whether directly or indirectly.
Unfortunately, this is the reality in many communities in South
Africa. Thus, people’s adrenaline hormone levels are constantly on a
high, making many people very aggressive and causing them to
respond with anger to some events. Given the rate of crime,
accidents on the roads and elsewhere, and violent deaths in South
Africa, one cannot but agree with Buckenham (1999) that
South African society is a deeply traumatised community of women,
men and children. Each person has a story to tell about themselves,
their friends and their family. The struggle for daily survival in an
increasingly challenging economic environment frequently adds to
the already present emotional and psychological trauma and rage
(Manda 2015a). In their review of specific clinical and epidemiological
literature, Edwards (2005) and Bean (2008) support Buckenham’s
assertion that PTSD and its related conditions are a significant
public health dilemma in South Africa. For example, research
conducted at a primary healthcare clinic in Khayelitsha, a township
on the outskirts of Cape Town, South Africa, revealed that 94% of
adult respondents, aged 15-81, had experienced at least one severe
traumatic event in their lifetime (Carey & Russell 2003). Another
study conducted by Hoffman (cited in Manda 2013) among Pretoria
Technikon students showed that a significant number of students
had been exposed to traumatising events, such as unwanted sexual
activity (10% of the female students), witnessing serious injury or
death (19%), being a victim to violent robbery (13.5%) and physical
assault (8%). Of those who were exposed to trauma, a high
proportion reported PTSD symptoms. No wonder Edwards (2005)
concludes that PTSD is a significant public health concern, based
not only on the prolific occurrence of PTSD in South Africa but also
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on its debilitating effects that have a marked impact on different
areas of human functioning. While many people recover without
experiencing debilitating conditions that affect their psychosocial
functioning significantly, some people will require treatment and
this Trauma Healing Project attempted to do just that.

The symptoms of PTSD listed below are adapted from DSM-
IV-TR (APA 2000:467-468). These are symptoms, but you need
a certain combination of symptoms from ‘A-F’ categories or
criteria to diagnose PTSD (APA 2000:467-468).

(A) The person has been exposed to a traumatic event in which
both of the following were present:

e The person experienced, witnessed, or was confronted with
an event or events that involve actual or threatened death or
serious injury, or a threat to the physical integrity of self or
others.

* The person’s response involved intense fear, helplessness, or
horror. (Note that in children this may be expressed instead by
disorganised or agitated behaviour).

(B) The traumatic event is persistently re-experienced in one (or
more) of the following ways:

¢ Recurrent and intrusive distressing recollections of the event,
including images, thoughts, or perceptions. Note: in young
children, repetitive play may occur in which themes or aspects
of trauma are expressed.

¢ Recurrent distressing dreams of the event. Note: in children,
there may be frightening dreams without recognisable content.

e Acting or feeling as if the traumatic event were recurring
(includes a sense of reliving the experience, illusions,
hallucinations, and dissociative flashback episodes, including
those that occur on awakening or when intoxicated). Note: in
young children, traumatic specific re-enactment may occur.

¢ Intense psychological distress at exposure to internal or
external cues that symbolise or resemble an aspect of the
traumatic event.

¢ Physiological reactivity on exposure to internal and external cues
that symbolise or resemble an aspect of the traumatic event.

55



Biopsychosocial impact of trauma

(C) Persistent avoidance of stimuli associated with the trauma
and numbing of general responsiveness (not present before
the trauma), as indicated by any three (or more) of the
following:

» Efforts to avoid thoughts, feelings, or conversations associated
with the trauma.

- Efforts to avoid activities, places, or people that arouse
recollections of the trauma.

e |Inability to recall an important aspect of the trauma.

 Markedly diminished interest in participation in significant
activities.

¢ Feeling of detachment or estrangement from others.

* Restricted range of affects (for example, unable to have loving
feelings).

e Sense of a foreshortened future (for example, does not expect
to have a career, marriage, children, or a normal life span).

(D) Persistent symptoms of increased arousal (not present before
the trauma), as indicated by two (or more) of the following:

« difficulty falling or staying asleep
e irritability or outbursts of anger

« difficulty concentrating

* hypervigilance

* exaggerated startled response.

(E) Duration of the disturbance (symptoms in criteria B, C, and D)
is more than one month.

(F) The disturbance causes clinically significant distress or
impairment in social, occupational, or other important areas of
functioning.

Specify if:
Acute: duration of symptoms is less than three months
Chronic: duration of symptoms is three months or more.
Specify if:

With Delayed Onset: if the onset of symptoms is at least six months
after the stressor.
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Some of the cognitive or mental symptoms include:

Blaming someone.

Change in alertness.

Confusion.

Difficulty identifying familiar objects or people.
Hypervigilance.

Increased or decreased awareness of surroundings.
Intrusive images.

Loss of orientation to time, place, person.
Memory problems.

Nightmares.

Poor abstract thinking.

Poor attention.

Poor concentration.

Poor decisions.

Poor problem solving (APA 2000:467-468).

The Management of Post-Traumatic Stress Working Group:
Department of Veterans Affairs and Department of Defence
(VA/DoD) Clinical Practice Guideline for the Management of
Post-Traumatic Stress Version 1.0 lists some of the common
signs after exposure to trauma or loss (Table 2.1).

TABLE 2.1: Department of Veterans Affairs and Department of Defence VA/DoD Clinical
Practice Guideline.

Emotional impact Behavioural impact

. Agit_ation « Alcohol consumption

* Anxiety ) * Antisocial acts

* Apprehension » Change in activity

* Denial ) » Change in communication

© Depre_55|on ¢ Change in sexual functioning

* Emotional shock + Change in speech pattern

o FEaY_ « Emotional outbursts

* Feeling overwhelmed « Erratic movements

. Gr|_ef * Hyper alert to the environment
e Guilt . ) * Inability to rest

* Inappropriate emotional response - Loss or increased appetite pacing
« Irritability _ « Somatic complaints

* Loss of emotional control « Startle reflex intensified

* Severe pain .

. Withdrawal or suspiciousness
Uncertainty

Source: APA (2000).
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B Social impact of trauma

Traumatic events overwhelm the ordinary systems of care that
give people a sense of control, connection and meaning (Herman
1992). Herman further explains that traumatic events are
extraordinary, not because they occur rarely, but because they
overwhelm the ordinary human adaptions to life. According to
the systems model of understanding the impact of trauma,
trauma extends beyond the individual who was directly involved
in the event.

When something bad happens, our family, friends,
neighbourhood, community and even society at large may be
affected (Meintjies n.d.:12). For example, Sjdlund (2007) states:

[MJany survivors of trauma report difficulties with their [close]

relationships following the trauma. The person’s [response] to trauma,

including fear, mistrust, irritability, withdrawal or [dependence] will
naturally have an impact on family and friends. (p. 193)

The survivor of the trauma may feel let down or betrayed by his
or her family, or may be hurt by the way in which the family
responded to the trauma. The trauma ‘survivor becomes very
sensitive towards other people. They may also [prefer] not [to]
tell their loved ones what happened, for fear of upsetting them
unnecessarily’ (Sjélund 2007:193). Solomon (2004:7) notes that
a traumatic experience can have other devastating consequences
on the victims’ lives, as well as on the lives of those who love
them. She (Solomon 2004:7) argues, ‘[o]ver and above its impact
on physical health, a traumatic experience can result in marital,
occupational, and financial problems for its survivors’. For
example, recent studies on refugees, disaster victims, prisoners
of war and other traumatised populations suggest that victims
are at an increased risk of displaying suicidal behaviour for several
years after the traumatic event.

Meintjies (n.d.:12) opines that the family and friends of a trauma
survivor are also likely to go through some type of traumatic stress
response, including feelings of horror, fear and helplessness while
assisting the person involved in the trauma.
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Family and friends may feel guilty about what happened, or
angry, and dir