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In the Wounds of the Father:

Transgenerational Trauma, Past, Present and Future
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In the closing months of World War II, the advancing Allies came upon apocalyptic places that seemed like another world; these locations were far removed from anything they had up to then experienced, despite the bloodshed, destruction, and loss that were unavoidable experiences in time of war. The Nazi death camps -- Auschwitz, Mauthausen, Dachau, Bergen-Belsen, Treblinka and elsewhere -- provided unmistakable proof of the depths to which both individuals and groups could sink in their effort to inflict unimaginable cruelty on their fellow human beings. Those who emerged from this Holocaust (which comes from a Greek word meaning burnt offering or sacrifice) would never be the same again.

There was nothing in previous Jewish history to compare with Hitler’s ‘Final Solution’. For the Survivors, the events of the War were indelibly imprinted on their souls, and it was difficult -- if not impossible -- to communicate their experiences to others with any kind of rationality, order, or control. The noted author and survivor of Auschwitz, Elie Wiesel wrote:

Had we started to speak, we would have found it impossible to stop. Having shed one tear, we would have drowned the human heart. So invincible in the face of death and the enemy, we now felt helpless. . . . people refused to listen, to understand, to share. There was a division between us and them, between those who endured and those who read about it.

These people had suffered trauma, a word which comes from the Greek for wound.  In  psychiatric terms, it denotes a normal response to an extreme event, and must not be equated with metal illness. Wiesel’s observations imply that there was no clear idea about how to help these people (who had developed deep emotional responses to distressing circumstances) return to life, reintegrate into society, or heal. Also, there was a long period of silence and denial after the War, during which no psychoanalytic investigation was undertaken. In the 1950s the Germans themselves were shamed into accepting the idea of restitution -- what was called Wiedergutmachung (literally ‘making good again’); while this was an important initiative, the way in which the Germans went about substantiating claims was, in some ways, like making the Survivors live through their wartime experiences all over again. Claimants were required to approach the German embassy or consulate in the place they had settled, and then had to go for medical and psychiatric examinations, carried out by specially appointed German-speaking doctors, in order to determine whether or not the medical conditions from which they presently suffered, or their impaired capacity to earn a living, could be traced to their wartime experiences. The evidence was then presented by specially appointed lawyers to courts in Germany, which adjudicated on these claims, using the criteria of hard economic fact. Some got compensation; others did not. In fact the person examined had to exhibit twenty-five per cent incapacity even to be considered. The early (German) psychiatric interviews were carried out with a view to obtaining evidence, and there was a natural tendency among Survivors to view the psychiatrists with mistrust and suspicion. Very few came forward later for treatment: their reluctance was based on understandable feelings of denial, repression, and isolation of traumatic memories; after all, who could really understand their experiences, and empathise with them?

Gradually people came forward, and by the 1960s psychiatric journals began to document their cases. In 1968 a physician named William Niederland described a complex of disturbances he named ‘survivor syndrome’; they included anxiety; chronic depression; disturbance of memory; a tendency towards isolation and social withdrawal; a general apathy, alternating with occasional short-lived angry outbursts; headaches; tremors; muscular and skeletal problems; feelings of fatigue; and a sense of emptiness. Sleep disorders were common: patients dreaded nightmares, which featured terrifying experiences from their past; many were also unable to verbalise the traumatic events they had suffered.
 One haunting aspect among the Survivors was the inability to mourn appropriately for dead relatives, many of whose graves were non-existent; this was an unbearable deprivation, and many named their children after those who were killed in the Holocaust. While this custom isn’t uncommon in Judaism, it is given added emphasis in the relationships between Survivors and their children, which are often so powerful as to be overwhelming, and all-encompassing.

While the parents’ conditions became clearly understood, classified, and analysed, this wasn’t the case for the Second Generation. In the 1960s there was little or no psychiatric or psychoanalytic investigation into the effects of the Holocaust on these ‘Memorial Candles’, as they are called in a book of that title.
 Some of the first reports came from Canada (where I was born). These individuals displayed an excessive need to curb normal aggression and rebellion common in adolescence; they had conflicts arising from a need to fulfil expectations set for them by their Survivor parents. They felt that they could partially compensate for the losses of their parents’ generation, and so many became obedient achievers; but for some the pressure associated with this self-imposed striving was too great. Sometimes parents remained silent about their wartime experiences; in other cases the children served as sounding boards for the parents’ recounting of horrific narratives with the result that these young people felt guilt and depression. Yet even where silence reigned, children often developed elaborate fantasies about their parents’ experiences; these may have been more terrifying than reality.

Children of Holocaust survivors are, in the first instance, exposed to those terrible events through the filter of their parents, at a time when the organised portion of personality (what psychoanalysts call the ego) is rather fragile, and not fully formed. It’s more difficult to generalise and speak collectively about the children than about the parents, because the life-trajectories of the second generation are more variable: they grew up in a host of different countries, had different cultural experiences from their forbears, and never experienced the direct and long-lasting effects of torture, starvation, prolonged confinement, forced labour, and daily fear of extermination. The methods by which experiences were transmitted are various and complex; also the degrees to which parents sought treatment, and were healed, varies considerably. Clinicians are agreed, however, that no definitive Survivor-child syndrome has emerged.

There are some parallels between survivors of the Shoah (a Hebrew word meaning ‘disaster’) and those who emerged from other natural or man-made disasters. The word trauma has been correctly applied to people who survived the bombings of Hiroshima and Nagasaki; the destruction of the World Trade Centre in New York on September 11 2001; the recent earthquakes in Italy, Haiti, New Zealand, and Japan; as well as to those who suffered in the apartheid era in South Africa, to name but a few notable, large-scale events of the postwar period which have rendered its victims helpless and unable to protect themselves. There are, however, some significant distinctions which are peculiar to the Holocaust experience.

This event featured at its core the attempted genocide of an entire people. The Nazis imposed upon victims a complete sense of worthlessness; they felt totally abandoned. Not having children was seen as the ultimate defeat (remember that one and a half million children died in the Holocaust). The new generation was therefore seen as a victory over the Nazis; yet simultaneously there was guilt about surviving at the expense of others. The Nazis’ forced separation of family members created huge anxieties, and the children of Survivors often became symbolic resurrections of the dead; a reassuring illusion was created that the parent had never been abandoned.  In a certain way the children were turned by their parents into Survivors, and were thus linked by a special bond of common fate; often a shared language, such as Yiddish (spoken by the Jews of Eastern Europe), helped to reinforce this link. Survivors’ children often lived in their parents’ past, trying to make sense of it, and sometimes re-enacting it. The children came to feel that the Holocaust was the single most important event affecting their lives, even though it occurred before they were born. Many felt a need to live in the past and change it, so that their parents’ humiliation, disgrace, and guilt could be converted into victory over the oppressors; the threat of genocide could be overturned, with life and self-worth restored. Children of Holocaust survivors were thus assigned a messianic task: to share, undo, ameliorate, and provide restitution. It’s perhaps no accident that many of them went into helping or creative professions: medicine, dentistry, the clergy, art and literature, and, in my own case, teaching, and volunteer work involving civic responsibility. This is why I joined the Community Relations Council. In my time there I have supplemented my work in the boardroom (with its policy decisions, corporate plans, advocacy work, and adjudication on grants for tens if not hundreds of thousands of pounds) with work on the ground with a number of groups, in the areas of transgenerational trauma and transitional justice. I can tell you I have never worked harder as a volunteer, and  this work has been deeply meaningful. In particular it has allowed me to see how much hurt there is in our community, and how much work we all have to do to achieve healing.

Perhaps in what I’ve already said you can see certain parallels between the children of Holocaust Survivors, and children of the victims and survivors of the Troubles. Trauma is transmitted in three ways: through the impact of the traumatic event on the parenting capacities of the parents; through the child’s identifying with, or rebelling against, certain character traits in the parents that had been produced by the traumatic experiences; and through the child’s elaborating the knowledge of the parent’s experience according to the particular stage of development through which the child is passing -- especially if the parents’ experiences have been treated as a family secret.
 In Northern Ireland it is estimated that more that 41,000 people are directly affected by a family death or injury, and as a result suffer distress or emotional disturbance; this figure doesn’t include all the eye-witnesses, neighbours, friends, extended family, and co-workers of those more directly affected.
 There’s very little research on transgenerational trauma here, for a variety of reasons, including the deep divisions which still exist in society, the contested views of history, the ongoing politicisation of the past, and the contested and emotive issue of victimhood. Funding is also a problem which impinges on the ability to do effective qualitative and quantitative research, which, through cross-fertilisation, enriches the knowledge base of everyone involved in this expanding area. 

It is important to recognise that there is no clear, organised, or even recommended  method for dealing with the effects of Troubles-related trauma in Northern Ireland. Those who are affected often do not avail of assistance from statutory agencies, such as the Health Service. Part of the explanation stems from an ideological or political aversion to accepting assistance from the state. But it’s also a stark fact that until the 1990s, there was no funding whatsoever available from the Health Service to deal with mental health issues related to the conflict. Even now, the services are spread very thinly indeed. The Family Trauma Centre, established in 1999 and based in Belfast, offers a unique and essential service. It employs only nine therapists (drawn from both the main traditions) to cover the whole of the north, and treat the more than 250 families (some ranging across three generations) who are referred there every year.
 The traumatic stories emerge through a conversation which is co-created by speaker and hearer, in a carefully controlled, safe atmosphere. Sometimes these encounters are prepared for by means of ‘talks about talks’ (that is, what would need to occur, where and how conversations would happen, and how records would be kept); interestingly, and by the Centre’s own admission, these discussions mirror the ‘proximity talks’ of the political process in the mid-1990s.
 

Before reaching that breakthrough moment, therapists have to dismantle the continued reliance on silence, distance, and denial as coping strategies. The Israeli psychologist Dan Bar-On has done important work on unresolved issues among Holocaust survivors and their children. He uses the term ‘the double wall’ to mean that while some Survivors build an emotional wall between their experiences and the past, their children build their own parallel wall; parents, he says, do not tell, and children do not ask.
 In Northern Ireland, parents who are Victims often feel shame, and perhaps fear, as a result of their traumatic experiences, and so withhold information; their children, initially keen to know parental history, eventually stop asking questions, and begin to form their own mechanisms for dealing with the past. The atmosphere of silence, which creates a ‘vacuum’, is sometimes filled by terrifying (and potentially inaccurate) thoughts, images, and beliefs. In therapy, the true stories emerge, in a variety of ways, not all of them verbal.
 Silence is in fact a key mechanism by which trauma in one generation is communicated to the next. It can embody a wealth of meaning, and has its own map, directing listeners in subtle ways; the silences can mean many things: ‘Don’t go there; don’t say that; don’t touch; too much; too little; this hurts; this doesn’t’.
 Family therapists are highly adept at deconstructing such messages, which may contain multiple meanings about specific experiences. Silence affects not only individuals, but also whole communities, and the dismantling of long-held coping strategies depends to a large degree on communal confidence: if the political situation is stable, and social relations are improving, long-buried narratives have a chance to emerge; but if there are signs of political anxiety and social unrest, then traumatised families become less confident about speaking out.

Clinical treatment of transgenerational trauma is appropriate for some; but it is not for everyone. In our situation, it’s neither financially feasible nor socially desirable to offer therapy to all those exposed to violence. The areas of greatest need are those that were worst affected by violence. In such cases community networks and groups play a vital role: they can be less stigmatising and more empowering. One recent, highly emotive report on the long-term impact of a traumatic incident (a multiple shooting) in an urban area carefully delineates between the generations involved. The research was conducted by means of interview, and differently constructed questionnaires for the two generations examined. The first generation, it notes, experienced continuous or chronic trauma. They felt ‘terror, fear, and withdrawal’, as well as repetitive and intrusive ‘flash-backs’. They felt guilt at not being able to protect loved ones, and were given to feelings of ‘anger and rage’. None sought help outside their immediate circle; they attempted to cope by ‘trying to be brave’ and ‘keeping it going for the family’. These feelings persisted in subsequent years. Some developed dependencies on sleeping tablets or nerve tablets, and one attempted suicide shortly after the bereavement. Most of the respondents believed that the incident had an impact on their children. Some parents told their children about a relative’s death at a very early age, while others never discussed it. More than half said that as a result of the incident, they were less able to be the kinds of parents they wanted to be for their children. All said that they were unable to mourn their dead, because they were unable to tell their stories readily.

Among the second generation, some were young children at the time of the incident, while others were not yet born. They grew up, the report observes, in a state of heightened anxiety, ‘with actual or threatened attack as a daily reality’. All of the children interviewed had family members arrested, imprisoned or interned without trial. There was variation in how the families talked about the killings: for some the individual was spoken about often; in another case a story was fabricated; in another the interviewee reported a ‘shadow’ or created memory. Most of these children felt that their parents were more protective of them. As they grew up, some experienced withdrawal, and some reported nearly all the same feelings as the first-generation group. It’s highly significant that there was stronger evidence of an inability to cope among the second-generation group than among the first. The writers of the report believe that there is ‘sufficient evidence to support the assertion that impacts of trauma arising out of political conflict are transmitted trans-generationally’. This is a very important finding, and confirms the need to conduct further research, outside the clinical context, to inform the development of appropriate support mechanisms for victims and survivors and their families.

While some studies of transgenerational trauma as experienced in Northern Ireland focus on individuals or on families, others focus on larger groups. In these cases there is a different kind of dynamic and social bond, which emphasises that a traumatised individual, who can feel extremely alienated, is not alone. Also, the work of the group provides a different focus -- that is, on the shared experience of the trauma in the past, rather than interpersonal difficulties in the present.
 If carried out successfully, such work can be very powerful, in terms of transformation -- not to restore people to how they had been prior to the experience, but to help them regain a sense of safety. The community setting can also help participants take care of each other, by, for example, bringing food, exchanging information, and sharing examples of how families are coping. The strength and knowledge within a group can also allow its members to challenge the knowledge and opinions of professional facilitators (who are not necessarily the harbingers of truth).
 This model has the potential to be extremely valuable in certain contexts, because it has the capacity to provide multi-dimensional support in an atmosphere of trust and mutual support.

 The models I have sketched out briefly are ones in which help has been sought, and there is the opportunity for healing. There are other, less formal and less programmatic, ways in which individuals’ needs can be met, including befriending, respite for carers, physiotherapy, pain relief, as well as legal and financial advice. It’s difficult to know how many, or what percentage, from amongst the total number of those affected, have availed of services, but it is estimated to be a small number. There are many individuals who continue to suffer from unresolved transgenerational trauma, which has not been identified or explored, and presents as, for example, car theft, drug abuse, alcohol abuse, child neglect, and youth suicide. In Northern Ireland we don’t know enough about how the conflict has left its mark on the children of Victims and Survivors.
We have participants in this conference from the main constituencies involved with the sector: the Community Relations Council, the Office of the First Minister and Deputy First Minister, the new Victims and Survivors’ Service, the Victims Commissioners, the many groups facilitating Victims, and those individuals who are, and must remain at the heart of what we do: the Victims and Survivors themselves. In both of the contexts I have been describing -- the Holocaust and the Northern Ireland Troubles -- it is essential that we don’t stereotype either Victims or their children, or the means used to help them achieve healing. We must remember that the structures we currently have in place to deal with trauma are various, and effective: families, the community, self-help groups, and, in some cases, referrals to health professionals. I can’t emphasise strongly enough that trauma is not a mental illness. It is not the same as post-traumatic stress disorder, which implies a high level of daily dysfunction. 

Trauma occurs when life is threatened. The danger that is felt is overwhelming, and pushed beyond the normal capacity to cope. The automatic reaction is the ‘fight or flight response’: get away or resist. When neither of these is a possibility, the excess energy is not discharged from the body: it remains frozen or trapped in the nervous system, and can wreak havoc. In a key study of this topic, Peter Levine, Director of the Somatic Experiencing Trauma Institute explains:

Trauma is an internal straitjacket created when a devastating moment is frozen in time. It stifles the unfolding of being, strangling our attempts to move forward with our lives. It disconnects us from our selves, others, nature and spirit. When people are overwhelmed by threat, we are frozen in fear. It is as if our instinctive survival energies are ''all dressed up with no place to go.

Trauma can be transmitted through various mechanisms: biological, psychological, familial, and societal/social;
 yet traumatisation is not a life sentence. In fact stressful and traumatic events which might initially (and for extended periods) have negative effects can ultimately produce positive changes. At the Centre for Trauma, Resilience and Growth at the University of Nottingham, the psychologist Stephen Joseph has been conducting research into posttraumatic growth.
 By this he means survivors’ advancement beyond previous levels of functioning in various areas: in relationships, for example, they may learn to value their family and friends more, and felt increased compassion towards others; they may develop improved views of themselves, for example, having a greater sense of personal resiliency and strength; they may also report positive changes in life philosophy, such as finding fresh appreciation for each new day, or renegotiating what really matters to them. There are various events which trigger this growth, including transportation accidents (shipping disasters, plane crashes, or car accidents), natural disasters (hurricanes or earthquakes) , interpersonal experiences (combat, rape, sexual assault, and child abuse), medical problems, and other life experiences (relationship breakdown, parental divorce, bereavement, or immigration). The development of this growth is influenced by several factors, including religion and spirituality, an individual’s personality, the ability to cope, and social support. Growth is an important word, because it provides us with an image of human experience grounded in a natural developmental process. Joseph suggests that people have an innate ability to know what’s important to them, and what’s essential for a fulfilling life; he adds that people are intrinsically motivated to move in a growthful direction. There is an expanding body of research into the facilitation of positive change among war veterans, cancer patients, survivors of sexual abuse, and victims of terrorist attacks. This programme, which can be applied to both individuals and groups, is not simply a case of accentuating the positive; nor is it a substitute for existing treatment of trauma. Instead it offers a new way of thinking about how to expand human functioning. It requires the therapist or facilitator to ‘listen out for growth as it occurs’. When individuals spontaneously mention benefits they may be feeling from trauma treatment, we can reflect this back on them; this may in turn facilitate the search for further benefits. At the very least, Joseph’s ideas demonstrate that victims are welcome to talk about the positive aspects as well as the negative.

We have been talking about serious, troubling matters; lives across the generations have been adversely affected by two sets of traumatic circumstances which have a continuing reality in our midst.  Our primary aim should be to encourage healing, and to reintegrate people into society. This will require purposeful, concentrated, and careful work, which is directed at the individuals and the specific difficulties they face. We need to understand transgenerational trauma better, and to encourage sufferers to come forward in honesty and trust, and avail of the services we have on offer. We can learn much from the existing research in other contexts, in order to develop our own studies which will enhance good practice. Surely we would like to pass on to our children a society which functions better than the one we inherited. We look forward to a shared future characterised by organic personal growth, and, for the sake of our children, we need to talk about the positive as well as the negative. We don’t necessarily need to stop being victims and survivors; but we do need to recognise that these labels do not constitute a life sentence. Growing and changing are natural processes; we who are here can help to foster them, so that the traumatised can take their rightful place in the building of a peaceful and just society. 
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