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Abstract: This article gives a fultuml{y—gpecz% fwist 10 irauma-oriented theories by discussing the way in which African-
Americans respond when they are paired with a European American therapist and bow their iz}rar:'m[ly—mared traumas
manifest in and outside of erpy. Racism is at the core of African-Americans' common traumatic bistory and may lead them

to develop what are essentially posttraumatic survival strasegies, which may inhibit therapeutic engagement. Case examples
show z;bat these barriers to therapeutic engagement may look like in therapy, and how culturally sensitive practices can mitigate
these barriers.
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African-Americans’ Historical Trauma: Manifestations
in and Outside of Therapy

am 2 European American man who grew up in a predomi- When a traumatic threat overwhelms the emotional regula-
Inandy lower income, urban African American {AA) com- tory system, the mind and bady nstincrually go into autonormic
munity. This upbringing inspired my longstanding interest in | survival mode (Lieberman & Van Horn, 2008). People become
cross-cultural issues. More recencly, [ have grown inserested in the hyper-a)vare qfsubrle changes in their surrounding environ-
psychotherapeutic expericnces of African Americans (AAs) who ments, including fast movements, loud speech or noises, or their
are paired with European American therapists, phys;cai!y pr.mmlnfg' to others. This hyper vigilance prepares
When [ decided ro write on this topic, I began to look for a traumatized indivi

uals to rake c[;uick and decisive action in order
e

theory that could operate as a basis for my exploration. I reflected | to protect themselves. High levels of arousal are oriented towards

on my personal experiences in a lower income, urban AA com- self-protection, but they ay a}s_o le.ad_ te hf:aith problems (Licber-
munity and particularly remembered thar such interpersonal man and Van Horn, 2008). Mainuining h:g_h levels °_f arousal
[raumas as cﬁiid and spousal abuse happened regularly. I also requires Sl?ﬂiﬁcam physiological energy, which the mind and
reflecred on how many people in my old neighborhood seemed to | body supply by re-routing energy that would normally go into

be constantly trying o heal from pre-existing traumatic wounds Other vital systems. .

or responding pre-emptively to new threaes. These reflections lead Hyper wg:lanqe and “9“33«1 are the core E)hysmipglcal symp-
me to conclude that trauma theory was an appropriate theoretical | 10 of posttraumatic stress disorder (PTSD) (Kimmecling et al.,

foundation. 2002). Postraumatic symptoms are more likely to manifest and

In this article, | will presenr a general theory of trauma and when the survivor is traumatized repeatedly by another person,
then discuss child abuse and spousal abuse because these are sub- | and particularly when d?e survivor and perpetrator are intimately
types of trauma thar lower income, urban AAs are at high risk for | acquainted. When the violation of trust is chronic, the symproms
surviving. I will demonstrate that the effects of chronic child and | ate more severe. Survivors of chronic interpersonal trauma rend
spousal abuse parallel how AAs (and lower income, urban AAsin | to have perpetrarors with whom they are intimately acquainted

acticular) are affected by white racism, which has implications {Briere & Scott, 2006; Hughes, 2006; Herman, 1996; Kimmer-
or their experiences in psychotherapy with European American ling et al., 2002; Lieberman & Van Horn, 2008). Chronic trauma

therapists, survivors are most often children who are abused by a parent and
Uwill present case examples which demonstrare how I have women who are abused by an intimate partner.

attempted to work through what may be AA's historically-rooted

engapement barriers by intuitively making use of their histori- Trauma of . f!b"?‘e ) _

cally-roored survival strategies. My hope is thar this exploration Both chronically hysically abused wormen and chronically

of theory and practice will inform more culturally-sensitive, cross- Ph}’ﬁcﬂ.”}’ abuse_d Chlil fen are emotionally prcdisgosed to seck
cubtura! treasment. proximity with idealized others whe are also most likely to trauma-

tize them again (Lieberman and Van Horn, 2008 Kimmerling et
General Theory of Trauma al. 2002). Licberman and Van Horp (2008) describe survivors of
Kimmerling et al. (2002) noted that an event is considered chronic interpersonal trauma who remain in close proximity 0
2 trauma when the event imminently theeatens the survivor with | their abusers as being in an emotional dilemma or paradox. This
serious injury or death, or the survivor perceives the threar to paradox leads chronic survivors to txpernence hiﬁ} levels of confu-

be of chat magnitude. The severity of 2 traumatic threa is ton sion and anxiety, which may be expressed by seeking the abuser’s
much for the mind and body to handle, eesulting in overwhelm- | approval, bargaining with the abuser, or aciing aut in ways that
ing terror, confusion, and helplessness (Licherman & Van Horn, | provoke negative mgwmes. ' '

2008). Neurobiologically, this occurs because trauma overwhelms ] Chromcat!y abused children typically blame ChcmeiVCS‘ for
the emotional reguitory tem, which would normally allow their abuse, which may lead them to provoke strongly negative
people to face most everyday siimuli, interpret those stimuli, and responses from otherwise caring others (Hu%hcs, 2006). Their
tespond in ways that promote emotional regulation. underlying motivation is to reinforce the beliefs that other peaple
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cannot be trusted and that they can only count on themselves.
This core survival strategy inevitably leads co primary relational
failures, which ceinforce abused children's pervasive shame and
unloveability (Herman, 1996).

Abused children’s tendencies to act out represent their best
efforts to protect their abusive parent’s exalted position (Lieber-
man & Van Horn, 2008). Abusive parents tend to have the most
power in the family, parcicularly if the non-abusive parent is also
abused by the abusive parent. Because an abusive parent is the
family's only real source of security, direction, and identicy, the
abuser cannot be seen as the pm&Zm; otherwise, the abused child
would feel utter, unbearable despair (Liebersan & Van Horn,
2008; McNally, 2007). To prevent this despair, the chronically
physically abused child will often act our in ways that provide
distractions and even dissociate completely from memories of the
abuse. Dissociation may be necessary for survival, but it makes
chronicaily physically a{;used children more vulnerabie to being
physically agused again {Licberman & Van Moen, 2008; McNally,
2007},

Chroaically physically sbused women tend to provoke
abusive behavior of their intimate parener (Kimmerling et al.,
2002; Scott-Tilley, Rugari, 8 Walker, 2008). Abused women may
think they deserve che abuse or may misinterpret abuse as a sign
of love, devotion, or a deeper sense of connection and interest,
This way of thinking is ultimately a survival strategy because it
keeps the abusive nature of the abuse out of consciousness. Because
chronically physically abused women are often emotionally and
financially dependent on cheir abusers, keeping the abuse out of
consciousness protects a relationship that is necessary for survival,
yet alse threatens survival,

Both chronically physically abused children and chronically
physically abused women devc?:)p survival strategies thar may
re-create their victimbood. Trauma survivors will usually respond to
traumatic stmubus by re-creating the trauma, avoiding it, detach-
ing emotionally, or behaving aggressively (Briere and Scotr, 2006;
Lieberman & Van Horn, 2008). Trauma survivors expect danger
at any time and without warning. They may erroneously inter-
pret subtle changes in their environment as threatening, respond
strongly and pre-emptively, and remain highly arcused and agi-
tated. This reactive response may create major problems in their
romantic relacionships, family, and workplace (Lieberman & Van
Horn, 2008; Hughes, 2006). Relational failures may lead erauma
survivors to isolate, become depressed, and develop problems with

drugs or alcohel (Ferman, 1996).

Trauma Recovery

The trauma recovery process occurs in stages that parallel
Maslow's hierarchy of nccgs (Herman, 1996). First, the trauma
survivor needs 1o escape physical danger and seek an environment
that is safe and stable. Once physical safery has been re-estab-
lished, the survivors’ emotional needs can be met more effectively.
The trauma survivors' highest priority emotional need is to re-
build a core of trust and safety that was shaceered by the rauma.
Trust and safety can be re-built through the reassurance, patience,
support, and nurture of caring others, including the survivor's
therapist. Re-establishing emotional safety gradually allows the
survivors’ mind and body to re-route energy to deprivéd systems,
facilitating trauma survivor's physiological recovery (Lieberman &
Van Horn, 2008).

Chronic rauma survivors’ irritability, aniety, and panic,
and their tendencies to be emotionally volarile and reaceive can
make it extremely difficult for supportive and sensitive others to
remain patient and soothing (Herman, 1996). Trauma survivors
nieed to re-connect with their famities {(Herman, 1996) and work
with therapists who will not overly personalize the volatility that
naturally Fglicws a aumatic experience {Hughes, 2006).

Family de-briefing. As mentioned previously, trauma sur-
vivors' intense emotionality may threaten stability of their most
important relationships (Herman, 1996). Though de-briefing
after a trauma may not absolve survivor's emotional inseabilicy,
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de-briefing can help to create a dimare of empathy and under-
standing that will facilitate recovery. When [ wark with clients
who have recently survived trauma, I find it helpful to host family
sessions and educate family members in front olf"3 the trauma
survivor abour the effects of trauma, and what emotional state the
surviver is likely to be in. I often recommend chat loved ones care
for the survivor as someone who is physically sick.

Cognitive restructuring, Once survivor’s physical and
emotional needs for safety and security have been met, they need
to make sense of their (raumas by connecting their traumaric
experiences to the traumatic experiences of similar others (Briere
& Scort, 2006; Licberman & Van Horn, 2008). Trauma survi-
vors can re-frame and resolve their experiences through cauma-
focused group therapy. During this mentally-oriented phase of
trauma treatment, therapises help survivors re-examine erroneous
patterns of self-blame and look See ly at cognitive distortions
that invariably re-create victimhood. The goal in this phase of
treacment is to creare a more empathic and realistic narrarive of
the traumatic event(s), which coaxes trauma survivors to move
on with their lives rather than staying mentally and emotionally
trapped in their traumasic pasts (Kimmetling et al., 2002; Briere
and Scotr, 2006).

Trauma of White Racism

Naming white racism as a trauma for AAs and describing its
effects in ways that parallel how women and children are affected
by chronic physical abuse takes trauma theoties a step further in
a culturally-specific direction. Trauma-focused theories cited in
the previous secrion acknowledge chat lower income, urban AA
women and children are at-risk for chronic physical abuse, but
these cheories say litde about how white racism contributes ro
their at-risk status, When trauma-focused theories mention the
effects of racism and discrimination on AAs, racism is described
as if it has an emotionally injurious effect. Alternarely, Afro-centric
theories define white racism as a traumatic threat to AAs, particu-
larly lower-income, urban AAs, because white racism threatens
their collective survival (Patham, White, 8 Ajamu, 199% Lum,
2603).

History of Discrimination

f:ger the Civil War, AA slaves were freed, but they remained
social outcasts in the dominant white society. AAs were segregated
from employment and educational opportunities, and relegated
to living in the poorest, most dilapidated neighborhoods, some ¢
which remain the most notorious inner city AA neighborhoods -
centemporary America. The concentration of poverty led to risin.,
crime rawes, domestic violence, drug problems, and other social
ills chat might normally be somewhar addressed through public
services. However, in inner city AA communities, the police,
social service providers, and other public systems were so often
corrupe, abusive, and discriminatory that they are historically dis-
trusted by inner city AAs (Grogan & Prascio, 2000; Ryan, 1971).
This puts inner city AAs in the difficult position of fiving in
averwhelmingly impoverished and threatening conditions and be-
ing cut off from the mainstream resources and protective mecha-
nisms that mighe offer them some assistance. Tﬁc compounding
effect of these socio-environmental factors is one of the primary
reasons why lower educational achievement, unemployment, and
underemployment remain at epidemic levels in most inner city
AA communities (Parham er é!ﬁ, 1999},

White racism creates socio-environmental conditions that
increase rates of social problems chat are eicher traumadc in
nature, or are at least traumatic risk factors. For example, Pagham,
White, and Ajamu {1999} noted that inner city AAs remain
discriminated against in employment and education, which leads
inner city AA families to experience Anancially-related stress, and
contributes to family violence. Urban planners studied inner city
communrities across the country and found thar concentration
of the poorest of the poor in any one locality invariably led o
rising levels of the aforementioned social problems and a general
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reluctance to access public services {Grogan & Proscio, 2000).
The Enssiturionalizeg, structural conditions of inner city AA
communities create discriminatory socio-environments, Grogan
and Proscio’s (2000) research offers support for the Afro-centric
theories’ position on white racism meeting criteria of a trauma for
lower-income, urban AAs.

Black Psycholagy

Alrhough lower-income, urban AA communities are invari-
ably affected by white racism, how AAs may be affected by white
tacism as individuals depends, at least to some extent, on whether
certain key risk factors and protective factors are present. Black
Psychology operates from the premise that AAs have a complecely
different worldview and value system than whites (Parham er al.,

1999). Afro-centric values inchude interdependence with narure
and other living things, 2 deep sense of spirituality, emotional
expression, ditect communicarion, and expressing one’s true emo-
tional seif through dance, music, and other creative arts {Parham
et al., 1999; Robinson, 1995; Lum, 2003).

Positive identification with one’s blackness is vital to AAs
development because their black selves are constantly atracked by
the pervasive influence of white racism, which sends subte, yer
powerfully negarive messages abour blackness in the mainstrearn
media and everyday social interactions, Negative messages include
association of the color black with badness or evil, stereotypes
of African-Americans as aggressive and lazy, and the systematic
promotion of the European American mainstreams’ values for
individualism and comperition, rarional thoughe, emotional sup-
pression, and indirect communicatian as superior to AAs values
and worldview (Parham et al,, 1999; Robinson, 1995; Young,
2004). Another example of this racist infuyence is the way in
which AAs are widely discriminated against in key areas of life,
including housing, employment and health care, regardless of
their education and socio-economic starus {Waites, 2004; Parham
et al., 1999; Robinson, 1995; Sue, 2000; Lum, 2003). The tocal-
iry of these circumstances leads AAs to band ogether and identify
collectively a5 black people, showing sensitivity to one another’s
traumatic suffering (Parham et al, 1999).

Internalized oppression, When AAs overly idencify with an
oppressed-identity; however, they may become hyper sensitive
to racism and overreact in ways that create additional problems
(Wilson, 2009). AAs who internalize their oppression are predis-
posed to acting their oppression out in ways that increase rates of
the social problems that have been noted ro be epidemics in the
fmost notorious inner city AA communiies (Pacham er al., 1999).
Young (2004) studied AA men who fived in inner city commu-
nities and found thar they often felt trapped in overwhelming
poverty and powerless to change their lives in meaningfil ways,
Contrary to popular stereotypes, most of these men were goal-
orienced, perceptive, and thoughtful; they recognized European
American-dominated societies' barriers to their success, which
lead them 1o feel discouraged or saddened, Like chronic physical
abuse, internalized oppression correlates with health problems,
domestic violence, depression, and PTSIY {Licherman and Van
Horn, 2008; Briere and Scott, 2006; Gump, 2010; Walker, 2004;
Alleyne, 2004a; Alleyne, 2004b; Robinson, 1995; Lum, 2003;
Waites, 2604; Wilson, 2009).

Systemic deficiency. Black psychology differs from main-
sueam trauma theories because it conceprualizes internalized
oppression {i.e., posttraumaric symptoms) as symptomatic of
systemic rather than psychic deficiency. Whereas trauma theories
conceprualize interpersonal Crauma as occurring in a more imme-
diare environment (i.e. parent-child or intimate-partner relation-
ships), Afro-centric theories expand the scope of the environment
to include larger systemic forces like racism and poverty, and
how those forces increase traumaric risk factors. Kozol’s (2005)
research on inner city AA public schools illuserates this theory of
larger systemic deficiency in lower income, urban AA communi-
ties.
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Kozol {2005} found the vast majority of public schools
in lower-income, urban AA communities were woefully un-
derstaffed, poorly designed, and underfunded. These schools
operated under policies which educational bureaucrats knew
were ineffective. AA children often learn kinetically through
creative expression, motion, and doing. The arts, music, and other
expressive arts classes stimulate areas of the brain that are vital to
children’s academic success. Despite che vital importance of these
expressive arts classes, when budpget cuts became necessary at the
schools under study, arts classes were usually che first to go. They
were replaced by standardized testing and more rigorous disciplin-
ary procedures on the grounds that these new policies were the
most cost-effective. However, these pedagogically questionable
policies tended not to exist in more affluent, predominantly whize
schools. Kozol (2005) concluded that such disparaging realities
Jed AA public school students to feel alienated from the educa-
tional process even though, contrary to popular stereotypes, most
of them wanted 1o succeed and were encouraged o succeed by
their parenrs.

Trauma Recov

In otder for AAs to recaver from traumatic wounds inflicted
by white racism, they need to develop a sense of security and
comfort with their blackness. A positive echnic identity for AAs
includes a critical consciousmess ofp European American oppression,
an awareness of white racism, and use of Afro-centric values and
practices to repel its negative effects (Pacham et al., 1999). The
difference becween critical consciousness and the hypersensicivity
is that, when AAs are critically conscious of their oppression, they
feel internally secure abour their blackness without 2 reaction
vigilance to potentially racist threats. Rabinson {199 5) and Young
(2004) pasitvely conceprualized AAs who face geim realities as
adaptive enough to adopr an attitude char helps them survive,
Gaylord-Harden et al. (2006} found that AA youth whe had a
positive ethnic identity experienced fewer symproms of aaxiex
and depression than European American you(ﬁ even though the
AA youth endured more stressfui life events. Positive ethnic iden-
tity may protect AAs from some harmful effects of social inequali-
ties.

Doing Therapy with Afvican-American Clients as a European
American Therapist

Thus far, I have presented a gensral theory of trauma and
have shown that the trauma of wEEtc racism strongly influences
AA’s development as individuals, I will now discuss how this
historically-rooted trauma may manifest as barriers to therapea-
tic engagement when AAs arc paired with European American
therapists. | will demonstrate that these en agement barriers can
be worked through by making use of AAs’ istorically-rooted
survival strategies during therapy.

This discussion is not meant to imply that AAs are a2 mono-
lithic people and can therefore be treated clinically as if they are
all alike. Rather, this discussion is meant to identify some of the
common factors making it difficult for AAs 1o engage with Fy-
ropean American therapists and to present a cultur ly sensitive,
therapeutic approach tlfar addresses these common facrors. Lower
income, urban AAs are a historically underserved and high risk
population, and in my experience, European American riesapists
are more common than AA therapists. Furthermore, Parham et
al. (1999) emphasized that some AA cherapists are inappropriare
matches for AA clients because AA therapists may have their own
unresolved issues with their own blackness. Thus, in; order for AA
clients to be more fully served, specific cross-cultural competen-
cies for European American sherapists need to be developed,
Often AAs are reluctant to engage in therapy because of histori-
cally-rooted beliefs chat one should solve one’s own problems or
at least solve them within one’s family and commaniy (Lum,
2003; Reese, 1998); Waites, 2004). Lum (2003} and Parham
et al. £1999) noted thar AAs seek therapy only when all other
options have been exhausted or their presenting problems are suf-
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ficiently overwhelming. AAs often view legicimate therapy-secking
as evidence of personal weakness and hurt pride {Adkins, 2010).
When AAs present for therapy, they often interpret fairly normal
therapeutic arrempts at engagement as trickery (Lieberman 8 Van
Horn, 2008).

AAs barriers o therapeutic engagement are even more for-
midable when they are paired with European American therapists
(Parham et al., 1999), which is particularly true for lower income,
urban AAs {Lum, 2003). Despite Jones' {1982) finding that
there is no significant difference in therapeutic ourcome for AAs
who are paired with either AA Lheraf)iscs or European American
therapists, AA clients overwhelmingly prefer o work with AA
therapists and up te 50% of them who are paired wich a Euro-
pean American therapist drop out after one session (Parham et al.,
1999; Duncan and Johnson, 2007; African American Therapists,
2008).! It may be that just being in close emotional proximity
to whiteness triggers AAs historically sraumaric wounds and
activates the self-protective survival strategies which may prorect
them in high risk social environments, bur inhibic therapeutic
engagement.

In my practice, it has been helphul co acknowledge (o myself
and my clinical supervisors) that many of my lower income,
urban AA clients don’t engage me as readily as European Ameri-
can clients. When I sense the presence of barriers to therapeutic
engagement, | often feel irrirated. Through clinical supervision,

[ have unearthed thar this dynamic brings up difficult feelings
about my not having been accepted as 2 European American male
growing up in a predominanty AA community.

Resisting oppression. | have sometimes been able to work
through this irritation by considering that my lower income,
urban African-American cliene’s reluctance to enpage with me
and my irritable response is reminiscent of a historically traumatic
dynamic. I have found it helps to reflect on my personal experi-
ences of growing up in a lower income, urban AA community
and remember riar it was common knowledge that keeping one’s
mouth closed to authorities {including counselor types) was
necessary o prevent police or social service investigations, which
ofren led to AA families being separated and AA men being incar-
cerated. Such reflection has led me to re-frame what I instincrively
considered to be my lower income, urban AA client’s “resistance”
to engaging me as their best efforts to resist oppression.

Because threars of traumatic oppression é.g., potice brutal-
ity) are severe in lower income, urban AA communities, predis-
Eosition to resist potentially oppressive forces is vitally necessary

or lower income, urban AAs (Benard, 2004; Robinson, 19935).
European American therapists may be seen as symbols of oppres-
ston because, in addition to historically rooted facrors, lower-in-
come, urban AA dients often come to therapy at the pressure of
such systemic forces as criminal justice and child welfare officials,
and concerned family members. A peedisposition to resise may
successfully repel potential threars, gut it may also repel legitimate
professional helping efforts.

Expressing resilience. Although AAS predisposition to resist
could be conceptualized as a symptom of trauma, [ have found it
useful to think of my lower-income, urban AA clients’ resistance
as expressions of resilfence. Benard (2004) described resilience
as a developmental capacicy o adapt and survive through harsh
surrounding circumstances by resisting threats to homeostasis. Cli-
ents of color demonstrace resilience when chey resist potentially
oppressive threats. In my practice, a resilience-focused therapeutic
approach has helped to turn my irritation {abour my AA clienrs’
barriers to engagement) into empathy. Empathy and counter
transference are two key factors in the psychotherapeuric experi-
ences of AAs who are paired with European American therapists
(Jones, 1982b).

The theory of resilience has been tested and validated.
Marskstrom, Sabino, Turner, and Berman {1997} found a correfa-
rion between the presence of resilience and zgo strengsh, which
Markstrom and Kalminar (2001) equate witﬁ positive ethnic
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identity for African-Americans. The relationship berween resilience
and posttive ethaic identity may suggest that a resilience-ori-
ented therapeutic a proach may help AAs develop more positive
echnic identities. This perspective is doubly important because it
provides European American therapists with a less presumptuous
way to work with AA dients through an Afro-centric lens (Parham
ez al., 1999).

Grther strengths. In addition to their core strength of resist-
ing oppression, AAs have other historically-roored strengths and
survival strazegies which [ have sometimes acknowledged directly
and used intuitively in therapy sessions. These sm:n‘?.%\s include
a strong church afhliadon and sense of spirituality, Hexible family
roles, and strong family, exiended family, and surrogate-family tes
{Waites, 2004; Lum, 2003; Logan, 2001}, Lum (2003) noted that
these strengths developed out of the African uadirion of clanship,
heiped African-Americans survive through slavery, and remain
primary coping strategies in lower income, urban African-Ameri-
can communities. T hese strengths insulate African-Americans
from the harmful effects of stress, povercy, depression, and trau-
martic oppression (Gaylord-Harden et al., 2006; Alleyne, 2004a;
Alieyne, 2004b; Waites, 2004; Patham et al., 1999; Sharpe, 2017
Michalopoulus and Boyd, 2009; Grant, 2010; Lum, 2003; Reb
inson, 1993; Stewert and Simons, 2008).

AAS use of group-oriented and community-oriented sur-
vival strategies to protect themselves from traumaric risk facrors
{e.g. poverty) parallels how social suppore helps chronic trauma
survivors stabilize and recover from their traumas. This parallel is
important because it demonstrates that the relationship ietwecn
AAs' common plight and cote principles of trauma theory extends
into the recovery process.

Case Examples

Two case examples demonstrate ﬁow [ have sometimes
intuitively made use of AAs' core strengths and survival strategies
in therapy. These cases illustrate how AAs' historically traumatic
sympromology may manifest in their psychotherapeutic experi-
ences with European American therapists; how a more resiﬁence-
oriented, Afro-centric therapeutic approach can lead to positive
therapeutic outcomes, and how the uniquely African-American
process of traumatic suffering, recovery, and trearment coincides
with core principles of trauma theories.

Case #1 summarizes my work with a 25 year old AA male
who fived in an impoverished inner city community his whole
life. He was in cherapy with me for two years, had been a gang
member since he was 15, was raised by an alcoholic mother, never
knew his father, and exhibited a severe psychortic disorder. He
presented as very intelligent, but with a strong tendency ro intel-
lectualize his feelings. He often spoke at ieng(i about his psycho-
sis-laden philosophies of life, which often annoyed me.

I calmed my annoyance with him by chinking about how,
unconseiously, he may have been trying o push people away for
fear that they might hurt or abandon him. This behavior coin-
cides with my previous discussions about how trauma may shareer
the surviver’s basic sense of trust and how African-Americans’
may instinctively resist what they interpret as oppression.

While chinking about my 25 year old AA male clienr in
this more empathic way, [ sometimes interrupted his lengthy
disclosures to ask him if he was feeling unsafe or chreatened and
was therefore speaking in broad, more general terms in order
1o protect himself. Usually, he readily agreed, calmed down,
arn chlorcd what he was really afraid of. This case provides an
example of how to reframe resistance in a way that meets a trauma-
survivors needs for truse, safety, and emotional explorarion.

Case #2 summarizes my therapeutic work with a middle-
aged AA male who | worked with when T was a counselor in
a residential treatment cencer for men who had recently been
released from prison. This client was in his late 405 and had been
incarcerated for the last 30 years of his life. He told me he was
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most recently in prison for kidnapping, bur he did not volunceer
derails of what happened. ] decided not 1o ask for elaboration,
which might increase his resistance.

Early in our therapeutic work, I told him that I had never
been to prison and asked him what it was like. I also let him
know chat [ would understand if he didn't want to talk about
ie. Over the next two months of our work together, he told me
about how the guards used to strip him naked and lock him in
solitary confinement for days at a time without food. I suspected
the guards were white. [ didn’t know exactly what that meant, but
Tknew it was an important deail.

When this AA clietit told me about his oppressive experi-
ences in prison, he would watch me closely as if monitoring my
reactions. I remember feeling shocked and horrified by what he
had gone through and wondered if my feelings were a microcosm
of what he felt. I felt a strong urge to take care of him. I think he
knew I understood as much as I possibly couid. Meanwhile, he
was doing well in trearment. He iad no significant conflices with
other clients, passed all of his randomly ac?ministered drug zests,
and regularly attended therapy groups.

Then, almost suddenly, other cFients started to get angry with
him for stealing, and he began to fail randomly adminiscered drug
tests. | responded o his misbehavior by scolding him sternly.

This was partially necessary given that his behavior could iead
to serious conflicts with other clieats. I have found thar I some-
times rieed to display a harder clinical edge in order to be taken
seriously by hardened, criminal justice-referred dients of color,
particularly as 2 young, white male clinician. My frustrated reac-
tion to this particular client may have led him 10 avoid contact
with me. Two weeks later, he was back in prison.

My client’s behavior in treatment suggested that he was
profoundly affected by long-term institutionalization. It would
be unrealistic to think I could reverse 30 years of such condition-
ing in just three months. Nonetheless, I think he tested me in
the beginning of our work by telling me about how hard his life
had been. Marbc I passed his test, which is why our relationshi
began to develop. Tien, at an unconscious level, he again teste
our relarionship by acring out and recreating traumaric dynamics
from his past.

Cultural Limications
A major limitation of this article is that it is written by 2
European American male aboutr AAs. Although I have personal
experience growing up in a lower-income, urban AA community,

my not being AA inherently makes it controversial for me o write |

abour AAs. Furthermore, my home community is not necessatily
representative of all lower income, urban AA communities. My
ersonal experiences are relevant o the topic, but they may not
ge generalizable to larger AA populations. It is alse importane
to note that this article may universalize AAs’ experiences, or at
least universalize lower income, urban AA experiences, risking
gherto-ization of AA culture (Parham ec al,, 1999}, Unnecessarily
universalizing AAs’ experiences robs them of their individuality
and re-creates the oppression that is at the core of their traumatic
suffering (Jones, 1982b; 1984),

Practice Recommendations

My recommendations for practice coincide with Parham et
al.’s {1999) advice that white therapists deeply and objecrively
took at how their issues with blackness manifest in rrearment and
then dlinically practice in ways that coincide with the Afro-centric
values. Although AAs need to be treated dinically as individuals,
they generally differ from Eutopean Americans in significant ways
thar are helptul co consider during the course of therapy. Jones
{1982b; 1984) agrees that European American therapists need to
address cheir personal issues wir.ll?x blackness and be open o Af+-
can~dAmericans’ uniguely African-American ex]perimces, However,
Jones implies dubicusness about the possibility that European
American therapists could generalize abour AAs experiences and
apply those generalizations to clinical practice with AAs withour
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reinforcing racist stereotypes. Jones' (1982b) conclusions were
based on results of large qualitative study of African-American’s
experiences in psychotherapy and how those experiences were af-
fected by therapeutic matcﬁing.

Debate flourishes in the literature about what will help AAs
heal as a population and as individuals in treatment. Parham et al.
(1999) noted that all Afro-centric theories need to be more heavily
researched in order o gain legitimacy in clinical circles. [ have
tried to address this gap between theory construction, research,
and clinical practice by presenting many theories of AA develop-
ment and weatment, noting where they agree with one another
and other trauma theories. | demonstrated the relevance of these
theories to clinical practice with AAs by presenting cases which
showed that intuitively integrating core principles of trauma
theories and the Afro-centric rheories sometimes led 1o positive
therapeutic outcomes and offered an instructive explanation for
Negative outcomes. Theoretical agreement is important because
the trauma-focused theories have been heavily researched. Show-
ing that cote principles of Affo-centric theories coincide with core
principles of trauma theoties offers some support for their co-
gency in theory, while presenting cases in which they contributed
to positive outcomes offers support for their efficacy in clinical
pracuce.

Controversy. The way | applied trauma theories to AA
development and treatment is controversial. I did not find any
research that directly sugporced my way of framing AAs’ plight as

mptoms of trauma. I believe I have piloted a potentiaily helpful
theory of practice, but more research is needed in order to estab-
lish its validity and reliabiliry.

Conclasion

Writing this article involved deep reflection on my own
personal and professional experiences as well as intellecrually-fo-
cused, emotionally-detached research. This deep seff-examination
is absolutely vital to working competently and sensicively with AA
clients as 2 European American therapist. My experience has been
that European American therapists tend to be uncomfortable with
personalized, cross-culturally focused exploration; they express
their discomfoet through denial, liberalization, or inteliectualiza-
tion. Deep and fearless exploration is a necessary step in the direc-
tion of comperently serving AA clients; its absence contribuces to
their ongoing trauma and suffering (Parham ez al, 1999).
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