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What would you think if a new patient, a teacher, said he had discovered 
a nearly 225-year-old secret about his town, a secret so shameful there 

is no mention of it in his village’s official history and no teaching about it in the 
schools? While going through a box of documents, he had found a Testament, an old, 
yellowed will of a prominent town resident from the time of the Revolution which 
listed the deceased’s possessions. Among the property listed were furniture, cattle 
and two enslaved people bearing only first names. Researching town documents he 
discovered other families of that era shared the same secret, including nearly every 
clergyman. There was even a receipt on file for the Board of Selectmen’s purchase 
of an enslaved woman. 

If you are a therapist in the mold of Carl Whitaker, who famously demanded all 
family members be front and center in treatment for change to occur, you’d need 
the whole country present to address this town’s secret because the entire nation, 
in one way or another, shares in it. You’d need all of New England because of the 
large number of people who were enslaved here. You’d need the rest of the North 
as it benefitted financially from slavery, about 40 cents on every dollar (“Exhibit 
Explores Slavery’s ties to Middletown”, 2016). And you’d need the South, the family 
scapegoat, which started the Civil War in order to perpetuate slavery. You’d want 
the children, parents, and grandparents all sitting together to discuss why they can’t 
face their history. What are they afraid of and why?

The need for such a meeting is compelling. A 2018 study by the Southern 
Poverty Law Center (SPLC) found that of 1,000 high school seniors queried only 
8% knew slavery was the cause of the Civil War while nearly half thought it was 
“to protest taxes on imported goods.” More than two-thirds didn’t know slavery 
was ended with a constitutional amendment. Through the lens of cognitive therapy, 
more than 90% of the students suffer to one degree or another from false thoughts, 
misinformation, or ignorance about slavery, white supremacy, and racism. It is likely 
their parents would test no better. 

From a trauma perspective, their confusion reflects America’s centuries-long 
inability to come to terms with its history, to mourn how the nation itself was debased 
by “the hell of slavery,” as Frederick Douglass called it, and how repressed guilt 
and racism influence the present. The Founding Fathers could not resolve slavery 
at the Constitutional Convention. The Civil War did not fully resolve it, nor did three 
Constitutional Amendments. Had they, the Civil Rights Movement of the 1950s and 
60s would never have occurred, and the Voting Rights Act of 1965 would have been 
unnecessary. They were necessary, but not enough. They treated symptoms, not 
causes, thus the underlying problem persists.  Voter disenfranchisement is again an 
issue. Lynchings disappear, but we become aware that police shoot unarmed African 
American men with seeming impunity and for-profit prisons mimic plantations. 
America seems caught in one large national repetition compulsion and has as much  
a need for therapy as any family. But can a nation do trauma work? Are there any 
nations that provide a model? Perhaps the answer lies in Germany.

As a nation, Germany has shown it is possible to open a discussion with its past.  
It has worked at reconciliation with the victims as well as made a factual, truthful 
acknowledgement of the atrocities committed. Former concentration camps are 
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used as learning and teaching tools. Nearly every town has 
plaques on buildings noting where persecuted German 
Jewish residents and other victims of the Nazis resided. 
In Berlin, there is the massive Memorial to the Murdered 
Jews of Europe. It also honors the murdered Roma, Sinti 
and LGBT individuals. Throughout Germany, sidewalks 
have small “Stumbling Stones” embedded in them, that is, 
brass-capped cobblestones located where victims of the 
Nazis, mostly Jews, had lived. The stones bear the name 
of the individual, date of birth, and do not mince words. If 
the Nazis killed the person, the stones state the individual 
was murdered. 

It took many years for Germany to stand back and 
examine itself. In the late 1960s, German students began 
asking their parents and grandparents, the perpetrator 
generation, what they had done during the war. A few years 
later, German Chancellor Willy Brandt surprised the world 
during a wreath laying ceremony, when he knelt in Warsaw 
before the monument of the Jewish ghetto. But it was only 
with the showing of the movie Shoah on German television 
in 1985 that the country began a discussion about its past 
that continues to this day.

The discussion is not without detractors. Some 
relativize the past and say what Germany did is no worse 
than what the Americans did to the Indians and slaves. 
Others complain the Holocaust is taught too much in the 
schools. A pyschodynamic therapist might recognize this 
as resistance while a family therapist might see this as the 
society’s lingering ambivalence about facing the past. What 
is remarkable is that general acceptance of examining the 
past in Germany has progressed so far that the former 
president of Germany, Joachim Gauck, in 2015 felt it was 
politically safe to say, “there is no German identity without 
Auschwitz.” Imagine an American president saying, “there 
is no American identity without slavery.” It would not only 
take a leader willing to say that, but a populace ready and 
willing to hear it. When at best only 8% of high school 
seniors know slavery was the cause of the Civil War, the 
likelihood of that seems doubtful. 

While Germany was able to stop its silence about the 
past, the U.S. seems caught in denial and amnesia, unable 
and unwilling to address what could well be called a Post 
Traumatic Slavery Disorder with cognitive distortions 
and repressed feelings of shame, sadness, guilt, anger, 
disbelief, and grief. It is ubiquitous, affecting both the 
north and south neither of which have reconciled with the 
victims of slavery nor acknowledged their sin. The north 
looks critically at the south but not at itself. It glosses over 
its own history of slavery and how it financially benefited.  
Abetting the north and south is an educational  system 
that in the words of the SPLC is failing to teach “the history 
and continuing impact” of slavery and the myth of white 
supremacy which was used to justify it (SPLC report, 2018).  
Slavery is America’s unacknowledged scarlet letter worn by 
both the south and north.

To remedy this, the SPLC recommends states set higher 
standards for textbooks, improve teacher preparation, 
and have students work with primary sources. From a 
trauma perspective, the SPLC is recommending a cognitive 
approach. Months before the SPLC released its study, 

the teacher we met in the first paragraph, had already 
implemented their recommendations. The town’s 270 
8th graders were already studying slavery and how it 
functioned on an international, national, and local level. 
As if tipped off to what the SPLC would recommend, the 
teacher had included having students work with original 
documents (wills, bills of sale, emancipations as well as 
probate and property records). He went further by having 
each of the 8th grade’s three teams focus on one particular 
enslaved person with the intent that each student would 
write a biographical essay of the person their group was 
assigned. 

The project did not end there. It concluded with the 
8th graders journeying to the Town Green where more 
than 250 residents had gathered to hear them.  During the 
ceremony, one student from each team spoke about the 
specific enslaved person his or her group had studied. After 
a hiatus of some 200 years, the town learned about the 
lives of Moses, his mother Phillis and his sister Candace. 
The gathered learned how Moses, who was forbidden an 
education, had to pay for his master’s son to study at Yale. 
They learned how Moses’s mother, Phillis, was to be set 
free on her enslaver’s death, but wasn’t due to his widow’s 
refusal to release her. Being enslaved means you have no 
rights. 

Once the talks were over, the police stopped the flow 
of traffic and the students led the townspeople across 
the street to the Town Hall where a brass-capped stone 
bearing Moses’s name was laid in the sidewalk:“MOSES/ 
KING AND FACTORUM/ ENSLAVED HERE/ 1726-1812.” 
Down the street in front of the savings bank, a similar 
stone was placed for Phillis. She, too, died enslaved. Only 
Candace was emancipated at the time of her death. The 
stone for her placed in front of the Hylund House Museum 
testifies to that, as do the docents who talk about her now 
when giving tours. 

Although Freud wrote there is no such thing as chance, 
the idea for what has come to be known as the Witness 
Stones did happen by chance. One day, by chance, the 
teacher told an acquaintance he was going to be giving a 
talk about slavery at the town library. The news shocked 
the acquaintance. He had thought of slavery as part of 
the south, not New England. The acquaintance was a child 
therapist with a specialty treating traumatized children. He 
also held an advanced degree in German and had spent 
more than 50 years studying how Germans came to terms 
with the Holocaust. The overt racism he saw during the 
Presidency of Barack Obama, the killing of unarmed African 
Americans, and the subsequent events of Donald Trump’s 
campaign and presidency led him to believe the United 
States had not come to terms with its history of slavery and 
racism. He pointed out to the teacher how the Germans 
were using brass-capped cobblestones to remember the 
victims of the Nazis. The teacher liked the idea and out of 
it grew the project. 

The Witness Stone Project bears great resemblance 
to Trauma-Focused Cognitive Behavioral Therapy. The 
biographical essays the students write are similar to 
trauma narratives, both are accounts of what happened, 
and like many traumas, the history is buried. Like a trauma 
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narrative, which is shared with a child’s parents, the 
students’ ceremony is a type of sharing with the town and 
community. 

But there is a significant difference. Trauma narratives 
are written by people who have been traumatized. The 
students writing the biographies of the enslaved were 
not the ones traumatized, so, they are not writing trauma 
narratives. A more accurate word for what they are doing 
would be to say they are writing trauma acknowledgements 
which bear witness to the enslaved and what happened 
to them. They acknowledge the past and seek to reveal 
what silence has tried to cover up. In bearing witness 
these acknowledgements are the opposite of forgetting, 
denying, obfuscating. In connecting the town to its past, 
they acknowledge and restore to memory what happened. 
The acknowledgement itself is like a perpetrator taking 
responsibility for what he did and taking a step towards 
atonement. Missing is the victim to give voice to his or 
her own story and to hear the confession. Missing are the 
victims’ descendants to witness the confessions. These are 
after all stories about blacks written by whites. Missing is a 
discussion between blacks and whites about the emotions 
the stories evoke in them. Perhaps with time that will occur. 

One town is but a dot on the map of the United States. 
Three trauma acknowledgements a year in one town are 
but a drop in the sea of slavery that existed here and floated 
the American economy. They are, however, a beginning, 
showing education is crucial in helping Americans begin to 
look at their past. They show trauma-focused therapists 
have a role to play. Their clients have taught them, they 
have seen first hand, that traumas which are not dealt with 
tend to repeat in subsequent generations. Trauma focused 
therapists have a role and a responsibility to tell America 
the nation is caught in repeating the past and it will continue 
to do so until it begins to look at itself, acknowledge 
the horrors of what occurred and are still present in the 
structure of the society. Only through acknowledgement 
can the process of reconcilliation begin.
Submitted by Douglas Nygren, LCSW, 

We live in a world where everything makes sense, 
and that includes the bad stuff. As we see with 

the Adverse Childhood Experience Studies (ACES), recurrent 
and severe childhood trauma can impair and shorten lives 
by decades. I see it every day. I hear the echoes of early 
trauma and observe the impact across the lifespan. In the 
current opioid epidemic, trauma survivors have become 
enslaved to pain pills, heroin, and now a deadly buffet of 
fentanyl analogs. The connections are obvious. People in 
severe emotional pain find their way to substances that 
provide feelings of well-being, euphoria, and escape from 
suffering—at least at first—and themes emerge. 

“Suddenly I felt okay, like there was nothing wrong 
with me.” 

“After that first pill, I thought this is great. This is for 
me.” 

“I didn’t care if he was going to hit me. It no longer 

mattered.”
The lure of opioids is like the fisherman’s worm—

embedded in the warm glow of happiness and euphoria 
lies a steel hook. Soon, swallowed pills turn to snorted 
ones to skin popping to injection and to increasingly potent 
opioids. Worse still, the need for multiple-times-a-day fixes 
exposes vulnerable people to more trauma, victimization, 
assault, arrest, incarceration, loss of job, home, family, 
children, and self-respect. The road into opioid dependence 
is often dotted with loss and violence. 

Why would someone use street fentanyl if they know 
it can kill them? People in recovery give me a clear answer. 
“That’s the drug you want. Nothing else will make you feel 
good. Your tolerance is too high. If you and your friends 
know that there’s killer dope in town X, you’re getting 
in the car and going there.” Pair that with the financial 
realities of fentanyl, where a drug dealer—often a person 
who also uses—can turn a few-thousand-dollar investment 
into millions in lethal product. This combination of high 
potency drugs and irresistible profits fuel our worsening 
crisis.

We have to meet these challenges, and we have a lot 
to learn. For instance, if 80% of incarcerated people who 
have opioid use disorders will relapse in the first year 
after release, what makes that other 20% different? What 
separates people in sustained recovery—the DSM puts 
that at a year, but I look to the five-year mark—from those 
with frequent relapses? 

I’m fascinated by the question of what helps a person 
move forward in recovery. The answers are both simple 
and complex and will disappoint those in search of a quick 
fix. Here’s what I’ve found to be true. We can start with 
medication-assisted treatment (MAT), as it’s clear that 
the effect size is real. By effect, I mean the difference 
between people on MAT versus those who aren’t in terms 
of treatment continuation and abstinence from street 
drugs (often measured by negative drug screens). It’s an 
evolving field, and it has the largest demonstrated effect, 
but medication by itself is not the answer, especially for 
those with co-occurring mental health problems.

Treat the trauma. Yes, that makes sense, and there’s 
evidence to support numerous approaches, whether 
using manualized therapies, such as Seeking Safety, TREM, 
TARGET, EMDR, Prolonged Exposure, DBT, Mindfulness, or 
taking approaches that are more eclectic. In the case of the 
latter, I advise clinicians to make sure they assess progress.

But as a friend in recovery said to me, “You guys don’t 
matter that much to us.” When I asked her to explain, she 
told me that what had been most helpful in her recovery 
was to be with other people who understood her story and 
who provided living proof that people get better. Beyond 
the medication and the psychotherapy lies all that occurs 
outside of our offices and clinics—life.

I look to my friends and my patients who are in long-
term recovery. Why are they different? What secrets do 
they have that enabled them to break the tenacious grip 
of opioids? Numerous factors arise: time, family, work, 
meaning, separation from negative influences (people, 
places, things), avoidance of jail, establishment of new 
and healthy habits (adequate sleep, nutrition, exercise), 
faith, giving back, involvement in recovery communities. 
It’s a lengthy list, and while common themes emerge, 
what works for one person will be unique to them and 
may change over time. One colleague voiced something 
I’ve heard before, “Everything I lost along the road of my 
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addiction—family, work, a partner, friends—I got back 
even more than before.”

Right. That’s an important piece to grab onto, and 
it’s usable. Because if people turn to opioids to find relief 
from emotional pain and suffering and the drugs are gone, 
we’ve left them where they started. It’s an important 
reminder that yes, stopping the drugs is crucial, but by 
itself, inadequate. 

The question before each person in recovery and 
those trying to help them is: what do you want from life? 
What do you really, really want?  We need to help people 
establish meaningful goals and priorities. This may include 
things they’ve lost or never achieved due to the opioids 
and the scars and wounds of trauma. There is no single 
path. My vision of a future will look different from yours. 
This seemingly obvious, simple, crucial and ongoing step 
is often neglected or not emphasized. But goals, values, 
hopes, and dreams are our rudders, in treatment and in 
the bigger world outside our offices. Here you are, and this 
is where you’d like to go, let’s get started. This is your path, 
let’s see where it leads.
Submitted by Charles Atkins, MD, Chief Medical Officer, 
Community Mental Health Affiliates

For over 25 years, 
Germayne Tizzano has 

been an active member in 
the community providing 
a variety of on-site training 
and consultation including, 
but not limited to trauma, 
sexual health, substance 
use, healing and recovery, 
and stress management. She 
is the owner and founder 
of Views From a Treehouse 
located in Westerville, Ohio. 
Germayne started her work 
with the development of 
focus groups at Amethyst, 
a long-term, residential and 
outpatient treatment program for homeless women and 
their families. She has done presentations both nationally 
and internationally on trauma, sexuality, and drug and 
alcohol addiction, among other topics. Her presentations 
have reached over 400 educational programs for health 
care and university students at women’s addiction 
and recovery centers, women’s community correction 
facilities, and HIV outreach programs. Germayne is the 
author of Sanctuary for Change, a curriculum designed to 
help at- risk women make informed decisions about their 
sexual health. She is also a past contributor to Trauma 
Matters, penning “Supporting Healthy Sexuality for 
Women in Treatment and Recovery” for the summer 2014 
edition. This archived edition, and more, are available at: 
www.womensconsortium.org/trauma-matters.
Why did you enter the trauma field?
I was asked to do a sexual health curriculum for high 
risk women. I started a focus group for the agency and 

developed a comprehensive hotline. I began working 
directly with women that had a history of substance abuse 
and trauma. I also became a case manager working with 
mentally ill women who had been survivors of childhood 
sexual assault and had experienced partner violence. 
After conducting multiple pilot studies, I began to find a 
connection with the women and started to understand 
my own trauma. However, I had written a curriculum for 
trauma survivors and had done some recovery work before 
I was even aware of my own trauma history. The awareness 
of my trauma had given me a sense of divine intervention; 
something spiritual leading me in the direction to advocate 
for survivors. It allows me to provide meaning and definition 
around experiencing an adverse situation. From this, I am 
able to channel my wisdom and knowledge to help other 
women and professionals.
Can you tell us what you consider to be the most helpful 
stabilization skill or tool one can teach a trauma survivor?
The most challenging thing for a survivor is to embrace 
the present and not get stuck in the past. So the question 
becomes, how can we provide the opportunity for women 
to play, engage in laughter yoga, dance, listen to music, and 
just embrace life. We have to present systems for women 
to embody themselves, to get back in their bodies, and 
to experience their bodies in positive health promoting, 
healing ways. Talking is not enough! We have to get them 
back into their bodies in a joyful, positive experience so 
that they are not afraid of their bodies, they begin to like 
their bodies, and not blame their bodies for what they 
experienced. Instead they begin to celebrate, enjoy, and 
fully experience what their physical form is, and integrate 
that in terms of mind and body. I look at it as being able to 
experience the range of emotions including joy, play, and 
happiness. With that being said, I don’t really see it as a skill 
but more as living and embracing life fully.
What is the one thing you believe all trauma-focused 
clinicians should know?
Well there are really two things, but they go hand in hand 
with each other.
1. A majority of clinicians, with some exceptions, do not talk 
about sexuality. They want to focus on treatment with the 
exclusion of sexuality. The thought behind this exclusion 
is that women will figure it out when they are discharged 
from treatment. Because of this idea, women recycle 
back into treatment after getting into a relationship and 
experiencing triggers of sexual trauma. Research shows 
that over 70% of women in substance abuse treatment 
programs have sexual trauma histories. With that being 
said, clinicians really need to understand the importance 
of providing women with the opportunity to discuss their 
sexuality. It may be beneficial for them to establish a sexual 
recovery plan that helps women with managing triggers 
when getting back into an intimate relationship. This can 
include some breathing and grounding exercises, and being 
able to communicate with their partner. A sexual recovery 
plan, will help women establish awareness and realization 
of what was discussed with the clinician after engagement, 
and to understand the options they have to work through 
it.
2. Expecting the clinician to discuss sexuality with women 
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requires supporting the clinician with how to talk to 
women about the topic. It is important to provide training 
and opportunity for clinicians to explore their own sexual 
journeys, values, attitudes and beliefs so that they can be 
grounded in providing support to the women that they 
work with. If part of the business that we do is talking 
with women about sexuality there needs to be a support 
system, open communication, an understanding, and 
recognition of that, and in turn, we need to create an 
organizational structure that supports this in a healthy 
way, and not a punishing way so that clinicians do not get 
paranoid about doing something they are being asked 
to do, and so that they have a safe place to talk about 
vicarious trauma, compassion fatigue, and triggers. It’s 
all about grounding, security, and safety; not only for the 
women we serve but also for the clinician.

Working as a therapist for a child guidance 
clinic in New Haven, Connecticut gave me the 

opportunity to work with clients and their families at a 
time when trauma focused cognitive behavioral therapy 
(TF-CBT) was just coming into our awareness. Before that 
position I had been an intern at the VA Hospital in the 
early 1990’s working at the National Center for PTSD in 
West Haven, CT. We worked as a multidisciplinary team 
offering a range of expressive arts therapies including 
dance therapy, drama therapy and art therapy. It was from 
years of working in the field, that I began to experience 
symptoms of burn out and secondary trauma. I began 
to look for support and started studying yoga science. 
After developing a personal yoga practice, I became 
interested in the medical science behind the practice of 
yoga. This science is called, Ayurvedic medicine and from 
there I began to study and practice both of these “sister 
sciences”. From my personal experience, with enhanced 
resiliency and adaptability, I began to develop specific 
combination of yoga, Ayurvedic and CBT techniques that I 
could bring into my work with clients at the clinic.

At the child guidance clinic, many of our client’s 
carried a diagnosis of complex trauma. Often the 
client’s families had been operating with high levels of 
dysregulation in their daily lives contributing to little to no 
regulation to lean in on post acute traumatic experience. 
The families had little to no inherent resilience practices, 
so no “resilience deposits” were being made, and no 
buffer to support when the trauma occurred. It became 
clear that dysregulation within the family, post trauma, 
needed to be addressed on both the individual level as 
well as throughout the family unit. Families were often 
resistant, and skeptical, about embodied practices such 
as breathing techniques, or suggestions about regulation 
with wake/ sleep cycle. Breaking through this resistance 
was key to successful outcome for treatment. Based upon 
my own experience of using yoga, Ayurveda and CBT to 
support my symptoms of secondary trauma, I began to 
explore the right mix of at - home daily practices, for 
client’s and their family. This led me to develop a three 

prong approach to support both the acute and long term 
issues of stress response. 

The combination of yoga, Ayurvedic medicine and CBT 
offers a spectrum of options to support stress response. 
Acute stress, the fight, flight and freeze reactions, our 
biological trauma response that activates when a threat 
is perceived, when left unattended can become long term, 
low grade stress.  When prepping for urgent reaction 
(trauma response) we shut down energy to activities that 
are not a necessity for survival. Our immune function, sex 
drive, and brain growth are not nourished as all energy 
goes to the adrenal system. Acute stress issues range 
from shakiness, lack of appetite, trouble focusing, chest 
pain, nausea, headaches, insomnia, a general feeling of 
overwhelm, the list goes on. Repetition of acute stress 
response eroded our ability to be resilient. Adverse 
childhood experiences (ACEs) and long term stress are 
associated with public health issues including diabetes, 
obesity, heart concerns, anxiety and depression. 

In Ayurvedic medicine, and Yoga therapy, the focus 
is to bring an imbalanced state back to balance within 
a tridosha (body/mind) model. The similarities of both 
eastern and western psychology intersect with stress 
response tendency. For example: flight stress response, or 
the tendency to disperse energy via issues with general 
anxiety, focus, restlessness, irregular heartbeat, breathing, 
loss of appetite, etc. are typical in the Vata dosha or body/ 
mind type. The fight, or anger, stress response leans in on 
the PItta dosha (mind/ body) tendency toward creating 
a heated or agitation reaction to stress. Reactions range 
from: quick to anger, agitation anxiety or depressive 
symptoms, irritable bowel syndrome, skin rashes, 
impulsivity, obsessive and compulsive thinking patterns. 
The freeze stress response is more associated to the Kapha 
dosha (body/ mind type) and creates the tendency to “dig 
in” when stressed. We see holding types of behaviors, 
depressive tendencies, weight gain, lethargy.

Why yoga, Ayurveda and western psychology? These 
three “Wisdom Traditions” offer clients an opportunity 
to construct personalized anchors throughout the day 
to support building resilience, adaptability and self-
regulation. When practiced in a group format (yoga 
studio, 12 step meetings, clinic, in school, or at an office) 
there is an opportunity to belong to a community of 
likeminded individuals who can offer mutual support. 
This enhances the opportunity to be in safe spaces and 
practice vulnerability. Offering vulnerability allows for 
individuals to be witnessed, truly seen for who they are 
and validated.  We know, from vulnerability studies, that 
courage in the face of adversity profits a strong sense 
of self. Offering a client an opportunity to deposit into 
the “joy and ease” account will build the prophylactic 
support of resiliency to weather the next trauma with less 
disruption or for a shorter length of active suffering. As 
researcher, Bene Brown states, “joy collected overtime, 
fuels resilience.” 

I began to implement a prophylactic support program, 
later called The 3 Wisdom Traditions, to build up resiliency 
reserves, support self-regulation and practice adaptability 
via recommending a few daily practices. The list of options

(cont. on page 6) 
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Washington, D.C. 

Who’s Been Reading Trauma Matters?

Three Wisdom Traditions (continued from page 5) to develop these daily routines 
included: eating 3 warm, moist meals, daily breathing work, personal and family 
affirmations, sleep hygiene, am and pm anchors of self-care, and learning about 
maladaptive thinking patterns via the cognitive triangle (CBT). These practices 
were assigned as the “homework” for my clients and their families. The concept 
was to build self-regulation outside of the therapy session so that the families 
were stabilized as the client worked on their trauma narrative (the early days of TF-
CBT). I was looking for a way to decrease the “revolving door” of treatment, where 
we would work with the traumatized child and once symptoms were decreased 
they would be discharged, only to return with symptoms of low resilience, lack 
of adaptability and poor self-regulation. This was sometimes due to another 
experience of acute trauma, yet often the child’s condition was due to the high 

level of dysregulation in the family / community
With the new information on ACEs and how these experiences, when not addressed, can lead to long term stress 

related issues we need to offer clients strategies to build resilience, adaptability and self-regulation. We can then address 
both acute and long term stress response more effectively. The integration of eastern and western psychology offers the 
client and the family both acute treatment support and long term practices they can have at home and make habitual 
change. The family’s ability to make a systemic change to a more regulated state, with greater resilience will then offer 
individuals greater adaptability and mental wellness.
 Submitted by Kathryn Templeton, MA, RDT/MT, E-500 RYT, Ayurvedic Practitioner
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