
What Trauma Really Is 

Trauma is a survival solution that endures in a body that forgot, or never 
learned, what it means to feel safe. 

Austan Sloan •  Recover-You 

Feeling overwhelmed by what you're reading? Support is here.  Call or text 988, Canada's 24/7 Suicide 

Crisis Helpline  •  In Alberta, call or text 211 for community, social, health, and government services  •  In 

Edmonton and area, call the 24/7 Distress Line at 780-482-HELP (4357)  •  Call 911 in an emergency. 

 

Trauma's Quid Pro Quo: Survive Now, Pay Later 

"I am in danger and I can't stop it." 

Trauma isn't just something that happened to you. It's a deal your nervous system made under 

duress, in the moment when something was too big, too fast, or too much, and your brain had 

no other move. The terms were simple: "Get me through this now. We'll deal with the cost 

later." Like a high-interest loan taken out at the worst possible moment. It makes complete 

sense when you're drowning. The problem is the interest never stops compounding. 

And it works. That's what doesn't get said often enough: the trade actually works. It keeps you 

alive. It carries you through what might otherwise break you entirely. But survival has a price 

tag, and it gets collected slowly: anxiety, hypervigilance, disconnection, a nervous system that 

never received the signal that the danger passed. Without deliberate healing, those symptoms 

don't fade with time. They keep running in the background, quietly shaping everything. 

Symptoms aren't malfunction. They're communication. 

Trauma isn't defined only by what happened to you, and it isn't defined only by what happened 

inside you. It emerges from the event or conditions, the person's response, the meaning, the 

available escape or support, and what persists afterward. Overwhelm matters. So do context and 

consequence. 

And not all trauma arrives with visible damage. Sometimes it's the absence: growing up unseen, 

unheard, chronically dismissed, never quite safe. When safety, consistency, or belonging go 

unmet for long enough, the body registers danger anyway. The body doesn't distinguish between 

types of harm. It just keeps score. 

A Personal Reflection 

For me, this wasn't theory. It was Tuesday. 



The cost of that deal doesn't just disappear. It imprints into the nervous system and rewires how 

you experience everything that comes after. A brain built to protect you reorganizes itself around 

survival. It stops asking "Am I safe?" and starts assuming "I'm not." From there, the body keeps 

responding as if the emergency never ended: bracing, scanning, reacting to threats that aren't 

there anymore. Survival stops being a response and becomes the default setting. Even when the 

danger is long gone. Especially then. 

That's what living inside chronic terror actually feels like as a child. Not the acute moments; 

those are terrible, but they have edges. You can name them, point to them, build a case around 

them. Terror doesn't work that way. It's diffuse. It's the hours stretching into days of not 

knowing if they were coming back, and the sick realization that you couldn't decide whether you 

wanted them to. Desperate for them. Afraid of them. Listening for footsteps and not knowing 

which outcome you were praying for. Learning to read a door opening the way other kids 

learned to read a traffic light, because getting that wrong had very real consequences. 

Retrospect corrects the assumptions you made just to survive. I was certain I knew which kind 

of harm was worse. I had it completely backwards. The abuse I could name. Being abandoned 

laid a set of tracks I didn't choose, and I spent years running on them before I understood they 

were never going to get me where I needed to go. 

So, I learned to survive. Sometimes by going silent, disappearing into corners, making myself 

small enough to stop being a target. Sometimes by exploding. Destroying things. Becoming 

exactly what they already thought I was. I never knew which one was coming. That uncertainty 

lived in me the same way it lived in everyone around me. The difference is they called it bad 

behaviour. I just called it Tuesday. 

The Biology of Trauma 

Traumatic experiences aren't only psychological. They are physiological too. Physical injury and 

relational threat are not identical, but they can recruit overlapping systems involved in pain, 

fear, attachment, and the question the nervous system keeps asking: am I safe right now? 

When the answer is consistently no, or the question can't be answered reliably, the brain adapts. 

It reorganizes around the threat. Over time, that reorganization reshapes neural function, 

disrupts hormone balance, dysregulates the immune system, and rewires the default 

assumptions the nervous system makes about the world. This isn't damage the way a broken 

bone is damage. It's adaptation: precise, functional, and costly. 

• Threat-system sensitization: networks that include the amygdala can become quicker 

to register ambiguity as danger. The alarm may fire in objectively safer settings because the 

system learned that absence of evidence is not evidence of safety. 

• Context and memory disruption: traumatic memories may be fragmented, vivid, 

sensory, or poorly anchored in time. The hippocampus participates in context and 

memory, but no single structure explains why the past can feel present. 



• Executive-control strain: under threat, planning and inhibition can lose ground to 

faster defensive responses. The pause between trigger and action may shrink. That is a 

state and a learned pattern, not proof that the reasoning brain has switched off. 

• HPA axis dysregulation: chronic stress can disturb the timing and control of stress 

hormones and is associated with altered inflammatory and immune signalling. Over years, 

that wear can contribute to health problems that appear in clinics long after the original 

exposure, often with no one asking about the conditions that helped shape them. 

These aren't separate symptoms. They're a coordinated response: a nervous system that received 

the message that the world is dangerous and restructured itself accordingly. The restructuring 

was correct, given the information available. It doesn't automatically undo when circumstances 

change. It holds its position until something deliberately teaches it otherwise. 

The Three Architectures of Trauma 

You didn't just 'have a bad day.' Most people never learn that trauma follows recognizable 

patterns, and that understanding those patterns changes how you interpret your history. The 

common assumption is that trauma requires a 'Big T' event: war, assault, disaster. Those events 

can be traumatic. So can repeated, inescapable adversity whose lasting effects overwhelm a 

person's ability to cope. The event matters. So do the nervous system, the meaning, the context, 

and what happened afterward. 

These three lenses aren't rigid diagnoses. They're practical frameworks for understanding why 

different kinds of adversity leave different kinds of marks. 

1. The Rupture: PTSD (Single Event) 

A single overwhelming event: accident, assault, sudden loss. The key distinction: you had a 

stable sense of self and safety before it happened. 

The impact: a sharp "Before and After." The brain knows safety exists. It just can't find its way 

back. 

2. The Captivity: C-PTSD (Complex Trauma) 

Chronic, repeated trauma in conditions where escape wasn't possible: childhood abuse, 

domestic violence, prolonged captivity. Formally recognized in the ICD-11. 

The impact: dissolves self-worth and emotional regulation. You don't just feel scared; you feel 

fundamentally and defectively wrong. 

3. The Blueprint: Developmental Trauma (DTD) 

Trauma that occurred while the brain was physically building its architecture. Not an event 

superimposed on a stable self, but trauma stitched into the baseline view of reality. 



The impact: there is no "before." Your nervous system was wired for survival, not connection, 

from day one. 

A Critical Note on 'Nothing':  Trauma isn't only what happened to you; it can also grow from what was 

repeatedly missing. Chronic absence of safety, attunement, and affection can teach a developing 

nervous system that comfort is unreliable and needs are dangerous. Neglect leaves no obvious bruise. 

Its effects can still reach attachment, regulation, health, and self-worth. 

A Note on Terminology 

Diagnostic manuals move considerably slower than the science. Developmental Trauma 

Disorder (DTD) is not yet formally recognized, but it's included here because it explains patterns 

that existing labels consistently fail to capture. These experiences are often discussed under the 

broader umbrella of C-PTSD, but much of this work speaks specifically to the long-term impact 

of early trauma, and how those early adaptations predict later outcomes in ways the standard 

diagnostic picture doesn't fully account for. 

An Example: Near-Fatal Collision 

One of my clearest "Big T" traumas happened in my mid-twenties. A drunk driver ran a red light 

and T-boned our car at high speed. The impact landed just behind my door. I was hospitalized 

with multiple fractures that required surgery and a recovery I didn't see the end of for months. 

 

actual photo 

The physical injuries eventually closed. The invisible ones had different plans: 

• Riding as a passenger became almost impossible. The anxiety wasn't discomfort. It was 

physical, immediate, and completely disproportionate to any actual threat. 

• Minor near-misses while driving, the kind other people shrug off, could derail the rest of 

my day from the sheer physiological surge they triggered. 



• Long trips as a passenger meant hypervigilance and sleeplessness: a fixed certainty that 

something catastrophic would happen the moment I stopped watching. 

• Recurring dreams of not surviving a crash became a reliable feature of my nights. 

Over time I arrived at a belief I held as fact: my death would come from a car accident. Not a 

fear. A conclusion. 

The Pre-Existing Baseline 

Here's the key difference in my own life. As intense as those symptoms were, they remained 

bounded to vehicles, travel, and collision. I also had a clear memory of how I functioned before 

the crash. Developmental trauma can be different because it happens while identity, attachment, 

and regulation are still forming. There may be no remembered 'before' to return to. That is a 

useful clinical distinction, not a perfect diagnostic dividing line. 

Trauma Lives in the Body: Implicit vs. Explicit Memory 

One of the most disorienting features of trauma is that it doesn't always live in words, or even in 

memory, in any conventional sense. 

Explicit memory is what you can recall as a narrative: what happened, when, in what 

sequence, and who was there. 

Implicit memory can show up through the body: sensations, automatic reactions, habits, and 

emotional states that fire without a story attached. The learning is embodied, but memory is not 

literally housed in muscle or tissue outside the nervous system. 

This is why you can feel flooded, panicked, or triggered with no clear memory to point to. A new 

manager who uses the same tone of voice as a critical parent. A smell that belongs to a room you 

haven't entered in twenty years. A texture, a sound, a quality of light. The body registers the 

match before the conscious mind has any idea what it's responding to. That's not irrationality. 

That's the nervous system doing its job with information stored below the reach of language. 

Trauma is often felt before it's thought. 

How the Brain Stores and Rewrites Traumatic Memory 

During overwhelming threat, attention and memory can be narrowed, disrupted, or organized 

around the most emotionally charged details. The amygdala, hippocampus, prefrontal regions, 

sensory systems, and stress hormones interact; no single structure simply takes over or goes 

offline. Some people remember a coherent sequence. Others are left with gaps, vivid fragments, 

body sensations, or powerful reactions with little narrative attached. 

This helps explain why trauma can feel like it is happening now rather than something that 

happened then. Cues in the present can reactivate fear, sensation, imagery, and action 

tendencies before the conscious mind places them in context. The problem is not that a memory 



was literally stored outside time. It is that the present is being interpreted through learning built 

under threat. 

Therapies such as EMDR help people revisit traumatic material in a structured therapeutic 

context so that distress, avoidance, and the meaning attached to the memory can change. ART 

also uses imagery and eye movements, but its evidence base is newer and smaller. The exact 

mechanisms are still being studied. The practical aim is clear: the memory remains, but it stops 

governing the present with the same force. 

A Note on C-PTSD Classification:  Complex PTSD is not a fringe concept. The World Health 

Organization adopted it in the ICD-11 in 2019, and the classification took effect in 2022. The 

DSM-5-TR still does not include it as a separate diagnosis. That gap can leave complex-

trauma symptoms distributed across PTSD, depression, anxiety, dissociation, personality, 

attention, and substance-use diagnoses. Sometimes those diagnoses are accurate and co-

occurring. The question is whether anyone has also asked what connects them. 

Why It's Normal Not to Know 

If you grew up in chaos, it rarely feels chaotic. It feels like reality. That's one of the most 

insidious parts of childhood trauma: you don't always realize it happened. Sometimes it goes 

further than that: it convinces you nothing happened at all. No clear memory to hold onto. Just 

a vague unease, like a shape you can sense in the dark but cannot name. 

This isn't denial. It's the absence of contrast. 

Psychological trauma is often quiet. No broken objects. No dramatic scenes. Just a steady 

absence of what makes us feel human: being accepted, being comforted, being seen, being 

believed, being loved. Without that contrast, the nervous system learns to treat ordinary life as 

something uncertain or unsafe. 

When dysfunction is your baseline, healthy environments don't feel warm or safe. They feel 

wrong. Artificial. Suspicious. For a long time, I couldn't identify what was missing because I had 

never known anything different. I had to build the contrast myself: through learning, through 

healing, through choosing differently one deliberate decision at a time. Only then could I see 

how deep the patterns actually ran. 

Guardrail:  This isn't proof that trauma happened, and it's not a reason to go hunting for 

memories. It's a way to explain how an unsafe baseline can feel "normal" when you have 

nothing safe to compare it to. 

Think of the old analogy: a frog in slowly heating water. The temperature rises so gradually it 

never registers as danger. It just keeps adapting, until it can't. That's what growing up inside 

trauma often feels like. Pain doesn't make you wince when pain is all you've known. 



Every treatment program I attended handed me some version of the same message: "Addiction 

is killing you. You need better habits. You need to change." None of that was news. I had been 

telling myself the same thing for years, with considerably more self-loathing. What no one ever 

explained was why I felt so relentlessly compelled to destroy myself despite knowing exactly 

what it was costing me. The answers I got back were always the same: poor choices, weak 

character, lack of discipline. A résumé of moral failure dressed up as diagnosis. 

Healing didn't begin the day I stopped using. It began the day I stopped treating my survival 

strategies like character defects and started learning what intentional safety actually feels like in 

a body that had never known it. 

And here's the question that almost never gets asked: if pain feels like home to a child, what 

does that child grow into? How does someone learn to navigate a world they never felt safe in, 

let alone learn to trust it, or themselves, again? 

I wasn't born traumatized. I didn't arrive broken or defective or beyond repair. I adapted, plain 

and simple, to the environment I was handed before I was old enough to know I had any other 

option. I shaped myself around what surrounded me, by instinct, by trial, by the imperative to 

survive one more day. By that same logic, the same capacity for adaptation that kept me alive, I 

can unlearn it. 

I can heal. And so can you. 

The Roots of the Wound: Common Causes of Complex 
Trauma 

Complex trauma does not always come from what was done to you. It often comes from what 

was not done for you, and what was never present when it should have been: 

• Emotional, physical, or sexual abuse 

• Neglect or abandonment 

• Growing up without affection, safety, or validation 

• Feeling like you didn't belong: the outsider in the place that was supposed to be home 

• Living amid dishonesty, manipulation, or betrayal by people who were supposed to be 

trustworthy 

• The absence of consistent boundaries, structure, or reliable care 

• Adoption or early separation from caregivers: a loss that happened before you had 

language to name it or a self stable enough to grieve it 

Early neglect and inconsistent caregiving disrupt the brain's attachment and regulation systems 

at the precise moment they are being built. 



These wounds are rarely loud or dramatic. They are quiet, cumulative injuries: each one 

individually survivable, collectively shaping something permanent. They don't arrive with a 

timestamp or a visible scar. They seep. And what they seep into is a child's developing sense of 

what they are worth and what they can expect from the world. The message, repeated often 

enough in enough different forms, becomes indistinguishable from truth: "You don't matter." 

What begins as neglect or betrayal doesn't stay there. It gets incorporated into the nervous 

system's operating assumptions. The child adapts, bending themselves to fit an unsafe world, 

becoming whoever they need to be to reduce the threat of further harm. Not because they chose 

it. Because it was the only option available. 

Protective and Healing Factors 

Not everyone exposed to trauma develops PTSD or C-PTSD. The difference is rarely about 

strength of character or willingness to recover. It's about what was present, or absent, alongside 

the adversity: 

• Secure relationships: a caregiver, friend, or therapist who provides genuine safety and 

attunement. Someone who stays when things get hard. 

• Making meaning: being helped to process and contextualize what happened, so the 

event becomes part of a story rather than a recurring interruption of the present. 

• Stable environments: sustained safety that gives the nervous system enough consistent 

evidence to begin standing down. 

The Harvard Study of Adult Development, the longest-running investigation into happiness and 

longevity, points to the same conclusion the trauma research does: the single strongest predictor 

of wellbeing is the quality of close relationships. Safety and connection don't just soften the 

effects of trauma. They are among the primary mechanisms through which healing actually 

occurs. The research on this is not ambiguous. 

The Survival Blueprint: How Children Adapt to Chronic 
Trauma 

What choice does a child have when danger can't be escaped or solved? They adapt. They 

survive. 

In unsafe environments, children unconsciously assemble survival rules, not through reasoning 

but through accumulated experience of what reduces threat and what makes it worse. When 

safety and attunement are scarce or unreliable, they learn the available strategies: freeze, flight, 

fight, and especially fawn (the art of becoming whoever the room needs in order to earn 

something resembling connection, or simply avoid further harm). 

"I won't get hurt again."  "I'll find a way to get love that doesn't hurt." 



These rules become blueprints. They keep a child alive. They also exact a cost that won't show up 

on any invoice until years later, often in ways that look nothing like their origin. 

For me, the safest option as a child was to go unseen. Flying under the radar wasn't strategy. It 

was survival. Getting noticed usually meant getting hurt. And sometimes it didn't even matter 

what I did. I could tell the truth, lie, follow the rules, or break them. The abuse would come 

anyway: without warning, without logic, without any consistent relationship to my behaviour. So 

I stayed out of the house whenever I could. When I couldn't, I hid. 

But fear that deep doesn't dissolve. It mutates. My temperament became volatile: lashing out, 

breaking things, turning the pressure inward when there was nowhere else for it to go. When 

overwhelmed, I shut down and waited it out alone. Those adaptations worked. They kept me 

alive. But they came at the cost of something I didn't notice losing until I had already been losing 

it for years: any stable sense of who I actually was. 

The Survival Spectrum 

When you grow up in fear, the nervous system doesn't simply settle once the immediate threat 

passes. For many of us, the threat never fully passed. The body learned to stay on high alert, not 

as a choice but as a conclusion: this is what the world requires. 

What looks like dysfunction from the outside is strategy from the inside. Each of the patterns 

below is the nervous system executing the program it was given. They made sense once. The 

problem isn't that they existed; it's that they've continued running in conditions they were never 

designed for. Survival code, written by a system doing the only thing available to it. 

FREEZE: Shutting down to feel safe. Emotions are numbed, vulnerability is locked away, and 

detachment becomes the default. It is not indifference. It is disconnection. The body learns that 

stillness and silence are the safest bets. 

FIGHT: Anger becomes armor. When it cannot be expressed outward, it turns inward as self-

harm, self-loathing, or corrosive shame. It shows up as volatility, a quick temper, or a relentless 

need to assert control when the world feels threatening. Conflict, even when destructive, 

becomes familiar ground. 

FLIGHT: The instinct to escape before the danger lands. It shows up as bolting emotionally, 

mentally, or physically. The mind races, catastrophizes, and spirals into worst-case scenarios. 

Productivity, perfectionism, even humor can become ways to outrun pain that feels too 

overwhelming to face. 

FAWN: The quietest form of survival. The instinct to please, appease, and dissolve into what 

others need. It looks like anticipating moods, smoothing over conflict, or keeping the peace at 

the expense of your own needs. Connection feels conditional, so safety is earned through self-

erasure. 



The Cruel Irony of Survival: When Relief Becomes 
Another Danger 

When early life teaches you that comfort is neither safe nor reliable, the body doesn't stop 

needing it. It just stops expecting it from people, and starts looking elsewhere. Substances can 

feel like the answer. At first, they are: they regulate what trauma dysregulated, quiet the alarm 

that has been running continuously, and deliver something the nervous system has been 

searching for without knowing what it was looking for. And then the trap closes. 

• Early trauma → the nervous system learns to brace automatically, scanning for the next 

impact before the last one has landed. 

• Need for soothing → relief stops being a preference and becomes urgent, non-

negotiable, biological. 

• Substance relief → the alarm finally quiets: briefly, expensively, and on terms it will 

change without notice. 

• Identity erosion → shame and secrecy accumulate, self-doubt becomes the baseline, and 

the gap between who you are and who you present widens past the point of comfort. 

• Addiction lifestyle → new harms, new unsafe people, new contexts that produce the 

same damage through different mechanisms. 

• More trauma → betrayal, violence, near-death experiences. The original wound 

compounded by everything the attempt at relief required. 

The cycle compounds itself: trauma sets the stage, addiction writes new chapters, and the 

chapters become harder to distinguish from the original story. That's why it can feel impossible 

to know where to start, because what you're trying to repair isn't confined to a single event or a 

single system. It's physiological, relational, and written across years of surviving what shouldn't 

have had to be survived. 

Where do you start? Anywhere the body registers the slightest hint of safety. That sensation, 

however small, however brief, is the doorway. Healing begins the moment the nervous system 

encounters something genuinely different from the past and survives it. Survives it intact. That's 

the new data it needed. 

For some people that moment arrives through one consistent relationship: someone who stays 

when the evidence suggests they won't. For others it comes from learning how to breathe 

deliberately, or from finally understanding the science behind their own reactions, or from the 

specific and underrated experience of being believed by someone who had no reason to doubt 

them. The entry point doesn't matter. What matters is that the body encounters a new pattern, 

and registers it as real rather than as a temporary exception. 

Recovery isn't willpower, and it isn't perfection. It's the slow, deliberate process of teaching a 

nervous system that was built for survival that safety is possible, that connection doesn't 

inevitably end in damage, and that relief can arrive without an invoice attached. When those 



lessons accumulate enough evidence, the old strategies begin to lose their grip: not all at once, 

not on a schedule, but reliably. 

The Tragic Lesson: "I Must Be the Problem" 

Pain is supposed to be a signal that something is wrong in the world around you. But when you 

are a child and the pain continues, when nothing changes, when no one comes, when it keeps 

happening, the available explanations narrow to one. The world can't be the problem. The world 

is all there is. So: 

"It must be me." 

So you adapt. You try everything available to a child: you become invisible. You become perfect. 

You become funny, easy, useful, agreeable. You shape-shift continuously, hoping the right 

version of yourself will finally be the one that earns love, or at minimum, avoids harm. But when 

nothing works, the conclusion stops being situational and becomes structural. Not "I did 

something wrong," but "I am wrong." 

This is how toxic shame takes root. It doesn't knock. It doesn't announce itself. It simply moves 

in, quietly, thoroughly, and begins rearranging the furniture. 

And the specific cruelty of it is that you may not even experience it as words. Shame doesn't 

always arrive as a voice. It arrives as a flinch when someone raises their voice across the room. 

As an over-explanation offered before anyone has asked a question. As an apology for taking up 

space. As the persistent, sourceless certainty that your needs are a burden and your presence is 

an imposition. You are not consciously telling yourself, "I am the problem." You are simply 

living as though it has already been proven, and organizing your entire life around managing the 

consequences of a verdict that was never actually delivered. 

This is the silent architecture of internalized shame. It doesn't need words to run the show. It 

just needs enough repetition to stop feeling like a belief and start feeling like the truth. 

Your Story Matters: Your Healing Cannot Be Held 
Hostage 

"Understanding trauma isn't about proving anyone wrong or assigning 

blame. It's about finally telling the truth to yourself about how you got here." 

Many people, once they start this work, feel a strong pull to set the record straight: with parents, 

relatives, caregivers, or anyone who played a harmful role in their history. Sometimes those 

conversations are healing, particularly when the other person is genuinely willing to listen, take 

responsibility, and make repair. But often they aren't. People become defensive, deny what 

happened, minimize it, or insist you are remembering incorrectly. When that happens, it doesn't 



mean your reality is wrong. It means they are not able, or not willing, to face it. Those are not 

the same thing, and the distinction matters. 

Your healing cannot be contingent on someone else admitting what they did. For some 

survivors, those conversations are genuinely unsafe. For others, they're simply impossible: 

people die, go silent, or remain so entrenched in their own version that no amount of clarity on 

your part will reach them. If their acknowledgment becomes a requirement for your progress, 

your healing gets held hostage by someone else's willingness to be honest. That is an 

unreasonable price. You have already paid enough. 

Some of the people who hurt you will never name what they did. That is not yours to carry. What 

is yours are your memories, your body, your patterns, and your absolute right to believe your 

own experience. Your story does not require their signature to be true. 

Healing begins with understanding. And understanding begins the moment you give yourself 

permission to believe your own experience, even if no one who was there ever does. 

Before You Go 

This content is here to inform, not diagnose. If something feels too heavy, step away. Write it 

down. Breathe. Return when you're ready. Understanding how you got here doesn't require you 

to hold all of it at once. Read in pieces if that's what the day allows. 

What you're doing, choosing to look honestly at what shaped you rather than away from it, is not 

small. Most people never do it. They manage the symptoms, explain away the patterns, and call 

the distance they keep from themselves by more comfortable names. 

If any part of this has landed, if something named what you've been carrying without knowing 

how to carry it, then something has already shifted. Not fixed. Not finished. But different from 

before you started reading. That difference is where everything else begins. 

Feeling overwhelmed by what you're reading? Support is here.  Call or text 988, Canada's 24/7 Suicide 

Crisis Helpline  •  In Alberta, call or text 211 for community, social, health, and government services  •  In 

Edmonton and area, call the 24/7 Distress Line at 780-482-HELP (4357)  •  Call 911 in an emergency. 
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