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            ‘I was gripped by Unspeakable. These patient stories take the reader right into the consulting room and show how psychotherapy has the potential to transform the lives of those who have encountered unimaginable trauma’. Caroline Elton, author of Also Human

            ‘A humane exploration of traumatic experience and, more importantly, survival, that resists simplistic formulations and captures the subtle drama of psychotherapy.’ Frank Tallis, author of The Act of Living

            ‘With intelligence and deep empathy, Dr Gwen Adshead and Eileen Horne bring voice to acts, experiences and emotions that defy language. This is a book that challenges assumptions, expands compassion and lingers with you long after the final page. Fearless, humane and beautifully written – Unspeakable asks what happens when we finally face the stories we’ve spent our lives avoiding.’ Emma Reed Turrell, author of What Am I Missing?

            ‘Wonderful … Adshead shows how the mind is infinitely adapt­able … We learn that it’s possible not only to survive traumatic experiences, but to find new ways to flourish in spite of them.’ Gavin Francis, author of Recoveryii
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            Introduction

         

         This is not a book about trauma.

         It is a book about survival – especially the experience and quality of survival that may be possible after suffering psychological wounds that damage identity and take away language. The stories contained here are based on personal encounters that I have had during three decades of working with people who are struggling after deeply distressing and often life-altering events.

         After qualifying in forensic psychiatry, in the early 1990s I started work as a psychiatrist and researcher at one of the country’s first trauma clinics, in London’s Maudsley Hospital. The clinic had been set up following a series of mass disasters in the UK; previously, the focus of most funding for trauma care and study was on soldiers, as it has been since ancient times.

         Trauma, derived from the Greek for ‘wound’, was once generally understood as something that needed medical treatment. Today, it is a word in such common parlance that it risks losing all meaning. Is it a ‘trauma’ to fail an exam or have a bad break-up? Or are these things very sad but ordinary upsets? How do they compare to the experiences of being a soldier in wartime, a victim of violent crime or a refugee? Who gets to say what counts or which kind of trauma is worse than any other? Certainly not me.

         As I began to write this book, the director general of the World Health Organization made an extraordinary public statement, saying ‘the whole world’ was suffering from ‘mass trauma’ in the wake of the COVID-19 pandemic.1 Perhaps this response was understandable, given the fear the pandemic caused globally 2and the massive fallout, both medical and societal. But I wonder if there is not some risk in suggesting that any large group of people, let alone ‘the whole world’, all share the same psychological response. There’s an implication that prior to 2020, we were all the same, with similar childhoods, community experiences and support systems. This cannot be accurate. Even if a group of people experience the same awful event, as some of the following stories describe, everyone’s response is complex and unique to their circumstances.

         In the years that I have been working as a psychotherapist, it is safe to say that each person I have seen has been through something that could be called ‘traumatic’. The causes of trauma can vary widely, but it usually stems from an experience that is startling, frightening and disturbing. This activates the nervous system’s adrenaline response, an energy surge that enables people to run away, fight or freeze in the face of threat. The hormone cortisol then kicks in to release glucose, giving the body energy for a longer-term stress response, if necessary. All of this is well known and well worn in the public discourse; ‘fight or flight’ is as familiar a phrase today as the word ‘trauma’ itself. Unfortunately, generalising about how our bodies respond to threat can mask a welter of psychological nuances and complexities. Trauma and our responses to it are not just one thing. There are many colours and gradations of trauma, just as there are many versions of survival. For instance, brief one-off events usually have less impact than longer, more chronic experiences of trauma. Social context also matters, especially when trauma is caused by other people, where the relationship with the perpetrator can be significant. After a single traumatic experience (like a road-traffic accident) most people feel stunned, numb or detached for a few days or even a week; then, over the following weeks, a post-trauma response is likely to 3develop. Most commonly, this involves some anxiety and depression, but also the well-known symptoms of hypervigilance and re-experiencing phenomena (such as nightmares and flashbacks). Not everyone has all of these, and a small group of people have no such responses at all. Typically, the acute post-trauma response resolves spontaneously over the next six to twelve months. If that doesn’t happen, the consensus in the mental health field is that the person has post-traumatic stress disorder (PTSD), which can become a chronic condition.

         However, the diagnosis gets complicated in cases where the trauma has been recurring and sustained. As I will describe, it is also dependent on the age of the person when the trauma happens and what other distress they may have experienced in their life, both before and after the event in question. It is one of the injustices of human evolution that the more vulnerable to stress you are, the worse your outcome. It is also a reality that life does not stand still while people are recovering from trauma, and their PTSD is likely to get worse and persist longer if they have to face new, additional stressors.

         My clinical experience in secure hospitals and prisons has taught me that violence perpetrators are often also trauma victims, and this understanding has given me a deep appreciation of the complexity of experiences that are too terrible to speak of and that change identity forever. I’ve seen how painful it is, even (or especially) for someone who is the survivor of a disaster where, as the perpetrator, they are the disaster. People feel indelibly marked by a guilty verdict, and I’ve seen how much time is needed for their narratives about themselves to shift. I’ve written about the disbelief that some offenders have about their actions, a feeling that ‘I am not that person’.2 I have learned that I need to listen to what they have to say about what they have suffered, as well as 4what they have done, no matter how hard it is to hear. It is attentive listening that helps people change their minds for good. This perspective proved invaluable as I moved outside the high walls of secure institutions and prisons to work with non-offenders – people seeking treatment in NHS trauma clinics or needing assessment for trauma-related legal reasons. I draw on that work in the following stories, including many encounters with people who, unlike my forensic patients, had never seen a mental health professional before and, in some cases, were not even sure they needed one.

         While there is no manual for how to live after trauma, language – and the capacity to think new thoughts about oneself – is a vital part of recovery. As Cicero had it, language distinguishes us from other animals; speech is inseparable from human growth and identity. The process of therapy is about helping people find words to ‘speak their minds’, but with trauma survivors, it is common to struggle to do that, sometimes to the point where they may only be able to sit with me in silence. As part of my training to become a psychotherapist, I had to have therapy myself, and I remember my own speechlessness. Sometimes I was struck dumb when I remembered and revisited painful stories from my life, trying to find a way to articulate them. When I switched chairs, this made me better able to sit with my patients and keep them company until the right words came – once they were ready. The readiness is all.

         There are several myths that have developed in recent years about life after trauma. I hope the encounters I describe will challenge some of them. One is that traumatic memories are permanently embedded in the brain, an asbestos that permeates and poisons unless it is dug out. The best current research suggests that memories are not like this at all; they are malleable, fragile 5and fluid; they change and may even disappear with time, place and conversation. Sometimes they are protective, too, and help shield us from further harm. Clinical approaches to remembered pain can occasionally focus unhelpfully on the wrong that’s been done, rather than on the destructive feelings that may arise, stopping us from moving forward. This may be as unproductive as trying, in the forensic realm, to make violent offenders feel bad about what they’ve done, instead of seeking to understand how their life experiences may have increased the risk of them inflicting cruelty and harm, and how to reduce that risk in future.

         Recovery after trauma does not always require the ‘rooting out’ of memories. Unpacking every detail of a painful and devastating experience could actually cause more damage, especially if done at the wrong time and in the wrong way. Memories are constructed anew when the mind has need of them, and they become, as the philosopher John Locke first suggested more than three hundred years ago,3 a crucial part of a person’s sense of self and identity. The therapist tries, as best they can, not to interfere with that process. They let the speaker lead and go where they choose, because to do anything else is to take away agency and choice, which would only mirror many people’s painful experiences of trauma.

         Another belief that I’d like to explore and question is that trauma causes irreversible damage. This ignores the fact that across our lifespan, our brains and minds are plastic (or, as I think of it, dynamic), especially in childhood. Yes, people are changed by traumatic experiences, but the nature of that change may be different at different stages of life. In addition, post-traumatic growth is as possible as post-traumatic stress, and in my experience, it may be more common.

         Hemingway said that ‘The world breaks everyone’,4 and we see this idea widely reflected today, but how is it that some people 6are so much more resilient than others? In my forensic work, I’ve adopted the useful metaphor of the combination bicycle lock to explain how risk factors for violence must line up to release the cruelty of which we are all innately capable. The tiny minority of the population who harm other people have a fateful combination of ‘numbers’, ranging from things like poverty and isolation to substance misuse to simply being young and male. There is always one final, highly personal ‘number’ that must click into place to release the violent action. So, too, with trauma survivors: in every one of these stories, you will discover that there are protective factors that can align to help insulate people from the effects of their trauma, and other factors that, in combination, may predict a lower quality of survival. The final, determinative ‘number’ is often related to their earliest attachment relationships with primary carers, which lay the groundwork for later resilience or vulnerability.

         I accept that trauma experiences can shatter past identities. A married woman is suddenly and violently widowed; a child is removed from the family and put into an abusive care home; a man is mugged, robbed of his wallet and agency: in these circumstances, survival involves a reconstruction – a transformation of identity, heart and mind as people build a new sense of who they are now.

         There has long been debate about the language of the trauma experience, especially the use of terms like ‘victim’ versus ‘survivor’– not so much in the mental health field, but on social media and in our culture more generally. I tend to favour the latter, because after all, if you are alive after trauma, you have survived. The real question is, at what cost? And who do you want to be now? Some people need to hold fast to the mantle of victimhood, whereas for others, being a survivor – with the agency that the term implies – is vital. Similarly, some find mental health 7diagnoses helpful, whereas some resist them. A number will find relief in being compensated for harms endured, but in my experience, adversarial legal processes can also complicate recovery after trauma. Financial recompense can bring a sense of justice, but this is not the same as healing.

         I am passionately interested in words and how we generate the stories of our lives. In this book, I focus on people whose capacity to speak their minds was impaired in different ways. They may have chosen silence, or shock may have muted them; some were threatened into silence by others. Their language may also have been affected by shame, that worm-like, destructive emotion that burrows deep into the soul and multiplies, unchecked, leading to isolation and loneliness.

         Some of the silences I describe in these pages are explained by external factors as well as internal emotions. In the wake of trauma, people may be choked by not only rage at what has happened, but ideas of how they ‘ought to’ respond. I fear there is a stereotype of what a respectable, acceptable trauma narrative sounds like, which can hamper those who need to express strong feelings that don’t fit into that framing. This seems especially true for women and those who feel othered and vulnerable. Challenging this norm may be a matter of urgency, if we think of the communities of children who are being traumatised across the world right now. If nobody helps them to speak, what will they do with their anger?

         Most accounts of trauma in our culture seem to accentuate helplessness and neediness over feelings of anger or the wish to get revenge. It is perpetrators who are generally caricatured as angry monsters, yet I believe I’ve seen more rageful and hostile people for trauma therapy in the community than I’ve ever encountered among violent offenders in secure institutions or prisons. You will meet a few of them here. 8

         Working with my friend and co-author Eileen, we identified some recurring questions about trauma that I’d heard a lot from students, patients, fellow professionals, journalists and others. We then drew from case stories that had made me think differently and might offer some answers or stimulate new discussions. These involve men and women of various ages and backgrounds, covering a range of traumas that encompass everything from single incidents to chronic abuse suffered at different stages of life, at the hands of either strangers or close relations. In each one, we explore those ‘bicycle lock’ factors that can have a significant bearing on people’s responses, as well as on their treatment. Many of these stories draw on my years working in two London trauma clinics, first at the Maudsley and later at the Middlesex Hospital. We have also made use of assessments I’ve done, both in medico-legal cases and as part of my general psychological work in the community.

         For those who would like to go deeper, the end notes list some academic studies and books that I have found helpful. The trauma literature is vast, whether written by experts, professionals or survivors. This book is simply my small corner of that enormous tapestry, woven with my memories of the stories I have heard and the lessons they have taught me. Its purpose is to illuminate the reality of these human lives and offer hope.

         
             

         

         Dr Gwen Adshead    

         August 2025    

         
            Notes

            1 ‘With this global pandemic, each and every individual on the surface of the world is affected … and that means mass trauma … even bigger than what the world experienced after the Second World War.’ Tedros Adhanom Ghebreyesus, director general of the World Health Organization, at a virtual press conference, March 2021.

            2 Adshead, G., Ferrito, M. and Bose, S., ‘Recovery After Homicide: Narrative Shifts in Therapy with Homicide Perpetrators’, Criminal Justice and Behavior, 42:1 (2014), pp. 70–81; https://doi.org/10.1177/0093854814550030 (original work published 2015). See also Atley, S., Martin, K., Fergus, K. and Goldberg, J., ‘I’m Not That Person: A Qualitative Study of Moral Injury in Forensic Psychiatric Patients’, International Journal of Environmental Research and Public Health, 22 (2025), p. 372.

            3 Locke, J., ‘An Essay Concerning Human Understanding, 1690’, in Dennis, W. (Ed.), Readings in the History of Psychology (New York: Appleton-Century-Crofts, 1948), pp. 55–68; https://doi.org/10.1037/11304-008.

            4 Hemingway, E., For Whom the Bell Tolls (New York: Scribner, 1940).
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            Authors’ Note

         

         In creating this book, we have drawn directly from trauma experiences described by real people. Each story is clinically accurate, but we use composites and have changed or fictionalised names, places, professions and other details to ensure we protect everyone’s essential right to confidentiality and privacy.

         
             

         

         Dr Gwen Adshead and Eileen Horne   

         August 2025   10
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            The POW

         

         ‘Mr B? Thomas B?’

         Standing at the door of my consulting room, I scanned the large waiting area and saw two men rise from their seats. The younger man stooped to grab an umbrella from under his chair, while the older one carefully folded a newspaper – The Times – and glanced over in my direction when I repeated his name. This was my patient. ‘Wary’ and ‘precise’ were the first adjectives that came to my mind. Something about his close-cropped white hair and posture suggested a former athlete, perhaps a swimmer or gymnast, poise as well as strength.

         I wasn’t expecting two people, and reached for another chair to bring into the room, then watched as the younger man, of taller, broader build, with a stubbly beard and an unruly mass of dark hair flecked with grey, took the older man’s elbow, guiding him a little as they passed the others who were waiting to be seen. I thought there was care and concern there. A big age difference, too; could they be father and son? Or uncle and nephew? However, both their physical dissimilarity and something about their interaction made me think they were a couple.

         I had not been working at the clinic for long, and I noticed that my new colleagues called out people’s names and then walked over to escort them, especially on first meeting. During my training in other hospitals and institutions, I had preferred to let people come to me, valuing those initial moments of observation as a new patient approaches. I could learn something from seeing them at a little distance before contact. Just as a detective stands 12and observes a crime scene or studies the face of a suspect, so I was trying to be alert to the smallest detail at that initial meeting. Sleuths and psychiatrists have much in common, not least because our work often begins in the context of trauma of some kind. In fact, as medical students, we were explicitly encouraged to think of ourselves as ‘gathering clues’ to develop hypotheses about our cases. The task became more challenging when I moved on to specialise in psychiatry. I remember one of my first psychiatric clinics as a trainee, when I saw a patient who had suddenly developed acute depression and anxiety, for no apparent reason. We were stumped, until his wife mentioned that his handwriting had become cramped and small over the previous year. I realised she was describing micrographia, which can be associated with a brain tumour. How pleased I was to have caught this. I ordered a scan, which may have saved his life. But that experience also taught me that I could just as easily have failed to diagnose the tumour if I had not been paying attention or not asked the right questions.

         Mr B’s GP had referred him due to an equally sudden onset of disturbing symptoms. In the early 1990s, there was still a convention of old-fashioned courtesies in the medical referral process. A letter would come, addressed to one of the senior consultants or the professor who ran the clinic, asking them to ‘kindly see this charming gentleman who suffers from …’ – whatever it happened to be. The letter was now open on my desk, the details scant, as the GP described ‘this delightful 72-year-old who is generally fit and well with no psychiatric history. He has complained to me of poor sleep and recurring nightmares, which appear to be connected to a time he spent as a prisoner of war fifty years ago. He tells me that he has never been troubled by them in the past. I would be grateful for your advice about appropriate treatment and management.’13

         While everyone who came to the clinic had a unique story to tell, they often shared similar symptoms, with nightmares featuring high on that list. Although we don’t know precisely what causes them, they seem to be evidence that memories of trauma are still live and unprocessed in the mind. We often saw people with a delayed response to trauma, too. They would manage to block out distressing experiences for days, weeks or months, until something released them into consciousness, exploding like a depth charge. I was amazed that the referral suggested this man had not experienced symptoms for fifty years. How was it possible for trauma to lie dormant that long?

         The trauma clinic at the Maudsley shared space with other hospital services, so there was an examination couch and a washbasin in the room, with my small desk facing a chair for the patient. I have never liked to see people across a desk, so I had arranged two chairs at forty-five degrees to each other. Now I quickly dragged the third chair to create a semi-circle. I smiled, welcoming the two men in and asking them to make themselves comfortable – a common platitude so much easier said than done, especially in this setting. Hands in their laps, the two men sat gazing at me expectantly, strangers in a strange land.

         Most of the people I’d worked with in forensic services had long histories of mental health issues and were all too familiar with psychiatrists and their questions. Here, my patients had often never seen a mental health professional before and had no idea what to expect. I think they feared some sort of impossibly difficult interrogation that would end with their detention in a gloomy institution. It could be dispiriting and even bleakly comic to see how uneasy people were, and alleviating that was my first task.

         I introduced myself and addressed Mr B by his full name. ‘Please call me Tom,’ he responded warmly, and I noted how he 14was making good eye contact with me; no guarding or suspicion there, although I saw his leg was moving with that unconscious knee joggle that can denote excess energy or anxiety. I looked at the younger man, leaving a pause in which I hoped he would say who he was. ‘I’m Albie,’ he said. ‘I’m Tom’s friend … come to give him support.’ Was there a minuscule pause before the word ‘friend’? At that time, a same-sex partner did not have the same status in a medical context as the next of kin, which might have concerned him.1

         Albie’s presence needed a bit of thinking about. Most people bring someone to their first medical appointment for a mysterious and worrying problem, and psychiatry is no exception. I wanted to make sure (thinking back to the wife who had told me about her husband’s handwriting) that I wasn’t missing out on some vital information from Albie about Tom and his life. But good doctors also know that even the most charming partners can be a source of stress or even a cause of trauma. Without a one-to-one conversation I couldn’t know if Albie was part of the problem.

         I began by telling Albie that it is always good to have support when doing something for the first time, especially coming to a trauma clinic. ‘But I do just need to check with you, Tom,’ I said, ‘is it okay for Albie to be in with us while we discuss your problems?’ Tom nodded without speaking, but reached out his hand to rest on Albie’s arm, which helped reassure me that Albie was a valued person, not a threat. I nodded back, deliberately echoing his movement to validate his agreement. ‘So, let’s start our discussion today with the two of you, and then, Albie, if I might ask you later to step out for a bit, maybe get a cup of tea? It’s important to the work that I have time with Tom alone. How does that sound?’ The two men exchanged glances, then chorused, ‘Okay.’

         I started by focusing on the symptoms. ‘So, Tom, your GP says you’ve been having nightmares.’ Albie was the first to respond, 15which I thought was interesting. ‘That’s right – dreadful, really, thrashing around like mad, crying, shouting at the top of his lungs. The first time it happened, I thought the neighbours would be round any minute, thinking he was being murdered.’ Tom gave him a look I couldn’t quite read; I was unsure if he was glad or annoyed that Albie had spoken. Perhaps this was just their way of being in company with others. Then Tom picked up where Albie had left off, his voice low. ‘It’s carried on for a few months, so I went to the doc …’ He trailed off, as if he had run out of words. Albie leaned forward, his voice dropping a little. ‘He was in the war.’ I presumed he was referring to the Second World War but waited for Albie to say more. He continued: ‘He hasn’t told me much … I guess it was sod’s law he was shipped out to Singapore right before it fell. Landed up in Changi for three years.’

         I didn’t know much about Changi then, other than having a vague idea that it was an old prison carved out of the tropical swamps in Singapore. The Japanese had converted and expanded it during the war, holding their Allied prisoners in notoriously brutal conditions. I used a soft ‘wow’ to convey that I understood how dreadful that experience might have been and to signal that I was ready to hear more. ‘And have you had these nightmares for years?’ I had to check the GP’s letter was accurate. ‘No!’ Tom blurted, with some emphasis. ‘Not at all … I never had them before. I don’t think about that time. I’m fine. It’s not …’ Once again, his words faded, and as before, Albie stepped in to help. ‘That’s the whole point, Dr Adshead – he sleeps like the dead, you know? This isn’t like him. It came out of the blue. It’s so upsetting.’ He looked anxious, and Tom looked forlorn, and I felt their sadness.

         I also thought this might be a good time for Albie to step out for that cup of tea and maybe get one for Tom, too. Before he left, I told both men that I wasn’t going to ask about the content 16of the dreams, not today. Tom seemed not only taken aback, but also relieved, as so many patients do when faced with what I was starting to think of as ‘the survivor’s dilemma’. They’ve come to a place where they will have to talk about whatever they most fear, but engaging with distress, especially if you’ve been trying to avoid it for years, is not easy. I was discovering that many trauma survivors didn’t show up for appointments or would drop out of treatment after the initial session.

         When Albie left, I checked again with Tom to see if he was happy for him to be with us and if things were okay between them. ‘Never been happier,’ Tom replied firmly. ‘Not something I ever expected,’ he added. ‘I was in my fifties …’ I left it there. I didn’t need to ask any more about their relationship at this stage; I just wanted to establish whether he felt safe.

         ‘So, your nightmares came out of the blue?’ I deliberately echoed Albie’s phrase to allow Tom to decide if it was accurate. He nodded. ‘And they always wake you?’ Tom grimaced, nodding again, then reiterated that he usually ‘slept through anything’ – rephrasing Albie’s ‘like the dead’, I noticed. I asked about other sleep events, like ordinary dreams. Conscious of his age, I also enquired about needing to get up to use the loo at night and whether that was disturbing his sleep. He said he had no real complaints and had always slept through the night, until about six to eight weeks ago, when all this started.

         ‘And there’s nothing you can think of that set the nightmares off? A movie? A meeting with someone from the past?’ Tom shook his head, telling me that the first one occurred late one Saturday night. It had been a fine, sunny day, as he recalled. ‘I got up late, read the paper, did the crossword and helped Albie with some gardening, planting tomatoes in the raised beds.’ Then he took the dog out for his usual walk on the common and watched 17some of the village cricket match. Albie made dinner for them. ‘He’s the cook,’ Tom explained. ‘I’m hopeless. And then it was bedtime …’ His voice fell away again. I could see he didn’t want to say more about the substance of the nightmares yet, and that was fine with me.

         To signal this, I decided to ask about something else: ‘What kind of dog do you have?’ ‘A black lab,’ he told me. ‘He’s a love, five years old, but high-spirited like a puppy. Always into mischief – chewing our slippers, chasing Albie’s sixteen-year-old cat around whenever she’s good enough to make an appearance, the little diva. We dote on him. Monty.’ ‘Monty?’ I asked, not assuming anything. ‘Like the general, you know? He’s in charge around our house. We just follow orders.’ That made me laugh, and Tom joined in.

         My old mentor, the psychotherapist Dr Murray Cox, often stressed the importance of a lightness of touch when talking about issues that weigh on people; it can help show them that you are open and ready to hear anything they have to say. I’ve found that this ability begins with gaining control of my own responses and not reacting to things in a way that might cause the speaker to shut down or run away. Over time, this communication of willingness becomes more nuanced, and humour definitely plays a part. I was relieved Tom and I could laugh together, conscious of needing to build more rapport with a man who came from a generation that might be suspicious of ‘head shrinkers’; perhaps this was even truer of someone with a military background, although I didn’t want to assume that. What I noticed was how little Tom had revealed of himself up to this point. I’d learned more about his dog.

         I glanced at the clock – our hour was half over. I needed to get more backstory at this first assessment, so I asked how often the 18nightmares occurred. ‘I don’t know. Weekly, maybe two or three times a week?’ I made a note. This frequency was familiar to me, having seen other people with PTSD.

         Tom looked uncomfortable. ‘I told the doctor I was starting to be afraid to go to sleep. He gave me something to help with that.’ He named a benzodiazepine, the usual sedative GPs prescribe for sleep disorders. ‘But I don’t like the effect. It makes me muzzy in the mornings, and it doesn’t really stop me being anxious about the nightmares …’ Then he offered: ‘They’re always about Changi. I don’t know why they’ve come crashing in like this now – that was another life.’ I said nothing. He shifted in his chair, glancing at the clock on the wall, and sighed. I had the impression he was frustrated, as mystified as I was about why such old memories were surfacing. His use of the word ‘crash’ had me imagining his trauma appearing in his dreams like a Japanese kamikaze pilot hurtling down from the heavens, attacking him ‘out of the blue’.

         I decided to offer a question he would be able to answer with confidence: ‘Can you tell me something about your ordinary life, before the nightmares began?’ ‘How do you mean?’ ‘Just anything you’d like to tell me, to give me a picture.’ I left it as broad as possible; it’s always interesting to hear where people choose to start their story. ‘Um, I’m retired … Albie and I live together in Haslemere. It was my parents’ house. I moved in there with Mum after my father passed away, back in ’64 …’ He lapsed into silence. ‘How old was he?’ I prompted. He met my eye. ‘Oh, about the age I am now, I guess.’ I sensed he’d not considered this before, and waited to see if he wanted to say more. Instead, he shrugged, dismissive. ‘We were never close. Whereas Mum …’ He looked away, out of the window. Even if time was short, I didn’t want to miss this opportunity. ‘Mum?’ He smiled then, a mixture of love and sorrow evident in his face and tone. ‘She was the best. I miss 19her every day. Fabulous cook. Looked after us – and everyone else around, too. The biggest heart …’ It was a bare pencil sketch of a loving carer, but at this point, it was enough for me to understand a little about who the young man was when he was sent to Changi.

         Tom changed gear, telling me that after coming out of the army, he trained as an engineer and got a job with an electronics firm. ‘Worked in the one place all those years, until I retired a few years ago. I thoroughly enjoyed it. A good job. Good people.’ ‘And outside of work?’ I prompted, hoping for a fuller picture. ‘Any hobbies?’ ‘Oh, I used to have loads when I was younger, outdoor things – sport … you know …’ ‘Sport?’ He shrugged. ‘Rock climbing, caving, snowboarding sometimes … that sort of thing …’ ‘Sounds a little risky,’ I said, with a note of gentle interrogation to show I wasn’t judging him in any way. ‘I suppose I was a bit of a daredevil in my younger days,’ Tom said, his self-deprecating tone belying the very idea. ‘A daredevil?’ I repeated, intrigued by the word, but he didn’t elaborate.

         Instead, he went on a tangent about his enthusiasm for DIY. ‘We’ve put in new bathrooms, kitchen cabinets … The old ones were so outdated, you see. Mum and Dad never did much to the place. Just installed a new fireplace mantel, too, the other week. Beautiful – restored walnut, sort of art deco, with lovely chrome details … I need to do the roof next, but Albie says best not … We’ll get someone in …’ That was interesting – he was opening up a little, perhaps revealing some vulnerability. I wanted him to keep talking.

         ‘Anything else?’

         ‘Well, there’s my bike. We ride every weekend.’ My first image was of men on ordinary bicycles, cycling side by side down leafy lanes, but then he explained: ‘1960 Triumph TR6. She’s my pride and joy. Always promised myself I’d get one, and finally, about 20fifteen years ago – well, that’s how I met Albie. Same club. Turns out he knew a man who knew a man who was getting rid of her at a reasonable price …’ He smiled for the first time since we’d met. ‘And we’ve been together ever since.’ The broad sweep of his hand in the air encompassed the motorcycle, Albie, Monty the black lab and the ageing diva cat, all happily ensconced under one unrepaired roof.

         ‘You’ve never seen a psychiatrist before? Even after you were demobbed?’ He shrugged. ‘People did. But I was fine. I mean, it was a bad time, all that, but I was healthy, things were getting back to normal. You don’t want to get into it or, you know, put those things on people. You have to get on with it.’ It reminded me of the Jorge Luis Borges story about a man who is cursed with remembering everything – that powerful idea that in order to live, it is necessary to forget.2 I also thought of several people I’d seen in this room who had shared with me how they worried their trauma experiences might be contaminating and burdensome to others.

         I had one last question, conscious Albie would rejoin us soon: ‘Tom, can I ask if the nightmares have affected your relationship with Albie?’ I needed to know. Relationship breakdown is very common in traumatised people, and sometimes the consequent loss of support leaves people isolated, which then makes everything much worse. Tom paused, before answering: ‘I think … this is hard … frightening. He’s sleeping in the other room …’ I wished I knew what he wasn’t saying when his voice ebbed away like that. His consistent inability to complete his sentences suggested something was blocking his capacity to tell his story. I didn’t know whether the GP had done tests for dementia, and made a note to ask.

         I stepped outside to call Albie back in, asking him quietly as we returned if there was anything he wanted to tell me, something 21Tom might not have been able to say. We could have a phone call, if he wished. He said he’d let me know, oddly short of words when he wasn’t in the same space as his partner. Before they left, I told Tom that although his story was somewhat unusual, there were things we could do. I invited him to come back for a few more sessions. When he agreed, I asked if he would consider doing some homework before we met again.

         His face fell. ‘Homework?’ I explained that I’d like him to start keeping a diary of when the nightmares happened, along with some brief descriptive details, whatever he could remember of them when he woke.

         ‘A diary?’ Tom sounded sceptical, as some patients do in the face of this suggestion. Albie inserted that ‘Tom’s more a data person, an engineer.’ Used to their routine now, I said nothing, knowing that Tom might jump in to add something, which he did. ‘That’s right. I’m not much of a writer …’ A lot of people say this when given the task of journalling in exposure-based therapies, but if they don’t do it, success can be limited. Sometimes I have to find ways of framing it so that it seems less alien or difficult. ‘Could you think of it as data collection, perhaps? Like for a project that you’re building?’

         He brightened up immediately. ‘Oh yes. I can do that. I do it when planning anything. Remember all the research we did for the bathroom?’ He turned to Albie, who rolled his eyes, and we laughed again. Another light moment, and a hopeful one, too, because it showed me that Tom was ready to take a chance on psychological work. Already he might have felt he could have a little more agency over these mysterious nightmares which were so upsetting for both of them.

         It was time to go. ‘Do you have any questions for me?’ I enquired. Tom hesitated, glancing at Albie, then asked: ‘How long 22will it take? I mean, to stop the nightmares?’ I was honest, telling him we’d have to take it week by week.

         *

         Before our next session, I read about the Allied POW experience in Singapore, in preparation for whatever Tom might bring back. I thought filling in some context that he might not include could be helpful.

         I soon learned that Changi wasn’t a prison as I understood the term, but rather a fifteen-mile-wide area of land, a sprawling amalgam of seven different camps clustered around a former civilian prison at the eastern end of Singapore island. After the British defeat in February 1942, nearly 100,000 Allied soldiers – and many civilians as well – were taken prisoner overnight. The higher-ranking officers were soon dispatched to camps in Japan, while the rest were set to building barbed-wire fences, forced to be the architects of their own incarceration. Changi was remote from the city and stood on the edge of a forest; the name derived from a tribal word for ‘tall trees’. It was built on a former mangrove swamp, and people described it as a marshy tropical hellhole, swarming with insects, rodents and other disease-causing pests.

         However, at least for the first few years, life in Changi sounded somewhat bearable, when compared to the experiences of the men sent to camps in Japan, where conditions were even worse. Tom and his fellow prisoners had food rations – a cup of rice daily, some fish maybe – and they were allowed to plant vegetables for their own consumption. Prisoners could even send a rare letter or postcard to their loved ones. Their captors strictly limited these to twenty-four words, a small deprivation, but one that struck me as harsh. Another kind of silencing. What can you tell someone in 23two sentences, other than perhaps offering bland reassurance and some abbreviated expression of affection?

         It was always a physically gruelling existence. In extreme temperatures, prisoners were assigned to large-scale projects, such as building a new airport runway nearby. Other prisoners were sent further afield, including to help construct the notorious Burma–Thailand Railway, known as the Death Railway due to the treacherous working conditions and immortalised in David Lean’s film The Bridge on the River Kwai.

         But there were some remarkable signs of ingenuity and resilience at Changi. I read about a makeshift lending library and even a camp ‘university’. Boxing and cricket matches were not just tolerated but encouraged, presumably because keeping fitness up meant more productive workers. Some of the soldiers had been able to bring musical instruments to Changi when they were captured, and there were concerts and singalongs, at least in the early days. I found one especially moving and memorable image of a battered old violin (now held in a Melbourne archive), etched with the words, ‘We’ll never get off the island.’3

         Later, as the war started to go badly for their captors, any ‘privileges’ were withdrawn, including all pens and paper. Food supplies were reduced, and life in Changi deteriorated. The Japanese did not observe the Geneva Convention and corporal punishment was commonplace, especially if anyone flagged while working on building projects. I didn’t linger over the details of the diverse and inventive kinds of torture that were used, choosing not to think about them. Given my other work with perpetrators of violence, this avoidance might seem strange, but there was something about the helplessness of these thousands of men that made me want to detach. It was also disturbing to me to learn about the prevailing cultural belief in Japan’s military at the time 24that anyone who surrendered was beneath contempt, meaning that their prisoners were dehumanised. I imagined that this was what allowed those who ran the camps to justify such extremes of cruelty, an idea sharply reminiscent of some of my forensic patients, who believed that their victims were ‘things’ to be denigrated or extinguished.

         As the camp’s population swelled with captives from all around the Asia-Pacific, hunger became the biggest issue. By the end of the war, a third of the Allied prisoners had died. In reference books I found sepia images of skeletal figures, dressed in loincloths and with dark, sunken eyes and jutting ribs, packed six or eight into cells meant for one. It was hard for me not to think of the Nazi concentration camps, despite the stark distinction between serving soldiers held as POWs and a civilian population incarcerated only because they were hated. One of the buildings in the encampment, the Roberts Barracks, was designated as a hospital, but it was ill-equipped to deal with the volume and nature of the needs that arose. I imagined that those who survived Changi were lucky enough not to get sick or by some miracle got admitted to hospital long enough to carry on living, as in the story Primo Levi tells in his epilogue to If This Is a Man,4 while those outside perished in their thousands.

         *

         For our second session, Tom came independently, which was pleasing, as it suggested that he felt comfortable with me. He told me Albie had dropped him off and gone to do some shopping, and would collect him afterwards. I was glad he was in such a stable, supportive relationship – this was not always the case for the patients I saw at the clinic. 25

         We sat down facing each other in the small space, a few feet apart. Right away, Tom showed me a small, ruled notepad of the type favoured by reporters back in the day. ‘Homework,’ he said, with a diffident smile. He flipped open the cover, clearing his throat, and I watched as his eyes darted across the scrawled script. ‘Set this by the bed, as you told me,’ he said, ‘but then the pen rolled away, and I was scrambling around in the dark, and I … and then … well, things got muddled, and I wanted to get it right, so I had to wait a few more nights, until …’ I wasn’t in a rush to have him read me the details he’d managed to record, nor was I there to analyse or interpret anything. My role was more like a coach, encouraging him to say what he could and interjecting the odd ‘That makes sense’ or ‘Well done’ as he went on. The significant thing was that he’d been open to looking at what he feared.

         As that thought occurred to me, Tom closed the notebook, setting it on his thigh and covering it with both hands, pressing down a little, almost as if to smother the contents. His eyes avoided mine, fixed on something or nothing just beyond my left ear. ‘I don’t know. Maybe there’s … no point. None of it … it didn’t really … add up. Make sense or …’ His high cheekbones were a little flushed, and I saw his hands were shaking. I would need to help him manage the anxiety he was experiencing, without appearing to be running away from the task at hand. I said, ‘Tom, could you perhaps start by telling me about just one element, some detail that felt particularly upsetting or surprising?’ He stared at me, saying nothing. I cast my mind back to the last session, wondering if I could have missed the tremor in his hands before and whether that might indicate something other than anxiety. Then Tom spoke, his voice halting and flat. ‘It was so … I woke up screaming again, covered in sweat, feeling sick to my stomach. Albie came running in, and I thought I was … you know … It felt 26like it was still happening for a few minutes. Took me a while to settle. I don’t think I slept after that.’

         ‘Can you tell me a little about what you wrote down?’

         He opened the notepad and started to read and interpret his notes for me. ‘I’m in Changi … I think I’m with Ben, near the edge of the forest, we’re stacking logs …’ He looked up from his notes, eager to supply some context. ‘Ben was our captain. He was the most senior man left from our unit … Such a kind man. Salt of the earth. We were in the same cell for a while, but we all got moved around a lot, chopping and changing … I’d been there ages by the time he came in – he’d been on the Burma railway?’ I indicated that I understood the reference and felt grateful for my brief research. ‘Probably just had ten years on me, but he was like an old man. They’d tortured him out there, people said … He had a limp, couldn’t move his right arm, hair going prematurely grey … But he’d do anything for you. Shared his rations more than once … always telling me to keep my chin up.’

         Tom continued to talk about Ben’s character, more voluble than he’d been so far. ‘He would always tell us we had so much to look forward to, our whole lives in front of us, that sort of thing. Hopeful words. How could he have any hope left? He was just one of those people …’ I stayed silent, not wishing to intrude on this poignant memory. He shook his head. ‘You should have seen his smile. It was like a child’s … full of joy, warmed you to see it. We called him Big Ben. ’Cause he was the oldest, you know? We all got nicknames …’

         ‘Did you have one?’ The logical question. ‘Um … various … Some of them called me Hercules for a while, as a joke. I mean, not a joke exactly. I was one of the youngest, maybe fitter than most. I don’t know … I was up for anything … Give me the toughest task, I’d do it.’ The daredevil. I was intrigued, given that 27Hercules was fighting to recover his immortality. But for the time being, I let these things lie. I wanted Tom to say more about the contents of his nightmare, if he could.

         ‘Where was I?’

         ‘With Big Ben?’ I prompted. He took a deep breath. ‘I have to get him to Roberts.’ He didn’t pause to explain that reference, but from my reading, I knew he meant the camp hospital. ‘The thing is, he’s a big man – almost a foot taller than me and twice as wide.’ I wasn’t sure if he realised that the picture he was painting of this greying, tall, broad-shouldered man might also be a description of Albie. But he seemed oblivious to that, caught up in his account. ‘But he’d lost so much weight, it was dead easy for me to …’ He glanced down at his notes. ‘I see blood dribbling out of his ear … I think they hit him round the head when he fell, that was the usual thing … So I lift him in my arms … like a sack of feathers, he’s so light …’

         His voice had started shaking, but I didn’t interrupt or try to soothe him; it was important that he felt he could manage this and didn’t need my help. For a long minute, he didn’t say any more, but then he cleared his throat and consulted his notepad, tracing the words with the tip of a long forefinger: ‘Eyes rolling back in his head … lips blistered and swollen, tongue lolling out … It’s horrible, he’s dying … then he vomits. Black bile. All over me. Black bile and blood.’ He closed his eyes, his voice dropping
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