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PEACE, PEACE

his issue of Christian

Counseling Today (CCT)

could not have come at a

better time. What a ride it
was in 2020—the COVID-19 pan-
demic, lockdowns, losing loved ones,
racial tensions, rioting, job loss, the
election chaos, the push for and dis-
tribution of a COVID vaccine, the
Georgia Senate runoff, the horrific
U.S. Capitol breach, the suppression
and censorship issue, round two of
the presidential impeachment pro-
ceedings, the transition of power to a
new White House administration...
and who knows what is next!

I have yet to talk with even one
person who could not wait for 2020
to be over... to put it all behind and
move on to brighter days. However,
so far, 2021 seems as though we may
have jumped straight into the pro-
verbial frying pan. The journey has
been rough and very traumatic for

« TIM CLINTON, ED.D., LPC, LMFT, BCPCC

most. | believe the American people
are emotionally drained and deeply
divided—crying for a break, for
peace, and praying for God to come
down and bring hope and healing to
our land.

Some are claiming things will
get better, while others believe the
judgment of God may be coming
soon. It reminds me of the passage in
Jeremiah 8, where the false proph-
ets claimed things were going to
be fine... that there will be peace,
peace. It reads, ... From the least to
the greatest, all are greedy for gain;
prophets and priests alike, all practice
deceit. They dress the wound of my
people as though it were not serious.
‘Peace, peace, they say, when there is
no peace” (Jeremiah 8:10b-11, NIV).
I do not know what the future holds
for America, but I am praying for,
and believing in, peace. Psalm 20:7
brings a calming word, “Some trust

Amid all this noise
and concern, my
heart and mind
have turned to

several passages of
Scripture that calm
me when life gets
dark, unsure, or
storms arise.

in chariots and some in horses, but
we trust in the name of the Lord our
God.” Peace, however, I have learned
starts with you and me.

Amid all this noise and concern,
my heart and mind have turned to
several passages of Scripture that
calm me when life gets dark, unsure,
or storms arise. Isaiah 26:3 (NKJV)
says, “You will keep him in perfect
peace, Whose mind is stayed on You,
Because he trusts in You.” However,
there are several challenges and steps
to finding and living in personal
peace.

Problems, Past, and Pain. I have
learned through the years that prob-
lems are inevitable. Job 5:7 (NIV)
says, “Yet man is born to trouble
as surely as sparks fly upward.” No
matter how hard we try to ignore
or avoid difficulty in life, somehow
it finds and disrupts us. A broken
past... physical pain... emotional
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heartache... relational distress—they
can all run very deep and blind the
eye. Add in suffering, and it reaches
even deeper. It took me a while to
understand how the past really isn’t
the past, especially if it affects the
present. Sometimes the pain of life is
extreme and of another sort, and we
consider that in this issue of CC7. In
the end, I believe what we do with
our problems and pain will determine
our road forward. If we invite God
into those moments, those places, I
know He can, and will, use it for our
good.

Presence. Practicing the pres-
ence of Christ, our “audience of one,”
keeps the heart and mind focused
on the eternal. I have found that my
sense of calm is often directly related
to holding on to “... the Lord is near”
(Philippians 4:5) and that He is in
the midst of it all. T often read Psalm
46, which reminds us that “God is
our refuge and strength, an ever-pres-
ent help in trouble....”

Prayer. Prayer takes us to
God—His thoughts, His ways, His
presence—to the One who says,
“Come unto me, all ye that labour
and are heavy laden, and I will give
you rest” (Matthew 11:28, KJV). It
is interesting to me that Paul under-
stood and challenged us on the power
of prayer when he said, “... do not be
anxious about anything, but in every-
thing by prayer and supplication with
thanksgiving let your requests be
made known to God. And the peace
of God, which surpasses all under-
standing, will guard your hearts and
your minds in Christ Jesus” (Philip-
pians 4:6-7, ESV). Prayer fuels peace.

Perspective. I remember an old
song by Johnny Nash that my sister,
Ruthann, used to listen to and sing
called, “I Can See Clearly Now” (the
rain is gone). Darkness... storms...
pain... confusion—they can pro-
foundly influence how we see and live
life. What you see, your perspective,
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is everything. Notice the words of
Jesus in John 16:33 (NK]JV), “These
things I have spoken to you, that

in Me you may have peace. In the
world you will have tribulation; but
be of good cheer, I have overcome
the world.” My mother would always
remind us that behind the clouds, the
sun is still shining—wise words that
have helped me through some tough
spots.

Plan. The road forward, the path-
way to change, is a continuum that
we must assess and target our efforts
to somehow, someway move forward.
It may start with insight or clarity
and establishing short and long-term
goals. Too often, we rush in with a
specific “quick-fix” strategy when the
healing is going to take time. Some-
times it is best to simply sit and be
with the person going through the
storm. Hearing and following the
lead of the Spirit of God are essential.

Priorities. If we do not know the
road forward, then we cannot pos-
sibly begin to prioritize how to get
there. Wisdom shows us the way.
Progressive steps under the guid-
ance of the Spirit of God, anchored
in the Word of God, and salted with
clinical knowledge and insight are
paramount.

Present. In our fast-paced, drive-
through, microwave society, it is all
about instant gratification and the
“cult of the next best thing.” Being
distracted by our phones, social
media, and all the FOMO (fear of
missing out) has led to a culture of
profound disconnection. How many
times have we found our minds
drifting while in prayer or during a
meaningful conversation, and in that
very moment decisively reaching for
our phones? Get off the phone. Get
rid of the distractions. Disconnect,
and be present. Be in the moment.

Positive. | have heard the expres-
sion, “choose to be positive,” so
much that it has lost its significance.

However, there is so much negativ-
ity today, even hate, that positivity

is something we could all stand to
incorporate into our lives. Let’s focus
on putting a filter on what and who
we allow in our heads and lives...
what we take in—thoughts, emo-
tions, actions, and people. And by the
way, do not waste any time or energy
on trolls or haters! They are not worth
a moment of your attention... keep
moving forward.

People. I have learned along the
way that the antidote to pain and
trauma is relationships, healthy rela-
tionships—people who pull you up,
not down. Without question, every
Timothy needs a Paul. And every
Paul needs a Timothy, too. We all
need someone who is there speaking
truth, mentoring, encouraging, and
helping. If you do not have a person
like this in your life, ask God to bring
you someone now.

May the peace of God rule in your
heart. Remember, peace flows from
the heart of God and is ours if we will
pursue it. Soak in it, and then share it
with others. That is why I love what
we do. We get to help change the
world one session, one life at a time.

I hope you enjoy this edition of CCT;
and may God continue to lead and
bless your life and counseling minis-
try. Thanks for being a member. We

love being a part of your life!

TIM CLINTON, ED.D.,
LPC, LMFT, BCPCGC, is
President of AACC, Execu-
tive Director of the James
Dobson Family Institute,
and co-founder of Light
Counseling, Inc., a clinical practice serving
children, adolescents, and adults. He served
as a professor of counseling for more than
30 years and is the author/editor of nearly 30
books, including Break Through, The Strug-
gle is Real, and Peace for Your Mind, Hope
for Your Heart.
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Most of us have a sense of what trauma is, but what is complex trauma’?
As the name implies, it is a type of tfrauma that presents with a greater
degree of complexity in symptoms than post-traumatic stress disorder
(PTSD). While PTSD can result from even a single traumatic event, such
as a natural disaster, complex PTSD (C-PTSD) is a conseguence of
chronic, relational trauma. Usually, the traumatic experiences related to
C-PTSD take the form of child physical, sexual, emotional, and/or spiritual
abuse at the hand of someone who is supposed to be a protector (e.g.,
parent, coach, church leader). The fact that such abuse occurs during
the developmentally sensitive years of childhood, the ongoing nature of
trauma, and the accompanying sense of personal betrayal are all factors
that impact survivors. Therefore, both C-PTSD symptoms and the path
toward healing share similarities with PTSD while also differing in some
significant ways. This article is more fully developed and referenced in my
ook, Restoring the Shattered Self (2020), and the co-edited book with
my husband, Fred, Treating Trauma in Christian Counseling.

Post-traumatic Symptoms

Survivors of C-PTSD exhibit many of the same post-trau-
matic symptoms that people with PTSD manifest, such as
nightmares and flashbacks, avoiding people or situations
that could trigger a trauma response, and undergoing
nervous system hyperarousal. Additionally, both experi-
ence changes in how they think and feel (e.g., self-blame,
depression).

Both PTSD and C-PTSD survivors could potentially
fit the Diagnostic and Statistical Manual’s (DSM-5%)
diagnostic criteria for the dissociative subtype of PTSD.
However, those with C-PTSD are more likely to describe
the prerequisite symptoms of depersonalization (i.e., sense
of detachment from their bodies/distorted perception of
self) or derealization (distorted perception of other people
or the external environment).

Impact of Childhood Trauma on Development
Psychologically healthy adults have a solid perception of
self, including a positive sense of identity, the ability to

HEATHER DAVEDIUK GINGRICH
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regulate emotion, the capacity to integrate life experienc-
es, and the skill set to establish strong relationships. This
foundation allows them to bounce back more easily from
a traumatic event that occurs in adulthood. However,
C-PTSD survivors usually do not evidence such quali-
ties because normal developmental processes have been
thwarted due to childhood trauma.

Healthy development depends on attentive primary
caregivers. When a newborn cries, a good parent strives
to figure out the problem and alleviate it. Does the infant
need food? A diaper change? Is he or she in pain, or does
it merely need soothing through being held or rocked?
Emotional regulation by any of these means initially
comes solely through such external mechanisms since
newborns are unable to take care of themselves and are
totally dependent upon their caregivers. In time, though,
if their caregivers have consistently helped them regulate,
infants begin to learn how to self-soothe.

I remember watching in awe as my five-month-old’s
arm compulsively moved around his crib until he could

11



find his pacifier and push it into his mouth success-
fully! When he was three, he hugged his teddy bear for
comfort, which allowed him to fall asleep without me in
the room. Once he learned to talk, he could begin using
words to self-soothe. For example, if I told him he could
not have a snack because it was too close to dinner, I
might overhear him reassuring Teddy by saying, “I know
youre hungry, but Mommy says we’ll get to eat soon.”

Not only does attuned, responsive caregiving help give
children the skills they need to regulate their emotions in
adulthood, but it also helps them develop a secure attach-
ment style. This sense that other people can provide safety
and security is necessary for developing intimate relation-
ships throughout life.

Good parenting also allows children to integrate
behavioral and emotional states. For example, newborns
instantly shift between a distressed state (e.g., full-fledged
crying) to a peaceful, contented state as soon as a par-
ticular need is met (e.g., offering a breast or bottle when
hungry). The example previously given of my three-year-
old talking to his teddy bear kept him from entering a

12

dysregulated state and meant more continuity in his emo-
tions and behavior before and after he noticed hunger
pangs; these states were more integrated.

Now imagine that a child is abused (emotionally, phys-
ically, sexually, or spiritually) or neglected (emotionally
or physically) multiple times a week over many years by
someone who is supposed to be safe. The trauma is not
only dysregulating in itself, but the child also is hindered
from learning how to manage his or her emotions and
behavioral states in general because abusive parents are
not generally appropriately attentive caregivers.

Even if the abuser is someone from outside the family,
children assume their parents know what is happening
and wonder why they are not stopping the abuse, which
results in insecure attachment that impacts all future rela-
tionships. Without intervention, abused children often
grow up still unable to self-soothe or integrate their expe-
riences. The inability to manage emotion and/or behav-
jor is associated with many DSM-5 diagnoses and/or
symptoms (e.g., anxiety and depression, substance abuse,
impulse control, personality disorders, etc.).
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Even after all trauma memories have heen processed, it can still be a challenge for a complex trauma survivor to learn to
live life as a whole person. Old ways of doing things no longer work, and experimentation takes place with new ones.

The Path to Restoration

Post-traumatic symptoms are only part of the picture for survivors of
complex trauma. The negative impact of chronic, childhood, relational
trauma on the normal development processes means these survivors
have a great deal of catching up to do. /n addition to processing their
trauma, they need to unlearn unhealthy coping strategies and learn
how to manage their emotions and thrive in relationships. This pro-
gression can take a long time (think months or, more likely, years). A
three-phase approach to counseling is the standard of care. This meth-
odology allows for the development of safety and symptom stabiliza-
tion prior to entering the second stage of trauma processing, followed
by the third phase involving the consolidation of gains and restoration
of relationships with others and society.

Phase |

Phase I focuses on safety within the therapeutic relationship, safety
from others (i.e., both past and potentially current perpetrators), and
safety from self-destructive behaviors and post-traumatic symptoms.
While a sense of security may be established relatively easily with some
counselees, those with C-PTSD were hurt at the hands of another per-
son (or people) who was thought to be safe but was not. As a result,
counselors will have to work diligently, with much patience, under-
standing, and sensitivity, to navigate the pitfalls of Phase I work.

Phase Il

Trauma processing is excruciating work. The counselee is encouraged
to talk about the trauma in frame-by-frame detail while re-experiencing
cognitive, behavioral, emotional, and physical aspects to further inte-
grate all facets of the experience. However, this is different from hav-
ing a full flashback within the session; the survivor has likely suffered
plenty of that trauma at home. The goal is to help clients keep one foot
in the past and one in the present as they recount the specific trauma
narrative. The new coping skills and grounding techniques that were
the focus of Phase I are also put to good use in this phase, as they are
used by the counselor to help adequately pace the trauma processing
and serve as an aid to containment between sessions. Each traumatic
memory is processed in a similar way and integrated into the survivor’s
sense of self and identity rather than remaining compartmentalized or
dissociated.

Phase lll

Even after all trauma memories have been processed, it can still be a
challenge for a complex trauma survivor to learn to live life as a whole
person. Old ways of doing things no longer work, and experimentation
takes place with new ones. Former relationships are now often recog-
nized as unhealthy, so boundaries may need to be set or new, healthier
friendships formed. Often a survivor’s view of God has been distorted,
so new ways of relating to Him will need to be established.
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There is Hope!

There is good news! What Satan set out to
destroy through trauma and abuse, God
can restore! The bad news is that it is often
a painful and slow process. Unfortunately,
despite the promise of healing, not all
C-PTSD survivors are willing or able to
engage fully in the process. I used to try

to encourage survivors by telling them the
work could be excruciating but would be
worth it in the end. Then I realized this was
not my decision to make—it was theirs—
and I needed to rely on the Holy Spirit for
their guidance. I also recognized that timing
is crucial. Survivors need to have the mental
space and time in their schedules to reflect
on the changes taking place, as well as
adequate relational support to benefit from
Phase II work. Meanwhile, knowing that
restoration is a possibility for the future is
encouraging. M4
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DEVELOPMENTALLY

APPROPRIATE
AND TRAUMA-INFORMED
INTERVENTIONS



While much of psychotherapy is prescriptive in nature—whether led
by theoretical or technical reasons or perhaps directed by practice
standards or managed care—the need to consider developmental
factors remains imperative. Unfortunately, this often seems to get
lost in working with children, particularly traumatized children.

Consider this. A child engages in their world, terrified because they have been trau-
matized. Perhaps the adults in their life know about it, perhaps not. Regardless,

the child is exhibiting a symptomatic response. The surrounding adults know that
professional support is needed. A referral for therapy is made. It is time for a trauma
intervention. Many therapists have been trained and are experienced, but most likely
with adult clients. However, are children that much different? Yes, incredibly differ-
ent!

While I would agree with most therapists that the trauma narrative must be ex-
pressed and processed—how this is accomplished is where I find myself at odds with
some child therapists. Expressing the pain does not need to involve verbalization! In
fact, I would argue that compelling this with child trauma clients is often damaging.
As an expressive/play therapist, I will use nonverbally-based interventions with most
traumatized clients, and always with children! There are basic developmental, psy-
chological, neurological, and scriptural reasons for this perspective.

Children lack the developmental, cognitive, and abstract thinking skills to engage
in “adult therapy.” Whereas we process verbally with words, children do not have this
ability. Even verbally precocious children lack adult cognitive abilities, which can lead
child therapists to mistakenly engage exclusively with spoken interactions.

My contentions should, by all means, not discourage us from working therapeu-
tically with children! I believe play therapy is the developmentally appropriate restor-
ative interaction with child trauma clients—actually @// child clients. Children actu-
ally do “talk” in play therapy. However, in their case, play is the language and toys are
the words (Landreth, 2012). Although my perspective is not to interpret the story but
rather to witness their story—a fellow sojourner on the therapeutic journey. This is a
goal of mine with trauma clients of any age.

Why Expressive Therapy?

It is important to consider my basic rationale for play and expressive therapies. In
Sweeney (1997), Homeyer and Sweeney (2017), and Sweeney and Lowen (2018), sev-
eral are offered:

B As previously mentioned, play is simply the child’s natural medium of com-
munication, as opposed to verbal communication, which is the primary me-
dium of “adult therapy.” I would argue it is unfair and dishonoring to expect
children to leave their world of expressive play and enter the adult world of
verbal communication. After all, empathy involves entering the client’s world.

DANIEL SWEENEY
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B Expressive therapies inherently have a unique kin-
esthetic quality. Play and expressive media provide
an unparalleled sensory experience, which meets a
basic need that I believe all people have for kines-
thetic experiences.

B Play and expressive therapies create the necessary
therapeutic distance often needed for traumatized
clients. While these clients may be unable to ex-
press their pain in words, they can find expression
through projective media.

B This therapeutic distance then creates a safe en-
vironment for abreaction to occur. Traumatized
clients need a therapeutic setting to abreact—a
place of safety where painful issues can emerge
and be relived—thus, a safe place to experience the
intense negative emotions that are often attached
to traumatic experiences.

B Play and expressive therapies create a place for
traumatized clients to experience control. 1 believe
that a fundamental result of traumatizing experi-
ences is a loss of control for those in its grip. A cru-
cial goal for these clients must be empowerment,
recognizing that the loss of control inherent in
trauma and chaos is intrinsically disempowering.

B Expressive and play therapies provide a unique
and natural setting for the emergence of therapeu-
tic metaphors. The most powerful metaphors in
treatment are generated by clients themselves (as
opposed to those orchestrated by therapists), and
expressive therapy creates an ideal environment for
this to occur.

B Play and expressive therapies are effective interven-
tions for traumatized clients in light of neurobio-
logical issues. Potential neurobiological inhibitions
on cognitive processing and verbalization contend
for the benefits of expressive intervention.

What about Trauma?

As we attempt to weave together these thoughts on a
developmentally appropriate manner to work with trau-
matized children, I would like to comment on some basic
views I have in my work with traumatized clients:

B Trauma is, by nature, intrusive. Therefore, the
therapist’s interventions should be facilitative and
not a recapitulation of this intrusion. The promo-
tion of the child’s se/f-expression provides the free-
dom to explore and grow.

B Trauma always occurs within the framework of a
system of some kind (most often the family). The
trauma may have happened because of the family.
Regardless, a systemic/family therapy approach

must be a crucial element of the therapeutic mi-
lieu.

B Treatment must attend to a continuum of issues—
including physiological, cognitive, psychological,
and spiritual concerns. Trauma involves various
levels of impact to any and all of these areas.

B Clinical work in the area of trauma often involves
direct encounters with horrifying circumstances.
The professional and personal impact on therapists
should never be underestimated.

B The focus of treatment should never be the trauma
itself, the clinical diagnosis, or even the child’s
symptomatic response to the trauma. Instead, it
should always be the child. If we focus on other
elements, we lose sight of the child.

B  Trauma treatment takes zime. It is unrealistic, un-
reasonable, and unethical to expect that two, five,
or 10 years of trauma, neglect, terror, and pain will
resolve itself by six or eight sessions by managed
care for an hour once a week. We should fight for
what the children need.

It is also important to briefly touch upon the neurobio-
logical effects of trauma. Neuroimaging studies with post-
traumatic stress disorder (PTSD) clients demonstrates: 1)
deactivation of the prefrontal cortex (executive function-
ing), which interferes with the ability to formulate a mea-
sured response to a threat; 2) increased activation of the
limbic system; and 3) decreased activation in the Broca’s
area in the brain, which relates to verbalization (van der
Kolk, 2014). To ask the “classic” counseling question—
“How does that make you feel?”—makes little sense in
light of these neurological realities alone.

Traumatized clients need a soothing intervention.
Trauma leaves clients’ brains in an alarm state, where
alarm reactions trump cortical processing (Perry, 2006;
van der Kolk, 2006, 2014). The cortex can be over-
whelmed by lower brain regions; thus, expressive interven-
tions, which do not rely on verbal processing and execu-
tive functioning, help soothe clients who may have alarm
reactions in the therapy process. Perry and Hambrick (as
cited in Gaskill & Perry, 2012) emphasize that “.. until
state regulation or healthy homeostasis is established at
the brainstem level, higher brain mediated treatments will
be less effective” (p. 40).

van der Kolk (2014) argues that trauma always in-
volves speechless terror—that traumatized clients are basi-
cally unable to put feelings into words and, thus, left with
intense emotions that cannot be fully verbalized. If the
children we work with are in this state because of neurobi-
ological realities—or simply because of their development
level—we should never force them to verbalize.
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Conclusion

When working with traumatized children, my primary
goals are: 1) Give hope to children/parents; 2) Provide
children with a safe, reparative, and relational experience
so development and potential may be realized; and 3) Pro-
vide a developmentally appropriate and honoring therapy
experience. I believe this is accomplished through play
and expressive therapies.

Although I am unable to deliver practical intervention
material in such a short article, I encourage readers to
consider some of the resources on the reference list provid-
ed. More importantly, I always try to remember these two
crucial elements: therapeutic relationships are essential on
all levels, and being developmentally appropriate is honor-
ing. Neale (1969) wrote, “Consider the play of the child,
and the nature of the Kingdom will be revealed. Christ
is that fiddler who plays so sweetly that all who hear him
begin to dance” (p. 174). For the sake of the children, let’s
join in the play. P

DANIEL SWEENEY, PH.D., LMFT, LPC,
RPT-S, is a Professor of Clinical Mental Health
Counseling and Clinical Director of the Marriage,
Couple and Family Counseling program at George
Fox University in Portland, Oregon. He is an au-

thor and international presenter on issues related to
child mental health, childhood trauma, expressive therapy, and par-

enting. Dr. Sweeney also has a small private practice.
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When it comes to the issue of abortion, one would expect the church to have the
loudest voice in the pro-life movement. Unfortunately, too many churches feel that

speaking about pro-life topics will produce a negative response from their congregation.

With such a strong biblical view on the sanctity

HOW CAN WE,
AS THOSE WHO
STAND FOR THE
PRO-LIFE MOVEMENT,
EQUIP THE CHURCH
TO ADVOCATE FOR
THE UNBORN?

of life, what is holding pastors back from
speaking about pro-life to their congregation?

Many pastors and church leaders see abortion
and pro-life topics as “too political” and fear
repercussions of bringing politics into church.
Some pastors feel that if they speak on these
topics, they will be associated with extreme
pro-life activism. Inadequacy and fear of not
being well-equipped to touch on these subjects
holds others back while some believe that they
will drive people with abortion in their past out

of the church.
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Creating Healing Spaces
for Those Affected by
Race-based Trauma

According to the Federal Bureau of Investigations (FBI) 2019 Hate Crime Statistics
Report, data collected by 15,588 law enforcement agencies reported 7,314 hate
crimes that involved 8,559 offenses. There were 8,552 victims of single-bias motivated
incidents, of which 57.6% were a result of race/ethnicity/ancestry bias, 20.1% reli-
gion bias, and 16.7% sexual orientation bias. Of the 6,406 reported known offenders,
52.6% were White, 23.9% were Black or African-American, and the race was unknown
in 14.6%. While the United States has made some progress toward improving race
relations, racism, discrimination, and race-based traumatic incidents continue to be
problematic for people of color (Comas-Diaz, 2016).

The American Psychiatric Association’s
Diagnostic and Statistical Manual of Mental
Disorder’s (DSM) definition for trauma is
used by practitioners, researchers, and schol-
ars in the mental health field to inform di-
agnosis, future research, and treatment. The
most recent DSM (5th edition) expanded its
definition of trauma from previous versions;
however, it does not include in its criteria the
types of stress (e.g., discrimination, racism,
poverty) that create similar reactions expe-
rienced by those either directly exposed to a
life-altering event or who witness an event or
a combination of traumatic events (Carter et
al., 2020; Carter, 2007).

Racial discrimination is identified in the
literature as a form of stress that may lead to
traumatic reactions by those who experience

FREDRICA BROOKS-DAVIS
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a negative, race-based encounter (Carter et
al., 2020; Carter, 2007). When a person
experiences danger due to an actual or per-
ceived experience of racial discrimination, it
can lead to stress referred to in the literature
as racial trauma or race-based stress (Comas-
Diaz et al., 2019; Carter, 2007). Race-based
stress is not limited to a personal experience.
Observing a person from another ethnic mi-
nority group encounter racial discrimination
can also trigger a stress response (Comas-
Diaz et al., 2019; Carter 2007). According
to clinical psychologists, Sabrina Liu and
Sheila Modir (2020), secondary trauma may
occur in communities of color following a
national crisis event such as September 11,
2001, when innocent Middle Eastern Amer-
icans were unfairly treated.
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As the incidents of negative race-based
encounters rise and people of color report
feeling anxious, angry, and/or depressed,

creating healing spaces sensitive to the
needs of those directly impacted by these

encounters is desperately needed.

Every ethnic minority group (EMG) in the United States has a story
to tell and experiences to share concerning racism and discrimination.
Compared to other EMGs in the United States, African-Americans by
far have endured a longer history of racism and discrimination. Con-
versely, Asian-American and Hispanic immigrants have experienced
challenges assimilating into the United States (Chou et al., 2012; Vega
& Rumbant, 1991). Additional research is needed to better understand
how these groups are subjected to racial discrimination and race-based
stress. Understanding these differences will also help inform the best
practices for creating healing spaces. Boston University professor,
researcher, and clinical psychologist, Stefan Hofmann, and his col-
leagues, Tina Chou and Anu Asnaani (2012), conducted a study of the
three largest communities of color in the United States: African-Amer-
icans, Asian-Americans, and Hispanics. The findings suggest that per-
ceived racial discrimination led to an endorsement of major depressive
disorder, panic disorder, agoraphobia, panic disorder with agoraphobia,
post-traumatic stress disorder, and substance use disorders.
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As the incidents of negative race-based
encounters rise and people of color report
feeling anxious, angry, and/or depressed,
creating healing spaces sensitive to the
needs of those directly impacted by these
encounters is desperately needed. Ac-
cording to the United States Department
of Health and Human Services (2001),
ethnic minorities tend to seek counseling
services at lower rates than whites. Stig-
ma, racism, lack of access to healthcare,
unemployment, mistrust of the healthcare
system, lack of transportation, and fi-
nances have all been identified as barriers
to treatment (USDHHS, 2001). Speaking
with a clergy member and a trusted elder
in the community, religious coping and
spirituality continue to be survival strate-
gies used by people of color (Comas-Diaz,
2016; USDHHS, 2001). It is important
to note that religion is as diverse as race,
which means special attention should be
taken when incorporating religion or spir-
ituality in the healing process (Milstein et
al., 2010).

As a mental health professional, clergy
member, community leader, ministry
leader, or teacher, you may or may not
currently provide care, minister, or teach
individuals affected by race-based trauma.
However, as the United States becomes
more diverse, there may come a time when
you will need to hold space or minister to
someone who has experienced race-based
trauma. Alternatively, you may feel led
to create a healing space via Zoom® for
friends or co-workers.

When creating this space, it is impor-
tant to note it does not have to be limited
to a physical location; it may also be a
virtual platform (e.g., Zoom, Webex®) or a
telephone with a camera (e.g., iPhone® and
FaceTime®). Regardless of how the space is
created, it is essential to meet face-to-face
to ensure privacy. If you feel led to create a
safe space for those affected by race-based
trauma, consider the following steps before
moving forward.

* Search your heart and purpose.
The facilitator needs to explore why he/
she is interested in creating a healing space

and be willing to study his/her thoughts
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This article discusses the
concept of “‘moral injury”
(M) in the setting of severe
trauma due to experiences
in war (killing, seeing others
killed, failing to protect
innocents), civilian life (rape,
robbery, assault, accidents,
or other life-threatening or
life-changing experiences),
or the practice of healthcare
(including mental healthcare,
particularly during the
COVID-19 pandemic when
shortcuts to best practices
may be taken).

christian counseling today vOL. 24 NO. 4

According to psychologist, Brett Litz, ... moral injury involves an act of
transgression that creates dissonance and conflict because it violates assump-
tions and beliefs about right and wrong and personal goodness...” (Litz et al.,
2009). Miasma is the Greek root of moral injury. This ancient Greek word
means moral defilement or pollution, often resulting from unjust killing, but
applicable to any transgression of moral values (applies to the perpetrator, vic-
tim, or even the observer). As Herakles is quoted in Euripides’ classical tragedy
written in 416 BC, “What can I do? Where can I hide from all this and not be
found? What wings would take me high enough? How deep a hole would I
have to dig? My shame for the evil I have done consumes me... I am soaked in
blood-guilt, polluted, contagious... I am a pollutant, an offense to gods above”
[emphases mine].

Moral injury is a relatively new syndrome in psychology first recognized
in war by veterans and active-duty military who were suffering from post-
traumatic stress disorder (PTSD). Something seemed responsible for these
individuals’ poor response to treatment (biological and psychological) and the
comorbidity often associated with PTSD (depression, anxiety, substance abuse,
relationship problems, and unexplained pain and physical disability). As previ-
ously noted, MI may also occur in civilians experiencing severe trauma; first
responders, such as police, firefighters, or emergency medical personnel; and
healthcare professionals, which may often be a root cause of burnout.

Moral Injury versus PTSD

Because MI is often identified in the setting of PTSD, how are the two syn-
dromes different? Our research team has identified areas of both similarity and
overlap (Koenig et al., 2020). The most significant area of overlap with the
DSM-5 criterion symptoms for PTSD is in the negative alterations of cogni-
tion and mood (Criterion D) (i.e., symptoms of distorted blame of self or
others, guilt, and shame). Unique to MI are the symptoms of moral concern,
betrayal, loss of trust, difficulty forgiving, loss of meaning, self-condemnation,
religious struggle, and loss of faith/hope. Although no research has been con-
ducted to identify the neuroanatomy (structural or functional brain changes
that distinguish PTSD from MI), PTSD involves impairment in prefrontal
cortex control of an overactive amygdala in charge of the fight or flight re-
sponse that is stimulated in “trigger situations.”

In contrast, the prefrontal cortex where moral reasoning occurs must be
intact for MI to result. This part of the brain appears to be damaged in those
with psychopathic personality disorder, a condition where individuals experi-
ence no qualms about hurting or seriously injuring others. Psychopaths do not
experience MI and, in severe cases, enjoy hurting others. For a person to expe-
rience MI, then, they must have a working conscience.

HAROLD G. KOENIG
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Diagnosis

Moral injury has both psychological and spiritual dimen-
sions. Widely acknowledged are the psychological symp-
toms of MI, such as guilt, shame, feeling betrayed, loss
of trust, and self-condemnation. However, there is also a
spiritual dimension to M1, perhaps the most critical ele-
ment often ignored by secular mental healthcare profes-
sionals. The spiritual dimension involves moral concerns,
difficulty forgiving, loss of meaning/purpose, religious
struggles, and sometimes loss of religious faith that re-
sult from transgressing one’s moral values. Indeed, “the
wages of sin [moral transgressions or ‘missing the mark’] is
death” (Romans 6:23), while “... the fruit of the Spirit is
love, joy, peace, forbearance, kindness, goodness, faithful-
ness, gentleness and self-control...” (Galatians 5:22-23),
the exact opposite of MI.

Several assessment tools exist for identifying M1,
including those that measure morally injurious events
(MIEs) and moral injury symptoms, as well as those that
measure MI symptoms only (Koenig et al., 2019a). Tools

that identify both MIEs and MI symptoms in military
populations are the nine-item Moral Injury Events Scale
and the 19-item Moral Injury Questionnaire-Military
Version. Those that identify MI symptoms only include
the 45-item Moral Injury Symptom Scale-Military Ver-
sion Long Form (MISS-M-LF) and MISS-M-Short Form
(MISS-M-SE), as well as the 17-item Expressions of Moral
Injury Scale (EMIS-M) and four-item EMIS-M-SE
Because one cannot change the fact that MIEs have
occurred, we recommend using “symptom only” measures
that can be utilized to both identify MI and monitor re-
sponse to treatment. Furthermore, the instruments that we
have developed, the MISS-M-LF (Koenig et al., 2018a)
and the MISS-M-SF (Koenig et al., 2018b), are the only
scales that include the assessment of religious symptoms
of MI (religious struggle and loss of faith). We have also
adapted one of those measures, the 10-item MISS-M-SE
for civilians (Koenig et al., 2019b) and healthcare profes-
sionals (Mantri et al., 2020). The scale for use in civilians

is provided in the included MISS-C-SF Table below.

Table. Moral Injury Symptom Scale Civilian Version-Short Form (MISS-C-SF)*
Instructions: Reflecting on a period of severe trauma or stress in your life, please circle the number that most accurately indicates how you are feeling now:

1. | feel betrayed by those who | once trusted.

T2 3 4 5 6 7 8 9 10

Strongly Mildly Neutral Mildly Strongly
disagree disagree agree agree

2.1 felghggilt over failing to save someone from being seriously injured
or killed.

T2 3 4 5 6 7 8 9 10

Strongly Mildly Neutral Mildly Strongly
disagree disagree agree agree

3. | feel ashamed about what | did or did not do during this time.

T2 3 4 o5 6 7 8 9 10

Strongly Mildly Neutral Mildly Strongly
disagree disagree agree agree

4.1 am troubled by having acted in ways that violated my own morals
or values.

T2 3 4 5 6 7 8 9 10

Strongly Mildly Neutral Mildly Strongly
disagree disagree agree agree

5. Most people are trustworthy.

T2 3 4 5 6 7 8 9 10

Strongly Disagree Neutral Agree Strongly
disagree agree

6. I have a good sense of what makes my life meaningful.

T2 3 4 5 6 7 8 9 10

Absolutely Mostly Somewhat  Can't Somewhat  Mostly Absolutely

untrue untrue untrue say true true true true
or false

30

Strongly
disagree

Strongly
disagree

A great deal
(very true)

Weakened
alot

7. | have forgiven myself for what happened to me or others during
that time.

T2 3 4 5 6 7 8 9 10

Disagree Neutral Agree Strongly
agree

8. Allin all, I am inclined to feel that | am a failure.

1 2 3 4 65 6 7 8 9 10

Disagree Neutral Agree Strongly
agree

9. | wonder what | did for God to punish me.

T2 3 4 5 6 7 8 9 10

Quite Somewhat Not at all
a bit (very untrue)

10. Compared to before you went through this traumatic experience,
has your religious faith since then...

T2 3 4 5 6 7 8 9 10

Weakened Strengthened Strengthened
a litte a little a lot

11. Do the feelings you indicated above cause you significant distress
or impair your ability to function in relationships, at work, or other
areas of life important to you? In other words, if you indicated any
problems above, how difficult have these problems made it for you

to do your work, take care of things at home, or get along with other
people? (check one of the following):

O Notatall OO Mild [ Moderate [ Very much [ Extremely

*Reprinted with permission (Koenig et al., 2019). Based on other versions of the MISS-SF, scores of
36 or higher indicate significant levels of moral injury that require clinical attention.
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PERSONAL REFLECTIONS ON HEALING
AND RECOVERY FROM TRAUMA
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My alcoholic father and depressed mother created seven children. My younger brother and |
spent our days and nights in anticipation of the drunken violence that accompanied our dad’s
homecoming. Individual identity and rights were surrendered in the system designed by my mother
to enable our survival. I was the provider of financial resources, and every moming at 3:00 a.m. |
reported to my job at the bakery. Esteemed psychologist and trauma expert, Dr. Diane Langberg,
describes very well what trauma victims encounter, “Human beings who experience trauma feel
alone, helpless, humiliated, and hopeless” (2017). This statement is exactly how my brother and |

felt regularly.

Professor, counselor, and scholar, Dr. Heather Gingrich, suggests that
recovery from the experience of trauma occurs in three phases. The phases
include “achieving a sense of safety and stability, trauma processing, and
consolidation and resolution” (2013). Reflecting on trauma literature,
counseling victims, and my personal experience have all led me to the con-
viction that, minimally, moving through these three phases of recovery to
healing requires that:

* We receive with gratitude the benefits derived from grace-based
relationships. The book of Ecclesiastes (NKJV) declares, “Two are better
than one...” (4:9) and “... woe to him who is alone when he falls, For he
has no one to help him up” (4:10) and “... a threefold cord is not quickly
broken” (4:12). Men and women are created in God’s image, who has
existed from eternity past in the trinity’s relational matrix. In the words of
Dr. Daniel Siegel, clinical professor of psychiatry at the UCLA School of
Medicine, to be human is to be “hardwired for relationships” (2012). My
journey out of trauma was possible because an amazing group of people
over a long period “graced” me with the gifts of support, hope, and love.
In Ephesians 4:29, Paul describes grace as listening well, identifying what
is needed, and then flowing with love and support into the vacuum that
has been created by the need.

Grace communicates to trauma victims the message that they can face
together what they cannot face alone. In that messaging, hope rises and
provides a sense of safety for the first time. Without that sense of security
and stability, processing the trauma necessary for recovery cannot begin.
Grace first appeared for me in the form of a guidance counselor who
found me a job with reasonable hours, and then a coworker invited me to
church. It continued with a pastor who patiently lived out God’s love for
me, a wife who loves me in every way possible, my adult children, fellow
professionals in the mental health field, and scores of friends.

* We exhibit the courage and readiness to process our trauma.

My annual wellness checkup was always accompanied by heightened
anxiety and white coat hypertension, but I did not live in a doctor’s of-
fice. Typically, I managed my life quite well. In college and grad school,
I felt the need to perform with excellence and was always anxious about

RON HAWKINS
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grades. It was not until I was 34, in a
busy pastorate, when I experienced a
virus that sapped my strength and left
me shattered physically and emotion-
ally that I realized something was still
broken inside. At that time, I did not
know I needed to better understand the
thoughts and emotions I was having and
their connection to my childhood im-
mersion in trauma. In my role as a pas-
tor, I was a man apart, and it took me

a long time to develop the vulnerability
and transparency required for processing
my experience with trauma.

I never considered seeing a counselor
for help with processing my experience,
nor did any of the people around me
make the recommendation. The power
of shame from feeling weak, flawed, or
simply not good enough kept me iso-
lated and cut off from the resources that
could have helped me better understand
my thoughts and feelings. Fortunately, I
later found myself in relationships with
people who manifested grace so power-
fully that I was convinced I could open
up to them and process my brokenness.
I was ready to move beyond my fear that
confessing my inner brokenness to them
would diminish me in their eyes. I know
now that hiding the brokenness and
isolating from the help found in healing
relationships are prominent features in
Satan’s plan for trauma victims.
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We practice this attention to truth because we understand that in doing so,
we are reducing the power of the negative neural connections
and supporting the wiring of new, life-enhancing neural connections.

* We understand the negative effects of trauma on
the brain and recognize that those influences can be
changed. Brain science has revolutionized how we un-
derstand the damage trauma has on the development of
the brain. In the language of neuroscientists, “what fired
together in the days of our trauma has wired together”
(Siegel, 2012) the neural pathways of our brains and
profoundly influences our subsequent thoughts, emo-
tions, behaviors, and relational styles. The resolution of
trauma requires the conviction to have significant power
to change the relationships that have been the source of
suffering and the neural pathways formed in response
to the trauma. Commenting on that power, Tim Jen-
nings, board-certified psychiatrist, states, “... we have the
power, by use of the will, to choose what neural circuits
receive continued use in our brains. Over time neural
circuitry changes as certain circuits slowly degrade and
others strengthen” (2012). When supported over time
by grace relationships and attention to specific processes,
this power of choice produces changes in our brains that
impact how we behave, achieve relationships, and manage
our thoughts and emotions.

* We take responsibility for a disciplined engage-
ment with the processes leading to the creation of new
neural pathways in the brain. Processing my thoughts
and feelings with those I trusted enhanced my under-
standing of the damage done by my experience with
trauma. The consistent support experienced in these rela-
tionships, combined with time in Scripture and literature
on trauma, provided me with valuable resources to enter
the resolution and consolidation phase in my recovery. At
the same time, my understanding of God’s relationship
to my suffering and its value for maturing me as a person
and Christ-follower grew immeasurably. At that point,
the challenge before me was to understand and commit to
the processes that would allow for the consolidation of my
progress to reverse the patterns I had nurtured due to my
trauma experience.

The Apostle Paul admonishes Christ-followers to
renew their minds for the purpose of achieving the trans-
formation of their character (Romans 12:2). Paul insists
that renewal is the outcome of using our brains to focus
our attention on the things that are true, pure, and of
good report (Philippians 4:8). Thus, Paul counsels young
Timothy to give keen attention to the Word of God be-
cause, in Scripture, he would find the truth that will set
him free from the grip of his fear (2 Timothy 2:15). Paul
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established a process for the promotion of mental health.
With their notion of “neuroplasticity” (the brain’s neural
network’s ability to change via growth and reorganiza-
tion), neuroscientists have explained the science that sup-
ports this process.

Building on brain science insights, Dr. Curt Thomp-
son, psychiatrist, speaker, and author, states that “attention
is the key to the ignition of the mind” (2010). In line with
Paul’s counsel on mind renewal, Dr. Thompson insists
that this goal is only achievable when we discipline our-
selves to “pay attention to what we are paying attention to”
(2010). Recovery from trauma requires that we consistent-
ly focus our brains’ attention on that which contributes
to the reversal of our trauma. We practice this attention
to truth because we understand that in doing so, we are
reducing the power of the negative neural connections and
supporting the wiring of new, life-enhancing neural con-
nections. Ultimately, the reversal of the effects of trauma
depends on our disciplined awareness of what we are pay-
ing attention to and our readiness to live that commitment
out with transparency in a circle of grace-based relation-
ships for encouragement and accountability. %«
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PREPARING THE
CHURCH TO HELP:

Training Congregants to Assist those in Crisis, Trauma, and Recovery

| was leaving a restaurant when | received a call about a serious
accident in our community. The caller ended with, “Come
quick!” I was a counselor educator at North Carolina Central
University and had recently begun serving as a pastor at
Tippett's Chapel, a rural church. When | arrived, what | saw was
surreal. The fire chief walked me to a grieving couple whose
daughter had been killed. | spoke with them, prayed with them,
and encouraged them to go home, where | met with them later.
At the end of the evening, | remembered seeing several people
from our church who knew the couple at the accident scene. In

many ways, they could have helped the couple more effectively.
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What do they need to know?
What does the average congregant
need to know to help people through
crisis and trauma? Most importantly
is to embrace his or her call to be

an ambassador of Christ (2 Corin-
thians 5:20) to those who do not
know Him... and a burden bearer
(Galatians 6:2) for those who do.
When a tragic event takes place, they
ask, “What can I do to help?” A shift
from bystander to participant will
take place when they become other-
centered.
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Next, we want to empower congregants by helping
them identify and utilize the tools they have as Christians.
God is at work within every Christian (Philippians 2:13),
preparing them to help others. We want to shift away
from the idea that only an expert can help. Often, the av-
erage person can assist in ways an expert cannot since they
are a part of the community and have a rapport with the
individual in need.

What do they need to do?

Observe: Just like Joseph observed the baker and the but-
ler in prison (Genesis 40:6-7), we want our congregants to
observe those in their neighborhoods, workplaces, schools,
and even the Church. In an emergency, we want them to
look for those in need and consider ways to help. Observe,
but never gawk. If congregants are trying to assist someone
at an accident scene, it might help to position their backs
toward the action and face the person they are assisting.
Later, we want them to observe the coping strategies that
should be used following a crisis. For example—have they
isolated themselves from others or engaged in negative, or
even dangerous, coping activities?

Attend: Train congregants to “attend,” much like the
friends of Job did immediately after the deaths of his
children (Job 2:11-13). Concentrate on the power of pres-
ence, which is easier said than done. For example, after a
house fire in our community on a cold night, some of our
congregants attended to the family while the firefighters
worked. The family had a difficult time leaving their home
behind, so people stayed with them despite the elements.
Another way of attending is to stay involved with someone
after a loss. For example, a widow might withdraw from
friends, saying she does not wish to be a “third wheel.”
When we insist that those recovering from trauma join us
for meals or trips (attend to them), they often improve.

Listen: Like Job’s friends, when we listen to people rather
than correct them or try to “fix” them, healing occurs
(Job 4:7-8). We get into trouble when we quote passages
like Romans 8:28 out of context. We are also less likely to
harm (Proverbs 10:19) and more likely to help when we
listen (James 1:19). If we listen, we will hear guilt, doubt,

EDWARD E. MOODY, JR.
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and blame, which open opportunities for better helping
later. For now, just being able to unburden themselves to
someone they know will help those traumatized.

Act: We want our congregants to prepare to act. When
Jesus described those who served Him (and others in His
name), He referred to their actions (Matthew 25:35-36).
The Good Samaritan was commended for helping the
wounded traveler (Luke 10:34-37). Help congregants
identify needs in various crises (e.g., cleaning the home
or mowing the lawn after a loved one has died). Every-
one offers, “Please let me know if I can do anything to
help.” A father whose daughter died in an accident told
me, “People say that as they back out the door.” Helpful
congregants look for a need and meet it. Once people see
a person’s willingness to help, they are more likely to open
up about other needs.

Respond: Prayer steadies the helper during a crisis and
invites God into the situation. Asking, “Would you like
for me to pray with you?” is an invitation rarely rejected.
Research indicates the first coping strategy people utilize
after trauma is prayer.' Praying aloud is helpful because
we are modeling for listeners how to pray. Praying for the
person by name is also comforting. Encourage congregants
to offer reading Scripture like Psalm 46 and prepare them
with additional passages to share throughout recovery. As
they walk with others on this journey, they will listen to
them, read a pertinent passage to them, and pray.

Remember: Being present with someone in a trauma cre-
ates a bond like no other. Educate congregants about the
ebb and flow of the grieving process and how to help the
person who experiences doubt. Eventually, they will have
the opportunity to address doubts and guilt, though they
may need to point the individual to a pastor or profession-
al helper. Provide referral information so they have a place
to direct those needing more assistance. Often, referral to
an expert is received better from a friend. As the recovery
continues, make contact during holidays, the birthday of
the loved one lost, the anniversary of the event, and other
significant times.
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How do we train them?

After the accident at the beginning
of my ministry, we began using Bible
studies to train our congregation.
The material eventually became my
book, First Aid for Emotional Hurss.?
It seemed beneficial to consider the
tools and techniques of helpers in the
Bible. The Church will never handle
these situations perfectly, but we can
prepare our churches to help people
through the worst day of their lives by
working together. When our people
are Christ’s ambassadors and burden
bearers, Jesus shows up (Matthew

18:20). »«
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MULTIPLE LOSSES AND RECOVERY

Grief is a universal human experience. Everyone experiences loss and, therefore, grief. However,
there is relatively little understanding of “how” one should go about grieving. | have spent a lot of
time in recent years writing and teaching about grief. | have also spent many hours counseling and
coaching people on how to grieve effectively. One of the factors | believe complicates the grief
process is that people are often suffering multiple losses.

Generally, people will be most impacted by the death of
a loved one. If that death results from a traumatic event,
processing the grief can be more challenging. I often work
with people whose loved ones die because of a sudden
event such as a violent attack, shooting, or natural disaster.
While it is rare, many people today lose multiple fam-
ily members during a disaster or accident. This type of
loss was also the case in the biblical story of Job, as all
his children died when the home they were in collapsed
because of a natural disaster. Likewise, the current CO-
VID-19 pandemic has taken multiple lives in the same
family, church, or community. It is vital for people griev-
ing multiple tragic deaths to also understand that they
may be experiencing the impact of trauma. I recommend
that professionals address the issues of trauma first because
traumatic stress can paralyze the grief process. When death
is sudden and traumatic, brain function may be altered
in those grieving due to the trauma. The neurobiological
changes may impair a healthy grief process, so it is critical
to help people work through trauma issues to grieve effec-
tively. Trauma makes us avoid remembering, and healthy
grief requires remembering.

JENNIFER ELLERS
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The Bible teaches us a great deal about grieving mul-
tiple losses, especially in the story of Job. People often mis-
takenly view grief only as the emotion experienced when
a loved one dies. However, grief is a normal reaction to all
types of loss, not just death. One of the essential keys to
facilitating grieving is helping people recognize their losses
and articulate their pain. People are generally aware of their
primary losses. Most often, a primary loss is the death of a
loved one. It can also be a loss that represents a significant
change in life, such as divorce, job loss, or a significant
health crisis. However, in almost every situation where
someone faces a primary loss, there are also secondary loss-
es. These secondary losses may have a lesser impact but still
add to the overall burden of grief. For example, if someone
faces the death of a spouse, likely that death may also cre-
ate financial losses. Grieving widows/widowers are now
without their spouses’ income and may have to sell their
homes and move as a result, which may also mean a loss of
relationships with neighbors and friends. They may have
to change churches. Grieving spouses may have to give up
hobbies and activities they no longer have time to engage
in because they must now function as a single parent.
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Although it is normal for sufferers to ask “why,” we should not

feel the need to answer those questions or even try. What they
need is for us to sit with them in silence while they ask questions.

One of the first steps in supporting
those grieving multiple losses is to help
them unpack the losses they have experi-
enced. Let me review the most common
categories of loss people experience other
than death.

Material Loss/Financial Loss. Many
people see grief over material or financial
losses as shallow, although that think-
ing misses the essence of what people
are genuinely grieving. For the loss of
“things,” I do not believe the objects are
what people are actually grieving, but
instead, they are mourning the memo-
ries, relationships, or feelings symbolized
by those things. I have learned from
working with disaster survivors that the
most important items they search for
when sifting through a destroyed home’s
rubble are photographs. Photos have no
cash value and cannot be insured, but
they strike at the heart of our material
losses with the memories of people we
love and days past.

When you stand with those whose
homes have been devastated by torna-
dos, hurricanes, floods, and fires, they
do not mourn their appliances, expen-
sive electronics, or high-end furniture.
Instead, they tell stories of holidays
and special anniversaries spent in their
homes. They speak of loved ones no
longer with them, beautiful memories
around their dining room tables, and the
hash marks on the door frames marking
the growth of their children and grand-
children. With financial loss, people
grieve the end of their dreams—dreams
for a child’s education or wedding, a
home where extended family can gather,
or an enjoyable retirement. Those are
the losses they are truly grieving, so it is
important to help them recognize this
and not be ashamed of their sadness.
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Relationship Loss. One of the most common causes of grief is the loss
of a relationship that is not a result of death but due to a breach or break.
Divorce is the most common and can be devastating for all involved, not
just marital partners. Children and extended family members also experi-
ence a significant loss with the end of a marriage. Friends may even find
themselves having to choose who to keep and who to let go. Of course,
there are arguments, betrayals, breakups, and church splits that also cause
painful estrangement in meaningful connections. Favorable events like get-
ting a new job or moving to a new town can even create separation that
leads to loss.

Functional Loss. This type of loss is when our bodies or minds—
through illness, injury, or aging—do not function the way they once did.
It can be as simple as not being able to see or hear as well. I notice many
people resist purchasing reading glasses or flatly refusing to get hearing aids
even when necessary. Then there are the more dramatic functional losses
that occur suddenly because of a stroke, injury, or cancer diagnosis. When
people suddenly can no longer do what gave them pleasure or brought a
sense of accomplishment, the grief can be substantial. While some may be
grateful to be alive, we must remember that their gratitude is also paired
with grief.

Role Loss. We all find a sense of purpose and self-worth through the
many roles we play in our lives. Whether it be a personal role such as
husband, wife, father, mother, son or daughter or a professional role such
as pastor, counselor, teacher, doctor, lawyer, etc., we may not realize how
much this position means until it is gone. Role loss has many circumstanc-
es, but two of the most common are the loss of a professional role resulting
from retirement and the loss of a personal role when parents are left with
an “empty nest” once their children grow up and leave home. People must
recognize their feelings as part of a normal grief response and then get assis-
tance with discovering who they are in their new roles.

Systemic Loss. While we understand grief as an individual experience,
many people do not realize it is also a collective experience. Any system,
such as a family, church, company, community, or even a nation, that ex-
periences a collective loss will also have collective or systemic grief. The loss
and ensuing grief will impact the individual as well as the whole and how it
functions. I have found that if people in a system cannot grieve together, it
can tear them apart, which is why marriages become so vulnerable follow-
ing the death of a child. Helpers need to address both systemic and indi-
vidual loss and take steps to enhance a system’s ability to grieve together.

Intrapsychic Loss. This is the clinical term for “the death of a dream.”
It is the loss of someone or something that a person never really had... the
loss of what was hoped for and expected... the loss of a vision or plan for
the future. Intrapsychic loss is also one of the most challenging types to
grieve because most people are not aware that they can grieve or are griev-
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ing. The pain of infertility can cause the loss of one’s
dream of carrying and giving birth to a child. An untimely
injury can cost an athlete a gold medal or a career in the
sport he or she loves. Intrapsychic loss can also be an un-
fulfilled dream for a loved one, a business, or a relation-
ship, causing us to grieve once we realize that dream will
never come true. Allowing people to voice those dreams
and the pain of losing them can aid in their recovery—and
with God’s help, they can build new dreams.

We can learn some valuable lessons from Job and those
who tried to help him. Job’s friends came to be with him
and sat in silence for some time, which was very helpful. It
was not until they opened their mouths and tried to figure
out why Job was suffering that they made a mess of things.
Although it is normal for sufferers to ask “why,” we should
not feel the need to answer those questions or even try.
What they need is for us to sit with them in silence while
they ask questions.

It was okay for Job to cry out to God in his pain. He
never blamed God or turned his back on Him. Not every-
one, even committed Christians, will be able to have the
faith of Job. I have sat with many who have been angry
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with God and some who even temporarily turned their
backs on Him. However, those who recover almost always
find their way back to God by allowing Him to offer them
comfort. Like Job, many find that if they trust God, He
will be faithful in mending their broken hearts and bless-
ing them in ways in which they never dreamed. »
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NOT EASILY
BROKEN:

Trauma Bonds and the Road to Healing

‘He will not crush the weakest reed or put out a flickering candle.
Finally, he will cause justice to be victorious.”
— Matthew 12:20 (NLT)

In recent years, the mental health community has focused on understanding a phenom-
enon known as trauma bonds. The interest in these bonds is mostly due to our efforts to
better understand and treat interpersonal violence victims, such as domestic violence and
human trafficking. Although it was challenging to find sufficient information on trauma
bonds until recently, the term was first used in the late 1980s by addiction therapy ex-
pert, Dr. Patrick Carnes, to describe how abuse, fear, and excitement (typically connected
to sexual attraction) can lead to a destructive attachment.!

A trauma bond is a powerful emotional connection between an abuser and victim
developed and strengthened by repeated traumatic events. These bonds are an adaptive
response to extreme distress and tend to occur when all other coping attempts have been
exhausted. Therefore, they are a type of defense mechanism with strong connections to
attachment theory and learned helplessness. A trauma bond can be understood as an ex-
ploitive attachment wrapped with confusion and topped off with trauma and despair.

SHANNON WOLF

christian counseling today voOL.24 NO. 4

47



Trauma bonds develop when cycles of in-
tense love are followed by abuse that produces
an almost unbreakable attachment.” Bonding
begins when an abuser identifies and meets a
victim’s needs while professing love for that
person. Those recognized needs are exploited
in order to gain control of the targeted victim.
Common vulnerabilities include security,
family, being desirable, and belonging. This
process is sometimes referred to as “love-
bombing” due to the intense and continuous
pursuit of the victim.

The next stage begins with the abuser—
confident of the attachment—finding fault
with the victim and then threatening to
withdraw affection. The victim is repeatedly
devalued, and gaslighting (psychological ma-
nipulation) is introduced that causes the target
to doubt his or her judgment, perception,
and even memory. Then, the victim works to
please the abuser to restore the relationship.
Abusers will alternate their responses with
either cruelty or affection. The randomness
of these extremes creates a powerful dynamic
for bonding to develop. The abuser’s cycle
includes a combination of reward and punish-
ment and appreciation and degradation, all of
which promotes the development of trauma
bonds. Thus, the stronger the attachment to
the abuser, the more control rendered over the
victim, creating an obsession with pleasing the
abuser. Paradoxically, victims often experience
a deeper bond with their abusers than with
those who treat them well.

“He will cover you with his pinions, and under
his wings you will find refuge; his faithfulness is
a shield and buckler. You will not fear the ter-
ror of the night, nor the arrow that flies by day,
nor the pestilence that stalks in darkness, nor the
destruction that wastes at noonday.”
— Psalm 91:4-6, ESV

Abusers create a never-ending series of
exploitive hoops for victims to jump through
to earn their affection.’ These hoops escalate
the victim’s need for security in the relation-
ship, and once the emotional pain becomes
intolerable, the abuser offers affection, thereby
becoming the savior. The greater the pain,
cruelty, or trauma, the deeper the bond. The
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abuser is the source of the victim’s pain and yet the only one who
can relieve that pain.*

Understanding the bonding formation’s spiraling nature makes it
clear why victims simply do not leave the relationship. Grasping this
rationale also offers a much-needed explanation to those who contin-
ue to struggle with unrelenting attachment even after surviving such
a relationship. Perhaps one of the most troubling and lasting effects
of trauma bonding is the victim’s connection of abuse with love.

To a certain degree, the victim cannot fully feel love without some
level of abuse. Even after the bond is broken with an abuser, victims
often continue to seek out toxic and abusive relationships. Healthy
relationships seem to pale in comparison to the powerful emotions
connected with a trauma bond.

Signs of Trauma Bonds
What are the indicators that someone may be trapped in a trauma
bond? Here are the top five warning signs:

1. The thought of leaving may cause panic so intense that noth-
ing will keep the victim from reconnecting with the abuser. Unfortu-
nately, victims often mistake these strong feelings for love.

2. When friends and family hear or see what is happening, they
often react by encouraging the victim to leave the relationship.
Should victims continue to have contact with family members, they
cover up the abuse or defend the abuser’s actions.
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According to the United States Department of Justice (DOJ), “the term domestic vio-
lence includes felony or misdemeanor crimes of violence committed by a current or for-
mer spouse or intimate partner of the victim, by a person with whom the victim shares
a child in common, by a person who is cohabitating with or has cohabitated with the
victim as a spouse or intimate partner, by a person similarly situated to a spouse of the
victim under the domestic or family violence laws of the jurisdiction receiving grant mon-
ies, or by any other person against an adult or youth victim who is protected from that
person’s acts under the domestic or family violence laws of the jurisdiction.”

The Centers for Disease Control and Prevention The National Coalition Against Domestic

(CDC) says, “Intimate partner violence (IPV) is Violence (NCADV) published the following dis-

a serious, preventable public health problem that  turbing national statistics:’

affects millions of Americans.” Intimate partner B One in five women will be raped in her

violence or domestic violence, depending on the lifetime.

state, “describes physical violence, sexual violence, B Nearly one in two women and one in five

stalking, or psychological harm by a current or men reported being victimized by a sexu-

former partner or spouse. This type of violence ally violent predator (other than rape) at

can occur among heterosexual or same-sex cou- some point in their lives.

ples and does not require sexual intimacy.” ¥ Intimate partners use sexual assault and
rape to intimidate, control, and debase

The Interconnection of Sexual Assault victims/survivors.

and Intimate Partner Violence B Intimate partners who commit sexual

Often, domestic violence offenders who are physi- assault are more likely to cause physical

cally abusive toward their intimate partners will harm than a stranger or friend.

also become sexually abusive. Both physically and B The proportion of women who are sexu-

sexually abused victims are at a greater risk of ally assaulted by intimate partners during

being injured or killed than those experiencing their relationships is between 14-25%.

one form of abuse only. Abusers attack people B The number of women in abusive relation-

regardless of their gender, age, ethnic nature, or ships who are sexually assaulted is between

social environment. Those who are at the greatest 40-45%.

danger of intimate partner rape are women who B More than half of women raped by an in-

are disabled, pregnant or trying to abandon their timate partner were also sexually assaulted

perpetrators.” multiple times by the same person.

i
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BARRY LORD

christian counseling today vOL. 24 NO. 4 53









