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To Rico, Lynette, and Janet


INTRODUCTION

HEATHER DAVEDIUK GINGRICH
AND FRED C. GINGRICH


What drew you to this book? Perhaps your interest in trauma emerges from personal experience, and either you or people you care about deeply have suffered as a result of exposure to traumatic events. Or it may stem from genuine compassionate concern for those who suffer, even without such intimate knowledge of the topic. For others, the exploration of this aspect of human existence may be more academic, in the sense that trauma has become a major area of study in the disciplines of psychology, sociology, and related fields.

Whichever of the above categories best fits you, studying trauma is likely to have some degree of personal impact. The horror of entering into the worlds of those who are trauma survivors, even if only on paper, can often produce a resistance to thinking and learning about trauma, perhaps to the extent of denying its prevalence or severity. Alternately, it can lead to a desire to understand the complexities of why trauma happens, how people survive, and what is involved in recovery. Either way, you may find this book a difficult read as page after page and chapter after chapter describe the ways in which trauma survivors have been affected by the horrendous things they have experienced. So we recommend that you pace yourself as you read so that you can sit with the material and monitor your emotional reactions to it as you go along. Practicing good self-care (see chap. 4 for suggestions) is also a wise idea.


How Big an Issue Is Trauma?

It is big—unfortunately, too big. In some significant ways trauma provides the context of human experience. Following are a few research-based statistics on the ubiquity of traumatic experiences. Other authors in this volume have added prevalence rates with respect to their specific areas of focus.

The US Department of Justice (n.d.) reports the following:


	9.3% of cases of maltreatment of children in 2012 were classified as sexual abuse (62,939 cases of child sexual abuse); however, approximately only 30% of sexual assault cases are reported to authorities.


	Approximately one in seven (13%) youth Internet users received unwanted sexual solicitations.


	About 20 million out of 112 million women (18%) in the United States have been raped during their lifetime.


	Research conducted by the Centers for Disease Control (CDC) estimates that approximately one in six boys and one in four girls are sexually abused before the age of 18.


	Approximately one in five female high school students report being physically and/or sexually abused by a dating partner.





Estimated Risk for Developing PTSD


• Rape: 49%

• Severe beating or physical assault: 31.9%

• Other sexual assault: 23.7%

• Serious accident or injury (for example, car or train accident): 16.8%

• Shooting or stabbing: 15.4%

• Sudden, unexpected death of family member or friend: 14.3%

• Child’s life-threatening illness: 10.4%

• Witness to killing or serious injury: 7.3%

• Natural disaster: 3.8%



(Sidran Institute, n.d.)



The National Center for PTSD (2016) reports that “going through trauma is not rare. About 6 of every 10 men (or 60%) and 5 of every 10 women (or 50%) experience at least one trauma in their lives. Women are more likely to experience sexual assault and child sexual abuse. Men are more likely to experience accidents, physical assault, combat, disaster, or to witness death or injury.” Furthermore, about 7%–8% of the population (about 10% of women and 4% of men) will develop posttraumatic stress disorder (PTSD) at some point in their lives. The rate of sexual assault within the military has been a national concern, with 23% of women reporting sexual assault while serving in the military.

The National Trauma Institute (2014) reports similar trauma statistics in a different way:


	Trauma is the number-one cause of death in the United States for people 1–46 years old.


	Trauma is the number-three cause of death in the United States overall.


	Each year, trauma accounts for 41 million emergency room visits and 2.3 million hospital admissions.


	Trauma injury accounts for 30% of all life years lost in the United States.


	The economic burden of trauma is more than $671 billion annually.


	Each year, more than 192,000 people lose their lives to trauma.




The United Nations Office for Disaster Risk Reduction (n.d.) reports the following economic and human impact of disasters worldwide (2004–2014):


	$1.4 trillion damage


	1.7 billion people affected


	0.7 million people killed




Most of these statistics focus on the US context. If the United States is one of the safer countries in the world in which to live, then rates are likely higher in most other countries (see Rhoades & Sar, 2005, for examples). In addition, the associations between trauma prevalence rates and challenging social conditions are high: lack of education, poverty, war, community violence, intrafamilial violence, natural and human-caused disasters, human rights violations, torture, and so on all contribute to the risk of trauma. A Christian mental health response is necessary.




Why a Book Specifically on Christian Approaches to Treating Trauma?

The field of traumatology has exploded in the past decade. The concept and language of trauma have entered the mainstream of not only the mental health fields but also the broader culture. As Christians, we believe in the power and relevance of the Bible to our current cultural context and our personal lives. Scripture and the resources of our faith, therefore, are directly relevant to the human experience of traumatic events. While this book is not primarily a theological or biblical treatise, we believe that Christian faith has direct application to understanding and responding to trauma through the overarching redemptive story of the Bible (creation, fall, redemption) and the long-affirmed power of the Jesus story (birth, life, death, and resurrection).

How exactly this plays out in the therapy room is the focus of this book. Chapter authors have examined the secular literature as it pertains to their topics, while also looking at what could be helpful adaptations or additions to treatment protocols for use by Christian counselors.




A Brief Word on Spirituality and Christian Spirituality

This book is a combined effort to introduce Christian reflections, trauma information, and counseling approaches to contribute to this literature and need. It is specifically geared to students and clinicians desiring to be involved in some way with responding to the intense suffering of people. We hope this book challenges Christians to continue to enter the dark world of human depravity and to bring the light and healing of Christ. As you read and explore the various chapters, it will become clear that we still have much to understand, learn, and do.

Beginning in chapter one and throughout the book, aspects of Christian spirituality are specifically addressed. Because we recognize that Christian spirituality encompasses a wide range of biblical and theological positions, we decided to provide a broad approach to how various Christian theologies and resources are related to the topic of trauma. We encourage you to keep this broader definition of spirituality in mind as you read. The appendix at the end of the book, described more fully in the first chapter, will be a valuable resource to any of you who are interested in the academic literature that addresses spirituality and trauma.




The Language and Themes of the Book

Having edited all of the chapters in this book, we are struck with a number of core ideas and themes that emerge. Despite the diversity of authors and topics, it is possible to identify a set of threads that are woven through the tapestry of the book. Here we briefly identify a number of them:


	Pain. This word tends to be used to describe physical discomfort but has broader applications as well.


	Suffering. Perhaps a more holistic concept than pain, suffering encompasses both physical pain, emotional distress, relational stress, life disruption, existential disorientation, and spiritual anguish.





“All the cruel and brutal things, even genocide, start with the humiliation of one individual.”

Kofi Annan of Ghana, Nobel Peace Prize laureate and former secretary general of the United Nations





	Humiliation. This is a unique aspect of suffering that recently emerged in the trauma literature and speaks to a central feature of almost all trauma experience. Embarrassment is included, but so often a profoundly deeper experience of shame and humiliation accompanies trauma. We need to pay attention to this aspect of treating trauma. Spirituality becomes a critical resource in this regard (see Hartling & Lindner, 2016).


	Resilience. Why is it that the same potentially traumatic event has varying impacts on different individuals? How is it that some people bounce back fairly quickly while others are scarred for life? The relatively new literature on resilience to trauma offers some answers.


	Posttraumatic growth. It is not all bad news! A corrective emphasis in recent years rightly affirms that while trauma is devastating and can end life and livelihood, humans have a remarkable ability not only to survive and recover from trauma but also to continue to grow in the aftermath of trauma. It is easy enough to acknowledge that individuals, communities, and countries can be unalterably changed through the negative impact of trauma. While it may be very difficult in the midst of traumatic experiences to recognize the growth that can occur, traumatic experience can be likened to a forest fire that eradicates everything in its path, and yet, given a few years, the green begins to return and decades later has grown into a new forest. Growth cannot be divorced from trauma.


	Hope. Related to resiliency and posttraumatic growth is the human capacity to continue to hope in the face, the midst, and the aftereffects of trauma. Movies and novels are often predicated on this capacity for hope. The power of hope cannot be underestimated.


	Meaning. A final, related theme is that resilience, growth, and hope are not founded on wishful thinking and unbridled optimism; trauma can create meaning and purpose for life. Meaning is not always or even often apparent in the midst of trauma, but it is there to discover.





"To remain alive after such a traumatic event and to give meaning to life takes a lot of work. Surviving may not be that difficult, but to go back to fully living, after something like that, takes a lot of energy and commitment."

Laura Dolci-Kanaan, in “Aid Worker Deaths: The Families Left Behind”




In addition to the above themes, we recognize the wide variety of language used in the trauma literature in reference to unique, yet sometimes overlapping, aspects of trauma. Some of these are child abuse, sexual abuse, domestic violence, intimate partner abuse, community violence, school violence, medical trauma, ethnic trauma, societal trauma, human trafficking, commercial sexual exploitation, extreme and torturous experiences, persecution, torture, acute events, cumulative microtraumas, nonverbalized trauma, intergenerational transmission, and dislocation trauma.

Other terms within the field may be less familiar to readers. Following are some examples:


	Traumatology is the academic field that studies the various interdisciplinary aspects of trauma, a growing and immensely helpful perspective. Expertise in traumatology is a critical need in the mental health professions.


	Complex trauma and dissociation. The complex trauma literature has exploded in the past decade. The important distinction has been made between posttraumatic stress disorder (PTSD) without the dissociative subtype, which can be the result of even a single traumatic incident, and chronic relational trauma, which often begins in childhood and extends into and complicates adulthood. The latter is often referred to as complex traumatic stress disorder, or complex PTSD. This distinction does not appear in the Diagnostic and Statistics Manual of Mental Disorders (DSM-5) but has become generally accepted in the trauma field. Survivors of complex trauma could potentially fit criteria for numerous DSM-5 diagnoses, with PTSD (dissociative subtype) and dissociative disorders being relatively common. For dissociative identity disorder (DID) alone, a recent review of the international research literature has found that 1.1%–1.5 % of the general population meet criteria (Brand et al., 2016).


	Integration refers to the collaboration, coalescing, or coming together of what might be considered disparate parts or aspects of an issue. In this book integration can refer to the intersection of psychological and biblical/theological concepts and approaches—a significant goal of the book. However, it might also refer to the linking together of aspects of human experience. For instance, counseling can be seen as a process of facilitating the integration of fragmented aspects of self (e.g., emotions, cognitions, behavior, body, spirituality)—something commonly experienced by traumatized people. At the risk of confusing readers, integration can also refer to the mutual interaction between theories and concepts within various approaches to treatment. For instance, the theoretical integration between cognitive approaches and behavioral approaches to helping has resulted in what is commonly referred to as cognitive behavior therapy (CBT).


	Theodicy and theology of suffering. Theodicy refers to the centuries of philosophical and theological discussions regarding the origins and nature of evil. The phrase “theology of suffering” has recently become a focus among theologians and mental health professionals since the reality of trauma has not appeared to diminish in our postmodern world. Despite technology and economic prosperity, evil and suffering have not abated, and we need the biblical and theological resources of our faith to help us understand and respond.







Definition of Trauma

It is important to recognize the range of opinion in society regarding the relatively new language of trauma. Over the past 20 or so years, the concept of trauma has moved to center stage of the mental health field and has in many respects entered our everyday, household vocabulary. You will notice in the various chapters that authors use different language regarding trauma. They are each addressing different types and contexts of trauma, and they have different theoretical orientations. Some take a more academic approach focused on research and evidence-based practice. Others take a more descriptive or narrative approach, writing for a pastoral or ministry context. In addition, the various authors use different biblical stories and teaching passages from Scripture as they describe the theological dimensions and spiritual consequences of trauma as well as the faith-based resources that are at the disposal of Christian therapists doing trauma work. This is one of the advantages of an edited book: it represents perspectives from multiple authors.

The authors also have different examples of trauma in mind as they write, which reflects the reality that not all trauma is alike. In considering the book as a whole, there are both explicit and implicit variations in how authors interpret the concept of trauma and what constitutes a traumatic experience. While this may at times be unsettling to the reader in terms of the need for precision and accuracy, we have allowed authors to speak from their own understanding and contexts. This also reflects the differences within the broader trauma field.

English is a relatively rich language with regard to emotionally laden descriptions of human experience. The word trauma has many synonyms, and each cognate has nuances in denotative and connotative meaning. Take, for instance, words like atrocity, cataclysm, ordeal, or tragedy or less intense, more common words such as disaster, distress, or unfortunate circumstances. English has a plethora of words with overlapping meanings that range from mild to strong in intensity as well as having more positive or more negative emotional valence.

Language evolves over time as a society notices and then highlights different aspects of human experience. I (Fred) recently read a newspaper article by an essayist (Carter, 2016) about the use of the word tragedy to describe recent world events such as natural disasters or terrorism or any event with terrible, life-threatening consequences. The author wondered whether the word tragedy has lost its powerful meaning and has been “dulled by overuse.” While the impact of a tsunami is indeed tragic, my favorite restaurant going bankrupt and closing hardly qualifies. Tragedies raise questions about life and death, about how the world functions, and ultimately about faith, God, suffering, and redemption.


Examples of Trauma Experiences that Risk the Development of PTSD


Anyone who has been victimized or has witnessed a violent act or who has been repeatedly exposed to life-threatening situations is at risk of developing PTSD. This includes survivors of the following:

• Domestic or intimate partner violence

• Rape or sexual assault or abuse

• Physical assault such as mugging or carjacking

• Other random acts of violence such as those that take place in public, in schools, or in the workplace

• Unexpected events in everyday life such as car accidents or fires

• Natural disasters such as tornadoes or earthquakes

• Major catastrophic events such as a plane crash or terrorist act

• Disasters caused by human error, such as industrial accidents

Also included are the following types of survivors:

• Children who are neglected or sexually, physically, or verbally abused, or adults who were abused as children

• Combat veterans or civilian victims of war

• Those diagnosed with a life-threatening illness or who have undergone invasive medical procedures

• Professionals who respond to victims in trauma situations, such as emergency medical service workers, police, firefighters, military, and search and rescue workers

• People who learn of the sudden unexpected death of a close friend or relative



(Sidran Institute, n.d.)



Sir Walter Scott profoundly argued that the world needs tragedy since it evokes “that strong instinctive and sympathetic curiosity, which tempts men [and women] to look into the bosoms of their fellow-creatures, and to seek, in the distresses or emotions of others, the parallel of their own passions” (as cited in Carter, 2016, p. D1). A “strong and sympathetic curiosity”—what a great way to describe our efforts to produce this book.

This book includes 18 chapters with a total of 37 authors, all of whom are drawn by such a curiosity—a deep, compelling desire to know and understand more about human experience and how God is intimately involved in human tragedy. This curiosity is strong, and for many of us it is closely connected to our life callings as mental health professionals. It is sympathetic since each of us, either through our own life journeys or through the stories of the many people we have journeyed with, has felt the pain and suffering of tragedies at the individual, family, community, national, and global levels.

But whereas the word tragedy is often used to refer to external events, the word trauma, the core concept of this book, in addition to describing the tragic external events of life, designates the internal, personal responses and shared responses to such experiences. It is this intrapsychic, subjective level that is the primary focus of this book. External events may be the precipitating cause of trauma, but as mental health professionals we are primarily interested in the intrapsychic and relational consequences of trauma.

Human history is the history of trauma. From war, natural and human disasters, family violence, and brutal atrocities to sexual exploitation, child abuse, and terrorism, throughout human history it is likely that more people have experienced trauma than those who have not. But thankfully, human history is also the history of resilience, posttraumatic growth, and human flourishing. Stories of people’s lives recount both sides of tragic experiences.

But what is trauma? What constitutes a difficult set of circumstances versus a traumatic experience? To be blunt, trauma is not just a bad day. We remember reading to our young sons the story of the Muppets character Grover’s “bad, awful day” (Dickson, 1986). It is a legitimate attempt to introduce children to the fact that bad things happen in life. Our days can involve experiences of rain, losing one’s boot, and stepping in puddles, actually and figuratively. But to define trauma, as some authors have, as “anything that is less than nurturing” (Mellody, Miller, & Miller, 2003; Rosenthal, 2014), even if the complete definition adds “that changes your vision of yourself and your place in the world,” is potentially to minimize the seriousness of trauma. This tendency to generalize the meaning of the concept beyond its usefulness can also be seen in book titles such as The Trauma of Everyday Life (Epstein, 2014). To be fair, Epstein’s book has many helpful things to say about trauma, including its emphasis on the transformational potential of trauma to support human growth and development. Yes, traumas touch all of us—death, chronic illness, accidents, natural disasters—but these events in and of themselves do not constitute trauma; trauma must include the subjective experience of physical, emotional, or relational harm.

There probably is not much point in entering a detailed debate regarding which definitions are scientifically or theologically more correct, but suffice it to say that people who have experienced trauma generally know, at least at some level, that they have experienced a life event or series of life events that have hurt them—that have disrupted their ability to live life abundantly (Jn 10:10). The authors in this volume provide explicit or implied definitions in their chapters, but the focus of the book is not on definitions but on helping people overcome the impact of traumatic experiences. We know at some level that trauma is common in human experience and that it is often a shared human experience. Trauma is a painful disruption in personal, familial, or cultural/ethnic/national identity and involves a loss of assurance that the world is a safe place. At the same time, it is the experience of resilience, a vision of the indomitable human spirit that exists within the experience and survives trauma. Theologically, it is the affirmation of our creation in the image of a loving God and also the pervasive reality of sin. The trauma lens requires a new appreciation for the biblical themes of suffering, sin, redemption, resurrection, liberation, and hope. If Christianity is going to be relevant, it must address the issue of trauma and provide understanding and resources for living in the midst of a trauma-torn world.

As you read this book, it will be helpful to step back from concerns about what is and what is not trauma and acknowledge that, to a large degree, trauma is defined by the one experiencing it. While this could quickly dissolve into subjective meaninglessness, it keeps the focus on what might be helpful. It is clear from personal and therapeutic observation that people can experience horrific events and apparently have no negative longer-term consequences that would fit diagnostic criteria for acute stress disorder or PTSD. On the other hand, what to one person might be perceived as a negligible, unfortunate incident can be life altering to another individual.




How to Benefit from This Book

We would like to make a few suggestions regarding how readers might benefit from this book.

For students. This book is a pretty thorough overview of the kinds of experiences and treatment methods that incorporate spirituality into our understanding and treatment of trauma. The chapters do not need to be read sequentially, but we have been intentional in trying to offer a flow to the topics. Of course, you will not remember the specifics of each chapter, but we do hope that you will become convinced of the value of including spirituality in your future trauma work. In all mental health contexts, you will encounter trauma, and having some familiarity with the spiritual dynamics of trauma will aid you in your future work.

For instructors/professors. We hope that the range of perspectives represented in the various chapters will provide rich fodder for critical analysis and emotional engagement with the topic. We believe this book may serve as a primary or secondary text in counseling, psychology, and social work courses specifically focused on trauma and abuse. However, since trauma is a significant contemporary lens in psychopathology, its use in a diagnosis course will offer a broader perspective on the etiology and treatment of mental disorders. The inclusion of a new trauma section and reorganization of trauma-related categories in DSM-5 (American Psychiatric Association, 2013) suggests that there is recognition of a growing awareness of the benefits of a metatheoretical trauma perspective in our understanding of diagnostic classification.

Of course, foundational courses on counseling and psychosocial interventions, as well as supervision for practicum or internship experiences, must address trauma since a significant number of clients will enter treatment with trauma either as a presenting problem or at least in the background of whatever brings the client to treatment. While not all topics in the book are equally represented in the clinical populations, this book may provide a valuable brief introduction to the kinds of trauma that present in practice.

For clinicians. In addition to providing a theoretical basis for trauma treatment and introducing specific interventions, this book offers a brief overview of the role of spirituality in treating a variety of trauma situations. We hope that individual chapters will serve as a starting point for information on treating a specific type of trauma, which can be pursued in more depth using the reference lists.

For researchers. As mentioned earlier, we were pleasantly surprised by the number of references we found that incorporate spirituality into some type of trauma treatment. The appendix, while not exhaustive, points to the fact that there is a fledgling research base in this area. However, a quick glance over the column identifying the type of research indicates that most of the publishing in this area is conceptual in nature and that little quantitative or qualitative research has been conducted. The appendix gives evidence of a strong need for empirical research on the integration of spirituality into our understanding and treatment of trauma.




Pros and Cons of Edited Books

We will end this introduction by sharing a few of our reflections on the advantages and disadvantages of an edited book:


	The book provides an introduction to the various types of trauma with a substantial overview of each of the topics. However, there are gaps because it is impossible in the space of a chapter to be exhaustive. Despite our editing, there is inconsistency in writing styles. We sought to maintain the uniqueness of the authors’ perspectives and voices.


	The book is heavily referenced. Although this can be distracting at times, our goal is help readers in further research. We hope this volume encourages readers to delve further into the topic.


	Because every author wants to share his or her passion and knowledge regarding the topic, the chapters tend not to be light reading. After all, trauma is not a light topic, and these pages represent thousands of hours of clinical work, teaching, and consulting with hurting and wounded people.


	In academic projects it is sometimes easy to lose sight of the pain of the millions of people on this planet who are suffering; however, academic and narrative reflections together move us forward in the field.




On the basis these reflections, we think that the advantages of this being an edited book outweigh the disadvantages. We hope that others will extend and refine this work in the future. We also hope that, in reading, studying, and reflecting on the issues this book addresses, we will never lose our sensitivity to the suffering of the people in our own lives as well as the plight of billions of people throughout human history whom God loves and for whom Christ died and rose again.




A Note on the Dedication

An edited book with many authors could have multiple dedications, but we hope our coauthors will value the personal nature of this dedication in the midst of a large academic task. We (Heather and Fred) have been working on this project over a period of time that parallels the life of our three-year-old grandson, Rico. In our late fifties we are raising Rico, our beloved son’s son. Rico is an absolute joy—a gift and a blessing. But we would not have survived the past few years if it were not for two other people who came alongside us. Lynette, Rico’s Colorado “aunt,” has been for him and for us the doting extended family we do not have close by. Janet, nanny extraordinaire, has tirelessly cared for Rico with stability and flexibility. What could have been a traumatic life event for Rico and us has been a wonderful experience of family in community—God’s gift to us and the world. Thus we dedicate this book to Rico, Lynette, and Janet.
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PART ONE

FOUNDATIONAL PERSPECTIVES ON TRAUMA
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THE CRUCIAL ROLE OF CHRISTIAN COUNSELING
APPROACHES IN TRAUMA COUNSELING

FRED C. GINGRICH AND
HEATHER DAVEDIUK GINGRICH


For he has not despised or scorned the suffering of the afflicted one;
he has not hidden his face from him but has listened to his cry for help.

PSALM 22:24





So many are deeply wounded as a result of the trauma they have experienced. How can we even begin to meet the need? Where do we start? What do secular approaches have to offer, and where do they fall short? How are we as Christian counselors in a unique position to journey with survivors?

We have no definitive answers to these and similar questions. We will attempt, however, to address some overarching topics that we hope will give you a framework from which to approach your reading of the chapters that follow.

In this chapter we begin by addressing the question of the goal of trauma treatment. We go on to examine a specific model of trauma recovery, the 4-D model (Frewen & Lanius, 2015), describing and evaluating it. We then suggest that an expanded version of this model addresses some of its shortfalls. Our intention is to provide you with an idea of what recovery looks like, which will influence how you view further discussions on treatment as you read various chapters in this book.

The next section of the chapter looks at the area of research with respect to evidence-based practice for trauma treatments (EBTTs). It serves as an overview of the terminology and issues surrounding EBTTs and directs readers to helpful resources on the topic.

We then turn our attention to ethical issues surrounding trauma treatment and introduce the area of trauma and spirituality. Finally, we make some brief comments about the need for additional and ongoing effort to wrestle with our theology of suffering—the crux of what we as Christians have to offer.


What Is the Goal of Trauma Treatment?

The various chapters of this book imply a variety of ways of conceptualizing trauma and present a multitude of treatment approaches to trauma. Of course, to some degree the choice of trauma treatment utilized depends on the particular population, the background of the treatment provider, and a number of contextual factors. Obviously, treatment will be different if the client is a recent victim of a natural disaster rather than a sexual-abuse survivor of long-term, complex interpersonal trauma. Regardless of the type of trauma, though, the ultimate goal is healing.

But what are the hallmarks of healing? Is a decrease in posttraumatic symptoms such as intrusive reexperiencing in the form of flashbacks or nightmares what we mean by healing? Or is healing more than symptom reduction? Do trauma survivors need to have wrestled personally with the existential/spiritual questions related to how to make meaning out of suffering in order to be considered healed? But then again, none of us will be fully whole, that is, fully healed, this side of eternity. So perhaps the often-used metaphor of healing as a journey, a process, rather than as an end goal, would be most helpful when thinking about therapeutic work with trauma survivors. Successful termination of therapy, then, would come at the point in the journey at which the client determines they are healed “enough” for at least the time being.




A Model of Trauma Recovery: The 4-D Model

In our perusal of the literature, our attention was drawn to the 4-D model of a victim’s sense of self as it relates to trauma and recovery (Frewen & Lanius, 2015). While not the only or necessarily even the best model of trauma therapy, it offers a clinically helpful conceptual framework to which we have added additional theoretical constructs including spirituality.

Description of the model. The model suggests that there is, ideally, movement happening for the client from a sense of identity emerging from a traumatized self to an identity of a recovered self. This movement fits with the idea of trauma healing as a journey that we alluded to above; it is a process, and our goal as clients and clinicians is to see some progression toward healing, although the movement may be quite different depending on numerous factors such as type of trauma, severity, and pretrauma adjustment.

The original four dimensions of the Frewen and Lanius (2015) model refer to time, body, thought, and emotion. Figure 1.1 illustrates the original model.

[image:  4-D model sense of self from trauma to recovery (Frewen & Lanius, 2015, p. 304)]

Figure 1.1. 4-D model sense of self from trauma to recovery (Frewen & Lanius, 2015, p. 304)


The dimensions and descriptions of movement from a sense of traumatized self to a sense of recovered self are as follows:


	Time. I am fixated/focused on the past—the trauma—and I am moving toward becoming more focused in the present.


	Body. At times I feel outside my body, that my body does not belong to me, and that things happened to my body, and I am moving toward a clearer sense of being my body and that it belongs to me, that my identity and body are integrated (cf. Levine, 2010, 2015; van der Kolk, 2015).


	Thought. Thoughts and voices or messages are intrusive and take control, and I am moving toward a sense of owning and being in control of my thoughts.


	Emotion. Either I can’t feel anything, I don’t know what I’m feeling, or I feel too much, and I am moving toward being able to feel and knowing what I’m feeling, and it is not overwhelming me.




Questions that arise from the model. We believe that these dimensions are a helpful starting place from which to assess trauma and healing from trauma. However, some questions arise from looking at these dimensions more carefully. Consider the following:


	To what degree does inclusion of the body as one of the four dimensions make sense? To begin with, the brain and nervous system are crucial parts of the body that recent research findings have shown to be deeply affected by trauma (see chap. 3). Additionally, if we are to be true to a biopsychosocial model of the person (McRay, Yarhouse, & Butman, 2016), we must take seriously the physically disorienting dimension of trauma in terms of somatoform symptoms, and even where the body is in place and time (i.e., with respect to symptoms of depersonalization and intrusive reexperiencing of physical symptoms that can be part of flashbacks). Trauma tends to disintegrate this biopsychospiritual connection, resulting in dissociated aspects of a sense of self and experience (Gingrich, 2013). Also, a strong argument can be made for a biblical anthropology that rests on our being created as an embodied, unified body-soul-spirit (Benner, 1998). Jesus’ resurrection and ascension as an embodied person affirms that the body is essential to our existence. His body was tortured, and even after the resurrection he carried the signs in his body. Of course, the dimensions of thought and emotion are also essential to a biblical anthropology and to our understanding of what trauma destroys and what mental health in God’s image looks like.


	To what degree does the movement from trauma to recovery involve an increased sense of an integrated self and individual identity, as well as identity within or as part of a group (e.g., familial, ethnic, religious)? We briefly looked at the separation of the physical sense of self from the other aspects of self in the discussion of the body in the bullet point above. We also alluded to disintegration of the psychological and spiritual aspects of self. However, the relational dimension of identity that is central in more group-oriented cultures is not addressed by the model. The broader sociopolitical and economic contexts of trauma also are often vastly underacknowledged. This would be particularly evident in disasters, war, and other mass casualty contexts.


	The dimensions of the model, considered in combination, point to some of the complexity of trauma symptoms. But the model does not take into account the differences in severity and life disruption that individuals may experience in response to trauma. Since behavioral symptoms are often most readily observed by others, what does a reduction in symptoms in the other dimensions look like? Change in behavioral symptoms such as compulsive, avoidant, or dissociated behavior, for example, are more easily seen, yet some of the emotional distress may actually be more disturbing for the client.


	Meaning making is a key component of the trauma healing process. This has been emphasized in Park’s research (e.g., 2013; Slattery & Park, 2015). Has the survivor been able to make meaning of the suffering? How will the survivor’s future be affected? What is the role of hope, and how do our current circumstances interact with the future trajectory of God’s involvement with humanity (i.e., our “blessed hope,” Titus 2:13; see also 1 Thess 4:13-18)?


	What is the place of spirituality in the emergence, continuity, and healing of the self? How crucial is it? How does it operate to facilitate healing? Where is God in the midst of the trauma narratives people tell? From our perspective, a model of trauma must consider spirituality as it interacts with all dimensions. For instance, with respect to the dimension of time, we suggest that faith, and particularly a biblical perspective, includes extensive attention to the history of God working in and through difficult situations over time. We believe, therefore, that whichever trauma model we adopt, we should consider spirituality as a key element of what is negatively affected as a result of trauma, along with taking into account the role of spirituality in how trauma negatively affects the whole person and the community and how healing from traumatic experiences can occur.


	Is the ultimate goal simply a recovered self, or is there something more that our spirituality has to offer? Specifically, while the literature (see appendix) refers extensively to coping, resilience, and posttraumatic growth, Christian faith provides hope that the biblical concept of shalom is a real possibility. Referring to biblical passages such as Isaiah 2:2-3 and 11:6-9, Wolterstorff (2013) argues that shalom, often translated as “peace,” is a much richer concept: “But Shalom goes beyond peace, beyond the absence of hostility. Shalom is not just peace but flourishing, flourishing in all dimensions of our existence—in our relation to God, in our relation to our fellow human beings, in our relation to ourselves, in our relation to creation in general” (p. 114). Flourishing is more than basic recovery from trauma—it is the essence of what our Christian faith has to offer (see chap. 2 in this volume for a further discussion of this dimension).







Our Expanded Model of Trauma Recovery: A Multidimensional Model

While no model can encompass all possible dimensions, we think that by adding the dimensions of behavior, relationships, identity, and spirituality, as well as the recovery aspects of coping, resilience, posttraumatic growth, and flourishing, the model is made more robust. Descriptions of these additional dimensions follow:


	Behavior. I don’t always understand why I act the way I do, and I feel as though I don’t have control over my actions, and I am moving toward having a better understanding of and sense of control over my actions.


	Relationships. I don’t have healthy relationships; either I don’t feel close to anyone and so experience emotional distance, or I feel swallowed up by the other person, or I’m terrified of being abandoned, or I feel continually victimized, and I am moving toward feeling connected without fear of abandonment or need to distance.


	Spirituality. I have no sense of purpose in my suffering; if God is even a consideration, either I don’t believe in God or I believe in a God who is judgmental and punitive, and I am moving toward a sense of meaning that has resulted from my trauma; if I have a sense of relationship with God, there is more of a sense of connectedness to God without fear of reprisal.


	Coping, resilience, posttraumatic growth, and flourishing. My life is overwhelmingly negative, and I am moving toward finding healthy ways to cope, discovering strengths and capacities for resilience, actually growing as a result of the trauma, and even flourishing in life.


	Identity. My sense of self is diffuse; I don’t feel as though I am an integrated whole, and I am moving toward having a sense of myself as an integrated whole; I know who I am.







Evidence-Based Trauma Treatments (EBTTS)

As counselors we are ultimately interested in the arrow in figure 1.2. What can help us to help others move from a traumatized self to a recovered self? Below the arrow we have included three concepts that occur frequently in the trauma treatment literature, specifically coping, resilience, and posttraumatic growth. There are obvious overlaps in the definitions and treatment implications of these concepts, as can be readily seen by perusing the references in this section of the appendix at the end of the book. Without focusing on the subtleties in definitions, it is clear that trauma treatment will involve one or more of these processes. As counselors, whether we are helping clients to simply get through their week, assisting them to better cope with their circumstances and symptoms, facilitating their return to pretrauma functioning, or helping them to grow through this difficult experience, we want to implement treatments that are more likely to be effective than not.

[image:  Multidimensional model of self from trauma to recovery. Note: broken line represents diffuse identity; solid line represents integrated identity.]

Figure 1.2. Multidimensional model of self from trauma to recovery. Note: broken line represents diffuse identity; solid line represents integrated identity.


In the contemporary world of mental health treatment, there is rightly a concern that theorists, therapists, and those funding treatment programs (whether clients or institutions) subject their claims of understanding and of the effectiveness of treatments to research. Our creative programs and techniques, our wishful thinking, or even our hypotheses derived from rich clinical experience must be supported by scientific evidence. Christian counseling has not been quick to fully endorse this perspective since there is a pervasive belief that our faith operates beyond science and the power of God to effect real change should not be doubted. A helpful and convincing response to this issue is provided by Worthington (2010).

So a model such as we have described in figure 1.2 should be supported by research focusing on the key concepts in the model, and the treatment applications of such a model should be assessed as to their clinical effectiveness. This is beyond the scope of this book; however, it is essential to situate this book within the broader scientific community. Hence authors were instructed to heavily support their claims with research studies related to their topics. In addition, we will review in a cursory way the current state of the field regarding empirically supported trauma treatments.

The language of EBTTs and the research process. Researchers use various terms to describe different processes and levels of research support. “Research supported,” “empirically supported,” “evidence-based practice,” “evidence-based treatments,” and “empirically validated approaches or treatments” are examples. In general, the terms “evidence-based” and “empirically validated” refer to two levels of scientific support with the latter generally being seen as a more rigorous level of support. “Evidence-based” suggests that the concepts and interventions in a given approach are derived from research; that is, the ideas have research support. “Empirically validated” suggests that the particular strategy/program/intervention has been the subject of research to determine if it is effective.

As an example of research evidence building support for treatment effectiveness, in 2005 Bradley, Greene, Russ, Dutra, and Westen conducted a meta-analysis of 26 studies focused on the effectiveness of various psychotherapy approaches to the treatment of posttraumatic stress disorder (PTSD). The treatment approaches included 13 exposure-based therapies, five cognitive behavior therapy treatments other than exposure, nine approaches combining cognitive behavior therapy and exposure, 10 eye movement desensitization and reprocessing approaches, and seven other approaches.

The value of such research is that it begins to provide a rationale and scientific evidence to support the use of specific trauma treatment approaches. Specifically, for PTSD, Bradley et al. (2005) conclude that “on average, the brief psychotherapy approaches tested in the laboratory produce substantial improvements for patients with PTSD. Of patients who complete treatment, 67% no longer meet criteria for PTSD” (p. 223). However, there are limitations in generalizing the results to all trauma patients. Bradley et al. noted that the majority of these studies were conducted in laboratory settings. The authors suggested examining what exclusion criteria were used (i.e., which types of patients were excluded and included in the studies), comorbidity (i.e., did patients fit criteria for more than one diagnosis?), the types of trauma studied, the specific criteria used to determine a successful treatment outcome, and whether follow-up data was obtained. Also, the research studies did not address the differences in the efficacy of specific treatments.

In response to the limitations of the above-mentioned studies, further research studies fine-tuned the evidence for various treatments. As the research builds the case, research summaries such as that by Cook and Stirman (2015) provide updates on the EBTT literature for PTSD. Over the years, these compilations of evidence for particular treatments encourage the refining of treatment approaches and comparisons of treatment efficacy and ultimately provide hope for those suffering.

This research process and emphasis on EBTTs in the field should lead Christians to conduct studies in the field of Christian trauma counseling. Worthington (2010) argues that this research process should not diminish the faith or belief of Christians in the authority of Scripture; good science will ultimately confirm our biblical and theological values.

In this book we will include both evidence-based and empirically validated trauma treatments under the rubric of EBTTs. Research on specific treatments in some areas of trauma (e.g., dissociative disorders, complex trauma, survivors of sex trafficking) is still in its infancy. Therefore, just because a particular treatment approach has not been identified as an EBTT does not necessarily mean that it will not be helpful or even the treatment of choice. For this reason we did not insist that chapter authors discuss only EBTTs. However, a few additional reflections on EBTTs are in order.

Common elements in EBTTs. Chorpita (2003, 2007, 2010, 2013, 2014) and his coauthors are some of the many researchers addressing the issues of common factors or elements in evidence-based treatment. While not specifically addressing trauma treatments, much of this research can be helpful in supporting trauma treatments and specific elements such as spirituality in treatment. We have summarized below what Girguis (2016) has identified as the common elements in EBTTs:


	1.Psychoeducation: studying prevalence rates, normalizing trauma and trauma responses, educating people that physiological reactions to trauma are hardwired


	2.Relaxation and coping: utilizing dialectical behavior therapy, acceptance and commitment therapy, and recent developments in cognitive behavior therapy, all of which emphasize the helpfulness of relaxation


	3.Cognitive processing: recalling thoughts, behaviors, and affect related to memory; identifying misattributions and cognitive distortions


	4.Exposure: eliciting memory, sitting with it, gradually acclimatizing while remembering




Critique/challenges of current EBTTs. We have a number of concerns regarding the current state of EBTTs.


	1.Trauma is experienced by the whole person, and its impact is beyond simple exposure to a traumatic event. Trauma’s effects are cognitive, emotional, physiological, spiritual, and communal.


	2.The current EBTTs have a strong cognitive emphasis and tend to favor variations of cognitive restructuring as treatment methods. Emotionally focused, physiological interventions, memory processing, and alternative therapies such as expressive therapies (play therapy, somatic therapies, etc.) may be particularly helpful in accessing additional aspects of traumatic experience.


	3.EBTTs appear to focus on the impact of trauma and pay little attention to the pretrauma functioning and mental health of the trauma victim. However, if, for instance, the victim’s global meaning of life before the trauma consisted of significant cognitive distortions and tendencies to misattribution, treatment will need to tease out the trauma-caused mental health consequences from the individual’s premorbid functioning. If a victim’s use of spiritual resources prior to a trauma was dysfunctional, then how does this impact posttrauma growth?


	4.The issue of therapist values in trauma treatment is particularly difficult since hearing trauma narratives is bound to result in intense countertransference responses within the therapist. The ethical dimension of trauma treatment needs to be explored in greater depth in the trauma treatment literature (see below).




Resources for further information on EBTTs. The following paragraphs describe sources of information related specifically to the research on trauma treatments. Some programs may include a spirituality component, but research findings are not detailed enough to support a claim that the inclusion of spirituality is empirically supported.


	
1.Division 12 (the Society of Clinical Psychology) of the American Psychological Association provides a list of research-supported psychological treatments categorized by disorder. For PTSD, Hajcak and Starr (2016) list seven treatment approaches with varying levels of research support:


	Prolonged exposure (strong research support)


	Present-centered therapy (strong research support)


	Cognitive processing therapy (strong research support)


	Seeking safety (for PTSD with comorbid substance use disorder, strong research support)


	Stress inoculation therapy (modest research support)


	Eye movement desensitization and reprocessing (strong research support, controversial)


	Psychological debriefing (no research support, potentially harmful)






	2.The National Child Traumatic Stress Network (NCTSN; www.nctsn.org) lists 44 evidence-based interventions for children who have experienced trauma. They range from specific psychotherapy models for individuals, families, and groups to advocacy programs for specific populations. Some programs include cultural components, and some include training guidelines. Examples are child-parent psychotherapy (CPP) for families with children who are zero to five years old; parent-child interaction psychotherapy (PCIP); structured psychotherapy for adolescents responding to chronic stress (SPARCS); and trauma-focused cognitive-behavioral therapy (TF-CBT), which is probably the best-researched approach utilizing a version of exposure therapy (i.e., remembering a traumatic experience and pairing it with relaxation).


	3.The California Evidence-Based Clearinghouse for Child Welfare (CEBC; www.cebc4cw.org) rates treatments for a wide variety of mental health problems for children, adolescents, and adults. For example, under the category “Trauma Treatment (Adult),” four therapies qualify as “well-supported by research evidence,” two as “supported by research evidence,” and five with “promising research evidence.”


	4.The Substance Abuse and Mental Health Services Administration (SAMHSA) maintains the National Registry of Evidence-Based Programs and Practices (NREPP; http://nrepp.samhsa.gov) with information on almost 400 interventions, some of which are trauma-focused.


	5.In 2015 the International Society for Traumatic Stress Studies (ISTSS; www.istss.org) published the second edition of Effective Treatments for PTSD along with practice guidelines for a significant list of treatments: psychological debriefing for adults; acute interventions for children and adolescents; early cognitive-behavioral interventions for adults; cognitive-behavioral therapy for adults, children, and adolescents; psychopharmacotherapy for adults, children, and adolescents; eye movement desensitization and reprocessing (EMDR); group therapy; school-based treatment for children and adolescents; psychodynamic therapy for adult and child trauma; psychosocial rehabilitation; hypnosis; couples and family therapy for adults; creative therapies for adults and children; and treatment of PTSD and comorbid disorders.


	6.The International Society for the Study of Trauma and Dissociation (ISSTD; www.isst-d.org) has published guidelines on their website for the treatment of adults with dissociative identity disorder, as well as guidelines for the evaluation and treatment of children and adolescents with dissociative symptoms. The society offers courses on the treatment of complex trauma and dissociative disorders as well as two levels of certificates in the treatment of complex trauma and dissociation.


	7.An international prospective treatment study named the Treatment of Patients with Dissociative Disorders (TOP DD) has provided strong evidence for specific treatment approaches in work with individuals diagnosed with dissociative disorders. More information on this longitudinal study can be found at https://topddstudy.com.




In summary, EBTTs for all disorders related to trauma are still somewhat limited. PTSD has been studied the most, and there is substantial evidence of the effectiveness of specific treatment approaches. Further research is needed to broaden the varieties of trauma-related disorders studied, the specific types of trauma studied, and the treatment approaches studied. Yet we have hope that treatment can be helpful, so for Christians this becomes a challenge and a call to respond.


“Whenever and wherever human beings endure suffering and humiliation, take sides. Neutrality helps the oppressor, never the victim. Silence encourages the tormentor, never the tormented.”

Nobel Laureate Elie Wiesel







Moral, Ethical, and Legal Dimensions of Trauma Treatment

As with any counseling book, at some point and to some degree the moral, ethical, and legal dimensions of the topic need to be addressed. We have not included a specific chapter on ethics. This is partly due to space limitations but is more a result of our assessment that everything that has been written about ethics in the mental health professions is applicable to the treatment of trauma. In addition, much has been written on the ethics related to the use of spirituality and religious resources in counseling and psychotherapy, so it does not need to be repeated here. However, for readers interested in the topic of ethics in Christian counseling, the sidebar “Examples of References on the Moral, Ethical and Legal Aspects of Counseling” will direct you to some resources.


Examples of References on the Moral, Ethical,
and Legal Aspects of Counseling


Chapelle, W. (2000). A series of progressive legal and ethical decision-making steps for using Christian spiritual interventions in psychotherapy. Journal of Psychology & Theology, 28(1), 43-53.

Corey, G., Corey, M. S., Corey, C., & Callanan, P. (2014). Issues and ethics in the helping professions (9th ed.). Stamford, CT: Cengage. 

Doherty, W. J. (2009). Morality and spirituality in therapy. In F. Walsh (Ed.), Spiritual resources in family therapy (2nd ed.). New York, NY: Guilford Press.

Koocher, G. P., & Keith-Spiegel, P. (2016). Ethics in psychology and the mental health professions: Standards and cases (4th ed.). New York, NY: Oxford University Press.

Myers, J. E. B. (2016). Legal issues in clinical practice with victims of violence. New York, NY: Guilford Press.

Sanders, R. K. (Ed.). (2013). Christian counseling ethics: A handbook for psychologists, counselors and pastors (2nd ed.). Downers Grove, IL: IVP Academic.

Tan, S.-Y. (1994). Ethical considerations in religious psychotherapy: Potential pitfalls and unique resources. Journal of Psychology & Theology, 22(4), 389-94.

See also the codes of ethics of the American Association for Christian Counselors (www.aacc.net), the Christian Association of Psychological Studies (www.caps.net), and the North American Association of Christians in Social Work (www.nacsw.org).





We would briefly like to address what we believe to be a moral mandate, namely, that mental health professionals take a stand against the perpetration of trauma and support victims regardless of how the trauma happened. After all, mental health professionals are often the ones who most deeply interact with trauma victims. For those of us who identify as Christians, the mandate should be all the stronger if our moral convictions are based in Scripture. Value-neutral counseling has been clearly shown to be unhelpful (Corey, 2016). Mental health professionals must condemn interpersonal trauma. Of course, we do so with all the skills and sensitivity we can muster, but there is no professional rationale for avoiding taking the side of the victim whether that be in domestic violence contexts or in the aftermath of a natural disaster wherein some may argue that the disaster was God’s judgment.


“Power without love is reckless and abusive, and love without power is sentimental and anemic. Power at its best is love implementing the demands of justice, and justice at its best is love correcting everything that stands against love.”

Martin Luther King Jr., 1967







Trauma and Spirituality

Christian counseling has a rich literature, both academic and popular, on the role of spirituality in the healing process (see sidebar “Sample of References on Spiritual Resources in Counseling”). However, only recently has literature appeared on the specific relationship between Christian spirituality and trauma counseling.

As we have combed through both the Christian and the secular literature that specifically links the concepts of spirituality and trauma, we have been pleasantly surprised to find out that quite a bit has been written. We initially set out to do a traditional literature review on the topic of trauma and spirituality. However, we decided that readers might benefit more from being exposed to specific articles and books on the topic, including a brief summary of the main focus of the content of each. To this end, the appendix at the end of the book provides a selected bibliography of much of the literature along with brief comments culled from the abstracts of these references. The appendix is categorized by topic and lists a total of 190 references, each addressing the relationship of spirituality to an aspect of trauma.

While chapter authors all discuss some aspects of Christian spirituality as they relate to particular types of traumas, they do not extend their discussion to include spirituality beyond orthodox Christian belief. However, the appendix includes a number of references that represent other faith perspectives (e.g., Buddhism and Hinduism). While it has been encouraging to see a greater openness to using spirituality and spiritual resources in treatment within the mental health professions, Christian spirituality is not always welcome. Yet the existence of publications that discuss the relevance of other religions and broader issues of spirituality to the practice of trauma therapy bolsters a sense within the field of the overall importance of spiritual dimensions of trauma. This may provide Christian counselors an increased voice with respect to the relevance of Christian spirituality to trauma survivors.


Sample of References on Spiritual Resources in Counseling


Appleby, D. W., & Ohlschlager, G. (2013). Transformative encounters: The intervention of God in Christian counseling and pastoral care. Downers Grove, IL: InterVarsity Press.

Bade, M. K., & Cook, S. W. (2008). Functions of Christian prayer in the coping process. Journal for the Scientific Study of Religion, 47(1), 123-33.

Bänziger, S., Janssen, J., & Scheepers, P. (2008). Praying in a secularized society: An empirical study of praying practices and varieties. International Journal for the Psychology of Religion, 18(3), 256-65.

Campbell, E. (2015). Utilizing the Serenity Prayer to teach psychology students about stress management. Journal of Psychology & Theology, 43(1), 3-6.

Hathaway, W. L. (2009). Clinical use of explicit religious approaches: Christian role integration issues. Journal of Psychology and Christianity, 28(2), 105-22.

Hunter, L.A., & Yarhouse, M.A. (2009). Considerations and recommendations for the use of religiously-based interventions in a licensed setting. Journal of Psychology and Christianity, 28(2), 159-66.

McMinn, M. (1996). Psychology, theology and spirituality in Christian counseling. Wheaton, IL: Tyndale.

Moon, G. W., Bailey, J. W., Kwasny, J. C., & Willis, D. E. (1991). Training in the use of Christian disciplines as counseling techniques within religiously oriented graduate training programs. Journal of Psychology and Christianity, 10(2), 154-65.

Plante, T. G. (2009). Spiritual practices in psychotherapy. Washington, DC: American Psychological Association.

Richards, P., & Bergin, A. (1997). A spiritual strategy for counseling and psychotherapy. Washington, DC: American Psychological Association.

Tan, S.-Y. (2011). Mindfulness and acceptance-based cognitive-behavioral therapies: Empirical evidence and clinical applications from a Christian perspective. Journal of Psychology and Christianity, 30(3), 243-49.

Whittington, B. L., & Scher, S. J. (2010). Prayer and subjective well-being: An examination of six different types of prayer. International Journal for the Psychology of Religion, 20(1), 59-68.

Worthington, E. L., Jr., Johnson, E. L., Hook, J. N., & Aten, J. D. (Eds.). (2013). Evidence-based practices for Christian counseling and psychotherapy. Downers Grove, IL: IVP Academic.






Resources on the Theology of Suffering


Anderson, R. S., (2010). Self-Care: A theology of personal empowerment and spiritual healing. Eugene, OR: Wipf and Stock.

Boase, E., & Frechette, C. G. (Eds.). (2016). Bible through the lens of trauma. Atlanta, GA: SBL Press. 

Cloud, H., & Townsend, J. (2001). How people grow: What the Bible reveals about personal growth. Grand Rapids, MI: Zondervan.

Dykstra, R. C. (2016). Meet the terrible resistance: Childhood suffering and the Christian body. Pastoral Psychology, 65(5), 657-68. 

Eiesland, N. L. (1994). The disabled God. Nashville, TN: Abingdon Press.

Epstein, M. (2014). The trauma of everyday life. New York, NY: Viking.

Griffith, J. L. (2010). Religion that heals, religion that harms: A guide for clinical practice. New York, NY: Guilford Press.

Hall, M. E. L., Langer, R., & McMartin, J. (2010). The role of suffering in human flourishing: Contributions from positive psychology, theology, and philosophy. Journal of Psychology & Theology, 38(2), 111-21.

Hubbard, M. G. (2009). More than an aspirin: A Christian perspective on pain and suffering. Grand Rapids, MI: Discovery House.

Kreeft, P. (1986). Making sense out of suffering. Ann Arbor, MI: Servant Books.

Langberg, D. (2015). Suffering and the heart of God: How trauma destroys and Christ restores. Greensboro, NC: New Growth Press.

Martin, J. (2016). Seven last words: An invitation to a deeper friendship with Jesus. New York, NY: HarperCollins.

McGrath, A. (1995). Suffering and God. Grand Rapids, MI: Zondervan.

Peterman, G. W., & Schmutzer, A. J. (2016). Between pain and grace: A biblical theology of suffering. Chicago, IL: Moody.

Ting, R. S.-K. (2007). Is suffering good? An explorative study on the religious persecution among Chinese pastors. Journal of Psychology & Theology, 35(3), 202-10.
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Familiarity with the literature on how broader spiritual practices from other religions can be used in counseling trauma survivors can also serve as a springboard for Christian clinicians to examine new ways of incorporating aspects of Christian spirituality into treatment. As an example, while holy name repetition as a stress management intervention (Oman & Driskill, 2003) may not be a common religious practice in many Christian contexts, its use in other religions (e.g., mantra/mantram in Hinduism and Buddhism) may encourage Christians in the use of spiritual exercises such as meditation, the Jesus Prayer, and lectio divina.

The literature on trauma and spirituality clearly shows that it is common for trauma survivors to be confronted with questions about life and death, spirituality, and meaning. Trauma tends to shake the foundations of survivors’ spiritual belief systems, whether these beliefs are expressed in explicitly religious terms or as existential questions that are ultimately spiritual in nature. Therefore, the importance of appropriately incorporating spirituality into the treatment of trauma cannot be overstated.




Conclusion: A Call for a More Robust Theology of Suffering

We trust that this book will serve as a good summary of what is known about Christian spirituality and trauma, as well as provide a valuable resource for Christian mental health professionals who desire to be involved in responding to suffering people. We also hope that this book will challenge Christian therapists to continue to enter the dark world of human depravity and to bring the light and healing of Christ.

As we complete the process of editing this book, we are more aware than ever of the great need for a robust and realistic theology of suffering. Despite the fact that we all work with traumatized people, Christian counselors have not been quick to engage this topic theologically. Our colleagues who are biblical scholars and theologians also have not been quick to provide us with practical resources for our work in this area (Anderson, 1990; Charry, 2001). Of course, some literature does exist (see the sidebar “Resources on the Theology of Suffering” and chap. 2 in this volume), but we hope that this book will encourage other authors to develop our thinking and add to the available resources with respect to the intersection of psychology, counseling, the Bible, theology, and the human experience of suffering. This may be the primary way the church and the gospel will be able to connect to people’s experience in an era that is increasingly closed to the traditional avenues of sharing our Christian faith.
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THEOLOGICAL PERSPECTIVES ON TRAUMA: HUMAN FLOURISHING AFTER THE FALL

RICHARD LANGER, JASON MCMARTIN, AND
M. ELIZABETH LEWIS HALL


Compare two catastrophic events: the destruction of the Twin Towers in New York in 2001 and the explosion of Mount St. Helens in Washington State in 1980. Both destinations were nationally known, instantly recognizable; their iconic images were ubiquitous on postcards and calendars. Both disasters were fatal, fiery, and traumatic, captured with video and still images. Both left behind visual carnage that was almost as striking as the disaster itself. And in both cases, people wondered if the damage could ever be repaired.*1

Imagine you were charged with the task of restoration. What would you do? It is here where the roads diverge. In the case of the Twin Towers, the devastation was simply destructive. The first task of the restorer would be to cart away all the remnants of the old buildings; the smoldering bricks and twisted steel girders would simply be detritus that impeded restoration. But in the case of Mount St. Helens, things were different. The debris from the eruption—fallen trees, melted snow, volcanic ash, buried foliage—was actually the starting point of reforestation. These elements were not carted away; rather, they had a job to do. Their existence was not merely compatible with recovery; it was conducive to it. Within 15 years, the site of the Mount St. Helens eruption was a thriving forest whose trees were unusually tall for their age because the ash abated competing weeds and foliage in their early years. Then other plants began to grow in the now-enriched soil, and they flourished as well. This invited wildlife to return. By 1997 an Audubon Society study found more species of birds in the area than there were in the 1980 pre-eruption study of the same region (Associated Press, 1997). The final markers of restoration, for good or for ill, were the return of tourists and, shortly thereafter, logging companies making plans for commercial harvesting of the newly regrown trees within the next decade.

The difference between rebuilding the Twin Towers and the Mount St. Helens forest is simple: one disaster left debris that was in the way, and the other left debris that was generative and helped the healing.

Therapists and clients alike tend to view the damage done by trauma and suffering like the debris left over from the destruction of the Twin Towers. The damage is simply in the way—it is an impediment to recovery and should be removed as soon as possible so healing can get under way. In fact, the damage from traumatic life events is more like the damage from the Mount St. Helens eruption. It can be and should be viewed as generative. Indeed, the most important task of a therapist may be not to move people as soon as possible out of the ashes of suffering but rather to help people make the ashes of their suffering generative of a new and flourishing human life.

Our suggestions for making suffering generative will begin by taking a step back. Certain aspects of our worldview must be in place in order to make our suffering generative. Therefore, we will take some time for a philosophical and theological excursus. In particular, we will examine the nature of human flourishing and the reasons for human suffering. Accurate framing of these issues enables a pathway toward understanding how suffering may be generative. Once this foundation is laid, we will examine trauma literature within the Bible, considering especially the writings of Jeremiah and the ways in which he made his traumatic suffering generative to human flourishing. Finally, we will consider some therapeutic implications of this discussion, particularly as it relates to the goals of therapy for the victims of trauma and extreme suffering.

We have no illusions that suffering is a good thing in and of itself. No one asks for trauma any more than a forest ranger would ask for a volcanic eruption. However, the badness of suffering does not mean it cannot be productive and generative, and it is our task as friends, family members, therapists, pastors, and teachers to help ourselves and others find a way to generative suffering.


Philosophical Reflections on Human Flourishing

Classical philosophical discourse on human flourishing is commonly framed under the rubric of virtue ethics, eudaimonism, or eudaimonistic ethics. To greatly condense an expansive discourse, at least three common features emerge from these discussions:

Objectivity of the good. For classical philosophy, the good was an objective notion that attached to the design or function of the object in question. The good knife was the knife that cut well because the function of a knife is to cut. This is not a statement of opinion but a statement of fact; knives are artifacts constructed with a purpose in mind, and that purpose is to cut. Furthermore, the cutting ability of a knife can be objectively assessed. Unlike personal preferences, cutting ability is a piece of public knowledge, not private knowledge (Aristotle, 1985; Pakaluk, 2005).

When it comes to human beings, of course, function or intended design is more difficult to assess. People may have different assessments of “what they were made to do.” Classical philosophers were aware of these differences; nonetheless, they saw a bedrock of commonality among all people. Certain qualities are unique to individuals or cultures, but others are simply part of what it means to be human. A good human life will be characterized by successfully doing the things that all human beings must do and fully expressing the most distinctive features of human nature (Nussbaum, 1988).

What is important for our current discussion is that an objective vision of human good helps us move away from a vision of human flourishing anchored in subjective states of happiness and well-being. In other words, it avoids the conflation of pleasure and flourishing. Most important, deemphasizing emotional evaluations of the good life makes flourishing compatible with suffering. While suffering may not produce happiness directly, it might promote a long-term character change, life reorientation, or worldview change that would be contributive or constitutive of human flourishing.

Teleological understanding of human action. Classical ethics understood human action as teleological. We act in order to promote our happiness, with happiness understood in the sense of human well-being, not pleasurable sensation. Good action is conducive to flourishing or well-being; bad action is not.

The teleological understanding of human action clarifies the nature of suffering. Suffering is not the telos of human action, for surely no normal human being would choose to pursue suffering as a life project. However, suffering includes within it the seeds of goodness, or, to put things more precisely, there might be ingredients found in suffering that can be mixed with other parts of a person’s life to make a good and meaningful story out of the whole. Indeed, the story is an apt metaphor. One might say that the point of being human is to make of one’s life a story worth telling. All stories include the ingredients of both happiness and suffering. Good stories weave the two together into a narrative whole that is worthy of telling.

Importance of virtue and character. Finally, classical philosophers identified virtues as skills of human living that are particularly conducive to human flourishing. Virtues are stable dispositions to act in certain ways in response to certain life experiences and circumstances. In effect, the virtuous person consistently does the right thing well, across a broad range of human activity, even in challenging circumstances (Lewis, 1952). The possession of virtue includes performing good actions with the right motives, intentions, and attitudes (Lewis, 1952; Mattison, 2008).

Virtue, then, constitutes a bridge between flourishing and suffering. Poverty, fear, and temptation are all normal human experiences. Corresponding virtues help us navigate these experiences in ways that are conducive to human flourishing. Generosity, for example, is a virtue that helps us negotiate a world with limited material resources. Courage helps us confront a world with mortal dangers. Self-control and moderation are names for a virtue that help us avoid being harmed by excessive indulgence in things that are good in small quantities or within specific contexts.




Theological Reflections on Human Flourishing

Much of what we have just said about classical philosophy was in the minds of the early church fathers. In general, eudaimonistic approaches to ethics were welcomed by the early church and characteristic of Christian ethics until the modern era. But theology makes important additions and contributions that go well beyond the Greco-Roman philosophers from the classical tradition. Two are especially important for the current project: (a) the connection between sanctification and human flourishing and (b) the importance of the fall.

Sanctification and human flourishing. Contemporary Christians do not talk a lot about human flourishing. Instead, our doctrine of sanctification is often expressed in terms such as “spiritual growth” or “discipleship.” What, then, is the relationship between sanctification and human flourishing?

New Testament thought on sanctification seems to flow along two lines. The one line is expressed in discussion of virtues and vices within the context of ordinary life activities such as work, family, and social relationships. Such talk would have been quite familiar to the Greco-Roman world. The other line of thought about sanctification is more obviously spiritual and distinctively Christian. It is expressed most commonly by phrases like “abiding in Christ,” “walking in Christ,” “(being) filled with Christ,” or simply “living in Christ.” On the surface, the explicit connection to Christ would seem to be quite different than the concepts of human flourishing based on virtues that we have been discussing. However, on closer examination, the two merge in a remarkable way.

Classical notions of human flourishing depend strongly on excellence in distinctively human attributes. The abilities and activities that most distinguish humans from all other animals are the abilities and activities that are most constitutive of human flourishing. In the Bible the creation narrative identifies the most distinctively human attribute as “bearing the image of God.” As Berkhof (1941) notes, “According to Scripture the essence of man consists in this, that he is the image of God. As such he is distinguished from all other creatures and stands supreme as the head and crown of the entire creation” (p. 205).

When one moves to the New Testament, the image of God still contains echoes of the Old Testament notion (see Jas 3:9), but Christ himself becomes the quintessential image bearer. He is described as the image of the invisible God, reflecting this by his role in creation, fulfilling the law, forgiving sin, judging the world, and ultimately redeeming and recreating the cosmos. He accomplishes for the first time in human history (after the fall) the divinely ordained role of being God’s regent of the created order.

Christ bears the image of God as no other human ever has. If image bearing is that which is distinctively human, then Christ is the most distinctively human person who has ever lived. Therefore, all of the “in Christ” language of sanctification is actually at the same time a call to fully human life—life in Christ is life in the image of God. It is a Christ-centered vision of human flourishing.

Of special note for the focus of this chapter, our union with Christ is also expressed in suffering. Apparently, both suffering itself (Phil 3:10; Col 1:24) and the attendant comfort one might receive in the context of suffering (2 Cor 1:3-7; 7:4-7) contribute to one’s union and intimacy with Christ. Sanctification and suffering are both constitutive parts of the calling to abide in Christ. In other words, sanctification and suffering are both constitutive parts of the calling to live a fully human life—to flourish.

The fall and human flourishing. The second distinctive contribution of biblical revelation to our discussion of suffering and trauma is the doctrine of the fall. Fallenness in all of its manifestations is deviation from a standard established by God (Erickson, 1998; Pannenberg, 1994). In creation, God establishes God’s intention, purpose, and design for the world; sin veers away from the way things ought to be and the way in which God’s creatures should flourish (Plantinga, 1996). The consequences of such deviations directly result in human suffering, but a good understanding of the doctrine of sin and fallenness can go a long way to helping people process pain and suffering in generative ways.

People seek explanations of sufferings, and the assumptions of modern culture often lead a person to truncated diagnoses, which in turn incline a person toward cures that do more harm than good. For example, the Western cultural context frequently views suffering as being rooted in external circumstances. Technology, education, and other interventions are offered to eliminate the problematic circumstance and therefore the suffering. If, however, the human problem runs deeper, then the eradication of problematic circumstances will not eradicate suffering. Dallas Willard (1988) contends that the modern period has been characterized by a series of projects that have attempted to bring about utopic social conditions without seeking to change the individual persons within that societal structure at all. The result is little or no progress toward eliminating our subjective experience of suffering.

Consider a scene from the film WALL-E. The first time we see humans in the film, we discover that they inhabit an interstellar cruise ship called the Axiom, which is fleeing the garbage-infested Earth. Robotic servants on the ship cater to their every whim. The humans float around on chairs with video screens that connect them to each other and through which they engage in virtual activities with each other. What could dim this utopic vision of leisure and the absence of suffering? Every inhabitant of the Axiom is morbidly obese, and inhabitants fail to have genuine interactions with each other or even be cognizant of their immediate surroundings. The sequence ends with a woman who, after years aboard the Axiom, is knocked out of her chair and away from her video screen. She then stares in wonder and exclaims, “I didn’t know we had a pool!” Clearly, eliminating external problems does not guarantee human flourishing. By realizing this fact, people may be able to avoid the trap of blaming external circumstances that are beyond their control and instead consider character formation that is within their control.

Furthermore, a well-formed doctrine of fallenness means that there are no mere victims nor mere perpetrators. No one is innocent of all wrongdoing, even the victim of trauma. And no perpetrator is evil merely because he or she has been a victim of sin before he or she was a perpetrator. Indeed, in far too many cases, perpetrators are acting out their victimhood by the sins they commit against others. The boundary lines between sinner and those who sin against us are not as clear as we would like. This opens the door to hope because perpetrators may still repent; it also opens the door to forgiveness because victims realize that one day they may be the violators and find themselves standing in need of grace and mercy (Rom 3:23). This understanding does not eliminate suffering, but it does give the victims of suffering additional resources for processing their trauma. It may also change their expectations about what it would mean to “set things right.”

Finally, a sound understanding of fallenness may help answer or diminish the significance of certain questions that are often roadblocks to resolving suffering in generative ways. Acknowledging the previous point that there is no such thing as a “mere” victim may make a person less likely to fixate on the question “Why me?!” A variation of this question, “Why did God allow this to happen to me?” is also transformed by an understanding of fallenness.

To give a somewhat simplistic illustration, imagine a person who is the victim of a severe cut in her hand. That person might ask, “God, why did you let this happen to me?” But imagine that a person has volunteered to help clean up the devastation of Hurricane Katrina. As she is cleaning up a destroyed home, she severely cuts her hand. Of course, she may still ask why this happened, but it seems unsurprising that when one is working in the midst of wreckage, something might happen that is “not the way it is supposed to be.” In a sense, all Christians who have answered the call of God have agreed to help clean up a disaster site. That is exactly what our current created order is. The fall is a disaster, and all the earth is groaning under its weight (Rom 8:22). Suffering demands less of an explanation when one is laboring in such circumstances.




Lessons About Trauma from the Life of Jeremiah

The theological framework for suffering summarized in the previous section can be developed by looking at a wide variety of material in Scripture that treats traumatic suffering. The Old Testament in particular has abundant narrative, prophetic, and poetic examples of people struggling to deal with trauma in a redemptive fashion. These examples include narratives of the broken and sexually scarred patriarchal families, the psalms of lament, the trauma of Job, the haunting emptiness of Ecclesiastes, and the complaints and sufferings of countless Old Testament prophets. This discussion will focus on the example of Jeremiah as found in the book that bears his name as well as the book of Lamentations.

Jeremiah as an example of dealing with trauma generatively. Jeremiah is a rich biblical source for insights into dealing with trauma in a generative way. First, Jeremiah experienced trauma throughout his life. Even his call to ministry was experienced traumatically (Thompson, 1980). Once he set about fulfilling his calling, his hearers rejected him. Even the people of his hometown betrayed him and sought to take his life. When his words came true, it only made things worse because his message was one of judgment and exile, culminating in holocaust-like images of mothers boiling their own children for food during the siege of Jerusalem.

One need not wonder how this affected Jeremiah, for he tells us explicitly, “My joy is gone; grief is upon me; / my heart is sick within me. . . . Oh that my head were waters, / and my eyes a fountain of tears, / that I might weep day and night / for the slain of the daughter of my people!” (Jer 8:18; 9:1 ESV). As this statement makes clear, Jeremiah is extremely personal, emotional, and transparent in his writing. Especially noteworthy is a series of introspective passages that have been called the “Confessions” of Jeremiah, found in 11:18-23; 12:1-6; 15:10-12, 15-21; 17:14-18; 18:18-23; and 20:7-18. These confessions contain laments, complaints, and questions. They are frank, transparent, emotional, and unguarded. They are not a glimpse into Jeremiah’s soul; they are a picture window. Despite the trauma and hardship, Jeremiah is found faithful at the end. He perseveres in his call and ultimately makes peace with it, embracing it when he easily could have moved on to greener pastures. He contemplates the burning wreckage of Jerusalem and offers not only a stirring lament but also one of the most compelling reminders of God’s mercy and steadfast love in all of Scripture. It would be a stretch to say that Jeremiah experienced a happy life; indeed, one might be reluctant to use the words flourishing or thriving to describe Jeremiah. However, there is no doubt that he processed his trauma in a way that was generative and that preserved his spiritual integrity.

Facing the hard questions. We mentioned in the introduction to this chapter that many people think the goal of hardship is to move through it as quickly as possible. This is not Jeremiah’s response. In fact, a very helpful point of contact for those who suffer today may be to consider the questions that Jeremiah raises about his own suffering. They are strikingly familiar and up-to-date. Consider the following:

Why me? Jeremiah struggles profoundly to make sense of his life. He cannot explain why he suffers. Not unlike Job, he seems to suffer unjustly and receive no explanation from God. He bluntly exclaims, “Woe is me!” and ponders the related question “Why is my pain unceasing?” (Jer 15:10, 18 ESV). Later he asks, “Why was I ever born?” (Jer 20:18 NLT). He feels his life is pointless and incoherent. He simply cannot make sense of the chaos that engulfs him.

Where is God? When Jeremiah looks inward he asks, “Why me?” When he looks outward he asks, “Where is God?” Both questions are cries of a troubled mind speaking to a wounded heart. Jeremiah looks outward and sees devastation, sin, and destruction. Where is God in the midst of these times? Why does God not protect his chosen people? If God providentially orders the cosmos, why has it come to such a bad end? Particularly poignant is Jeremiah’s statement in Lamentations 2:5 (ESV): “The Lord has become like an enemy; / he has swallowed up Israel; . . . he has multiplied in the daughter of Judah / mourning and lamentation.”

Where are my friends? Jeremiah’s trauma is compounded by abandonment. He is alone. When he most needs support from others, he finds none. In Jeremiah 11 the people of Anathoth, his hometown, plot to take his life. As he expresses it, “I hear many whispering. / Terror is on every side! / ‘Denounce him! Let us denounce him!’ / say all my close friends, / watching for my fall” (Jer 20:10 ESV). In Lamentations, passers-by, neighbors, and lovers ignore his plight and the plight of the people of Israel (Lam 1:12, 17, 19). It is common for those who are experiencing trauma to marvel that the rest of the world keeps turning, not even noticing their horrendous sufferings. Jeremiah expresses the exact same concern. Though these passers-by do nothing directly to harm him, their lack of awareness and disregard is read as an active rejection and intentional harm.

How long, O Lord? This question is by no means unique to Jeremiah. It occurs at least 20 times in Psalms alone. But Jeremiah also raises this cry against God (Jer 12:4). Similarly, he wonders when his pain will ever cease (Jer 15:18). In Lamentations 3:3 (ESV) he cries, “Surely against me he turns his hand / again and again the whole day long.” His suffering takes him to the limits of his endurance. He looks ahead with anguish and fear, asking “How long?” and “What next?”

Jeremiah’s questions are not to be read as a formula for processing trauma or necessary steps to growth. They are simply authentic cries of pain and confusion. We do not need to press these questions on those who suffer, but for those whose hearts resonate with Jeremiah’s questions, it may be of substantial consolation to know that they are not alone. It may give people some measure of validation to know that Jeremiah has walked these roads before them.

Practical lessons from Jeremiah. Of course, some roads end badly. It is noteworthy that Jeremiah’s road ended well. What guidance can be drawn from him for those who seek generativity and spiritual integrity in the midst of their traumatic suffering? Jeremiah models the following practices.

Appropriate introspection and self-reflection. In his trauma, Jeremiah does not just question God; he also questions himself. He acknowledges his own sin and his people’s sin. Suffering leads him to “examine his ways,” an examination that calls for a “return to the LORD” (Lam 3:40). Some wounds beggar explanation, but others are brought on ourselves by our own hardness of heart or sinful misdeeds. Jeremiah acknowledges that people sometimes place the yoke of suffering on their own necks. He knows that he is not a mere victim.

A discipline of “active recollection.” Trauma makes one forgetful. One thought drives out another; the anguish of suffering drives out thanksgiving for God’s goodness and mercy. This leads to a distorted view of both God and one’s circumstances. Jeremiah resists this distortion by a discipline of active recollection. Devastating judgment is before his eyes, but he calls his mind back to the steadfast love of the Lord. He reminds himself that God’s mercies never come to an end (Lam 3:21-23). He does not close up the room of his trauma but rather opens its windows and allows the morning light of God’s mercy to shine in. In bitterness he makes room for hope (Lam 3:24). No matter how dark the present chapter of his life, Jeremiah realizes that it is not the final chapter. The story of the kingdom of God ends in a wedding, not a funeral. That means that if it were a Shakespearean play, it would be a comedy, not a tragedy! Jeremiah reminds himself that traumatic devastation is always penultimate, never ultimate.

Narrating his story into the broader story. Trauma is made penultimate partly by placing one’s life into a larger whole. Jeremiah’s story was not a self-contained narrative bounded by his own threescore and ten. His life was part of a story that would continue long after he died. Consider Jeremiah 29:11, one of the most famous (and misquoted) passages in all of his writing: “For I know the plans I have for you, declares the Lord, plans for welfare and not for evil, to give you a future and a hope” (ESV). This passage is often read as a personal assurance for a suffering individual. But the preceding verse frames this promise differently: “For thus says the Lord: When seventy years are completed for Babylon, I will visit you, and I will fulfill to you my promise and bring you back to this place” (Jer 29:10 ESV). Jeremiah’s message is that the exile will not be of short duration as other prophets are promising. They will not be back in two years. In fact, they will never come back within their lifetimes. The exile will last for 70 years. They should build houses, give their daughters in marriage, and seek the welfare of the city of their exile. They will live the rest of their years in exile and die in a foreign city.

The hope Jeremiah offers is a hope for the next generation. God’s memory is long. He will restore his people from exile, but it will be accomplished only for their children and their children’s children. This passage asks the people to renarrate their lives into a larger and much longer story. It is an exhortation to find meaning and purpose in the larger narrative of the kingdom of God rather than in the confined boundaries of their own personal lives.

One cannot help but wonder if contemporary Christianity has become too focused on the present and centered on the individual to embrace readily the alternative eschatological narration described above. Ultimate reconciliation and restoration are simply too remote for the microwave generation. For our society, an eschatological vision is really no vision at all. What good is a promise if it will help my children but will not help me? Who needs healing in the next world—I need it now! But for Jeremiah a hope for a better future was a real hope. Restoration for a future generation was real restoration. A story in which he was not the hero was still a good story. This may seem culturally distant to modern Americans, but the simple fact is that the eschatological nature of justice, reconciliation, and the fulfillment of divine promises is actually a central and unavoidable part of the Christian faith. Expecting it to be otherwise will only compound our disappointments.

Understanding vocation as divine appointment, not personal choice. Jeremiah’s ability to press on despite his traumatic life experiences is partly attributable to his conviction that he had received a divine call. His life mission was not something he found by “looking inside himself.” It was not the result of taking a strength assessment. His call was not a personal dream; it came from the outside, not the inside. Indeed, the word calling itself reminds us of this. We do not call ourselves; someone else has to call us. The decision to take up a call is the decision to make one’s life about something outside oneself and beyond oneself. In Jeremiah’s case, this was a call to speak the words of God to the people of God in the time and place that God appointed. Personal fulfillment was not the compass that directed his vocational quest.

An external notion of calling may be a helpful resource for those experiencing traumatic suffering. While trauma often shatters one’s self-generated plans and dreams, an external locus of calling and meaning may prove more durable. Viktor Frankl (1985), writing of his traumatic experiences in Auschwitz, certainly found this to be the case. He stated that “the true meaning of life is to be discovered in the world rather than within man or his own psyche. . . . Being human always points . . . to something or someone, other than oneself. The more one forgets himself . . . the more human he is and the more he actualizes himself” (p. 133). Perhaps this wisdom from Jeremiah and the Holocaust could help transform contemporary visions of suffering as well.




Potential Positive Outcomes of Trauma-Related Suffering

According to the biblical worldview, most or all suffering is the result of the entrance of sin into the world. While it is possible that some adversity accompanied the pre-fall state, it is clear from Scripture that the curse amplified the difficulties faced by human persons (Gen 3:16-19). Nevertheless, God does have ways of using the evil of the fallen world. The Bible never confuses evil with good, nor does it attempt to bleach pain from the fabric of suffering. What it does do, and do consistently, is set suffering in the broader and higher context of the providence and purposes of God. In spite of its origins in the fall, suffering is bent to the purposes of the stronger will and higher purposes of a benevolent God.

The Bible states this in global terms in Romans 8:28, reminding us that God works all things together for good to those who love God and are called according to his purpose. But it also states this in more personal terms, reminding us of both the benefits of suffering in the building of virtuous character (Rom 5:1-5; Jas 1:3-5) and the benefit that our suffering brings to others. For example, the suffering of Joseph makes possible the provision for the rest of his family during a famine (Gen 50:20). Lest we think this is unfair, Scripture also reminds us that suffering works in exactly this twofold pattern in the life of the Lord Jesus: it contributed to his character in that he learned obedience from the things he suffered, and it also contributed to the good of others because “once made perfect, he became the source of eternal salvation for all who obey him” (Heb 5:9).

According to Scripture, at least three kinds of goods can result from suffering. First, some of the pain we experience in our fallen world is the direct result of our own wrongdoing. In these cases, God’s punishment for our waywardness is intended to serve a corrective function. However, much of the suffering we face, particularly in the context of trauma, is the result of the sins of others or comes from the general disorder of our world, leading to two further kinds of goods: the nurture of enduring traits of character and a reorientation toward relationship with God and others. Below we will look at these kinds of goods in more depth.

Suffering and purification from sin. Sometimes suffering is a marker for the presence of sin. For those within the covenant, God’s punishment is often the result of the breach of covenant requirements. Leviticus describes the escalating levels of punishment and travail that will result should the covenant partners refuse to turn back to the Lord in fidelity at each level of discipline (Lev 26:14-39). Each set of circumstances from the Lord’s hand provides a new opportunity to “listen,” to heed the Lord. The provision of multiple opportunities for correction extends not only to members of the covenant partnership but also to those outside it, with varying results. Pharaoh, for example, experienced brief changes of heart in the midst of the plagues; he recognized that the suffering of his nation was the result of his own sin and that of his people (Ex 9:27-28; 10:16). Sadly, Pharaoh reversed his position yet again, subjecting his people to further suffering and tragedy. In such instances, suffering and hardship are the self-caused result of sin. Yet suffering possesses potential to bring about good results by being a signpost that indicates the presence of disorder. Just as physical pain provides a marker that something is awry, so other kinds of suffering can direct one away from damaging behavior.

Suffering as character formation. The second kind of good resulting from suffering is that of virtuous character formation. As in the tradition of eudaimonism, the biblical writers affirm that the best goods for the human person are those that endure. While many such goods are unique to the Christian vision, such as those pertaining to the afterlife, others are shared in common with eudaimonistic thought. In particular, Scripture describes various character traits that can result through suffering. The virtues become stable and enduring features of the character of the person who obtains them. James, echoing the themes of Old Testament wisdom, encourages believers to rejoice because suffering can result in maturity (perfection, completion) of character (Jas 1:2-4). He contrasts the instability of the good of riches (Jas 1:10-11) with the enduring good that comes to those who withstand trial and difficulty (Jas 1:12). In various Old Testament wisdom texts, the righteous person’s suffering is compared to the affluence and apparent flourishing of the wicked. The goods and pleasures of the wicked ought not to be envied, because they are fleeting. Riches and wealth, for instance, can be lost in an instant through death or disaster (Ps 37:2, 20, 36, 38; 73:18-20). The contented wicked are placed “in slippery places” (Ps 73:18 ESV). The righteous person endures through disaster and ultimately through death.

Some virtuous character traits appear only in the context of pain and suffering. Forgiveness is pointless if there is no sin. Wisdom is the skill of living well, and living well requires no skill in paradise. Maturity is often marked by the ability to overcome increasingly difficult challenges (Nash, 1988). Evils and dangers make the cultivation and employment of wisdom more necessary than it would be without them (Lactantius, 1994). Paul explains that the suffering he underwent from his “thorn” was given to help him learn humility and dependence on Christ (2 Cor 12:6-10). The author of Hebrews describes the result of hardship as “the peaceful fruit of righteousness” (Heb 12:11 ESV).

Suffering as a worldview modifier. The third set of potential positive outcomes engendered by suffering relates to the reorienting function of difficulties. Scripture consistently expounds the theme of the redirection of one’s thoughts, desires, and attention toward the things of God (Col 3:1-4). Suffering and pain can help bring needed perspective. Paul encouraged the Corinthians by insisting that trials can bring about inward renewal. “So we do not lose heart. Though our outer self is wasting away, our inner self is being renewed day by day” (2 Cor 4:16 ESV).

Shifting our attention away from ourselves can be a difficult task. We naturally judge all affairs from our own point of view. We try the goodness of God in our own courts, but it seems that God at times uses suffering to accomplish a change in venue. He uses suffering to capture our full attention, and once he has our attention, he communicates in no uncertain terms a most unwelcome message: I am God and you are not!

There is no better example of this in Scripture than the experience of Job. Job was a righteous man who suffered much. Worse yet, he suffered for no reason—at least no reason that was apparent from his vantage point. His unwelcome counselors ironically maintained the focus on Job himself, prodding and probing his claim of righteous innocence. Throughout the discourse, the focus is on Job, on what has happened to him, on what he has done and what he has not done. The tension builds for over 30 chapters, until finally God speaks. At this point the venue of the trial of God’s goodness changes dramatically. No longer is the courtroom in Job’s jurisdiction. In fact, Job’s entire affair is swept aside with a thrilling and frightening thunderclap of God’s creative power. The only resolution to the suffering Job has endured is found when Job proves willing to change the focus of his attention from himself to God. He humbly acknowledges, “I know that you can do all things, / and that no purpose of yours can be thwarted. . . . I have uttered what I did not understand, / things too wonderful for me, which I did not know” (Job 42:2-3 ESV).

Suffering has served as Job’s instructor. He has learned to know God better. He has seen his Redeemer with fresh eyes—eyes cleansed by the tears of suffering. His suffering has not been explained, but it has been set into context, and thereby it has been substantially diminished. This is a hard and theocentric sort of theodicy, but it is a theodicy that restores God and humanity back into proper relationship.

The reason suffering often contributes to flourishing is that it provides a reorientation and reevaluation of one’s pursuits. Adverse events show us that we are fragile, that the future is uncertain, and that what happens to us can be random. Adverse events show us the limits of the human condition and bring into question our assumptions about ourselves and the world. They help people recognize their need for God and for other relationships. People realize they need to pursue “what really matters.” Suffering is a gift, but not an intrinsic one. It is not to be sought for its own sake, nor should it be tolerated passively. At minimum, it should serve to lead us back into relationship with and dependency on God.




Suffering and the Flourishing Life: Implications for Therapy

What are the implications for therapy of this analysis of suffering and human flourishing? In the first place, a fuller appreciation of suffering can guide our decision making in therapy. Rather than assuming that alleviation of the suffering is the immediate or primary target, attention may be paid to the role of the suffering in pointing to sin, in producing character, or in reorienting the client’s worldview.

Second, a greater understanding of the role of suffering can impact the goal of treatment. A Christian view of the flourishing life sees God as the supreme Good, which leads us to align our character with God’s and to a life characterized by worship. As noted above, God can use our suffering to accomplish these goals. Suffering can lead to increasing conformity to the character of Christ. It can also reorient the Christian toward the God who promises to redeem suffering and who suffered with us in the form of the cross. In this way, suffering takes on meaning in the hands of an all-knowing and loving God.

A third implication of considering suffering in light of the flourishing life is the crucial role that narrative assumes in the healing process. The connections must be drawn between suffering and one’s life projects in a way that authentically reflects both the suffering one experiences and the sense that suffering makes in light of one’s pursuit of a flourishing human life. “Happy is he who suffers and knows why” (Paul Claudel, as cited in Hauerwas, 1986, p. 31).

If we do not write suffering into our life stories, it remains a constant interruption or intrusion. When individuals do not engage with the significance of suffering for their worldview—when they deny the impact of the suffering—they isolate it from their “real story.” They refuse to narrate their suffering into their stories, thus failing to allow it to contribute in positive ways to their lives. Stanley Hauerwas (1986) notes that “one of the problems with suffering is that it alienates us from ourselves—‘this thing that is happening to me is not me.’ But it is exactly the ability to make the suffering mine that is crucial if I am to be an integral self” (p. 25).

In contrast, finding a place for suffering in our narratives provides the suffering with meaning or, at a minimum, allows us to claim the suffering as ours. Every doctor can testify to the importance of indicating the causes of suffering (even if it is cancer) because the patient, knowing the cause of his or her suffering, is comforted by being able to name the affliction. Somehow it domesticates suffering if we are able to locate it in our world. A Christian perspective on the flourishing life takes this a step further in its emphasis on the teleological goal of flourishing and its understanding of calling. Our suffering can lead us to flourishing as we become increasingly conformed to the image of God, as demonstrated in the life of Christ. Suffering can also be understood as accomplishing God’s purposes, as serving the divine calling on our life. We see examples of suffering that produces God-pleasing character (Rom 5:3-5; Jas 1:2-4), advances the spread of the gospel (Phil 1:12), authenticates one’s calling (2 Cor 11:23-29), or confirms one’s identity as a child of God (Heb 12:7). In all these situations, biblical authors narrate their suffering into the context of their callings.




Conclusion

In this chapter we have argued for the usefulness of considering suffering in the context of the flourishing life. When life is rightly considered as the pursuit of the objectively good life in which we live as we were intended to live, reflecting God’s image, then suffering can be evaluated in light of its contributions to that telos or end. Considering suffering in purely hedonistic ways limits our ability to enable our clients’ healing and growth and may even hinder their ability to flourish. In contrast, facilitating our clients’ weaving of their suffering into the tapestry of a meaningful life can aid in healing, growth, and ultimately the pursuit of the highest Good, who suffered on the cross and was resurrected to bring us abundant life.
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While many counselors have extensive experience in treating individuals who have suffered from what is generally referred to as trauma, studying the neurobiological aspects of trauma may appear daunting. There is a growing consensus, however, that neuroscience will play an increasingly significant role in the research and practice of counseling (Gabbard & Kay, 2001; Goss, 2015) Thus, an understanding of the neurobiological systems involved in stress response is essential for any mental health professional (King & Anderson, 2004).

What we will attempt to do in this chapter is to provide an overview of neurological stress systems and address how a neuroscience-informed approach to trauma provides the clinician with additional layers of assessment and conceptualization (Goss, 2015). An additional goal will be to discuss how, as neuroscience increasingly informs clinical practice, it should inform psychoeducational dialogue with clients (Miller, 2016).

The subjective level of stress that an individual experiences may vary by stressor, situation, genetics (Yehuda & LeDoux, 2007), and preexisting trauma history (Frissa et al., 2016). And while experiencing acute versus chronic trauma may result in somewhat divergent consequences (Sperry, 2016), the physiological response to stress generally involves the same neurobiological systems, regardless of the nature of the traumatic event. An understanding of the nervous system, as well as the effect of trauma and trauma treatment within a neurobiological framework, is useful in the counseling process. Therefore, we will provide an overview of critical brain regions and their functions, along with a direct examination of the neurological effects of stress and trauma, before discussing the application of neuroscience to the counseling process.


Overview of the Nervous System and Major Brain Systems

When considering the neurobiological factors involved in trauma, it is important to first review and locate the brain within a biopsychosocial model (McRay, Yarhouse, & Butman, 2016). Because of its complexity, many counselors avoid including the brain as part of the counseling process. However, given the brain’s crucial role in processing stimuli, adapting to the environment, and coordinating responses to physical, psychological, and social stressors, an understanding of the major divisions of the brain is critical in developing a comprehensive understanding of trauma.

The brain and spinal cord are collectively referred to as the central nervous system (CNS). The remainder of the nervous system, a collection of neurons and nerve fibers that innervate other organ systems, is called the peripheral nervous system (PNS). The PNS has two major subdivisions: the somatic nervous system (SNS), which innervates muscles involved in voluntary movement, and the autonomic nervous system (ANS), which controls numerous involuntary systems such as endocrine glands, respiration, heartbeat, and digestion. The ANS has a sympathetic division involved in fight or flight responses and a parasympathetic division known as the rest and digest system.

As the brain develops in utero, it divides into three major subsections based on morphological landmarks (see Schneider, 2014, for further detail). An examination of the layers of tissue reveals that as the embryo grows, a unique tube begins to develop just under the surface. Called the neural tube, it will later become the nervous system. One end of this tube, which is hollow in the middle, will become the brain, and the other end, the posterior tip of the spinal cord. In the normal process of development, the tip of the neural tube, which is housed in the skull, develops three bumps that later form the forebrain, midbrain, and hindbrain. Within these three major subdivisions, a process of ongoing specialization and subdivision takes place throughout fetal development. This process leads to a key principle of brain function: the deeper and lower the brain region, the more primal the function; the higher up from the spinal cord, the more complex the function.

Hindbrain. Deep down in the brain, where it fuses with the spinal cord, lies the first bump on the neural tube. This region, referred to as the hindbrain, contains three components. The first, the medulla (or medulla oblongata), is the transition point between the spinal cord and the brain and serves as the deepest boundary of the brain. The medulla is responsible for regulating the internal processes that keep us alive, such as heart rate, breathing, and blood pressure. Its primary function is to keep involuntary systems vital for our continued survival. Because of its importance and deep position in the brain, the medulla develops early on and remains fairly unchanged. It should come as no surprise, then, that damage or disruption of this area can have life-threatening consequences.

As we move higher up into the brain, we find that the hindbrain contains two additional regions. The pons and cerebellum lie just above the medulla and form the remainder of the hindbrain. The pons assists the medulla in its life-support role, aiding in the regulation of breathing. It also takes on considerably more complex responsibilities. Involved in sleep and arousal, the pons also controls reflexive movements of the head and neck. It acts as a relay for incoming messages from the body as well as outgoing commands to the muscles. Adjacent to the pons is the cerebellum. Deriving its name from the Latin term meaning “little brain,” the cerebellum is involved in motor control as well as balance and coordination. It has also been implicated in some forms of learning, memory, and attention.

Midbrain. As we continue ascending into higher brain regions, we transition from the hindbrain into the next major bump on the neural tube, known as the midbrain. The midbrain is the smallest of the three developmental regions but is still quite important and complex. It is subdivided into two sections, the roof and the floor. The roof, or tectum, sits to the right and left sides of the midline. The tectum contains several bumps called the inferior and superior colliculi. The inferior colliculi are critical to hearing and responding to auditory information. As signals come into the ear, they are rapidly sent to the inferior colliculi, which then pass them along to higher brain regions. This coordination between lower and higher regions allows hearing to be coordinated with head and neck movements in order to determine the location of a sound.

Just above the inferior colliculi are the superior colliculi, whose role is to unconsciously process visual information coming from the eyes in order to coordinate head, neck, and bodily movement. For example, reflexively moving your head out of the way of a softball or adjusting your gait as you reach the top of a set of stairs happens without much conscious thought, thanks to the superior colliculi.

Sitting under the roof of the tectum (the superior and inferior colliculi) is the floor of the midbrain. This floor is called the tegmentum and forms the second half of the midbrain. As noted, the brain increases in complexity in its higher regions. Thus, just as the tectum increases in its functional complexity by processing sensory signals that begin outside the organism (whereas the hindbrain is primarily involved in regulating the internal survival systems), so does the tegmentum focus on more complex tasks. For example, the tegmentum contains many specialized subsystems that are involved in arousal. It also contains regions that act as power generators for higher systems, such as voluntary movement and motivated behavior. In many ways, it acts like a manufacturing plant, where chemicals needed for complex behavior and thought are produced and then shipped up to higher brain regions.

While the tegmentum has a number of important subregions, an area especially relevant to understanding trauma is the ventral tegmental area (VTA). The VTA is perhaps one of the more critical regions of the midbrain because of its role in the production of the neurotransmitter dopamine. Dopamine is involved in a number of critical systems within the brain, including movement (Parkinson’s disease, a movement disorder, develops as a result of the death of dopamine-producing cells near the VTA). Dopamine has also become increasingly recognized for its fundamental role in the brain’s reward system.

Activation of cells within the VTA results in the release of dopamine into higher brain regions involved in the processing of significant stimuli. For example, VTA dopamine release has been linked to natural reinforcers such as food, water, and sex (Russo & Nestler, 2013). Many drugs of abuse and addiction hijack the VTA-dopamine system and cause it to activate the higher brain regions that receive this dopamine by triggering its release or mimicking dopamine (Volkow et al., 2001). This hijacking, and the resulting overuse of the reward system, ultimately results in diminished neurological functioning that may never be fully recovered.

Together the tectum and tegmentum have a considerable capability to respond to external stimuli and are able to respond with greater flexibility than a hindbrain region such as the medulla. Neurological issues involving the hindbrain or midbrain are typically life-threatening and would most likely be treated by a neurologist. Yet it is crucial for mental health professionals to understand the roles the hindbrain and midbrain play in the functioning of higher brain regions, where numerous mental health issues reside. For example, within the context of trauma, midbrain regions play a significant role in the detection of, processing of, and autonomic response to threatening cues.

Forebrain. Sitting atop the midbrain, and developing from the most anterior bump of the neural tube, lies the forebrain. Of the three developmental regions, the forebrain is the largest in mammals and displays a dazzling complexity. The forebrain is an especially plastic region of the brain. This neuroplasticity, or soft-wiring, is key to understanding the incredibly complex nature of human psychological experience. Numerous neurological processes, such as language, memory, creativity, abstract thought, and emotions, find their home in the forebrain.

As with the rest of the brain, we find that there are layers upon layers of interconnected subsections within the forebrain, each possessing a variety of functional capacities. The forebrain can be subdivided into two major subsections, the diencephalon and the telencephalon. The deepest subsection of the diencephalon is continuous with the midbrain and forms the hypothalamus. Connected to the pituitary gland, which sits outside the brain, the hypothalamus is involved in primary drives and motivation such as eating, drinking, temperature control, and reproduction.

The hypothalamus acts as the hormonal liaison between the body and the brain. It triggers release of its own hormones and stimulates release of pituitary hormones into the blood supply. It also detects hormones in the bloodstream released by other organs in the body. The hypothalamus and pituitary gland are critical in regulating reproductive cycles, growth hormones, and stress response. The hypothalamus detects what is going on inside the body and plays a critical role in the body’s response to stress and trauma. In connection with the VTA, the hypothalamus serves as a motivation center for the brain.

Above the hypothalamus, the midbrain’s tectum flows into the diencephalic region known as the thalamus. As the primary relay station for the senses, the thalamus takes input from the eyes, ears, mouth, and skin and sends these processed signals up to higher brain regions where our conscious perception is anchored. Sitting above the diencephalon is the telencephalon. The telencephalon expands outward from the midline of the brain in a symmetrical fashion. Because of this symmetrical nature, there are left and right hemispheres for each telencephalic subdivision. The telencephalon is made up of three major subregions: the limbic system and the basal ganglia, which are interconnected, and the outermost layer, the cerebral cortex.

Limbic system. The limbic system is a network of brain regions interconnected with other telencephalic sites, such as the cerebral cortex and diencephalon (i.e., the thalamus and hypothalamus). Yet three regions of this system are not part of the diencephalon or the cortex and deserve attention: the hippocampus, amygdala, and septum. While hardwired for certain prescribed responses, these three regions are remarkably flexible and thus have a greater ability to adapt to environmental changes and therefore therapeutic interventions. Here we will focus on the hippocampus and amygdala.

A major function of the hippocampus is to take information that has been identified by the brain as important (whether we are consciously aware of it or not) and to store it for later use. The procedure of processing and storing memories is called “consolidation” and is the manner in which all learning occurs. Memories may be consolidated and retrieved intentionally, such as when you are studying for an exam. However, learning may also occur unintentionally. We often remember things that we did not intentionally try to store. Memories such as a funny thing our friend did when we were little, the smell of our grandmother’s house, or the details around a betrayal of a friend may have never been intentionally set to memory yet may be vividly recalled later in life. These memories may contain detailed information as well as powerful emotions and sensations. The hippocampus is directly involved in the consolidation of these unintentional, emotional, and episodic memories. As will be discussed more fully, the role of the hippocampus in memory consolidation is central to an understanding of the brain’s response to stress and trauma, as well as to the recovery process (Getz, 2014).

Some have argued that the reason we do not remember many things from our early childhood is due to an immature hippocampus. Yet while we may not remember details from our early years, it does not mean that there are not significant memories consolidated by the hippocampus that may have profound effects on us (Poulos et al., 2014). Thus, the hippocampus is involved in the formation of emotional bonds, attachments, and traumatic memories that lie beneath our consciousness. These unconscious memories are critical to psychological development and have far-reaching developmental impacts (e.g., healthy sexual attitudes and behaviors).

The amygdala is an almond-shaped structure situated in the limbic system that sits toward the tip of the hippocampus. The two amygdalae (one in the right and one in the left cerebral hemisphere) are located just under the surface of the cerebral cortex, near our temples. Long known to be involved in emotion and emotional learning, the amygdala is connected to the hypothalamus and the midbrain. Negative emotions such as fear and anxiety, as well as associations with emotional events, are connected to the amygdala. During the hippocampal process of consolidation, the amygdala influences and modulates how that memory is stored. If there is a high degree of emotion associated with an event, and thus increased involvement of the amygdala, there is an increase in the likelihood of that memory being stored. Given its connections to the hypothalamus, which is involved in regulating stress hormones and survival drives, and its connections with the midbrain, which is involved in detecting significant stimuli in the environment, it should come as no surprise that the amygdala is conveniently situated alongside the hippocampus to influence the formation of emotional memories (Shin & Liberzon, 2010).

Basal ganglia. Interlaced with the limbic system are the basal ganglia. Among the several subregions, the caudate nucleus, putamen, and globus pallidus are significant for their involvement in movement, motivation, and the integration of emotions. Of particular importance to the discussion of trauma is the fact that the basal ganglia are central in setting the body’s overall anxiety level (Getz, 2014). Extraordinarily intricate in their connections, these regions show a high level of plasticity compared to deeper brain regions. This plasticity allows them to learn complex goal-directed movements, as well as form nuanced layers of motivation that move beyond eating, drinking, and sex. For example, the willingness to put one’s own body in harm’s way in order to protect someone else requires complex levels of motivation that go well beyond basic survival instincts.

Because of their connection to the midbrain, the basal ganglia (along with the cortex) appear to be major target sites for midbrain VTA dopamine (Ikemoto, Yang, & Tan, 2015). Disruption of the basal ganglia, or their dopamine input, may result in movement disorders, motivational issues, and anxiety symptoms (Gunaydin & Kreitzer, 2016). A number of diseases are related to the basal ganglia. These diseases, such as Parkinson’s and Huntington’s disease, tend to display disruptions to movement. In addition, many drugs of abuse trigger the release of dopamine or activate dopamine receptors in the basal ganglia (Koob & Volkow, 2016).

Cerebral cortex. The outermost layer of the brain, which has a wrinkled and gray appearance, is the cortex. Neurologically, it is what sets humans apart from virtually every other species. The cortex enables our cognitive abilities and complex psychological experience. It is through the cortex that we exercise abstract thought, develop nuanced language, plan far into the future, and contemplate and solve complex problems. While the cortex contains numerous regions and systems, four primary cortical lobes can be identified: the frontal, parietal, temporal, and occipital lobes. These four lobes are made up of folded layers of tissue called gyri, which are composed of multiple layers of neurons and are involved in numerous tasks and functions. While there is a great degree of consistency between individuals in the way their gyri and lobes are formed, there is also a level of uniqueness from person to person.

While interconnected and complex in their roles, the four lobes of the brain also carry out discrete functions. For example, the occipital lobe is primarily involved in processing visual information. The temporal lobe is critical for hearing and language. The parietal lobe is involved in touch and space as well as integrating the senses. The frontal lobe is involved in higher-order thought and executive functioning. While all are important, each lobe appears to play its own part in helping us sense, integrate, process, and act on information from the world around us. It is here, in the cortex, that our conscious psychological experience emerges. The cortex is one of the last regions of the brain to finish its development and is one of the most flexible and plastic regions within the brain. Thus, it is also within the cortex that mental health interventions can have profound effects.

Additional trauma-related neurological subsystems. Early research in the physiology of stress has focused on the interconnection between the sympathetic division of the autonomic nervous system and the adrenal system located adjacent to the kidneys (Sapolsky, 2015). This sympathetic adrenomedullary (SAM) system is responsible for the release of the neurochemical epinephrine, also known as adrenaline. To initiate the SAM response, sympathetic neurons in the spinal cord communicate with the adrenal glands. This direct neural signal triggers the production and release of adrenaline into the bloodstream. Upon release, adrenaline binds to receptors on various target organs, causing elevated heart rate, increased blood flow to muscle tissue, and vasoconstriction in the skin and gastrointestinal area.

Incorporating hormones produced by the hypothalamus and the pituitary gland, a second hormonal stress-response system, the hypothalamic-pituitary-adrenocortical (HPA) axis, activates the adrenal glands via hormones released into the bloodstream. The HPA is often associated with chronic stress and the hormones cortisol and glucocorticoids (GCs; Gądek-Michalska, Spyrka, Rachwalska, Tadeusz, & Bugajski, 2013). The HPA response originates in the hypothalamus, from which neurons secrete corticotropin-releasing hormone (CRH) to stimulate the anterior pituitary to release adrenocorticotropic hormone (ACTH). ACTH is released into the bloodstream and elicits a release of GCs from the adrenal glands as long as the stressor (and ACTH) persist, affecting various organ systems throughout the body. During the HPA stress response, cortisol is released as a protective measure to manage organ damage and to promote adaptive behavior (Bale & Epperson, 2016). While the SAM and HPA systems are often understood as independent, they are in fact interconnected. The fight/flight/freeze response, originating from the SAM, functions to increase vigilance and arousal, which can activate the HPA stress response. In addition to the hypothalamus, several other brain areas show a sensitivity to these stress hormones. Neural pathways connected to the limbic system involve regions such as the amygdala, the hippocampus, and portions of the prefrontal cortex. The involvement of numerous systems allows for psychological and social stimuli to be involved in both the initiation and perpetuation of the stress response (McEwen, 2012).




How Brain Systems Respond to Stress and Trauma

Now that we have completed our primer on brain regions, we can move on to a more detailed description of how the brain responds to trauma and stress. This partial overview of the brain was necessary to help the reader understand the complexity of the interrelated systems that make up the central nervous system and to help the reader more fully understand the nature and impact of trauma on the integrated neurobiological system. As with any discussion of the brain, it must be noted that, while growing rapidly, our understanding of the brain remains limited. The sheer complexity and interrelated nature of the nervous system makes a comprehensive understanding of the brain problematic. Thus, the reader will recognize that the following discussion is intended to be a summative clinical guideline that undoubtedly will be developed over time.

The neurodevelopmental impact of trauma. Trauma results when stress overwhelms an individual’s existing stress-response systems, inhibiting recovery from the stressor. Often this loss of neurological equilibrium results in physical, psychological, and functional declines (Getz, 2014). In cases of severe or chronic stress, a healthy baseline may never be fully recovered, particularly without intervention. An individual who has been exposed to chronic stress may remain hindered from recovery on a neurological level, even after the cessation of the stressor (Gray, Rubin, Hunter, & McEwen, 2014). Thus, long after a traumatic experience, an individual must operate from a compromised physiological and psychological baseline. This disrupted baseline can have a severely disruptive effect on an individual’s overall behavior, self-regulation, and mental health (Carr, Martins, Stingel, Lemgruber, & Juruena, 2013). And while trauma at any age can lead to mental health issues, the brain appears to be especially vulnerable to the effects of trauma during particular developmental stages (Dunn, Nishimi, Powers, & Bradley, 2017).

It will be of no surprise to most clinicians that many instances of trauma occur during childhood. This is particularly unfortunate neurologically, as childhood contains several psychologically and neurologically critical windows. The earlier an individual experiences trauma in the lifespan, the more likely it is that he or she will suffer long-term negative effects (Ogle, Rubin, & Siegler, 2013). One of the key development periods occurs during infancy.

Trauma during these early years can pose a particularly serious threat to long-term neurobiological function. Trauma, with its neurological ramifications, is experienced differently depending on the age when the trauma occurs (Perry, 2009). This is largely due to the hierarchical nature of neural development discussed above. As in stage theories of development (e.g., Erikson, Freud), early dysregulation will be built on as development progresses, leading to subsequent dysfunction. This type of neurological dysregulation is detrimental as it significantly increases the sensitivity and duration of the stress response. This oversensitivity results in excessive use of the infant’s physiological stress systems and an overexposure to excess cortisol released by the HPA axis. Researchers have found that trauma in infancy can promote long-term dysregulation of the HPA axis (Kindsvatter & Geroski, 2014; Kuhlman, Vargas, Geiss, & Lopez-Duran, 2015).

Similarly, within the first five years of life, trauma can significantly decrease brain volume, inhibit the downregulation of cortisol, and slow general recovery from acute stress (Kuhlman et al., 2015). This difficulty in regulation can lead to serious disruption in a child’s overall behavior as well as his or her ability to function in social and academic settings (Kisiel et al., 2014). This developmental period of sensitivity may differ between male and female children because of the effects of gonadal hormones on HPA organization and functioning. Thus, the timing of trauma within childhood may have a significant impact on later symptomology (Bale & Epperson, 2016; Kuhlman et al., 2015).

Allostasis. One of the primary functions of the brain is to identify stressors and threats, recall and select appropriate responses to them, and then execute those responses. These functions ultimately facilitate adaptation based on the physiological and psychological consequences of past experience and allow the brain and body to return to a state of homeostasis. In the case of normal stressors, this process is adaptive and efficient. The process of seeking homeostasis in the face of stress is commonly referred to as allostasis (McEwen & Wingfield, 2003; McEwen et al., 2016). Regardless of whether the brain categorizes stress as good, tolerable, or toxic, stressors may alter neurobiological structure and function. As noted, this is especially true if the stress is experienced early in life (Shonkoff, Boyce, & McEwen, 2009).

Good stress, or eustress, can be understood as positive arousal and excitement. Eustress triggers hormonal responses but generally does not produce lasting negative physiological consequences. Tolerable stress may be caused by a stressor that contains a negative or potentially harmful component that requires an adaptive response in order to reduce potential damage to the system. An adaptive level of stress response, also known as allostatic load, generally occurs within a specific time-limited window and serves to protect the organism. Toxic stress, however, may be understood as the result of a massive, unmanageable stressor or the chronic presence of a stressor that cannot be properly dealt with or avoided. Toxic stressors are likely to overload an organism’s ability to cope with the threat and to result in physiological, neurological, and psychological damage (Grant et al., 2014; McEwen et al., 2016).

Trauma may be understood, then, as an overwhelming of the allostatic system, which may result in long-lasting and maladaptive neurophysiological, psychological, and social outcomes. Exposure to multiple or repeated toxic stressors can result in a cumulative impact and overload and erode the protective allostatic response, causing psychological trauma and physiological damage to the brain and other organ systems (McEwen, 2013). As noted above, stressors evoke physiological, psychological, and behavioral responses. In the event of a tolerable allostatic response to stress, physiological and neurological systems will gradually return to homeostasis, whereas toxic stress is likely to result in dysregulation of these systems. This neurophysiological dysregulation is correlated with maladaptive patterns of self-regulation of emotions, thoughts, and behavior (i.e., trauma, complex trauma, posttraumatic stress disorder; Bergen-Cico, Wolf-Stanton, Filipovic, & Weisberg, 2016).

Resilience. The allostatic response and the subsequent ability to respond to stressful events may often be understood by counselors as resilience. Defined by Rutten et al. (2013) as “successful adaptation and swift recovery after experiencing severe adversity” (p. 4), resilience plays a central role in the clinical treatment of trauma. The impact and role of resilience in trauma can be seen throughout four phases: the initial trauma or stressor, a consequent decline in either mental or physical health, a period of recovery, and finally the establishment of a new baseline from which the individual will operate moving forward. This process of decline, recovery, and establishment of a new baseline may vary by stressor and the individual’s unique susceptibility, but the general sequelae tend to follow this model. Resiliency involves the epigenetic interactions between genetics, neural functioning, and the environment (Gillespie, Phifer, Bradley, & Ressler, 2009; Rutten et al., 2013). Regarding specific neural pathways, brain systems involving both stress response and reward pathways are critically important to resilience. Systems such as the HPA axis, the sympathetic nervous system, and the mesolimbic reward pathway utilize various hormones throughout the body to activate long-term stress adaptation (Gillespie et al., 2009; Kasanova et al., 2016). While stress and trauma affect everyone, the genetic predisposition of the individual plays a significant role in the brain’s baseline ability to adapt to stress and trauma.

Secure attachment is considered a significant component of resiliency (Karreman & Vingerhoets, 2012). Throughout childhood and adolescence, it is critical for an individual to develop a secure bond with his or her primary caregiver (Tost, Champagne, & Meyer-Lindenberg, 2016). This bond is first achieved through proximity and responsiveness, ultimately leading to trust. Trust allows the child to develop cognitive schemas that can adaptively integrate affective experiences. As the individual grows, this bond plays a significant role in resilience formation. Through his or her experiences with attachment in adolescence, the individual may develop emotion-regulation competencies and create an internal working model through which he or she may effectively understand and interact with the world (Rutten et al., 2013).

Similar to healthy attachment, positive emotion has also been found to provide an important source of resilience, as it may decrease pain experience and assist in psychological health recovery (Rutten et al., 2013). Researchers suggest that the presence of positive emotions may buffer against the negative effects of stress, resulting in improved physiological functioning. Positive emotion may seem a rather elusive construct, yet researchers have found tangible evidence regarding its role in resilience (Gloria & Steinhardt, 2016). Positive emotion has even been found to have a modest degree of heritability and provides a critical window during which emotional reactivity is largely determined (Roth, 2012; Straussner & Calnan, 2014). Chronic stressors often serve to decrease positive emotion during the time the stress is being experienced, yet chronic stressors such as malnutrition, adverse environmental conditions, and poverty may have a lasting impact on an individual’s stress systems over time, resulting in an inability to manage stress or fear and to experience positive emotions. For example, animal studies have found that poverty negatively altered brain plasticity, reduced cortical gray matter, and impaired amygdala and hippocampal functioning (Lipina & Posner, 2012).

Memory. Any approach to trauma treatment must address not only the resulting symptomology of the trauma (e.g., anxiety, depression, maladaptive behaviors) but the memories of the trauma as well. This is evidenced by the multiple diagnostic criteria for posttraumatic stress disorder (PTSD) that address symptoms related to traumatic memories (American Psychiatric Association [APA], 2013). Thus, in order to understand and effectively treat the effects of trauma, it is necessary to further explore the manner in which traumatic memories are stored and subsequently utilized within the brain.

As mentioned, the amygdala is central to the processing of episodic memory. Yet it is also critical to the overall stress response and is often considered the primary fear-processing region of the brain. A primary functional goal of the amygdala is to assess potential threats and subsequently store those experiences for future threat assessment. These memories affect how the individual remembers and responds to similar stressors in the future (Parsons & Ressler, 2013; van der Kolk, 2002). The hippocampus, a neighboring region of the limbic system, is similarly connected to fear and threat conditioning. As the hippocampus is also involved in long-term memory processing, it too plays a crucial role in the formation and storage of traumatic memories (Tallot, Doyère, & Sullivan, 2016).

Both the amygdala and hippocampus are adept at responding to daily stressors. Yet in the face of extreme stress or trauma, the responses of and changes to these regions may diminish an individual’s ability to manage future stress of any type (Bergen-Cico et al., 2016; Nalloor, Bunting & Vazdarjanova, 2014). For example, GCs in the hippocampus affect spatial and episodic memory as well as mood regulation. GCs released as a result of chronic stressors may atrophy hippocampal cells and reduce their connectivity, ultimately affecting memory storage and recall. In fact, those suffering from dissociative PTSD symptoms have been shown to have reduced gray matter volume in the hippocampus (Nardo et al., 2013).

In addition to these two fear-processing regions, the prefrontal cortex (PFC) plays a central role in managing stressors (Lanius, Bluhm, & Frewen, 2011; Lanius et al., 2001; Rinne-Albers, van der Wee, Lamers-Winkelman, & Vermeiren, 2013; Tyler, 2012). As previously discussed, this region is the center for rational thought, decision making, and higher-order cognitive processing. Yet the PFC shares connection with and is significantly affected by both the SAM and HPA. Thus the impact of stress on the SAM and the HPA can also have a significant impact on the PFC and can affect the way traumatized individuals consciously process traumatic experiences (Parsons & Ressler, 2013). Chronic stress has been shown to atrophy and reduce connections in the PFC, resulting in cognitive rigidity and increased vigilance (McEwen et al., 2016). Cognitive distortions frequently seen with PTSD (e.g., magnification and minimization) become quite understandable in light of the mediating effect fear plays on memory consolidation and cognitive functioning. Similarly, stress responses may impair a traumatized individual’s ability to determine steps forward subsequent to the trauma. This impairment often leaves those suffering from PTSD with a sense of hopelessness about their future in addition to the hopelessness they may have experienced as a part of the traumatic stressor.




Implications for Treatment

As stated at the beginning of this discussion, exploring the neurobiological dimensions of trauma may appear overwhelming to some. Indeed, any description of the brain’s role in psychological functioning should carry with it a recognition of the limitations of our current knowledge about neurobiological processes. The sheer complexity of the brain displays the wonder of God’s creation (Ps 139; Rom 1:20). Yet we may increasingly glean insights from scientific observation that can guide our understanding of creation and suggest how best to intervene within that system. This is particularly true in regard to the clinical applications of neuroscience.

As noted, one of the primary roles of the brain is to sense, process, and store experience in order to develop homeostatic patterns that guide future functioning. These templates manage most common threats that present themselves in daily life (e.g., stopping quickly at a red light). Trauma occurs when the events of life move outside those homeostatic patterns and thus the brain’s ability to manage the circumstance. Therefore, trauma ultimately disrupts the brain and body’s ability to maintain, or return to, homeostasis. This neurophysiological dysregulation and resulting psychological distress may lead to numerous negative outcomes for the individual.

As anyone who has been in an auto accident can attest, the driver experiences an immediate loss of equilibrium (e.g., increased heart rate, shaking hands, sensation of heightened senses). Yet ideally the neurological system quickly determines that the threat has passed, and the sympathetic and parasympathetic systems begin to return to a more balanced state. However, for many, and particularly for those who seek treatment for symptoms related to trauma, an initial loss of neurological equilibrium may lead to longer-term consequences. In the case of extreme or chronic stress, the initial responses of the brain’s stress-response systems (e.g., HPA, SAM) may become neurologically hardwired. In other words, what is designed to be a temporary response to threat may become established as the new homeostatic level of functioning.

While the hippocampus and amygdala are designed to determine the nature and severity of threats, they do so based on past experiences. Thus, through the overwhelming of the brain’s allostatic system, a sense of threat may be sustained well after a stressful event or life circumstance has passed. Knowledge of this process is imperative for clinicians and their clients, as it displays a central tenet of neurology that informs trauma treatment: the brain changes through experience. Trauma symptoms develop through experience, and so treatment must seek to facilitate neurological change through experience. A client can no more easily “get over” their trauma than they can forget how to walk. Both were learned through experience and thus are a part of a homeostatic system.

Unfortunately, because of a lack of understanding on the part of individuals and society, trauma symptoms are often overlooked after the traumatic event. Yet as the individual continues to struggle in a state of disequilibrium, they will frequently seek some form of neurological, physiological, and psychological equilibrium. These attempts may lead to maladaptive behaviors such as substance abuse, social isolation, and avoidance (Hammack, Cooper, & Lezak, 2012). Thus, clients presenting with a history of trauma may well display symptoms of chronic substance use as well as relational and professional difficulties.

As discussed, the brain’s ability to accurately form new memories can be disrupted following trauma (Nardo et al., 2013). This is especially true in regard to memories of the traumatic event itself (Dekel & Bonanno, 2013). Thus, clinicians should avoid seeking to determine the accuracy of a traumatic memory. The subjectivity of trauma (Yehuda & LeDoux, 2007), as well as the brain’s disrupted ability to process and store memories related to the stress, makes the exact details of the events less crucial than the neurological and physiological processes that maintain the traumatic state.

In addition to deficits in memory, traumatized individuals may display significant disruptions in overall cognitive functioning. Trauma has been shown to disrupt attention as well as general executive functioning (Getz, 2014). This is in large part due to the communication that takes place between the PFC and midbrain structures such as the limbic system. Ideally, the PFC maintains regulation of the limbic system and other midbrain structures. Within the typical allostatic system, the PFC becomes less active as the midbrain assesses and responds to basic threats. In the case of trauma, however, the midbrain can become dominant, limiting the individual’s ability to effectively carry out executive functions such as planning or logic. Thus, clients who present with symptoms of poor executive functioning (e.g., inattention, poor decision making) should be assessed for trauma history to determine appropriate treatment.

Additional trauma symptoms described in the Diagnostic and Statistical Manual of Mental Disorders (APA, 2013) can also be understood in light of the neurological impact of trauma. For example, while not fully understood, the amygdala appears to play a central role in the presence of flashbacks, due to its connections to memory storage and retrieval as well as the infusion of emotion into memory (Storm, Engberg, & Balkenius, 2013). It is also important to note that the midbrain, and thus the amygdala, is not directly, or consciously, controlled by the individual. This helps to explain the intrusive nature of flashbacks and is also relevant to other common trauma symptoms such as dissociation. Research indicates that dissociation occurs in part because of the effect of trauma on the hippocampus (Ross, Goode, & Schroeder, 2015). Thus, the core symptoms of trauma generally function outside the individual’s volition. While this may appear somewhat obvious to clinicians who have treated traumatized individuals, it may not be as clear to clients, who may be bewildered by the apparent hijacking of their behaviors and emotions.

Neurological impact of psychotherapy. Considerable space in this chapter has been devoted to discussing the neurological basis for trauma symptoms. Yet it is also important to discuss the manner in which the brain recovers, or is hindered from recovery, and how treatment can aid the healing process. Fortunately, research has repeatedly shown treatment to be effective in reducing trauma symptoms (Bradley, Greene, Russ, Dutra, & Westen, 2005). And while numerous treatment modalities have been used to address trauma, it is beyond the scope of this chapter to cover the various options in depth. Extensive bodies of literature explore the effectiveness of approaches such as trauma-focused cognitive behavioral therapy (Ehring et al., 2014), neurofeedback (Reiter, Andersen, & Carlsson, 2016), and eye movement desensitization and reprocessing (Watts et al., 2013).

Common to the various approaches to treatment, however, is the facilitation of the client addressing the various cognitive, behavioral, and physiological aspects of the trauma in a safe and gradual manner. This commonality begins to make sense in light of the key neurological realities discussed earlier, specifically that the brain must change through experience. In order for any treatment modality to be successful in changing the brain’s homeostatic functioning, it must allow the individual to activate, and then regulate, the very neurophysiological networks underlying the trauma symptoms. Each of the above-mentioned modalities requires the client to identify, monitor, and regulate their cognitive and physiological symptoms.

For example, exposure therapy, a form of cognitive behavioral therapy, requires a client to gradually face fear-inducing stimuli while maintaining a state of relaxation. By facing the fearful stimuli, the areas of the brain affected by the trauma are activated. Yet instead of allowing himself or herself to become enveloped by their trauma response, the client learns to increase his or her own regulation, thus bringing the brain back to a more ideal state of homeostasis. This repeated process ultimately leads to lasting neurological changes.

Helpman et al. (2016) found that prolonged exposure therapy led to an overall reduction in the volume of the anterior cingulate cortex (ACC) within the midbrain as well as an overall reduction in PTSD symptoms. Similar to a reduction in the ACC, psychotherapy has been shown to reduce the overall activation of the amygdala while increasing the activation of the PFC and hippocampus (Thomaes et al., 2014). This implies that, with therapy, there is a gradual reduction in the emotional content associated with the trauma (in the amygdala) as well as increases in cognitive processing (in the PFC) and an increased ability to process and store new memories (in the hippocampus).

The role of medication in trauma treatment. While the brain can and does change, it does not change quickly or easily. The neurological effects of trauma are often hardwired. Thus, clinicians and clients must be prepared to gradually work through the treatment process, allowing the brain the time it needs to change. This patience will be all the more necessary in those who have suffered trauma early in life. As discussed, early trauma can have a far more significant impact on later neurological and psychological functioning (Kuhlman et al., 2015).

In cases of early trauma, but also with trauma experienced later in life, clients may need to determine whether medication should be incorporated into their overall treatment plan. As with other areas of mental health treatment, there is increasing evidence that the incorporation of psychotropic medication with psychotherapy can prove beneficial (Thomaes et al., 2014). In fact, the combination of psychotherapy and psychotropic medications is now considered an industry standard for the treatment of many mental health issues (Gabbard & Kay, 2001; King & Anderson, 2004). Common classes of medications used in the treatment of trauma include antidepressants (e.g., SSRIs) and anxiolytics (e.g., benzodiazepines). These medications are generally utilized to address trauma symptoms of anxiety and depression.

More recent studies show the potential benefit of pairing anxiety-reducing medication with exposure to fearful stimuli (i.e., reminders of the trauma) in order to weaken the overall neurological patterns associated with that stimuli (Parsons & Ressler, 2013). Compounds such as ecstasy, psilocybin, and other nontraditional forms of medication have also been explored as potential treatments for trauma (Mithoefer, Grob, & Brewerton, 2016). These compounds decrease amygdaloid over-excitation, resulting in decreased anxiety (Johansen & Krebs, 2009; Oehen, Traber, Widmer, & Schnyder, 2013).

The scope of the current chapter does not allow for an in-depth analysis of these or more mainstream psychopharmacological treatments of trauma. For more information, see Preston, O’Neal, and Talaga (2013). Prescription medications have become increasingly common in the treatment of mental health issues, including trauma (Olfson, Blanco, Wang, Laje, & Correll, 2014). Thus, in order to ethically carry out clinical tasks such as referring clients for medication evaluations or coordinating treatment with prescribing physicians, counselors must be able to understand and confidently utilize basic neuroscientific information in the clinical context. This is especially true in regard to the treatment of trauma.

Trauma and psychoeducation. Much of the current chapter has focused on the usefulness of neuroscientific knowledge to the counselor’s conceptualization of trauma. Yet, as Miller (2016) posits, not only must counselors be educated and competent in the utilization of neuroscience in the assessment and conceptualization of cases, but they must also be able to educate their clients about treatment-relevant neuroscientific information. She explains that psychoeducation has long been an essential component of mental health treatment, and thus as neuroscience increasingly informs clinical practice, so should it inform psychoeducational dialogue with clients.

Many trauma victims struggle with their response at the time of the trauma. For example, instead of fighting back or calling for help, sexual assault victims may find themselves frozen. This freezing, otherwise known as tonic immobility, is a temporary state of physiological immobility brought on by an overwhelming of the allostatic system. Learning about this involuntary/reflexive response to trauma can help trauma survivors understand why they were unable to respond when the trauma was first experienced and why they continue to find themselves unable to move when they become afraid. This response is rooted in the autonomic nervous system and, as a result, is difficult to extinguish long after the traumatic event has passed. This state can become a learned response in trauma survivors that may be reexperienced when they subsequently encounter situations involving extreme fear (Abrams, Carleton, Taylor, & Asmundson, 2009). Explaining the neurological basis of this response may allow the client to view his or her reaction more accurately, rather than seeing it as a personal failure.

Psychoeducation can play a similarly normalizing role in trauma treatment in regard to explaining why clients cannot merely get over the traumatic events of the past. Explaining the hardwired nature of the neurological response to trauma not only frees clients from the shame of their ongoing symptoms but also prepares them for the long-term nature of treatment and recovery. The counselor can serve as a guide to assist clients in understanding how their brains were changed by trauma, how those changes relate to the symptoms that daily affect them, and how treatment can reduce the effect of trauma on their lives.




Conclusion

Scripture describes a call “to bind up the brokenhearted, to proclaim freedom for the captives and release from darkness for the prisoners” (Is 61:1). It is difficult to imagine a group more in need of this freedom and release than those who have been traumatized. Trauma is a condition of extreme complexity and severity. Stemming from a vast spectrum of acute or chronic stressors, trauma affects many facets of emotional and physical functioning, yielding serious short- and long-term neurobiological consequences for affected individuals. Having an understanding of the neurobiological systems that underlie trauma is of great importance to the mental health professional and those called on to provide support, understanding, and a framework for recovery.

While research remains somewhat limited regarding the neurobiology of stress, trauma, attachment, and resiliency, there is a growing body of literature describing the neurological impact that severe stressors, trauma, and complex trauma have on individuals. With an understanding of both the neurobiological processes involved in the formation of traumatic memories and the difficulty in managing the neurological, emotional, and psychological consequences of trauma, counselors will be better able to help clients understand their particular symptoms and to develop strategies for helping them manage and potentially overcome their traumas. By taking advantage of the plasticity of cortical systems and by understanding the more difficult-to-access subcortical regions where the emotional responses are housed, mental health professionals can be empowered to help their clients develop compensatory responses and to provide the scaffolding necessary for their clients to begin the process of recovery.
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