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Preface



Life brings its blessings and its tragedies, and in the midst of it all, growth-fostering, healing relationships can leave an indelible mark on our psyches and in our lives. The literature is replete with data that now show the intrinsic value of supportive therapeutic relationships and the ways in which they can inspire growth and promote healing following devastating losses. As an introductory text to crisis and trauma counseling, we present an integration of cutting-edge, evidence-based theoretical constructs and models used in crisis and trauma work by counselors—such as cognitive behavioral therapy, behavioral therapy, neurofeedback, and mindfulness-based practices—and we underscore the fundamental role that relationship plays in therapeutic healing.

Throughout the course of our more than 15-year collaboration, we (Thelma and Shane) continue to discuss challenges and opportunities related to counseling and the complexities that people face in living life. As referenced in Chapter 11, we have partnered in responding to numerous community traumas and challenges, and we have worked with hundreds of people who have shared their healing journeys with us. We have also researched and published various works and imagined the content and tenor of a book that focused on a counselor’s work with crisis and trauma. When we were afforded the opportunity to write this introductory text on crisis and trauma counseling, we had a vision for what we hoped to offer our readers. We also invited the visions of colleagues who generously shared their expertise and experiences related to their practices in crisis and trauma counseling. As you read this text, know that you have a community of scholars and practitioners who share in this most important work with you.

Now, we invite you to think for a moment to a time when you may have desperately wanted to help a client or another person, but in spite of your best efforts, you were unsuccessful. Consider the dynamics that interfered with your ability to truly connect in a way that your client could trust. Perhaps it was hard for your client to trust that she or he could be helped or that you would know how to help. Perhaps, the latter may have even been the case. It could also be that your client feared being truly genuine and honest with you, afraid that your judgment would be ultimately painful. Perhaps your client’s painful experiences with previous authority figures made it difficult to imagine a different outcome with you. Alternatively, oppressive societal messages could induce shame and mistrust within your client that could make authentic disclosure understandably challenging.

One of the goals of this text is to think about our clients by considering their current and historical social contexts and by exploring nuanced and progressive views of relational dynamics to help navigate the process of healing. We also provide a relational roadmap for how to truly see and be with your clients in ways that take into account the challenges that all relationships, including therapeutic ones, invariably bring. We explore the role that power, privilege, culture, and context play in navigating a growth-fostering therapeutic process in crisis and trauma work.

This book is intended for counselors and mental health professionals interested in learning evidence-based, cutting-edge theories and practices in crisis and trauma counseling, and we introduce a relational framework attuned to offering dignity and respectful care. Relational-cultural theory (RCT) affords dignity and provides theory-grounded guidance to conceptualize the complexities inherent in healing counseling relationships. We also introduce and describe the wide range of modalities used in trauma-specific counseling and trauma-informed care. We believe that readers familiar with RCT will resonate with the growth-fostering principles involved in therapeutic work as applied to crisis and trauma counseling. In addition to evidence-based models frequently used in crisis and trauma work, readers unfamiliar with RCT will be introduced to a progressive counseling theory that informs and complements the numerous evidence-based practices and models included in this text.

Manualized practices offer potential structures for what many counselors do in crisis and trauma counseling. For example, cognitive processing therapy (Resick, Monson, & Chard, 2014) and trauma-focused cognitive-behavioral therapy (TF-CBT; Cohen, Mannarino, & Deblinger, 2006) outline processes to explore maladaptive trauma-related cognitions and provide steps to desensitize people to the acute distress and avoidance of traumatic memories (Resick et al., 2014). As we outline the informed research base and structure offered by evidence-based treatments, we invite you to share in our commitment to provide relational and creative counseling with people living in the immediacy or aftermath of crises and traumas.

A major emphasis in this text explores how and who we are with people in distress. Chapters 1 and 2 provide a rich framework for conceptualizing the dynamics and processes in relationships that bring life-sustaining connections, authentic experiencing, and shared power. The established literature in counseling and trauma research emphasizes the centrality of the bonds and shared creativity formed in the counseling space. In this introductory preface and throughout the text, we articulate how we see the extant research into the counseling relationship, creativity in counseling, and relational neuroscience support, and we validate the tenets of RCT proposed more than 40 years ago (Miller, 1976).







The Counseling Relationship

Meta-analytic research into counseling outcomes has revealed that when counselors (a) establish and maintain connections with a wide variety of clients, (b) work with people collaboratively and responsively toward mutual goals, and (c) infuse evidence-based and theoretical constructs naturally and authentically, they most benefit their clients (Wampold, 2015). In fact, Wampold’s (2015) research clearly shows that counselors who focus solely on manualized treatments and prescriptive approaches are minimally effective at best. By contrast, Wampold has articulated a contextual model of counseling in which people experience a real relationship in counseling, work toward mutually defined goals, and experience hope that counseling will work for them. These relational principles overwhelmingly predict counseling outcomes and are foundational for crisis and trauma work.


Mutual Empathy

In reviewing how contemporary researchers articulate empathy in counseling, we found that they reiterate what RCT scholars define as mutual empathy (Jordan, 2018). As cited in Wampold (2015, p. 271), Gelso (2014) defined the therapeutic relationship as “the personal relationship between therapist and patient marked by the extent to which each is genuine with the other and perceives/experiences the other in ways that befit the other.” Likewise, Bessel van der Kolk (2014) has contended that social reciprocity builds the kind of relational contexts where people can feel safe, connected, and less alone in their suffering. Our social reciprocity (van der Kolk, 2014) and engagement in real counseling relationships (Wampold, 2015) closely reflect what RCT scholars call mutual empathy. Jordan (2018, p. 7) has explained mutual empathy as “I empathize with you, with your experience and pain, and I am letting you see that your pain has affected me, and you matter to me.” We navigate this mutuality following principles of relational ethics, and we describe the nuances of ethical connection and mutual empathy in Chapters 1 and 2. When working with people in crisis, or those who have experienced trauma, the mutuality we share and the real connections we support and nourish can begin to invite the potential for hope on the basis of authentic and affirming experiences in the counseling process.



Integrating Creative and Relational Practice With Trauma-Informed Care

Creativity is a key feature in many evidence-based and manualized treatments for trauma. On the TF-CBT training site, the Medical University of South Carolina (n.d.) states that “TF-CBT is best delivered by creative, resourceful therapists who have developed close therapeutic alliances with their clients” (para. 7). Many other prominent cognitive-focused, evidence-based treatments highlight the role of creativity as an effective practice, including cognitive therapy (Beck, 2012), cognitive processing therapy (Resick et al., 2014), and the Cognitive Behavioral Intervention for Trauma in Schools intervention (Jaycox, Langley, & Hoover, 2018). Although manuals and protocols can provide structure and protocols, a counselor’s and client’s shared creativity fuel the process of counseling (Duffey, Haberstroh, & Trepal, 2016). Finally, expressive and creative approaches— such as movement, music, yoga, dance, play, and art—allow for creative expression of pain that transcends words. Whole body approaches (Porges, 2011) that ignite our inner rhythms through expressive mediums can integrate sensory and fragmented memories, calling on the strength of community when shared in groups (van der Kolk, 2014).



Context, Culture, and Society

Throughout this text, and specifically in Chapter 3, the authors explore how societal messages, cultural norms, and historical and cultural traumas create expectations that can support healing or isolate people from resources and connections that can provide hope. Historical collective traumatic experiences pervade generations of people who suffered abuses of power, disenfranchisement, and rejection of their humanity. Our perceptions and true experiences of powerlessness and injustice resonate throughout cultures and across generations (Yehuda & Lehrner, 2018). These contextual and historical traumas can be seen in physiological markers of health, experiences of well-being, and neurological functioning. Trauma, when experienced collectively, leaves an imprint on society. Fortunately, counselors can provide healing contexts to attenuate these legacies; they can also engage in constructive social action to advocate for and enact compassionate and culturally responsive social change (Hartling & Lindner, 2017).



Relational Neurobiology and Trauma

Our brains evolved to connect and thrive in social contexts where we give and receive care, understanding, and compassionate feedback. In Chapter 4, we provide an overview of the relational brain, and we explore how trauma can disrupt and override our natural responses to stress and create distance in interpersonal relationships (Banks, 2011; Banks & Hirschman, 2015). These disconnections are especially profound when people suffered abuse within their close relationships or in contexts where they expected interpersonal and physical safety (Banks, 2011; Banks & Hirschman, 2015). van der Kolk (2014) explored how our brains and our bodies can harbor the residual memories and emotional impact of trauma; he also contended that connections with others and creative mind-body interventions can bring life, and perhaps feelings of joy, back into a physiology fragmented by traumatic experiences. Many prominent researchers and practitioners have contended that the human brain is neuroplastic and that brain health thrives from bonding and growth-fostering connections throughout the life span (Banks, 2011; Banks & Hirschman, 2015; Porges, 2011, Shapiro, 2018; Siegel, 2015; van der Kolk, 2014). These scholars have articulated therapeutic models that integrate the body and brain in the healing process. Chapter 4 provides an overview of these connections and how these relationships can stimulate growth psychologically and neurobiologically (Banks & Hirschman, 2015).









Approaches and Models Specific to Crisis and Trauma Counseling

As we build on the relational, social, contextual, and neurobiological factors that help us understand and respond to the many forms of traumatic stress, we introduce prominent models and approaches that counselors follow when providing trauma-informed care. We see these approaches as practical and evidence-based pathways for healing that rest on a solid relational foundation. Chapter 5 highlights and explores the many decisional and relational factors involved in providing immediate and responsive care for clients experiencing acute distress. Chapter 6 provides examples and models for working with clients who suffer from the residual effects of traumatic stress, including posttraumatic stress disorder and acute stress disorder. Finally, Chapter 7 reviews factors and approaches involved when working with people experiencing suicidal ideations and plans. As you read through these various approaches and models that outline processes and decision trees found in crisis and posttrauma work, we hope that you conceptualize these models with a deep appreciation for the voluminous evidence supporting the primacy of the counseling relationship.








Developmental and Contextual Considerations in Crisis and Trauma Counseling

As you read Chapters 8–15, we ask you to consider the various losses and tragedies experienced by people, and how counselors offer their hope, resources, training, and presence to partner with them through turbulent times. These chapters offer an overview of the many faces of crises and trauma that occur throughout the life span and within distinct social contexts. For example, we explore a wide range of traumatic experiences—including sexual assault, sexual abuse, child abuse, elder abuse, and other violent acts—in Chapter 8.

In Chapter 9, we honor the many life crises associated with work, parenting, family life, and educational setbacks that can at times compound life stress and wear down people’s resilience, especially when they may feel isolated and alone (Jordan, 2018). Likewise, Chapter 10 speaks to various stressors, crises, and traumatic experiences commonly seen in families, such as divorce, infidelity, incest, child abuse, medical emergencies, and substance abuse. Chapter 11 reviews the various community crises that can occur—such as natural disasters, mass shootings, and community violence—and the means by which counselors can respond. Chapter 12 offers counseling considerations when working with veterans, and Chapter 13 offers K–12 information for counselors in the schools. You will also find common crises and traumatic experiences seen on college and university campuses in Chapter 14, as well as ways in which counselors can support students and others in these settings. Finally, in Chapter 15, we offer traditional and progressive perspectives on resilience and the ways in which resilience can be strengthened through relationships and the honoring of all people’s dignity.








Compassion and Care for Counselors

As is so often the case for counselors when working with others, we experienced our own losses, transitions, and community traumas and disasters during the writing and editing of this book. Our community neighbor, Sutherland Springs, Texas, experienced a mass shooting at the local Baptist church that destroyed entire families and affected community members far and wide. I (Shane) underwent a significant career and life transition via a major geographic move that not only affected my family and me but also those with whom I had shared life for 15 years. Finally, in the midst of this writing and the significant life-changing events Shane described, I (Thelma) experienced the most painful and significant loss of my life to date—the sudden loss of my precious mother. Crises come in many forms, and sometimes they come in clusters. As we are sure many of you can attest to, finding ways to care for ourselves and our well-being, with the compassion we hope to offer others, is critical to our personal welfare and continued work as counselors. We strongly articulate this message in Chapter 1 and reinforce it throughout the text.








Closing Thoughts

Our vision for this text was to present a most humane perspective on crisis and trauma experiences and to introduce cutting-edge, evidence-based resources and modalities for this work. We hope this text prepares you to conceptualize that experiences of crises and trauma can be interwoven in our lives in many ways. For example, a person may be in the throes of a loss when another turbulent life crisis or trauma arises, compounding the impact. We conclude by reiterating the great need for counselors to be prepared and trained in the complex understandings of crisis and trauma work. Moreover, we trust that this introductory text will provide you with a substantive foundation from which you can continue your growth and expand your potential for this most important counselor-client partnership.
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CHAPTER 1
Introduction to Crisis and Trauma Counseling

Thelma Duffey and Shane Haberstroh


There are critical incidences and traumatic events that occur daily in the lives of unsuspecting people. Every day, women, men, and children are in the midst of living their lives when, much to their horror, crises arise in their homes, schools, workplaces, and communities. Illnesses, accidents, job layoffs, and sudden deaths occur, seemingly out of nowhere, and people are plunged into crisis. Far too often, communities and the larger world experience critical events and tragedies of significant proportions. When these calamities occur, the media instantaneously broadcasts images of mass murders, war, and acts of terrorism and violence. These tragedies create unimaginable images in the psyches of contemporary society.





Introduction to Key Terms and Philosophies


Crisis

By definition, a crisis is often an immediate, unpredictable event that occurs in people’s lives—such as receiving a threatening medical diagnosis, experiencing a miscarriage, or undergoing a divorce—that can overwhelm the ways that they naturally cope. People can experience crises individually or as part of a group, community, or other connected system (James & Gilliland, 2013; Myer & Moore, 2006). Crisis experiences often compromise people’s feelings of safety and can induce feelings of fear, sadness, and even a sense of devastation. Crises can also interfere with a person’s ability to function in the world by negatively affecting several life domains, such as work, family, and social connections. Crises can aggravate existing emo tional injuries, further obstructing a person’s ability to respond to the incident. This aggravation can lead to a person’s sense of hypervigilance following a painful and unexpected violation of trust and safety. This violation can increase the intensity of a person’s feelings, resulting in a deepened experience of anger, anxiety, guilt, and grief. Furthermore, the “intensity, duration, and suddenness” (James & Gilliland, 2013, p. 8) of an experience may result in a person’s experience of trauma.



Trauma

Trauma involves an emotional, mental, and physical response to a powerfully negative experience or series of situations in which people perceived that they or a loved one experienced serious psychological, physical, or emotional harm (Substance Abuse and Mental Health Services Administration [SAMHSA], 2014). Trauma can result from an event or a series of events that subsequently causes intense physical and psychological stress reactions (SAMHSA, 2014). These experiences can include violence, sexual assault, abuse, neglect, disaster, terrorism, and war. Chronic abuse, abandonment, a tragic loss of a loved one, or war experiences, for example, can all result in trauma that can be both enduring and complex. In those cases in which complex trauma exists, a person experiences serious stressors that “(a) are repetitive or prolonged, (b) involve harm or abandonment by caregivers or other ostensibly responsible adults, and (c) occur at developmentally vulnerable times” (Ford & Courtois, 2009, p. 13).

These stressors can also involve complex interpersonal traumatic experiences such as betrayal, loss, rejection, and relational violence. People suffer trauma individually and within their communities. These tragedies, and the trauma that ensues, may upend the emotional, physical, and relational landscapes of communities, resulting in generational trauma—at times altering the fabric of that community for years to come (Dupré, Dawe, & Barling, 2014). In fact, history has shown how traumas and crises have helped shape the values of nations, diverse cultural groups, and generations throughout the years (Martz, 2010). As a result, these societal, cultural, and familial messages often guide an individual’s response to crises and trauma and can either derail or facilitate healing (Duffey, 2005; Hartling & Lindner, 2016). Every day, professional counselors assist people as they navigate life crises and the immediate and acute aspects of traumatic events and loss (McAdams & Keener, 2008).







Conceptualizing Crisis and Trauma

One of the purposes of this text is to practically identify the many faces of crisis, the ways in which crises can occur, and the relational processes that counselors can use when working through crises and traumatic injuries. We also explore important distinctions between crises and trauma because, although these terms are at times used interchangeably, there are clear differences that distinguish one from the other. Recognizing and understanding these differences is important to the work of counseling.

For example, although most people experience crises in their lives (e.g., relationship loss, acute illness, job loss, academic disappointments), not every crisis is followed by trauma. In other words, crises, in and of themselves, do not constitute a trauma, and they do not always lead to traumatic responses. In contrast, trauma can be seen as a profound and often overwhelming response to a critical loss or injury, such as accidents, deaths, and acts of violence.

Although crises tend to resolve over time, people undergoing trauma may continually experience flashbacks and other debilitating symptoms, such as nightmares, as well as physical, emotional, spiritual, and social concerns. Trauma can also result in a pattern of acute anxiety, depression, and posttraumatic stress. Like many loss situations, traumatic injuries can affect a person’s personal relationships; behavioral, sleep, and nutritional patterns; and ability to function in life. Empathic, informed, relational, and skilled professional counseling can support people undergoing periods of crises and experiences of trauma.






Trauma-Informed Care (TIC)

TIC is a model used by counselors and institutions to place trauma assessment, treatment, and recovery as a primary goal for counseling. SAMHSA, an agency within the U.S. Department of Health and Human Services, discussed how TIC involves using every person within an organization—from the president or chief executive officer of a company to the maintenance person, and everyone in between—in the service of health and healing. All parties involved recognize the role of trauma in a person’s life and understand that people use diverse coping mechanisms to deal with trauma. TIC also involves working with the whole being of a person, taking trauma history into account and considering the person’s coping mechanisms. TIC recognizes that trauma can affect a person’s interpersonal functioning, including interaction with others, work performance, and sleep patterns (SAMHSA, 2014).

This model considers the way that trauma can influence a person’s daily responses to events, potentially including isolation, anxiety, substance misuse, and over- or undereating that can increase health risks (SAMHSA, 2014). A person’s functioning and emotional, physical, social, and spiritual health can be affected. SAMHSA described how a person’s mind and body can be stuck in a state of threat when experiencing trauma because the brain is unable to filter information temporally and contextually. This condition can result in an impaired sense of self and disconnection, not only from one’s body but also from others. Disconnection can lead to a person’s distressing reactions to a traumatic event, including intrusive memories, images, thoughts, and dreams as well as a sense of feeling numb and dissociated. When faced with cues or triggers that mirror the trauma event, a person may react as if the trauma is happening in that moment. This experience can be perpetually devastating. As a result, a counselor’s compassion, responsiveness, and resourcefulness can bring needed support and relief.






The Relational Foundation for Crisis and Trauma Counseling

Numerous theories related to crisis and trauma counseling support counselors in this important work, and we offer a description and applications of the more prevailing theories in the following chapters. We also discuss outstanding resources in subsequent chapters, such as the American Red Cross, the American Counseling Association (ACA), and the National Child Traumatic Stress Network. In this chapter, however, we introduce the works of the Jean Baker Miller Training Insti tute and the Human Dignity and Humiliation Studies (HumanDHS); moreover, we identify these works and SAMHSA’s TIC model as foundational to this text.

This book is structured to provide counselors and mental health professionals with current essential information and examples of practical application to crisis and trauma counseling. Relationally framed, we emphasize (a) the power of the connections counselors form with people in crisis and as they work through traumatic experiences; (b) an intentional focus on safeguarding a person’s dignity throughout the work; (c) the relational, societal, political, and cultural contexts that affect a person’s experience of crisis and trauma; (d) the various contexts in which crises and trauma arise; and (e) the diverse means by which counselors can intervene and support people who face them.

We invited scholars and practitioners experienced in working with crisis and trauma situations to contribute to this book, and together, we draw on our practices and research as we discuss the many dynamics of crisis and trauma and strategies to promote hope and healing. With the exception of publicly documented crises addressed in this text, the case examples we use throughout the book are compilations of actual client stories, de-identified to protect confidentiality. Our goal is to provide you with guiding theories and interventions for working with crisis and trauma situations while underscoring the role of humane connection as a most salient feature of crisis and trauma counseling.

Relationship is at the core of counseling, as indicated in its definition (Kaplan, Tarvydas, & Gladding, 2014), and research speaks to the primary role of relationship in therapeutic success (Norcross & Wampold, 2018). It is therefore essential that counselors explore the means by which healing and compassionate relationships are formed, which is particularly salient when working with people following traumatic losses. We offer leading theoretical constructs focused on crisis and trauma counseling and integrate guiding relational principles throughout this text. Judith V. Jordan—renowned scholar and cofounder of the Jean Baker Miller Training Institute, which is home to relational-cultural theory (RCT)—also provides a detailed description of the role of connection in Chapter 2. We begin our discussion with a brief overview of RCT.






RCT

Counseling theories provide frameworks to understand the human experience. At the most fundamental level, our theoretical perspectives guide the questions we ask, the way we relate to our clients, and how we conceptualize the counseling process. RCT is based on the early works of Jean Baker Miller, who recognized that traditional psychological theories largely ignored the emotional needs of women and marginalized groups (Jordan, 2018; Miller, 1976). Miller (1976) discussed how these clinical models emphasized separation from others as key to human development (Hartling & Sparks, 2008; Jordan, 2017). In response, she documented what she saw as the undervalued, yet indisputable, relational strengths of women in her book, Toward a New Psychology of Women (Miller, 1976).

Her work with other RCT founding scholars at the Stone Center at Wellesley College evolved into a theory that identified the importance of authentic, mutual connection as particularly relevant to the experiences of marginalized groups. Since then, scholars have explored the unique challenges facing many men soci etally and have described RCT in application to counseling men (Duffey & Haberstroh, 2014). RCT’s focus on (a) the importance of growth through connection, (b) the societal and cultural influences that affect people’s responses to life and to one another, (c) the role of power and privilege, and (d) the means by which these factors affect a person’s response to trauma and resilience make it a progressive theory relevant to working with men, women, and children.








Relational Principles


Relational Neuroscience

RCT’s theoretical principles, particularly as they relate to trauma work, are supported by neuroscientific findings showing that human beings are “wired for connection” (Banks & Hirschman, 2015). Dr. Amy Banks, director of Advanced Training at the Jean Baker Miller Institute at Wellesley Centers for Women, has referred to this principle as relational neuroscience. Relational neuroscience addresses the impact of interpersonal exchanges on the brain and identifies the impact of trauma on a person’s neurobiological structure and changing brain chemistry. This change can affect the ways that people who experience trauma interact with others.

For some people who have already suffered compounded losses after trauma, recognition of brain change and its potential impact on relationships can be discouraging. Fortunately, research has indicated that people’s brains have the capacity to regenerate and heal. Scientists refer to this occurrence as the brain’s neuroplasticity (Banks & Hirschman, 2015). An awareness that growth-fostering connection with others (Jordan, 2018) and relational counseling experiences can promote brain health and influence neuroplasticity (Banks & Hirschman, 2015; Jordan, 2018) brings hope to people with trauma experiences and direction to their counselors. These concepts are addressed in Chapter 4.



Growth in Connection

According to RCT, the nature of a person’s relationships deeply influences one’s psychological development across the life span (Miller, 2008). Furthermore, mutually rewarding social connections facilitate emotional growth and a desire for continued connection (Banks, 2006, 2011, 2016; Lenz, 2016). The concept of growth in connection diverges from traditional psychological approaches that purport independence from others as a cornerstone to growth. In a sense, RCT reinforces the idea that people need one another, and it introduces a model that proposes how people indeed grow in relationship. This paradigm is particularly salient given that the United States, as a culture, commonly privileges stoicism and rugged individualism and often views presenting pain or expressing need as weakness (O’Malley, Arbesman, Steiger, Fowler, & Christakis, 2012).


Authenticity

In contrast, RCT recognizes the courage and strength involved in authenticity, and it identifies authenticity—the ability to represent oneself fully in relationship—as central to growth (Jordan, 2018). We believe that RCT’s reframing, and a counselor’s conceptualization of the client through this lens, provides a source of direction, hopefulness, and relief for people in crisis.



Context

Professional counselors and mental health clinicians using relationally competent principles consider the life circumstances and contextual factors that affect their clients. Context helps counselors look at all sides of a situation, and it brings perspective to behaviors, attitudes, and feelings that could otherwise be pathologized. For example, far too many women with trauma histories are disproportionately misdiagnosed with borderline personality disorder (BPD; Cloitre, Garvet, Weiss, Carlson, & Bryant, 2014; Lewis & Grenyer, 2009). We have worked with several women who held tightly to this BPD diagnosis after receiving it from former mental health professionals. Some of these women may experience “unstable relationships with others, efforts to avoid real or imagined abandonment, identity disturbances, [and other symptomology]” (American Psychiatric Association, 2013, p. 663), which are characteristically seen in BPD. In many of these cases, however, these women also have a history of exploitation, abuse, domination, and other misuses of power. These histories bring context to their diagnoses, and counselors can conceptualize their situations using a trauma-informed (SAMHSA, 2014) and relational lens.

Although diagnoses of BPD can be appropriate, there are several cases in which posttraumatic stress disorder (PTSD) is a more appropriate and realistic diagnosis (Cloitre et al., 2014; Lewis & Grenyer, 2009). For example, there is context to the way these women respond to situations, and their relationships, and focusing on these contexts may help them begin to understand their responses from a perspective that Jordan, Kaplan, Miller, Stiver, and Surrey (1991) described as an “internalized deficiency model of women” (p. 26). In these cases, women who internalize these deficiencies have difficulty noticing their own strengths and values, and “they end up believing the way they think and feel is unimportant” (Jordan et al., 1991, p. 27). This dynamic can set a woman up to carry a distorted sense of her own value.

Reconceptualizing client concerns from a strength-based, relational lens provides clients with an opportunity to face their crises or revisit their traumatic histories with self-compassion and a perspective that can support posttraumatic growth (Jordan, 2017; Kress, Haiyasoso, Zoldan, & Trepal, 2018), making the contextual aspect of RCT especially relevant to crisis and trauma counseling. See Sidebar 1.1 for more information on RCT.



Power

RCT examines the difference between power-with and power-over. Power-with reflects a shared power, whereas power-over involves exploitation, control, or dismissiveness. These dynamics can be played out within supervisory and personal relationships as well as in exploitive business dealings.



Central Relational Paradox

RCT shows that in spite of people’s yearning for connection, they sometimes engage in protective, but disconnecting, strategies that prevent their desired con nections. People may hide how they feel or think to maintain some semblance of life-giving relationship.








Sidebar 1.1 • Relational-Cultural Theory

Relational-cultural theory posits that people need healthy and meaningful connections in their lives for growth. Research now shows how the brain is actually wired to desire connection with others and can even grow from healthy connections. With this in mind, how do you instill this hope with your clients?







Strategy for Disconnection and Strategy for Survival

Given the protective nature of these disconnections, RCT conceptualizes these strategies for disconnection as also being strategies for survival. When people undergo chronic disconnection and worry that further attempts to connect will be met with more rejection or loss, they may behave in ways that keep them out of connection, even though connection is what they truly desire. They may act this way because they see themselves as essentially unfit for connection, or they fear being seen as unfit. In these cases, they may hide aspects of themselves that they consider defective, which results in forsaking their true nature to sustain a relationship or connection. Tragically, these efforts can result in continued disconnection and isolation.



Condemned Isolation

When loss through disconnection becomes chronic, or when people are alone in their experiences without support, they may experience what RCT refers to as condemned isolation, which RCT contends is the “greatest form of human suffering” (Jordan, 2008, 2017; Miller, 1976; Pompeo-Fargnoli, 2017, p. 65).



Relational Resilience

In contrast, when genuine relational connections are available and people are able to process their experiences in an environment of safety and respect, they are better able to experience what RCT refers to as relational resilience (Jordan, Walker, & Hartling, 2004, p. 32). Linda Hartling, former director of the Jean Baker Miller Training Institute and current director of HumanDHS, and Evelin Lindner, the founding president of HumanDHS (Hartling & Lindner, 2016), coauthor Chapter 15, which focuses on this important topic. Resilience is experienced in relation to others; therefore, RCT counselors acknowledge connection and mutuality as invaluable resources in their work with individuals experiencing crisis and trauma (Banks, 2006, 2016; Kress et al., 2018).



Relational Ethics

RCT counselors live out their steadfast commitment to the well-being of the client, which is at the heart of RCT, by practicing relational ethics. Relational ethics is a relatively new perspective that is less widely known than the mainstream approach called principle ethics, which is rule based and rooted in certain “absolute” moral principles. In principle ethics, counselors are taught to ask themselves “what should I do?” when faced with an ethical issue, whereas relational ethicists ask themselves “who should I be?” in this relationship with this client. In relational ethics, the focus is on the actor rather than the action (Remley & Herlihy, 2020).

Principle ethics privileges an ethical decision-making process that is linear, paternalistic, dispassionate, universal, and abstract. By contrast, relational ethics values a process that is holistic, mutual, intuitive, compassionate, personal, and contextual. Rather than searching for answers using a step-by-step, decision-making model, relational ethics instructs counselors to be comfortable with the contextual nuances of ethical decision making and to engage clients in this process (Birrell & Bruns, 2016). Finally, rather than taking a mental and emotional step back as the authority to determine and remedy ethical issues, relational ethics teaches counselors to remain fully present in the moment with their clients, engaging them in the process.

This is not to say that counselors applying relational ethics do not follow a logical mind-set or minimize professional standards. On the contrary, counselors following a relational ethical model respect both logic and mutuality when navigating ethical dilemmas. This approach is in contrast to models that promote searching for a universal principle that can be applied to a generalized “other” (Benhabib, 1987). In some respects, relational ethics makes greater demands on counselors because they cannot find answers by simply applying a model or consulting a code (Birrell & Bruns, 2016). However, this approach helps counselors to better grasp the client’s inner world and create a power-with dynamic that strengthens connection and fosters healing.








Counselor Compassion, Responsiveness, and Resourcefulness in Crisis and Trauma Counseling

Think for a minute to a time when you experienced an event that was outside of your control—an experience that may have felt like a punch to the stomach or an unexpected turn of events that some would consider debilitating. Imagine there was a counselor present. Now consider what that counselor could say or do that would, at least in part, create some sense of safety in that moment. You might imagine being comforted, heard, validated, and supported by your counselor. You might also imagine feeling connected with your counselor as you access and brainstorm your shared resources and strengths. Perhaps you can imagine feeling truly cared for and understood as you sort through the shock and loss of this experience. What could the counselor say or do that would communicate an understanding of your pain? What could the counselor do to communicate care and compassion?

Although people vary in the ways they express and receive compassion during times of injury or distress, they all need it. Counselor compassion, responsiveness, and resourcefulness are all vital to any experience with clients undergoing crises and traumatic experiences. Recognizing their impact is an integral part of serving clients in crisis and trauma situations.


Compassion

The Dalai Lama XIV was quoted as saying, “If you want others to be happy, practice compassion. If you want to be happy, practice compassion” (Dalai Lama & Cutler, 2009, p. 18). Compassion is an experience that can move the hearts of those who feel it and those who receive it. Gilbert and Choden (2013) described a counselor’s compassion as being particularly relevant, defining it as “a way to develop the kindness, support, and encouragement to promote the courage we need—to take the actions we need—to promote the flourishing and well-being of ourselves and others” (p. 98). This process involves connecting with another’s experience, feeling it, and wishing to make a difference in the experience.

Neff (2011) also offered a conceptual framework for understanding compassion. Much like the experience of RCT’s mutual empathy, in which the counselor is able to communicate to a client a sense of truly being moved and affected by the client’s experience (Jordan et al., 2004), Neff described the first step in experiencing compassion for others as noticing the suffering. Do we notice someone’s pain? Are we truly attuned to the other person’s experience? We cannot overlook the experience of a person whose experience is far different from ours and also believe we feel compassion. Without connecting in that way, we cannot connect with how difficult it may be to stand in that person’s shoes (Neff, 2011). Neff used the word “compassion” to describe the experience of “suffering with.” Through this connection, we feel a sense of warmth, caring, and the yearning to support the suffering person (Neff, 2011). In other words, we recognize and connect with the person’s inherent humanity as well as our own advocacy and sense of making a difference.



Responsiveness and Anticipatory Empathy

Judith V. Jordan highlighted the importance of counselors’ responsiveness in her discussions on anticipatory empathy. Jordan (2017) described responsiveness as involving a mutual interplay in which counselors use their emotional response to promote the well-being and growth of clients. For example, as counselors, we reflect on and anticipate how our responses may affect our clients. We notice, care, and solicit feedback from clients on how our actions affect them. Feedback is central to a framework delineated within developmental relational counseling, a model that provides a graphic illustration or roadmap for counselors to identify and consider their connection to their compassion and clarity, as well as their awareness of self and others, through feedback (Duffey & Haberstroh, 2012).

On a practical level, what are the ways in which counselors can respond to clients in crisis? For one, counselors working in crisis and trauma counseling recognize the devastation of loss as experienced in their clients’ lives and work with clients accordingly. For example, in the immediate aftermath of a trauma or crisis, counselors attend to a person’s loss of control, desire for safety, and basic needs (Zaleski, Johnson, & Klein, 2016). Counselors working with clients facing critical events focus on issues such as creating safety, assessing needs, providing human connection during a perilous time, and connecting clients with resources.

These responses differ in some ways from treatment for PTSD and other long-term mental health care needs, also discussed throughout the book. For example, counselors engaged in long-term trauma work, such as treating PTSD, also consider the impact of trauma on the brain and offer resources and interventions grounded in relational neuroscience and principles (Banks, 2011, 2016). Trauma work may also focus on helping clients reevaluate their beliefs about the trauma and, through genuine relating and mutual empathy (Banks, 2016), cope with feelings they expected to diminish over time (Mackinnon & Derickson, 2013).

Crisis and trauma work, being systemic in nature, involves not only considering the needs of the client, family, or larger community, but also the readiness and the timely appropriateness of the counselor’s presence and intervention. Counselors, by profession, often feel a desire to intervene and offer support when a need exists. Many times, this support is helpful, and the compassionate response is welcome. However, counselors must be attuned to the desires of the communities and respect the resources within the communities as capable and well equipped.

We (Thelma and Shane) considered these factors when we supported the work in Newtown, Connecticut. These factors were also important for us to remember when we were asked to participate in the counseling recovery services during the aftermath of the mass shootings in Sutherland Springs, Texas. In both cases, we offered support when needed and responded to requests as communicated. It is important that counselors should not assume that a community is ready for, or receptive to, outside support. Rather, counselors can stay abreast of the reported needs of the community, connect with the local resources (such as the American Red Cross or other community agencies) and coordinate any efforts that involve travel to communities in crisis. See Sidebar 1.2 for more information on community trauma.

Although manualized practices exist and are reported in this text, the authenticity, responsiveness, and creativity that counselors cultivate attune them to the losses in their clients’ world. This attunement supports a counselor’s work with clients facing crises and trauma, recognizing that, for some, their world has shattered (Duffey, 2005; Duffey & Haberstroh, 2014).







Counselor Wellness in Crisis and Trauma Counseling

Counseling as a profession requires both authenticity and empathy, with a goal being to promote healing and growth. Research has consistently demonstrated that the quality of the therapeutic relationship is more predictive of counseling outcomes than any other factor (Ardito & Rabellino, 2011; Lambert & Barley, 2001; Norcross & Wampold, 2018). Because counselors, as relatable and trustworthy people, are an essential component of effective counseling, it is vital that they nourish their own wellness. Wellness, from a counseling perspective, involves integrating the body, mind, and spirit of a person while connecting with the larger community (Myers, Sweeney, & Witmer, 2000). In other words, when counselors invest in their own wellness, health, and care, they increase the potential for connection with their clients and become more attentive and creative in their work. Clients experiencing trauma and seeking counseling need and deserve their counselors’ full and available resources. They need and deserve a genuine connection with their counselors, making self-care an important counselor responsibility.

As counselors, we can better prepare for trauma and crisis counseling by recognizing our own needs and prioritizing wellness and self-care in our own lives. Self-care can be as simple as walking outside on a sunny day to take in some vitamin D rays while feeling the warmth of the sun on our faces. Perhaps, self-care can involve talking on the phone with a loved one or someone with whom we can laugh and share. Recognizing what brings us joy is an important job for a counselor—taking part in activities that do so are vital.

Research has indicated that higher levels of wellness relate to higher levels of job satisfaction when counseling clients with trauma (Foreman, 2018). Counsel ors’ intentional focus on wellness, their access to supportive trauma-informed systems, and a grounded awareness of their thoughts, feelings, and visceral reactions may serve to buffer them from being overwhelmed, avoidant, and rejecting of detailed and horrific accounts shared by clients. Counselors and clients alike can experience secondary or vicarious trauma when hearing about the terrible and heart-wrenching events shared by others. Vicarious trauma can leave counselors with an altered view of themselves and can cause them to reevaluate whether they see the world as a safe place (Foreman, 2018).








Sidebar 1.2 • Community Trauma

A community trauma may affect how members of the community see the world and how they respond with each other. What type of community trauma can you think of that has changed a group’s outlook on life?






When, as counselors, we experience vicarious trauma and do not practice self-care, we run the risk of developing impairments and decrease our opportunities to productively connect with our clients or lead the lives we intend. The ACA Code of Ethics (ACA, 2014) speaks to these issues and requires us to monitor our clinical effectiveness and to reflect on our level of functioning in our work with clients. If we do not engage in these reflections, we may cause harm to our relationship with our clients and their progress, and we may also become negatively affected by the traumatic stories they bring (Foreman, 2018).

Research on counselor wellness is growing in the literature, and it is important that counselors continue to understand ways to create better balance in their lives. The indivisible self model, which is an evidence-based wellness model in which counselors are used as participants (Myers & Sweeney, 2008), has produced interesting findings. Research has indicated that counselors-in-training have higher levels of wellness when they participate in a wellness class as part of their academic training (Myers & Sweeney, 2008). By using resources such as the indivisible self model, counselors can identify where they stand in their own wellness development (Myers & Sweeney, 2008). Given the avocation of counseling as a career, and the research that demonstrates that counselors involved in career-sustaining behaviors of balancing professional and personal life thrive (Lawson & Myers, 2011), self-care becomes an increasingly important priority. When we, as counselors, spend time with loved ones and exercise self-awareness, we are better able to navigate the challenges of trauma counseling and experience higher levels of wellness (Lawson & Myers, 2011).




Technology and Chronic Media Exposure During Times of Crisis and Trauma

On September 11, 2001, I (Thelma) awoke to a crisis situation that connected me to a gut-wrenching primal pain I will never forget. My son, Rob, was studying at New York University as a freshman, minutes from the World Trade Center, and his father, Mike, was in Washington, DC. News commentators were frantically describing the terrorist attacks on the World Trade Center and then the Pentagon. I was at home in Texas, and with thousands of miles between us, I was besieged by media accounts of such graphic proportions that I could barely contain myself.

Thankfully, I heard from Mike early in the day, but we did not know our son’s fate for most of the day. With profound gratitude, I can report that my son survived that experience intact. Knowing we would be frantic, Rob hurriedly sent an email message that morning, letting his father and me know that he was okay. However, until we received the message, and for hours that felt like a lifetime, images of the Twin Towers captured by the media personally terrorized me and those around me. Days later, I met a new client whose close friend died in the Twin Tower bombings. As she described the televised images she saw of the streets in New York, and as she relayed how horrified and grief stricken she was by the graphic and intrusive images of people attempting to escape, I recalled the graphic depictions that had haunted my own thoughts just days before.

In the current era, technology connects people with information instantaneously. When the news is critical or tragic, the media can be the means by which people first hear devastating news that can rock their worlds and change their lives forever. Even people who are not directly affected by the reported events can experience vicarious trauma in the blink of any eye (Comstock & Platania, 2017). Although people are often cautioned to minimize exposure to these events, cell phones and social media make avoiding exposure to tragic events or mass violence challenging. Keep in mind that research has shown that limiting exposure to electronic media can help to reduce vicarious trauma in adults and children (Hamblen, 2016; Wang et al., 2006). However, technology often plays a central role in people’s lives. It is deeply important that counselors recognize the impact of this exposure on their clients and themselves.

Furthermore, understanding the recommendations of groups, such as ACA (2014), surrounding use of technology during critical incidences and traumatic events is critical. These recommendations include attending to physical and emotional needs, seeking support when needed, monitoring media exposure, and engaging in familiar and historically successful activities or coping strategies while remembering what it is that provides comfort and makes life meaningful. Finally, we encourage all counselors to seek help if the experience becomes unmanageable (Dailey, n.d.). Remember that a safe and trustworthy therapeutic relationship, coupled with interventions and approaches geared toward healing and resiliency, can provide comfort and hope in the midst of chaos and trauma.




Case Example and Applications for Hope and Healing

The community in which we live is now grief stricken by the suicide of a beloved, bright-eyed, and brilliant young man of 16, “David,” who was victim to the brutal and traumatic bullying behaviors of his peers. Despite his family’s attempts to intervene and protect David through every means possible, David could not escape the pain of social exclusion and humiliation, taunting, and ridicule. First perpetuated on the school grounds, and later in cyberspace following his transfer to another school, these experiences proved too traumatic for David to bear.

Consider the crisis to a family in knowing that one of their children is hurt in this way. Bullying and acts of interpersonal violence create crisis situations and traumatic injuries that can result in a ripple effect of pain and devastation for those directly inflicted, for those who love them, and for the communities in which they live. Trauma is not only experienced within the family but also within the community and, via technology, within communities worldwide.

David’s loss was unimaginable for both his family and the community that loved him. His story touched the lives of people far and wide. In fact, when I (Thelma) served as president of ACA, I selected antibullying and interpersonal violence as a presidential initiative. In the midst of that work, I heard of David’s passing. Horrified by this tragic loss, I took his story across the nation, and hundreds of counselors participated in these antibullying efforts. Moreover, as a result of his family’s efforts and those of community members and legislators, a new law exists (Senate Bill 179, formerly known as David’s Law, 2017) within the state of Texas designed to protect children in schools against bullying.

In addition to the law, David’s family and volunteers travel statewide to present information to teachers, students, administrators, and parents, with a goal of protecting children from this devastating injury. David’s parents valiantly share their experience, offer guidance and information on antibullying and character-building resources, and use their loss as a catalyst to save other children from the pain their child could not escape.

David’s parents are not alone. Humbled and propelled by their strength and perseverance, members of the community, our faculty and students at the University of Texas at San Antonio, and countless others join them in the challenge of securing safety for all children. The challenge is formidable—too often, injuries and injustices as well as critical events and traumas catapult people’s lives. However, we are heartened in knowing that we can come together to contribute in our own ways, encouraging a climate of compassion and empathy while honoring and promoting David’s legacy of hope, healing, and love.




Factors, Approaches, and Interventions That Foster Healing and Resiliency

Individuals often attend individual counseling with hopes of successfully navigating critical or traumatic events. Other times, couples or families seek counseling during times of conflict, loss, or tragedy. Finally, there are times when tragedies strike an entire community or communities, and counselors are recruited to offer support and crisis intervention. When counselors are open to creating a space for clients that allows connection and mutuality, they humanize the client’s experience in such a way that the client can feel empowered and even hopeful. Throughout the course of this book, we review approaches and interventions used in crisis and trauma counseling and consider factors that support client healing and resiliency.




Future Directions and Emerging Research

There are several emerging approaches counselors may encounter when working with clients who live with PTSD. Technological, virtual, brief, and mind-body focused treatments address the complex factors that predict PTSD and posttraumatic growth. As the horizon of counseling options expand, both counselors and clients have access to more tools, pathways for growth, and approaches that may resonate with individuals’ personal trauma stories and hopes for healing. As new approaches emerge, and the evidence becomes established related to their efficacy, counselors remain mindful of the healing power of relationships to create safety, energize hope, and respect and honor the pain that may haunt clients. Through collaboration and shared decision making, counselors and clients can consider how emergent therapies may be useful.


Technological Advances: Neurofeedback and Virtual Reality (VR)

Harnessing the power of technology and advanced computer processing, neurofeedback and VR provide novel avenues to work directly with the brain. Neurofeedback is a tool that supports clients through visual processing and modulating brain functioning (Thibault, Lifshitz, & Raz, 2016). The goal of neurofeedback is to reduce the autonomic reactions to stressful memories, flashbacks, and emotional pain that may seem uncontrollable at times.


Neurofeedback

Neurofeedback is a technology-facilitated process in which clinicians target specific brain regions by using protocols to help clients gain mastery over their brain waves via feedback (Thibault et al., 2016). Qualified counselors who use neurofeedback in practice receive extensive training in neuroanatomy, trauma-focused treatment protocols, the proper application of electrodes on the scalp, and interpretation of the data that informs the treatment process. Neurofeedback studies have produced positive outcomes for clients, even with varied methodologies (Panisch & Hai, 2018). Panisch and Hai (2018) conducted a systematic review of neurofeedback and PTSD and reported that neurofeedback holds promise for reducing PTSD symptoms.

After clients begin their neurofeedback training, they engage in an audiovisual experience in which their brain begins to learn or relearn brain wave patterns that lead to decreased stress, increased frontal lobe activity, and integration of their thoughts and feelings through physical activation and processing. During this process, the counselor modifies the feedback to slowly modulate their clients’ brain waves according to established protocols. The client experiences images or sounds that alert them when their brain deviates from the treatment parameters. People learn through feedback when their brain is under duress, and they also learn to experience optimal brain wave functioning.



VR

Another emerging technology in trauma work involves the use of VR to create environments where clients can gain mastery over stressful events in real time (Powers & Rothbaum, 2019). Initial studies have shown that the VR setting can be a powerful sensory experience in which clients interact in stressful situations with therapeutic support and monitoring. VR environments can create more vivid experiences than memory alone and can help facilitate exposure therapies (Powers & Rothbaum, 2019). As with neurofeedback, counselors and clients should feel comfortable and technically proficient using this technology as a medium to explore traumatic events and recovery. See Sidebar 1.3 for more information on technology usage.










Sidebar 1.3 • Technology Usage

Technology can be a useful tool for counselors to connect with people from all over the world. However, disturbing information can reach us as it occurs and in environments where we are not prepared to receive this content. Have you ever experienced a time when you were on your phone or social media and learned about an incident when you felt unprepared? Where were you, and how did this affect you?







Mind-Body Approaches

In a review of the numerous complementary and alternative interventions for the treatment of PTSD, the mind-body approaches received the most research support (Metcalf et al., 2016). These interventions included acupuncture, emotional freedom technique, mantra-based meditation, and yoga. Each of these methods seems to access the integration of the mind and body in a way that promotes healing. However, because the studies showed limited effectiveness, more research is needed that focuses on alternative and complementary modalities as first line or conjoint therapies in trauma counseling.



Brief and Targeted Approaches

In many current talk-focused treatments for PTSD, clinicians retell and imagine traumatic events in great detail and explore cognitive distortions while using techniques to moderate the emotional and visceral impact of the traumatic memories (Najavits, 2015). These approaches focus on encouraging both clients and counselors to lean into the potential avoidance that characterizes PTSD. Counselors and clients walk through the terror together and reconstruct new meanings of the trauma. Although research has shown that these approaches are effective, many people do not complete the required number of sessions (Najavits, 2015). Others may choose to avoid the process altogether because they are asked to relive terrorizing moments and profound losses.

Two emerging briefer interventions titled accelerated response therapy (ART; Kip et al., 2015) and written exposure therapy (WET; Sloan, Marx, Lee, & Resick, 2018), may address some of the shortcomings associated with traditional practices. ART and WET distill select therapeutic activities from existing practices and take far fewer sessions to complete. For example, ART uses aspects of eye movement desensitization and reprocessing, cognitive behavioral, and gestalt therapies in a structured, time-limited format. Likewise, WET spans five sessions and focuses on writing about the trauma event while following prompts to process the impact of the event on the client’s life. Much fewer participants dropped out of the WET study compared with existing interventions, and the initial results demonstrated that participants experienced benefits from this modality (Sloan et al., 2018).

All of the emerging research and counseling practices described in this section are based on efforts from counselors, clients, and researchers to provide ongoing opportunities for healing. As new techniques, programs, and interventions gain research support, counselors and clients can creatively tailor a counseling process that meets clients’ hopes for successful counseling outcomes. We contend that future directions in crisis and trauma work will continue to focus on integrating systems at all levels—from political and institutional structures to neurobiological, relational, spiritual, and emotional realities.




Resources

Crisis and trauma work is challenging on all levels and becomes increasingly complex when violence affects a community or when a person’s loss is complicated by mixed feelings and circumstances (Westmarland & Alderson, 2013). In addition, although all traumatic situations can create the kind of havoc that leaves people reeling, the nature of a person’s relationships can affect the tenor and intensity of the pain that follows. Accessing internal and external resources is paramount for a person in crisis or experiencing trauma. Clearly, crisis and trauma work is multifaceted and fluid. This kind of work challenges counselors to be present with their own loss, as they engage in and hear devastating stories and circumstances from their clients’ lives, while fostering a counseling relationship grounded in safety and hope.

Therefore, because it is important that, as counselors, we remain equipped with personal clarity, professional acumen, and a relational framework, it is also vital that we connect with those resources that provide self-care and that enhance our own sense of wellness and productivity. We focus on what inspires our sense of self-compassion, compassion for others, and authenticity. In this text, we offer a comprehensive exploration of crisis and trauma counseling using a relational lens and a professional counseling worldview.
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Resources for Crisis and Trauma Counseling

American Counseling Association (ACA)


	ACA provides fact sheets and resources for counselors working with trauma and disaster mental health.

	https://www.counseling.org/knowledge-center/mental-health-resources/trauma-disaster#disaster



American Red Cross


	The American Red Cross provides online and in-person disaster response and disaster mental health trainings.

	https://www.redcross.org/take-a-class/disaster-training



Cognitive Behavioral Intervention for Trauma in Schools (CBITS)


	CBITS provides free online training to implement the CBITS program in school settings.

	https://cbitsprogram.org/



Columbia Lighthouse Project


	The Columbia Lighthouse Project provides free online training related to the administration and interpretation of the Columbia Suicide Severity Rating Scale.

	http://cssrs.columbia.edu/



Human Dignity and Humiliation Studies (HumanDHS)


	HumanDHS is a global network of people who commit to stimulate systemic change—globally and locally—to open space for dignity, mutual respect, and esteem to take root and grow.

	http://www.humiliationstudies.org/



Medical University of South Carolina


	The Medical University of South Carolina provides free online training in cognitive processing therapy.

	https://cpt.musc.edu/



National Center for PTSD (Posttraumatic Stress Disorder)


	Led by the U.S. Department of Veterans Affairs, this site offers resources and online trainings for working with adults experiencing PTSD.

	https://www.ptsd.va.gov/



National Center for School Crisis and Bereavement (NCSCB)


	The NCSCB provides training and free technical assistance to help schools during crises.

	https://www.schoolcrisiscenter.org/



National Child Traumatic Stress Network (NCTSN)


	The NCTSN provides online trainings covering a variety of topics for treating trauma experienced by youth. NCTSN also offers online psychological first aid training.

	https://learn.nctsn.org/course/index.php?categoryid=3



Readiness and Emergency Management for Schools (REMS)


	REMS provides in-person and online trainings to address crises and violence in all school settings (K–12 and higher education). REMS also provides templates and recommendations for developing school safety plans.

	https://rems.ed.gov/



Stopbullying.gov


	The stopbullying.gov website provides online training and resources to address bullying prevention and intervention.

	https://www.stopbullying.gov/



Substance Abuse and Mental Health Services Administration (SAMHSA)


	SAMHSA provides numerous resources focused on trauma-informed care in behavioral health, PTSD, and suicide prevention.

	TIP 57: Trauma-Informed Care in Behavioral Health Services:

	https://store.samhsa.gov/product/TIP-57-Trauma-Informed-Care-in-Behavioral-Health-Services/SMA14-4816



Suicide and PTSD Prevention Screening and Triage Tools


	SAMHSA and the Health Resources and Services Administration (HRSA) offer free evidence-based screening tools and resources.

	https://www.integration.samhsa.gov/clinical-practice/screening-tools#suicide



Suicide Prevention Resource Center (SPRC)


	The SPRC provides online trainings and resources focused on suicide prevention.

	https://www.sprc.org/










Multiple-Choice Questions


	Relationally framed crisis and trauma counseling would agree with emphasizing

	The power of connection with clients during crisis and trauma.

	Techniques for clients to practice.

	Intensive inpatient treatment for recovery.

	Pushing the client to process though events quickly.




	One main goal of this book is to

	Discount previous neurobiology research about neuroplasticity.

	Provide the reader with assessments.

	Provide the reader with guiding theories and interventions.

	None of the above




	Who authored the book Toward a New Psychology of Women?

	Judith Jordan

	Mark Smith

	Linda Hartling

	Jean Baker Miller




	Relational-cultural theory (RCT) promotes

	Authenticity and mutual empathy.

	Only cultural influences.

	Techniques.

	Providing various homework assignments for clients.




	According to RCT, what can mutually rewarding social connections provide?

	Only emotional growth

	Humor and fun

	Disconnections from other relationships

	Emotional growth and a desire for more connection




	RCT also explores cultural influences. Which statement would RCT agree with about culture?

	Cultural influences affect people’s responses to one another and life.

	Culture does not have a vital impact on development.

	Culture is an element that never comes into the counseling session.

	None of the above




	Relational neuroscience posits that

	Trauma will damage areas of the brain forever.

	Neurons can never reconnect and grow.

	Trauma changes the brain, but healthy social connections can promote brain health.

	Trauma changes the brain, and there is little a counselor can do to help.




	If clients are hiding parts of themselves in session and worry about suffering increased rejection, they may be experiencing

	Central relational paradox.

	A disorder.

	Autonomy.

	None of the above




	Which agency in the U.S. Department of Health and Human Services discusses the trauma-informed care (TIC) model?

	CAAP

	SAMHSA

	SAAMH

	NIHA




	Compassion is most related to which RCT concept?

	Mutual empathy

	Central relational paradox

	Chronic disconnection

	Relational images




	The _____ model may help counselors-in-training develop their compassion and self-awareness.

	CBT

	REBT

	Developmental relational counseling (DRC)

	Fundamental




	According to Myers and Sweeney (2008), counselors may experience higher level of wellness if they participate in a wellness class.

	False

	False, because this will only add another class to the student’s schedule

	True

	True, if all the students have the same self-care plan




	Which statement about neurofeedback is true?

	Neurofeedback puts little shocks into the brain.

	Neurofeedback helps people regulate their brain activity.

	Neurofeedback is not safe for children.

	Neurofeedback is not a good tool for reducing trauma symptoms.




	New approaches for trauma include interventions that use acupuncture, yoga, and meditation. These are known as

	Behavioral therapy.

	Mystical approaches.

	Mind-body approaches.

	None of the above




	If people experience a crisis, they will also experience trauma.

	True, because crisis and trauma are the same thing

	True, if the crisis happened when they were older adults

	False, because some people can experience crisis and not trauma

	None of the above













Essay Questions


	Crisis and trauma counseling is not a new topic. Research is expanding by incorporating relational theories (e.g., relational-cultural theory [RCT]) and emerging research on neuroplasticity. How have these topics changed counselors’ viewpoints on crisis and trauma?

	In the case example of David, he experienced bullying and felt the pain of social exclusion. Following his death, his family took action and worked to create an antibullying law in Texas known as David’s Law. If you knew a child or adolescent was being bullied or cyberbullied, what type of action might you take, given your role?

	According to this book, there are new and emerging approaches for helping people who have experienced crisis and trauma. If you had unlimited resources, how would you propose researching crisis and trauma from an RCT lens?

	According to the Substance Abuse and Mental Health Services Administration (2014), trauma experiences can lead to a wide array of symptoms, including isolation, substance abuse, and anxiety. Considering this information, how often do you feel like trauma plays a part in misdiagnosis?

	As Chapter 1 states, this book will focus on relational aspects of crisis and trauma. What are the key principles you learned from this focus?
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CHAPTER 2
The Counseling Relationship

Judith V. Jordan and Thelma Duffey


Creative and innovative approaches to counseling practice are well documented in the counseling and mental health literature. Progressive trends in creative and innovative counseling practice give promise to the various methods that support clients experiencing loss, crisis, and traumatic events. This textbook includes several interventions that support healing for people dealing with crises and traumatic events and contains compelling examples of creative and innovative counseling resources. At the same time, recent research also suggests that interventions void of a strong therapeutic relationship lack the power that relationships can bring. Together, creativity and growth-fostering therapeutic relationships provide meaningful opportunities for counselors and clients to be resourceful and to form the kind of connections that support healing.

In this chapter, we discuss creativity as a construct within counseling practice and highlight the role that the therapeutic relationship plays in promoting health and healing, particularly within a crisis and trauma context (Duffey, Haberstroh, & Trepal, 2016). We use relational-cultural theory (RCT) as a lens to view the foundation of relationship and the unfolding of relationship within a therapeutic context. We also use relational ethics as a framework for conceptualizing the needs of clients undergoing traumatic losses and the means by which counselors can support clients as they navigate these stressful and devastating times.

As discussed in Chapter 1, RCT is a progressive theory focused on growth through relationships. Developed in the 1970s by an informal and collaborative group of female psychologists and a psychiatrist—including the first author of this chapter, Judith V. Jordan—this model provides a roadmap for people to work through relational challenges and connect with others while considering the myr iad dynamics that support and impede growth. Unlike other models of mental health that look at ways in which a person can grow and thrive by focusing on the “self,” this group views the self differently. With a perspective that identifies connection and relationship at the core of development, the self, according to this model, is viewed in relation to others.

RCT (a) offers a framework for conceptualizing how relationships develop, (b) normalizes the role of disconnections in relationship, (c) describes the often-trau-matic consequences of chronic disconnection, and (d) views resilience as relationally driven rather than as an indication of singular accomplishment (Jordan, 2018). In addition, RCT considers the role of culture and context when conceptualizing a person’s circumstances and brings focus to the role of power and privilege when considering the life circumstances of people navigating distressing situations. Multicultural and ethical considerations are at the core of RCT, and applying these considerations to crisis and trauma work is essential.

This focus on relationship was reinforced by a group of counseling professionals who came together in what is now known as “20/20: A Vision for the Future of Counseling” to discuss and determine important considerations within the profession (Kaplan, Tarvydas, & Gladding, 2014). In a process that spanned numerous years, this group tackled some of the dominant issues facing the field of counseling. One important outcome of the process included developing the official definition of counseling as “a professional relationship that empowers diverse individuals, families, and groups to accomplish mental health, wellness, education, and career goals” (Kaplan et al., 2014, p. 368). Research supports this definition by clarifying the important role of relationship in therapeutic success (Norcross & Wampold, 2011). Given our understanding of the role of relationship in counseling and within our lives, we see identifying theories that guide relationship development, particularly when applied to the personal and powerful work of crisis and trauma counseling, as particularly salient. We use RCT as a framework for conceptualizing this work.





Fundamental RCT Philosophy

As we discussed in Chapter 1, RCT purports that all people have a basic need for relationship, and when these relationships are growth fostering, they thrive. In fact, RCT identifies “five good things” (Miller & Stiver, 1997) as integral to growth. For example, people feel clarity, zest, a sense of worth, productivity, and a desire for more connection when they are experiencing a good relational connection (Miller & Stiver, 1997). RCT also discusses the role of mutual empathy, which is integral to RCT and is illustrated later in this chapter via the case of Gina. Mutual empathy is distinct from the “one-way empathy” often discussed in mental health literature (Jordan, 2018). RCT describes mutual empathy as an experience in which a person recognizes his or her impact on the listener—an experience in which the listener acknowledges being “moved” by, and because of, the sharer’s experience. This awareness of impact—of mattering and significance—has a profound effect on the person sharing the experience. RCT would say that both people are changed by the experience, and growth and connection occur in that context. See Sidebar 2.1 for information on the five good things in relationships.









Sidebar 2.1 • Five Good Things

Reflecting on relational-cultural theory and the concept of maintaining healthy relationships in your life, how would you describe your key relationships? Are they growth-fostering relationships that reflect the “five good things”? Do your clients have growth-fostering relationships in their lives or with you?







Connection and Disconnection

Most people yearn for connection and a sense of empathic understanding with one another. However, disconnections are ubiquitous in life. People misunderstand each other, get preoccupied, and try to change others to fit their idea of how they should be. People fail one another in many ways. Acute disconnections occur when one person does not understand the other or does not care about the other’s feelings. If the person who feels shut out from connection has less power, and the more powerful person is not responsive or does not show that the other matters, and if the less powerful person cannot represent her experience to the more powerful person and be responded to empathically, she learns to keep certain aspects of herself out of relationship over time.

Chronic disconnections can lead to a person’s sense of being cut off and excluded—outside the human community and isolated. Neuroscience teaches us that the pain of exclusion affects us in the same way, and through the same pathways, as physical pain (Lieberman & Eisenberger, 2009). Relationships are so essential to people’s survival that they register in the body and the brain in the same way as physical injury, lack of water, or loss of oxygen. In that respect, relationships are not luxuries for human existence. They are absolutely essential. Recent neuroscience demonstrates this finding beyond question: People need connections like they need air and water, and they are hardwired to suffer when they are isolated or excluded (Banks, 2015).



Traumatic Disconnections

Whereas many disconnections occur within the range of anticipated everyday experience (occasional misunderstandings and oversights), some disconnections are traumatic and distort people’s reality. Traumatic disconnections arise when a person experiences physical, sexual, verbal, or emotional abuse. These experiences happen in the lives of children every day and in families with substance abuse and domestic violence dynamics. These situations are complex, exacerbated by power and control factors and larger systemic issues.

As shown in Chapter 1, RCT posits that in spite of people’s yearning for connection, they sometimes engage in protective, but disconnecting, strategies that keep them out of their desired connections. For example, a person may hide important feelings or thoughts to maintain some semblance of life-giving relationship. People hide their truths, pretend they are fine (when they are not), and behave in ways that are not congruent with who they are and how they feel. RCT refers to these behaviors as strategies of disconnection. However, engaging in these behaviors makes sense when it does not feel safe to behave otherwise. RCT also refers to these as strategies for survival.

These survival strategies and relationships are far from life sustaining. In fact, they demand an altered and twisted version of the person’s real experience. As Jean Baker Miller noted, people will twist themselves to fit into the only relationship that is available (e.g., the child has to let go of certain truths to stay in the appearance of connection with a nonempathic parent; Stiver, Rosen, Surrey, & Miller, 2008). However, the connection becomes less and less authentic. In these cases, and over time, people often suffer from what Miller (2008) called “condemned isolation” and a sense of being beyond the pale—flawed in some essential way and thus responsible for the disconnection. When people are in less powerful positions, they may be challenged to see things as they are and blame themselves for actions that are not theirs. If this course continues, it could lead to a pervasive sense of shame, vulnerability, despair, and immobilization. See Sidebar 2.2 for information on maintaining connection.



Relational Images

RCT speaks to the relational images or ideas that people create about who they are and how others respond or will respond to them on the basis of their experiences. When children are responded to with love and acceptance, these images are more positive, and they grow to expect good things in their relationships. However, when childhood experiences are negative or punitive, these are also generalized inappropriately to new relationships. These images play a large role in how people interact with others.

For example, a person who suffered neglect or abuse might think, “when I stand up for myself, I will get kicked out,” which leads him or her to withdraw or submit and to fail to represent him- or herself more fully in relationship. In another example, people who suffered neglect or abuse, and who find themselves in a position of power as adults, may use power in ways that hurt others, their relationships, and ultimately themselves. Rather than using their strength to connect and build relationships, they compete and overpower others, ultimately creating the chasm they want to avoid. At a personal level, these relational images keep people stuck, unable to discern the shifts in their lives and the possibilities for different relationships. On a broader cultural level, people experience what Patricia Hill Collins (1990) and RCT have referred to as controlling images, or ideas about who and how we are as people. These images are communicated from the culture and influence people to carry limiting understandings of their own experience.

Children who grew up believing they were not “college material” because members of their culture were not expected to go to college may have to overcome feeling inferior or inadequate intellectually and academically. These controlling images socialize people to see themselves in certain, and often inaccurate, limiting ways. In essence, the culture creates these controlling images and disempowers and marginalizes groups of devalued people (Collins, 1990; Windsor, Dunlap, & Golub, 2011).







Sidebar 2.2 • Maintaining Connection

Course work consumes attention and time, and being aware of disconnections is important. Knowing how disconnections happen in life, how would you help someone pursue reconnection with others?






It is heartening to know that although traumatic disconnections lead people into isolation and a sense of being responsible, or at fault, for relational failures, these relational images can be altered. In cases in which a person can make sense of hurtful disconnections and see these as resulting from the limitations of other powerful individuals in past experiences, this awareness creates a sense of possibility. Given that most abusive situations create a sense of shame for the person who is experiencing the trauma or abuse, making sense of these experiences has the potential to influence a person’s self-perception. Shame often creates a need to pull away from others, mistakenly believing that the other person could not possibly respond with empathy and understanding. Alternatively, if people find themselves in a place of power, and connect with their sense of shame, they may belittle others or hurt people whom they see as more vulnerable.

People perform this behavior when they have learned in earlier nonresponsive and unempathetic relationships that they cannot expect to be treated in respectful ways—in ways that showed they matter. After a while, they may feel relationally incompetent, unseen, and “wrong” in some global way. Retreating into shame connects people with that sense of being wrong, that somehow their being is wrong. Moving into aggression can lead them toward protecting their sense of self at the expense of others and their relationships. Either direction can lead a person to feelings of loneliness and despair.



Finding a Way Through Relational Trauma

RCT provides a clear way through the anguish of relational trauma. For example, most abuse of children occurs in settings where there is a powerful other who the child was led to believe was a “safe” person. Tragically, this person proved unresponsive, unempathetic, and violating. For clients with experiences of posttraumatic stress disorder (PTSD) and early childhood trauma, the early counseling setting can be reminiscent of the conditions surrounding their abuse, and it can, thus, trigger them. Alone, invited into vulnerability, behind closed doors with a person who holds considerable power, clients might begin to be triggered into a place of terror and closing down.

When empathic failures occur in counseling, as they invariably do, the client may experience a sense of alarm and fear of sliding into a dangerous sense of being misunderstood and retraumatized. Whereas the counselor may only feel a small tremor of disconnection, the client may move into full-blown dissociation and isolation. Often, these abrupt movements into disconnection for trauma survivors also occur when they have moved into increasing vulnerability (i.e., letting go of some of the protective strategies of disconnection, which served as protective functions for some time). An empathic failure on the part of the counselor can lead to this leap into overwhelming disconnection.

Similarly, movement into a more trusting and vulnerable connection may also trigger an abrupt and dramatic flight into traumatic disconnection. Closeness can feel frightening and potentially hurtful to a person who may not know how to trust it. Furthermore, the surrender of some protective strategies for survival may leave the person feeling too vulnerable and unsafe. These sudden shifts may be unsettling for the counselor; or worse, the counselor may feel like he is being experienced as a perpetrator, when, in fact, he has the best intentions and has tried carefully to create trust and responsiveness. When these disconnects are understood as protective strategies on the path to greater overall connection, the counselor can honor the usefulness of these disconnects and respect the client’s need to temporarily gain greater distance and control her sense of safety. Being with the client; keeping the context of the client’s history in mind; recognizing the courage it takes to be in counseling; and honestly connecting with your own good intentions, limitations, and the realities of the interaction while communicating the client’s sense of mattering are all important factors that support the therapeutic relationship and success.






The Research Evidence for the Power of the Counseling Relationship

In a longitudinal study that amassed a series of meta-analyses and a panel of helping-professional experts, Norcross and Wampold (2011) documented evidence of the power that a healing counseling relationship can bring and discussed how the counseling relationship contributed in unique and significant ways to therapeutic outcome. This research also indicated that even well-known, evidence-based practices are not considered to be effective without a productive and trusting counseling relationship (Norcross & Wampold, 2011). The research identified key aspects that demonstrate effective client-reported outcomes, including sustaining alliances, cohesion, taking in client feedback, and empathy (Norcross & Wampold, 2011). Moreover, this research indicated that receptivity to client feedback was integral to supporting relationship and promoting counseling success (Norcross & Wampold, 2011).

Amy Banks—psychiatrist, author of Four Ways to Click (2015), and senior research fellow at the Jean Baker Miller Training Institute—has added to the research on the power of the counseling relationship in unique ways. Using the concepts of relational neuroscience, neuroplasticity, and RCT, Banks (2015) has focused on human connectedness and the ways in which people grow in connection with one another. Acknowledging that the dominant U.S. culture values separation and autonomy and uses these as measuring tools for growth and development, Banks discussed how RCT offers an alternative model of relationship now supported in the research literature.

New studies in neuroscience have reported that healthy connections with others actually strengthen neural pathways in the brain and, over time, increase the capacity for relationships (Banks, 2015). In other words, the brain’s neuroplasticity enables people to rewire their connection to others at any age (Banks, 2015). Moreover, empathy, cohesion, and connection are integral to therapeutic connection and positively affect brain change (Banks, 2015). The counseling relationship, then, becomes an immensely powerful, and potentially life-changing, aspect of the counseling process.




Expanding the Concepts of RCT: Competence Building in Disconnection

Given that disconnections invariably occur in life, relational skill building is vital to repairing these ruptures. Relational competence involves a person’s having the capacity to listen to others, listen to oneself, represent personal experiences authentically, and allow for a shared vulnerability that can transform experiences (Duffey & Somody, 2011). When people are able to rework their acute disconnections, meaning that they are able to find their way through them respectfully with one another, they have the potential to gain greater connection, trust, and authenticity. However, when a person is unable to do so, they develop patterns of chronic disconnection that can lead to isolation, and a sense of being cut off, outside the human community. When people are isolated, they feel disempowered and experience heightened anxiety and depression. Therefore, if people can learn to rework acute disconnections, they have an opportunity to grow and to thrive. If, however, acute disconnections settle in and become distorting and constricting chronic disconnections, people suffer another level of trauma to their system, and their experience of excruciating relational pain is deepened (Jordan, 2018).






Relating and Connecting During Trauma Work

Gina is a client who grew up in an abusive and terrifying home. When she tried to let her mother know that she was being sexually abused by her stepfather, her mother chided her for having an overactive imagination and for making up such stories to get attention. Gina felt ashamed, alone, and at risk. She was hospitalized for her first suicide attempt at age 14. She had seen many therapists before meeting with me (Judy) when she was again hospitalized for suicidal ideation. She had never discussed the abuse in any of her previous therapies, and her mother—who had never believed her—never mentioned to her daughter’s clinical team the possibility of past abuse. Gina was skeptical that I would be of any more use to her than previous treaters.

When a person is treated without empathy and is humiliated, physically injured, or misunderstood, and when the person who inflicts this pain shows no concern for the feelings or well-being of the less powerful person, chronic disconnection and fear-based relating set in. The less powerful person must twist herself to fit into a relationship that does not support her growth. When trauma occurs, the person uses strategies of disconnection (also called strategies of survival) to be less vulnerable. The pattern of being triggered by empathic failures can lead to a bumpy ride in the counseling sessions. Even more difficult for the counselor is when there is progress and movement toward more connection, and suddenly the client feels exposed, raw, and unprotected; the client may close down in terror or burst forth with rage. Often, counselors report feeling “off balance” or “deskilled.” If the counselor can allow the shifts and hold an image of the overall movement toward greater connection and safety, this practice goes a long way to shifting old, maladaptive relational images and overly generalized expectations.

We can understand Gina’s experience by recognizing that interpersonal trauma breaks connections. It leads to shame, isolation, and silencing. A person’s sense of mattering to others, of being lovable, is destroyed. Someone suffering with PTSD, like Gina, cannot believe that she would be empathically responded to by others. In fact, she could feel a profound sense of unworthiness. Moreover, because a person in this position cannot imagine another’s empathic caring, she would isolate further and show little of her inner experience of vulnerability. The healing response that would be so desperately needed would feel unattainable. This outcome occurs be cause shame cuts people off from others, and they begin to believe something along the lines of, “If you really knew me, you wouldn’t care about me.”

A person’s capacity to be authentic decreases with each attempt to censor and show only those personal aspects they believed to be acceptable. As people hide and pretend to be other than who they are, their conviction of their innate and pervasive “badness” expands. Abused and used by others, their need for good connection increases, but the risk of being hurt, invalidated, and rejected now feels too great. See Sidebar 2.3 for more information on Gina’s case.




Relational Responsiveness During Times of Crisis

What people need is healing relationship. However, when people experience trauma, it can push them toward isolation and hiding. Then, when they receive positive responses, they can invalidate them by fearing that if the counselor could see all of them (including the shameful parts), she would never care about or want to do counseling with them. What people fear in that withdrawal is the vulnerability necessary to engage in real, growth-fostering relationships.

RCT offers a way of understanding this dance of connection and disconnection. It allows the counselor to step back and see the larger pattern of movement toward greater and safer connection. The client needs real and genuine responses from the counselor. Therapeutic authenticity and anticipatory empathy support the growth of mutual empathy—that is, the kind of empathy that communicates impact and that ultimately supports the growth of all involved.

The concept of mutual empathy can be confusing, particularly when mutuality is misinterpreted as reciprocity or equality, which is not so. Rather, from an RCT perspective, we grow as people when we feel empathy for others and from others—when we feel connected and not alone. In these cases, we feel worthy of trust and connection. Therefore, in cases in which a counselor is working with a client in trauma, and for empathy to contribute to healing, the client must see, know, and feel that she has had an impact on the counselor.

When the client notices that she has “touched” the counselor, she feels that she matters. She feels her own impact. She feels that the counselor really cares. Expressing this impact can involve a certain amount of vulnerability on the counselor’s part. However, as Jean Baker Miller observed, if in a relationship both people are not growing, neither person is growing. RCT describes how we grow through our authenticity and how authentic growth is mutual. If, however, the counselor has been taught to be neutral and practice “blank screen” counseling, he or she may struggle with how real to be. This struggle can affect a client’s experience of counseling and, certainly, the therapeutic relationship.

You may wonder what the parameters are for this level of authenticity, and relational ethics speaks to this issue (Birrell & Bruns, 2016). When practicing rela tional ethics, which we described in Chapter 1, counselors should be comfortable with the unknown or uncertainty of the counseling process (Birrell & Bruns, 2016) and be mindful of the flow of mutuality. This method can enable counselors to offer their full presence in their sessions and to attend to the experiences of both the client and counselor. A counselor can then be truly authentic, participate in ethical listening—that is, the practice of using information gleaned in a discussion for the benefit of the other person and not for oneself (Birrell & Bruns, 2016)—and attend to the inherent power dynamics. Counselors can apply the concept of relational ethics by including the client in the decision-making process, empowering them to feel heard and effective in their counseling process.







Sidebar 2.3 • Gina’s Case

Think about the case of Gina. The counselor expressed that she was moved by Gina’s experience, which helped Gina know she mattered. How does empathy and compassion facilitate connection and growth?






Another avenue for empowering clients could be the counselor’s self-disclosure. The idea behind such disclosure is not for counselors to relay their own experiences or to shift the focus of the work onto themselves. Rather, it is to genuinely (guided by their understanding of what might be healing) respond to clients and thus enhance the well-being of the client (Birrell & Bruns, 2016). One of the hopes in counseling is to lessen the client’s sense of isolation, and part of that work involves (a) the counselor guiding the client in making sense of old relational images and (b) finding images that challenge the certainty with which these old, restrictive images are held. RCT refers to these as discrepant relational images (Jordan, 2018). The counselor’s responsiveness provides important data for the client, which eventually allows the client to believe in the possibility of growth-fostering and safe relationships.

Although forming a connection is an important goal of counseling, the counselor needs to be deeply respectful of the wisdom of the client’s original movement into strategies of disconnection and survival (i.e., those behaviors we discussed earlier in the chapter wherein people engage in behaviors that, although meant for survival, can result in disconnection from others). Avoiding others, hiding important aspects of themselves, and saying they are fine (when they are not) are some examples of how these strategies can emerge.

The counselor’s work is to stay present and to try not to repeat traumatic disconnections. RCT offers a different outcome, a discrepant experience that begins to erode the certainty with which negative relational images are held and, thus, affect current experience. The counselor must follow the lead of the client in pacing—moving toward greater connection while also allowing movement away from connection. This process can be challenging, with rapid descent into terrifying disconnection. It can also be a hopeful form of grasping for small reassurances that, indeed, relationships can be anchored in mutual empathy and care. Some have described the process of seeking connection and descending into disconnection as akin to being on a roller coaster. No doubt, it takes work for counselors to be personally responsive and therapeutically transparent without getting tangled and reactive. Meditational and awareness practices can be helpful for counselors in learning how to traverse along this edge of vulnerability and safety. Holding the perspective of overall movement toward connection for clients assists in developing a kind of trustworthy presence that does not promise the rainbow (or a rose garden) but does allow the development of hope.




Relational Creativity

People undergoing crisis situations and traumatic events experience losses of such gravity that their lives are inextricably changed. Accidents, illnesses, acts of terror, and sudden deaths can be felt with such impact and can trigger feelings of intense loneliness, disconnection, and panic. It is during those times that even words of comfort can feel empty. We all experience grave losses in different ways, and such factors as the nature of the loss, our relationship to the loss, our internal resources, and the resources around us affect our survival.

The Association for Creativity in Counseling is a division within the American Counseling Association focused on using internal and external creative resources as well as the shared creativity of the counselor and client in counseling practice (Duffey, 2005; Duffey, Haberstroh, & Trepal, 2016). Creativity in counseling (CIC), as a model, is defined as “a shared counseling process involving growth-promoting shifts that occur from an intentional focus on the therapeutic relationship and the inherent human creative capacity to affect change” (Duffey, Haberstroh, & Trepal, 2016, p. 448).

According to CIC, creativity is as integral to counseling practice as the therapeutic relationship. The relationship helps us feel connected and know we matter in the midst of such chaos, and it sustains us as we try to understand, come to terms with, and adapt to unanticipated life changes. Our shared creativity fosters compassion and creates space for the process to unfold. Even in those moments when we cannot begin to connect with the concept of creativity, our creative forces are at work.

Joanna came to counseling following the death of her only son, months before he was to graduate from college. Losing her beloved boy was the greatest crisis ever experienced by her family. Amidst the chaos and consolations that came in its aftermath, to hear her tell it, all she could do was put one foot in front of the other and remember to carry a bottle of water with her because “water is good for you.”

Joanna was in shock following the accident and for many months afterward. She sought counseling because she did not know what else to do and wanted to do something. On the first visit, she entered the office, sat on the couch, gave a faint smile, and sighed. There began what came to be one of my (Thelma’s) most powerful experiences in counseling, and Joanna became one of my greatest teachers.

Joanna grieved her son and her life every day. She also allowed herself the space, without judgment, to just be. She spent considerable time alone, which was helpful to her, at the same time that she found solace in some close relationships. She attended counseling every week for months and would bring in heart-shaped artifacts that she would find along her path. Sometimes she would see a heart-shaped carving in a door and would take a picture of the door. These served as signs, or reminders, to her that there is much more to life than we know. Joanna’s faith sustained her, and it was in faith that she most connected with her creativity.

Working with people in grief, or those undergoing crisis and loss, is deeply humbling. As counselors, we do not have the magic words that can make things better. We do not have the most brilliant interventions that can change the course of a person’s life after loss. What we do have, however, is the human connection and compassion that can foster a sense of hope and the training that can help us be present and connected with the unimaginable pain that people suffer. Moreover, it is in relationship that we can find the creative strength to move forward.

There are times when our traumatic experiences can leave us feeling immobilized. We may find ourselves thinking and feeling in debilitating ways. In Joanna’s case, her creativity, faith, and relationships helped her move past these obstacles. Not all people are so fortunate. Others succumb to their grief, sadness, and loss, and they do not find their way home. These are tragic realities. As counselors, we bring our authenticity, training, and hope to our work and relationships, and we co-create a space where our clients can, to the best of their capacities, connect with their own.


Empathy and Responsiveness as Creativity

RCT is not technique driven, yet it does offer guidelines for working with trauma, and it helps both counselor and client make sense of what are often confusing dynamics. For example, RCT proposes the need for responsiveness rather than reactivity (Jordan & Hartling, 2002). Being responsive is not akin to complete spontaneity, or what RCT refers to as amygdala authenticity, on the part of the counselor (Jordan, 2018). This method is not what RCT suggests. Borrowing from the brain health literature, we know that amygdala reactivity will inevitably occur at times on the part of the counselor, but it is to be worked with, not let loose (Kindsvatter, Russotti, & Tansey, 2019). Thus, the counselor engages respectfully and honors both the client’s yearning for connection and the need for protective strategies of disconnection.



Empathic Failures

There are times when empathic failures will occur. In these times, it is important that the counselor let the client know that she earnestly wants to understand the client better and suggests they take a look at the disconnection that occurred. There are also times the counselor simply notices the client’s need to pull away and does not comment, prod, or analyze it. Sometimes the counselor simply “stays with” the client at an emotional distance that feels safe to the client. If necessary, calming or grounding approaches might be suggested to help the client with her reactivity. When safety is reestablished, the counselor might decide to make a gentle inquiry about the process, or she might decide to simply allow the comfort level in the room to settle in and engage around less-charged topics.

There are times when counselors are off track or do not follow the client’s lead. In these cases, counselors can apologize and acknowledge the situation. More important than the counselor’s need to feel effective or like a “good helper” is the need for the client to see that she is being listened to and taken seriously and that her healing supersedes all else. In addition, counselors need to practice steady presence and be on the lookout for their emergence of ego, investment in being right, or retreat into theory. To the extent that the counselor is invested in building or maintaining an image of “the good counselor” or “empathic listener,” he or she will not be available for real relationship.



Reworking Disconnections

When, however, the counselor is present in healing moments, the brain’s parasympathetic and sympathetic systems rebalance (Banks, 2015). “Good vagal tone” (Porges, 2011), which allows a person to find comfort and growth in relationships, is reestablished. The pain of exclusion is lessened as the client feels joined-with (Banks, 2015). In RCT therapy, the underlying neural patterns that are the result of trauma and chronic disconnection begin to shift. Together, with persistence and gentleness, the counselor and client address the inevitable empathic failures that occur in treatment. The client begins to experience the possibility of participating in a responsive, loving, and compassionate relationship. This movement toward growth-fostering connection creates healing and well-being. Some may say that this is so simple, yet this work is deeply challenging! Therapeutic use of responsiveness helps clients learn how they affect others and how they are affected. This information helps open up new relational opportunities.







Crises in Relational Connectedness and Relational Resilience

When considering the traumatic experiences that clients bring to counseling, we see RCT as being especially suited for work with clients suffering from PTSD. The broken connections with others, the disrupted awareness of one’s own experience, and the unpredictable autonomic nervous system all conspire to leave the client feeling alone, without hope or a sense of possibility. Gradations of affect develop when one is not being emotionally hijacked and thrown into crisis mode at each twist of disappointment or misunderstanding.

Relational resilience, the capacity to use relationships to realign and move toward growth through empathic responsiveness, is one of the keys to recovery (Jordan, 2018). In these contexts, people reestablish the healthy neuronal pathways that are present at birth, guiding them to turn to others when they are in pain, sadness, fear, alarm, or isolation. These pathways are broken and eroded in trauma, leaving people vulnerable to emotional tsunamis and destructive withdrawal from potentially growth-fostering relationships. To regain the possibility that others will be there, for and with us, and when we suffer, ensures our human capacity to be creative and loving.

In this respect, we grow, not simply in receiving healing attention but also in participating in the growth of others. RCT tells us that good relationships lead to the desire for more connection. Rather than a homeostatic process of “taking in,” “getting,” settling into cozy or established nesting relationships, as we grow personally, there are ripples of change that move into our communities that contribute to the common good.

RCT is a model about personal development, but it is also a model that suggests we are not single, separated beings responsible only for our own happiness or well-being. We are connected via empathy and compassion. We are wired to be responsive and empathic. We are wired to eschew isolation, to recognize it as a life-threatening force. Moreover, RCT posits that we thrive in connection, not in separation. Although we all have a “sense of self,” we are biologically and neurologically connected. We are deeply interdependent beings.

In fact, RCT recognizes that connection, not separate-self-assertion, ensures survival. Although the U.S. culture privileges independence, competition, and standing on one’s own two feet, our neurobiology leads us to experience resonance with others within a web of interdependence. We live a destructive paradox: The culture celebrates the separate self and teaches us to stand strong alone, but our intrinsically connecting nature leads us to need others and to find safety in building growth-fostering relationships.

People face a stress-filled dilemma: They are hardwired for connection, but their culture privileges independence, autonomy, and building a strong separate self (Jordan, 2018). Neurobiologically equipped for connection and interdependence, people are stressed simply by virtue of living in a world that valorizes competition and separation. Unrealistic expectations of the success of the lone hero can leave people feeling like failures. Trauma dynamics make these challenges all the more destructive. Alone, in pain, and shamed, the natural sources of healing feel inaccessible. Hope becomes dim. In that context, RCT can bring in the possibility of good connection and provide experiences of mutual empathy and healing. These experiences, then, can be carried out into the larger world. Clients may think, “perhaps the empathy I experience here, with this increasingly safe person, is something I can find and generate in other relationships.”






Case Example and Applications for Hope and Healing

Gina had little hope that her pain would be heard, let alone healed. She was locked in secrecy and a sense of unlovability. Each step toward connection brought a tidal wave of fear. Each evidence of untrustworthiness settled in with her already existing conviction that no one was safe or capable of caring for her. She experienced my (Judith’s) failures in counseling as massive and dangerous. However, she was also a smart and capable young woman. In the hospital setting where our work occurred, we were surrounded by senior staff and former supervisors of mine.

As Gina thrashed about with her deep despair and fear, she started to call some of my former supervisors (some of whom had also treated her in previous hospitalizations) to tell them of my latest empathic failure—some were doozies! These esteemed colleagues of mine would then approach me in the hospital cafeteria to inquire whether I had indeed said “such and such.” I would flush, mumble, “yes, I had” (Gina was spot on with my failures and vulnerabilities). I was filled with shame about being such a “loser therapist”—her words, but close to becoming my description of myself during this time too. Using my own survival strategy, I stopped going to the cafeteria to avoid my esteemed, but critical, past supervisors. I was simply embarrassed about my many failures and sad about the hurt inflicted on her. I felt isolated and confused as she felt stronger and clearer.

As I slowly came to understand, Gina had developed a wise way to feel “safe enough” to take the small risks involved in giving up old strategies of disconnection. This relationship, for her, triggered images of her childhood abuse: behind closed doors, with a powerful other who presented as trustworthy and invited her into more vulnerability. It was simply too reminiscent of the original abuse at the hands of her stepfather. Therefore, she developed a method to bring this counseling relationship out from behind closed doors, making it public.

Gina demanded accountability from me, and she put me on notice. If I messed up, which to her suggested I had become dangerous, others would hear about this mistake and step in to protect her. I, a young therapist at the time, felt the burden of this behavior. Although I could have offloaded the whole matter onto her “pathology,” I had to stay with the truth of her responses; at the same time, I had to help her find ways to express her anger and disappointment that would ultimately get her what she needed. I had to be responsive, tolerant of my own shame and sense of ineffectuality, and maintain my overarching appreciation of the relationship we were building, often so painfully. Initially, I did not understand how wise her action was; she made a private relationship public, and each time any kind of transgression or failure occurred, she made sure others heard about it.

Many of the people she complained to about me did approach me to ask about the accuracy of these complaints. Although I sometimes still felt like she “was making too much of it,” I had to keep stepping into her shoes and her neurobiology. I had to stay empathic with her pain, even when I was the culprit creating the pain. Warning signs arising from empathic failures quickly mushroomed for her into deeply distressing indications of imminent danger. The gradations of failure simply did not exist when Gina was in a triggered state. The modulation of the vagus nerve, the capacity to measure the scope of the failure, and the ability of the neocortex to sift through the incoming data and come to a balanced sense of what was going on were unavailable to her triggered neurobiology. To make matters worse, I often tipped into reactivity. My work involved maintaining respect for her efforts to cope and acknowledging the part I played at times in letting her down.

I had to manage my own shame in being such an imperfect helper. It took time for me to grasp what a brilliant strategy she had created. She was determined to make this therapeutic relationship safe enough to take the risks she needed to take to heal. This process involved slowly letting go of the protective strategies of disconnection but reemploying these strategies when necessary. Gradually, there was movement into safety, movement into safe-enough vulnerability.

At times, our focus was on helping Gina get grounded and managing an overly reactive autonomic system. We used meditation, relaxation, and other means to help her deal with “over-the-top” distress. When triggered, she was in major disconnection, and pushing for connection would have only escalated her anxiety. At these times, the counselor is not trying to make sense of things with the client but rather wants to bring about a more regulated presence so the work of connecting can resume as the dysregulation subsides.

As our work progressed, Gina let me know how angry or upset she was when I misunderstood or gave what to her was an inauthentic response (and it likely was). Rather than automatically getting caught up with a destabilized neurobiology and out-of-control fear, she could, with the memory of our connection, modulate her own distress. I was able, in word and presence, to let her know that I was affected by the realization that I had hurt her. Sometimes, I felt deeply sad, sometimes inept, and sometimes irritable. Once, when she was describing going from one hiding place to the next as she could hear her stepfather cajoling her to get to bed, I found tears welling up. I felt such pain for the panicked child. She noticed, “You crying?” I nodded. “It matters to you?” she continued. “You matter to me. So painful to see you, that little girl, trying so hard to be safe and so terribly scared. I wish someone could have been there to protect you.” A long pause: “Yeah, me too.” She kept looking at me. She could see the caring in that moment. She quieted. Later, she would remember that moment as “our moment of trust.” It was mutual empathy at work: She could see my empathy with her, and she could see, know, and feel that she mattered to me, that she moved me, and that her pain caused me pain.


Factors, Approaches, and Interventions That Foster Healing and Resilience

Although traditional psychodynamic theory warns that this kind of therapeutic authenticity will lead to a distortion of the counseling relationship, in which the client feels she has to take care of the counselor, such shifts are not common. Gina felt cared for, like she mattered to me. She was able to see my empathy for her. She felt joined—less alone.

As we described in Chapter 1, condemned isolation, a term first used by Jean Baker Miller, speaks to the sense of being cast out, beyond the pale, isolated from others, and unable to act on one’s own agency to alter the situation: alone, immobilized, self-blaming, and overwhelmed. Gina’s sense of condemned isolation began to soften. This process is at the heart of posttraumatic experience (Jordan, 2018). RCT therapy encourages, and literally builds, courage to take small, safe steps toward connection— toward an increasing sense of efficacy, self-empathy, and a deep experience of radical hope. The client thinks, “Perhaps my experience can change, be different; I can be welcomed into the community from which I now feel so alienated. People can get to know me and want to understand and trust me with their vulnerability.”

This experience can feel like a tectonic shift: from feeling alone, unloved, and without a future that can embrace transformation to a sense of connection and possibility. Our despair is tempered with a more accurate reading of our relational resources. We drop the pathological certainty of our outdated, negative relational images that keep us locked in old patterns. We begin to question the overgeneralization of these constricting images and provide support as vulnerability ebbs and flows. Validation and meaning making are an important part of what the relationship offers. We also know that mutual engagement, in which both parties expand and develop feelings and thoughts, tones the vagal nerve and thus allows us to increasingly rediscover comfort and healing through relationships (Jordan, 2018). As research attests, it is the relationship itself that provides the primary resource for healing (Duffey, Haberstroh, Ciepcielinski, & Gonzales, 2016; Norcross & Wampold, 2011; Oakley et al., 2013).

The use of RCT in counseling and therapy has spread. Many of the more traditional psychodynamic and cognitive approaches (Beck, 2011; Ellis, 2003) have cast aside or modified a monolithic intrapsychic emphasis to increasingly honor the power of relationship to heal (Jordan, 2018). RCT has also been used to study mentoring (Alvarez & Lazzari, 2016; Spencer, 2006), organizational problems, marginalization, eating disorders, management consultation, antiracism efforts, forensic work, educational applications, and parenting. Popular self-help messages have elaborated on the core relational-cultural concepts (Brown, 2011). The language of connection-disconnection, strength in vulnerability, courage, and the power of shame has gained currency in the last 10 years.

The importance of connection has found its way into these popular renditions (Brown, 2011). Our critique of power dynamics, and speaking to the need for broad social transformation, however, distinguishes RCT from the many approaches that maintain a focus on the individual, or possibly, the nuclear family. RCT requires a penetrating analysis of the dynamics of racism, sexism, heterosexism, and classism to question existing social structures that contribute to extensive pain for so many. RCT looks at marginalization as a process of exclusion and abuse of power.

Modern neuroscience has corroborated almost every single tenet of RCT 35 years after these ideas were first put forth (Craddock & Banks, 2015). RCT attempts to better understand human nature and human needs. However, RCT also advocates for change: personal and societal. If we as counselors or educators fully embrace our role as change agents, we must extend our understanding and action to the larger social structures. We have a responsibility to actively seek to effect change in the looming structures that limit human possibility. We must live by an ethic of mutual benefit and empathy. Our children are depending on our ability to develop radical empathy—empathy across difference.

To accomplish these goals, we will need to practice anticipatory empathy, feeling our way into the future, looking and listening for beneficial connection, and reworking damaging disconnections when possible. What will be needed to support future generations in reaching their potential? And what will be needed to ensure that we treat our precious planet with empathy and respect? Easy answers are not forthcoming, which can leave us feeling lost and uneasy. However, in our connections, we can ignite hope. Hope resides in turning from an ethic of separation to more neurobiologically sound engagement in building growth-fostering relationships. Safety resides in building bridges, not walls, and in developing better relational skills, not bigger weapons. Well-being ensues when we honor good connection and when we surrender what Einstein called the “illusion of separation” (Bilan, 2015).





Future Directions and Emerging Research

We discuss future directions and emerging research as they relate to therapeutic relationships in Chapter 1 and the role of people’s neurobiology in supporting these relationships in Chapter 4. We also discuss relational resilience and its impact on relationships in Chapter 15. As we can see, the groundwork has been set for exciting research and developments in the area of fostering mutually empathic relationships in counseling. When considering the needs of people in the throes of crises and trauma, this advancement could not be more salient.

Finding ways that counselors can best contribute to growth-fostering connections with clients and support clients navigating times of loss continue to be important next steps in our profession’s development. Crises and traumatic events have the potential to trigger an excruciating sense of loss and disconnection—of displacement and despair. At the same time, the connections we form can be a lifeline of sorts, and the quality of these connections can serve as a source of promise and a conduit for hope.
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Multiple-Choice Questions


	Relational-cultural theory (RCT) would agree the most with which statement?

	Counseling is not a creative process.

	RCT has five important techniques to use with clients.

	Disconnections happen and are a normal part of life.

	Showing too much empathy with a client is not a good idea.




	RCT was developed by

	Only male counselors and social workers.

	One really intelligent woman.

	A group of female psychologists.

	A group of female psychologists and a psychiatrist.




	Research supports which of the following as the most important factor for positive client outcomes?

	The counselor’s primary theory

	The therapeutic relationship

	The counselor’s training

	The goals of the session




	What are RCT’s “five good things” for experiencing a good relational connection?

	Clarity, zest, sense of worth, productivity, desire for more connection

	Clarity, fun, empathy, sympathy, zest

	Communication, enjoyment, active listening, responsiveness, zest

	Relational connection, disconnection, growth, communication, empathy




	According to RCT, disconnections in life are

	Avoidable and should never happen.

	Inevitable.

	Happening far too often, and counselors must change this.

	Only possible when rapport is not present.




	According to RCT, culture is most likely to influence

	Controlling images.

	College outcomes.

	Addiction.

	Family issues.




	Brain development research shows that after we are a certain age, our brains cannot change.

	True

	False

	True until we reach the age of 65

	True until we reach the age of 25




	8. Research shows that physical pain affects us in the same way as emotional pain.

	True

	False

	Can be true for some people

	Can be true for people over the age of 40




	9. Relational ethics would agree with the idea of

	Adhering strictly to ethical codes.

	Ignoring all ethical codes and only relying on the relational connection.

	Being mindful of the flow of mutuality.

	Refrain from using empathy when ethical issues arise.




	10. If an empathic failure occurs, the counselor should

	Refer the client to another counselor.

	Reestablish a sense of safety before analyzing the failure.

	Instantly examine the situation with the client in each case.

	Immediately place this information in their notes.




	11. As counselors, our ability to be authentic decreases as

	We censor ourselves.

	We get older.

	We learn more about brain health.

	None of the above




	12. According to the chapter, self-disclosure can

	Always harm the client.

	Empower clients and help them feel less alone.

	Only be used my seasoned counselors.

	Always be the right tool to use.




	13. Creativity in counseling (CIC) posits that creativity is

	Great to use if a client feels safe.

	Not the right tool for some people.

	Integral to the counseling process.

	Both a and b




	Research attests to which tenet as a primary source of healing?

	Theory used by counselor

	Advanced counseling techniques

	The counseling relationship

	None of the above




	RCT asks for a penetrating analysis of the dynamics of sexism and racism.

	True, of certain geographic locations

	True

	False

	False in the United States














Essay Questions


	Relational-cultural theory (RCT) posits that relational connection is vital for a strong therapeutic relationship. Also, creativity in counseling (CIC) encourages creativity for building these strong relationships. How would you incorporate relational creativity into your sessions or into your personal life?

	Given that Western culture often values autonomy at the expense of connection, how would you and your client cultivate a power-with relationship in your collaborative work?

	Think about the case of Gina. Can you recall a time when you were “reactive” with someone? How did that feel to you, and how did this affect the connection? Furthermore, how did you process this experience in reflection?

	Think about the case of Joanna. According to the chapter, counselors do not have magic words or tricks to use when someone is experiencing intense grief. We do, however, have the power of human connection. Does this connection excite you or scare you? If it scares you, why?

	The authors of the chapter humbly talk about some disconnections during their sessions. Do you feel that, as a counselor or student, you must be perfect? Where does that message stem from?
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CHAPTER 3
Crisis and Trauma Counseling in Social and Cultural Contexts

Shane Haberstroh, Thelma Duffey, and Tonya R. Hammer


Most crises and traumatic events happen in social contexts. Natural disasters and wars ravage communities, interpersonal violence permeates the fabric of families and relationships, and workplace violence and harassment exploit professional status and power. Genocides, forced migration, and war result in horrendous losses across the global community. For many people, belonging to a certain group can mean a potential death sentence. Moreover, economic, racial, ethnic, gender, and sexuality majority power-over hierarchies can limit access to much needed resources, social support, and opportunities for healing (Jordan, 2018), affecting millions of people. Finally, subtle and nuanced disenfranchisement and rejection by others online and in person can leave people who seem different feeling abandoned, lonely, and defeated.

In this chapter, we explore conceptual models to help you appreciate the complex social, cultural, and relational worlds that crises upend. Effective counseling relationships begin from our commitment to developing our personal awareness (Substance Abuse and Mental Health Services Administration [SAMHSA], 2014a). Jordan’s (2018) five good things speak to the energy, clarity, action, and nurturance of worth that can cultivate resilience as we walk with diverse people through some of the darkest days of their lives. We may find that this kind of counseling work changes us, broadening our perspectives about the painful sociocultural realities many people bear while humbling us as we witness human courage and compassion in the direst of circumstances.





Ecological-Social Conceptualizations

Like a stone thrown in a pond, crises can ripple through a person’s life, their family, and the local and broader communities where they live (SAMHSA, 2014b). Depending on the severity of an event, someone could be facing the loss of their neighborhood, death of loved ones, a shattered sense of safety, and the means to meet their basic needs. When a community is overcome by a disaster, the compounded losses eradicate familiar routines, relationships, and basic structure of people’s lives. At other times, losses, violence, and crisis situations pervade the inner workings of close relationships, driving wedges of misery into the heart of the connections people need to thrive (Jordan, 2018; Siegel, 2012; van der Kolk, 2014). From this perspective, traumas ripple out from within intimate relationships to affect neighborhoods and communities at large. In a reciprocal manner, the broader systems influence normative and cultural expressions within smaller groups. When calamities cascade like a wave of destruction through a group, almost every relationship reels from the destabilizing consequences. These effects compound for people who also live in abusive or dehumanizing contexts when they confront a devastating community-level trauma.

Applying the ecological-social model (see Figure 3.1) to crisis and trauma work involves conceptualizing traumatic events among many interwoven social systems that reciprocally influence one another (SAMHSA, 2014b). From this perspective, people relate to each other in intimate relationships, family constellations, local communities and organizations, and within the broader societal strata. Cultural influences are crosscutting and inform all levels of interaction. These relationships also exist within a period of human history that embodies the collective messages about trauma, crisis, abuse, and neglect. For example, in 1964, Snell, Rosenwald, and Robey reviewed 37 cases of domestic violence and concluded that an intoxicated husband will beat his wife to (a) soothe his fears about his ineffectual masculinity and (b) gratify his wife’s masochistic needs, while (c) alleviating her “guilt arising from the intense hostility expressed in her controlling, castrating behavior” (p. 111). Time magazine echoed this message of the therapeutic benefits and stabilizing effects of domestic violence. Imagine how a woman of that time, who suffered repeated physical brutality, would make sense of the bloodied beatings she survived. What might the others close to her say? Would she even think to reach out for help? How would the neighbors and police respond? It is clear that social, familial, and collective norms can invalidate a person’s suffering and normalize violence and exploitation.






Overview of Cultural Influences

The U.N. Educational, Scientific and Cultural Organization (2001) defined culture as “the set of distinctive spiritual, material, intellectual and emotional features of society or a social group [that encompasses not only] art and literature, but lifestyles, ways of living together, value systems, traditions and beliefs” (p. 3). Approaching diversity from a global perspective, Hofstede (2011) identified several domains that varied among cultures. In crisis situations, these domains shape cultural and social responses from community members as well as framing how helpers engage. Each of these terms lies on a spectrum, and cultural belief systems will vary on each of these domains.

The individualism-collectivism spectrum focuses on how people relate within their communities. Cultures and groups that value individualism primarily focus on caring for themselves and those in their family, and they may tangentially help others. Societies founded on collective ideals feel tightly bonded to each other and share a strong sense of ingroup and outgroup membership. Imagine volunteering in a disaster response effort for a community that values collectivism. Understanding this nuanced cultural feature can help you work with people to prioritize needs and response efforts aimed at reconnecting members, joining shared recovery efforts, and probably recognizing you are seen as an outsider with some power who may not be trusted immediately (Hofstede, 2011).
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Figure 3.1 • The Adapted Social-Ecological Model

Note. Adapted from Substance Abuse and Mental Health Services Administration (SAMHSA, 2014b, p. 15). Trauma-Informed Care in Behavioral Health Services. Treatment Improvement Protocol (TIP) Series 57. U.S. Department of Health and Human Services (HHS) Publication No. (SMA) 13-4801. Rockville, MD: SAMHSA. All materials appearing in this volume except those taken directly from copyrighted sources are in the public domain and may be reproduced or copied without permission from SAMHSA or the authors..



The second dimension in this model relates to power in hierarchies and social structures. The power-distance continuum refers to how much people believe that power is distributed unevenly, how much latitude people have to disagree with those in power, and the extent of shared decision-making processes. In societies where people adhere to hierarchical power structures, the nature of a crisis strikes at the heart of hierarchical order. They may look to responsive services to restore order and may see benefit from direct advice and solutions (Hofstede, 2011).

Uncertainty-avoidance explores how people respond to ambiguity, tolerate differences within their community, and support rules and a belief in absolutes. From this perspective, a gay man living in a heteronormative community that does not tolerate different sexual orientations may be deprioritized during a community crisis. This bias may become apparent should he need to share shelter space with intolerant community members. Other cultural dimensions focus on indulgence and restraint as well as short- or long-term orientations (Hofstede, 2011). Short term–oriented societies value traditions, whereas long term–focused collectives look to the future.

Cultural groups vary considerably in these domains, creating clashes among people. As we work with diverse people, assessing a person’s or community’s experience within social contexts can help us identify relevant approaches and foci. Equally important, we should assess our own cultural and social perspectives on these domains.






Standards for Culturally and Contextually Competent Counseling

The Association for Multicultural Counseling and Development and Counselors for Social Justice developed competencies to guide counselors who work with diverse peoples and marginalized groups. These counselor competencies include developing our attitudes, knowledge, and skills when working with people different from you (Arredondo et al., 1996; Ratts & Greenleaf, 2018). Counselors invest in learning about many different cultural approaches to healing, incorporate local customs, respect indigenous and religious practices, and learn the unique ways a person or community responds to trauma and crises. Simply put, a counselor’s words and actions have meaning, and a well-meaning but unaware and insensitive counselor can broach any number of cultural and community mores, bringing more pain and desperation to critical situations. An ancient proverb cited by Alvarado and Cavazos (2008) reflects this need for awareness and cultural competence:

One day during the monsoon season, there was a big storm and it rained for a long time. The rushing waters washed everything downstream. While the monkey was firmly holding on to a branch of a tree with all his might, the fish was swimming vigorously against the current. “My friend is in trouble,” thought the monkey, “I need to help him.” Without thinking twice, he reached down and pulled his friend out of the water. (p. 57)



The U.S. Department of Health and Human Services, Office of Minority Health (2010b) published the National Standards for Culturally and Linguistically Appropriate Services in Health and Health Care. These standards focused on (a) developing awareness and acceptance of diverse people, (b) increasing awareness of cultural values, (c) deepening understanding and strategies to manage the “dynamics of difference,” (d) developing knowledge of various cultures, and (e) learning approaches to adapt in different cultural contexts.


Cultural Awareness

Given the many crisis situations and contexts in which we work, it is essential that we develop awareness of our own cultural and contextual background, learn about cultural concepts and traditions, and approach crisis and trauma counseling with respect and humility (Nader, Dubrow, & Stamm, 2013). In many disaster response situations, we may be an outsider, working in shelters, perhaps in another part of the country or the world. Cultural and social mismatches can lead marginalized people to feel disempowered, especially when counselors lack cultural awareness and skills (U.S. Department of Health and Human Services, Office of Minority Health, 2010b). Therefore, the first step in developing cultural competence is to gain a basic sense of the cultural and contextual factors that shape our worldview, recognizing that our cultural contexts are often overlapping and varied.

SAMHSA (2014a) defined cultural competence as “recognizing that each of us, by virtue of our culture, has at least some ethnocentric views that are provided by that culture and shaped by our individual interpretation of it” (p. 9). The U.S. Department of Health and Human Services, Office of Minority Health (2010a) has provided free online training focused on developing cultural competencies for disaster preparedness and crisis response.

According to one U.S. Department of Health and Human Services, Office of Minority Health (2010b) self-assessment measure, people who are culturally unaware easily believe stereotypes about different cultures, may unknowingly violate equity laws, and have difficulty seeing biased behaviors in themselves and others. Usually, people who are unaware gain awareness through feedback from others. As we discuss later in this chapter, these individuals may be prone to committing all forms of microaggressions (Sue, 2010). Counselors who maintain a traditional mind-set about culture recognize their own biases but engage in subtle discriminatory practices, may make demeaning jokes, and may create toxicity in professional and personal settings. Counselors identified as neutral generally strive to be self-aware but do not intervene in discriminatory behaviors by others. Others may see their silence as complicity. Change agents see their own biases, recognize prejudice in others, and intervene when they see discrimination and abuse of power to help systems and others value the intrinsic worth of diverse individuals. Finally, rebels are highly attuned to discriminatory practices. Their heightened sense of advocacy may lead others to not take them seriously, and in the worst cases, rebels can engage in reverse discrimination. As you read these categories, think about situations in your life where you may have rebelled, been a bystander, realized your stark unawareness, or stepped in and made changes that mattered to people with less power than you.



Knowledge of Cultural Differences: Reponses to Crises and Traumas

Cultural variables play a vital role in key aspects of trauma reactions and recovery strategies (SAMHSA, 2014b). Certain cultural groups are at risk to experience more traumatic events than others, and specific traumatic events may occur more frequently within certain communities. For example, White people experienced more sexual assaults than African American individuals, who, in turn, faced increased levels of physical violence and assault (SAMHSA, 2014b). Political violence, wars, and environmental factors contribute to certain groups falling victim to institutionalized violence and strife (SAMHSA, 2014b). Finally, cultural lenses and within-culture relationships provide meaning making about traumas and guide recovery practices. Thus, our use of language and societal labels and appreciation of differences within cultures and within clients can help set the stage for productive counseling.



Labels, Language, and Examples of Sociocultural Aspects of Trauma

For many people, external labels of their ethnicity, race, gender, and sexuality may not match with their identity and the identifiers used within their communities. Although the U.S. Census and other agencies provide broad definitions of demographic factors, people will vary considerably with how they identify themselves. We provide some general examples of differing cultural features of several of the main racial and ethnic groups and LGBTQ+ (lesbian, gay, bisexual, transgender, queer or questioning) concerns related to trauma and recovery. Please be aware that these are general observations of diverse and often marginalized groups categorized by SAMHSA (2014a). We encourage you to avoid imposing labels and broad cultural assumptions on others as rigid expectations. Instead, know that this information could be relevant for your clients to differing degrees. See Sidebar 3.1 for more information on the importance of cultural and social awareness.


American Indian and Alaskan Native Populations

In the United States, 573 tribal nations span territories across 36 states (National Congress of American Indians, 2015). Although tribes may share some commonalities, there are many distinct customs and practices unique to each of them (National Congress of American Indians, 2015). When I (Shane) started working in northern Arizona, I began learning about the tribal communities in the area and quickly realized my ignorance of the nuanced dynamics of tribal cultures. A colleague shared a story about a student who refused to go back to school after a death in the building. A culturally unaware counselor might have referred the client to disciplinary procedures or a psychological evaluation. What worked for this student was to invite a medicine man from his tribe to perform a spiritual cleansing ritual.

Working with tribal communities involves a recognition of the deep interrelationships among nature, community, and the spiritual world. The “healing forest” model (Coyhis & Simonelli, 2005) of mental health speaks to the idea that when someone removes a tree from a sick forest, it cannot be replanted back into the same sick forest and thrive. Communal bonds and whole community recovery efforts may make the most sense when working with individuals from tribal nations. Moreover, when working in crisis situations in native communities, it is imperative to work closely with tribal elders and leaders and to gain approval for any approaches and programs (SAMHSA, 2014a). The soul wound (Duran, Firehammer, & Gonzalez, 2008; Gone, 2013) that many people from tribal communities experience is a direct result of the historical trauma embedded in indigenous cultural narratives.



African American and Black Populations

Although people and agencies use the terms “Black” and “African American” alike, there are some potentially conceptual differences between these terms. The term Black may be more inclusive for people not of African descent; however, some may prefer African American regardless of their lineage. As we describe cultural and historical traumas, members of Black communities experience high levels of institutional discrimination, disproportionate mislabeling of behaviors and mental health concerns as criminality, and overrepresentation in incarceration rates. Themes of equality in counseling relationships, community advocacy and change, and church and family bonds are important elements to consider when planning for and responding to crisis events (Bell-Tolliver, Burgess, & Brock, 2009; Boyd-Franklin & Karger, 2012).







Sidebar 3.1 • Cultural and Social Awareness

Every client develops in his or her own community, and it is important for a counselor to consider a client’s context. Also, it is vital for you as counselor to identity your own cultural and social perspectives. If you have greater awareness of your own cultural and social contexts, you may have a better understanding of your client’s world.








Asian Populations

People of Asian descent come from a wide range of regions and cultural backgrounds. Issues of shame and humiliation may be present, especially when people perceive themselves as being insufficient or believe they may offend others (SAMHSA, 2014a). In Japan, this fear is known as Taijin kyofusho (SAMHSA, 2014a). Crisis situations strike at the heart of this fear, because they render people inadequate and place them into contexts beyond their immediate capacity to control. The resulting shame or humiliation may make it difficult for Asian people to reach out for help, and they may continue to suffer in silence for fear of revealing their shortcomings publicly.



Hispanic Populations

Some people may identify themselves as Hispanic, whereas others may prefer other identities, such as Latino, Latina, or Latinx (SAMHSA, 2014a). With the idea that labels are social constructions, your warmth, empathy, and efforts to connect with people of Hispanic descent speaks to the cultural concept of personalismo, which is a valued cultural process (SAMHSA, 2014a). Detached professionalism may not serve you well in these communities. Mutuality and respect for family structures and engagement in community advocacy can set the stage for trust in sessions and community work.



LGBTQ+ Populations

LGBTQ+ refers to the varied sexual and gendered sexual identities of the human experience (Singh & Gonzales, 2014). According to McCormick, Scheyd, and Terrazas (2018), LGBTQ+ youth experience much higher rates of trauma than their gender-conforming and straight peers. The Human Rights Campaign (2018) reported that LGBTQ+ individuals face high rates of hate crimes and sexual assaults. According to Federal Bureau of Investigation hate crime statistics, violence against sexual minority individuals rose 5% from 2016 to 2017 (Human Rights Campaign, 2018). Suicide rates are much higher for sexual minorities (Human Rights Campaign, 2018). Effective services for LGBTQ+ individuals begin with assessing your own biases, fears, and reactions to sexuality and sexual identity as well as your work to affirm your clients. We invite you to review the competencies for counseling lesbian, gay, bisexual, queer, questioning, intersex, and ally (LGBQQIA) individuals (Association for Lesbian, Gay, Bisexual, and Transgender Issues in Counseling [ALGBTIC] LGBQQIA Competencies Taskforce, 2013) and transgender clients (ALGBTIC, 2010) at https://algbtic.org/.



Culturally Centered Empowerment and Advocacy

Working as a culturally aware counselor and as a change agent is a lifelong journey. Chapters 1 and 2 of this text provide a detailed relational-cultural framework for conceptualizing crisis and trauma work with clients and highlight relational-cultural theory (RCT) as a context for conceptualizing how people (a) grow, (b) connect with one another, (c) find their way through relational ruptures to reconnection, and (d) foster resilience through authenticity and mutuality (Jordan, 2018). RCT considers the role of context, culture, gender, power, and privilege as well as how these factors influence a person’s trajectory through loss (Duffey & Somody, 2011). We believe these concepts are especially relevant when considering the social and cultural factors involved in crisis and trauma work.

In Chapter 11, we also discuss community approaches to trauma and disaster recovery. When you work in community settings, you may interact with people from various cultural groups, from various social economic statuses, and within the mores and norms that exist within that community. In our work with communities who experienced massive traumas, we (Shane and Thelma) learned to carefully attend to the themes and words used by members of communities to explain their experiences and potential pathways for healing. Whether you work one-on-one or in larger communal settings, you most likely will begin as an outsider (U.S. Department of Health and Human Services, Office of Minority Health, 2010a). Armed with research and theory, we often have our own ideas of what people need to heal. Although counselors bring along valuable insights, we approach crisis situations with cultural humility.



Cultural Humility and Culturally Centered Care

Knowledge of different cultures and specialized competencies requires research, practice, and adaptability. In a crisis situation or new setting, you may not have the time or sources to investigate nuanced cultural factors. Conversely, approaching clients with a bevy of cultural factoids without humility may damage the counseling relationship (Hook, Davis, Owen, Worthington, & Utsey, 2016). In contrast, a culturally humble counselor does not assume competence but rather approaches the counseling encounter with openness to what is most culturally relevant for their client, and this practice enhances and supports the relationship (Hook et al., 2016; Jordan, 2018).

According to Waters and Asbill (2013), a worldview grounded in cultural humility serves as a foundational state of being in which you work from a set of principles that guide culturally grounded care. Waters and Asbill further conceptualized cultural humility as a lifelong process whereby counselors grow from interactions with diverse people, remaining open to learning and integrating new concepts into practice. Moreover, like in RCT, counselors actively strive to address power imbalances and join with groups who advocate for equity and change. The movement toward culturally centered care (Holden et al., 2014) echoed these sentiments.










Relational Foundations for Crisis and Trauma Work: Contextual Considerations

No one is immune to loss, yet people often avoid really listening to the suffering of others (Neimeyer, Klass, & Dennis, 2014) or may be blind to the pain of people who experience a different social location (McIntosh, 1989, 1992). Imagine accessing your courage and sharing your most shameful and frightening experiences of loss or cruelty, and your counselor pulls back or minimizes your story, feelings, or experiences. You could be left to question what is true and real, and perhaps even your worth. Most important, you learned that in the context of that conversation, the topics you shared and your pain were now off limits, even to those trained to help. See Sidebar 3.2 for more information on counselor withdrawal.

Clients who experienced horrendous abuse, witnessed death, feel suicidal, or watched a loved one suffer may share gruesome and heart-wrenching details. As you work with people who experienced terrifying life events, or people who lived with multiple episodes of abuse, rejection, and abandonment, your presence and the connection you have with them as they share gruesome and harrowing stories is an essential counseling skill. Exploring the circumstances of someone’s abuse or trauma with interest, genuineness, and a sense of shared humanity can create a new social context for your clients. When you engage in culturally humble growth fostering relationships (Jordan, 2018), each of you will be affected and changed.

It is evident that people who abuse and commit violence exploit their power, seek to control others, and dismiss the pain and fear of others while ignoring their own sense of accountability. During times of crisis and trauma, power and privilege are at play before, during, and after these events. Abuses of power and privilege often lead to incidences of trauma, such as incest and abuse. It is the power-over dynamic (Jordan, 2018) that facilitates an environment where sexual abuse and harassment of others may be legitimized or authorized.

More nuanced forms of disenfranchisement and microaggressions also emerge. Sue (2010) described varying levels of microaggressions in counseling practice that Hook et al. (2016) suggested lead to increased dropout rates and ruptures in the counseling relationship. In their study of 2,212 racial and ethnic minority individuals, Hook et al. noted that 81% of participants experienced at least one of the following microaggressions. According to Sue, microassaults are intentional denigrating acts committed against marginalized people. An example would be shelter workers intentionally giving extra food to someone of their own race while demonstrably limiting food to others. In a more subtle manner, microinsults emerge from a counselor’s lack of awareness and can disempower and humiliate others. Finally, microinvalidations can result when people dismiss and minimize the experiences of other people. For example, someone who says they “only see people, not the color of their skin” invalidates experiences of racism.

Power intersects with privilege, which is a system of unearned advantage gained through another’s disadvantage (McIntosh, 1989, 1992). These factors are at play in major cultural and historical traumas. Those with power and privilege may also work to bring about changes within society to reshape perspectives and to confront social and institutional injustices that foster abuses. However, as Jordan (2018) noted, in individualistic, competitive cultures, power is guarded and resources are restricted from people within marginalized communities. Thus, a radical shift in the understanding and application of social power would move from an individualistic hoarding of power to mutuality and equity, with the understanding that the separate self is a metaphor that emerged from a psychology of masculine privilege. The abuse of power and greed for more power can lead to catastrophic collective destruction.








Sidebar 3.2 • Counselor Withdrawal

The counseling relationship is a unique social context in which people can hopefully share the details of their abuse and traumas. When a counselor pulls away or avoids difficult conversations, clients experience one more empathic failure, and they can withdraw into isolation.















Collective Traumatic Experiences Explored

Wars, natural disasters, and other collective losses leave indelible changes on the patterns of human interaction within many groups. Collective trauma refers to the broad effects that calamitous forces inflict on social groups of any size (Hirsch-berger, 2018). The group size can be as diffuse and diverse as a nation or group of nations. Cultural traumas embody atrocities committed against a particular cultural group that dramatically shape the collective identity of that group. Historical traumas refer to traumatic events experienced by marginalized groups throughout history, with the effects persisting through generations. Intergenerational trauma speaks to the effects of trauma passed through family lineages.

The events of 9/11 forever shaped national and cultural dialogues about terrorism, patriotism, and religion (Holman & Silver, 2011). The many wars and armed conflicts throughout history represent a myriad of collective, cultural, and historical traumas. For example, World War II can be seen as a collective trauma that included the historical trauma of the Holocaust, which, in turn, led to lasting intergenerational effects for families of Holocaust survivors (Yehuda & Lehrner, 2018). Understanding how these historical and macrolevel traumas play out will help you consider the broader social influences in your clients’ lives.

Numerous groups endure oppression and traumas rooted in cultural exploitation and historical abuses by dominant groups (J. Alexander, Eyerman, Giesen, Smelser, & Sztompka, 2004; Mohatt, Thompson, Thai, & Tebes, 2014). According to Birrell and Freyd (2006), many individuals experience an imposed power-under dynamic, which foments pain and social-cultural trauma born from oppression and social exclusion. Although these traumatic injustices invade the everyday life of so many people, counselors may not attend to these dynamics because of fear and lack of knowledge or because a counselor’s privilege blinds them to the chronic suffering of others (McIntosh, 1989, 1992). We all exist as cultural beings, with unique and varied experiences, and we enter into crisis and trauma work aware of the intrapersonal and cultural narratives guiding our work. Historical and current cultural traumas are profound tragedies that shape worldviews, transform societies, and scar cultures.


Cultural Traumas

J. Alexander et al. (2004) defined cultural trauma as a process “when members of a collective feel they have been subjected to a horrendous event that leaves indelible marks on their group consciousness, marking their memories forever and changing their future identity in fundamental and irrevocable ways” (p. 1). SAMHSA (2014b) further articulated that culturally traumatic events and periods of time are remembered, culturally destructive, and associated with suffering and painful feelings. Collective memories of group trauma shape how people see themselves in the context of current social structures and can fuel advocacy efforts or lead to cultural meaning making in the face of persistent traumatic and discriminatory practices.In recent history, many groups faced cultural traumas born from specific incidents exacerbated by systematic political, economic, and social injustices. These events represent collective and cultural traumas because these groups were profoundly affected on the basis of their culture, religion, sexual orientation, or nationality (J. Alexander et al., 2004). These traumas also highlighted the oppressive functions of ongoing social and bureaucratic biases (Onwuachi-Willig, 2016). We explore several recent examples that dominated the news cycle over the past several years with a keen awareness that so many more instances of cultural trauma happen on a routine basis." id="Page_55 ings. Collective memories of group trauma shape how people see themselves in the context of current social structures and can fuel advocacy efforts or lead to cultural meaning making in the face of persistent traumatic and discriminatory practices.In recent history, many groups faced cultural traumas born from specific incidents exacerbated by systematic political, economic, and social injustices. These events represent collective and cultural traumas because these groups were profoundly affected on the basis of their culture, religion, sexual orientation, or nationality (J. Alexander et al., 2004). These traumas also highlighted the oppressive functions of ongoing social and bureaucratic biases (Onwuachi-Willig, 2016). We explore several recent examples that dominated the news cycle over the past several years with a keen awareness that so many more instances of cultural trauma happen on a routine basis.


Shootings of Black People and Routine Injustice

The killing of Trayvon Martin and subsequent acquittal of George Zimmerman ignited conversations about the injustices committed against Black people. From this tragic death, Alicia Garza, Patrisse Cullors, and Opal Tometi organized what is now known as Black Lives Matter (Black Lives Matter, n.d.) to address the gross inequities of systemic and state-directed violence and to affirm the inherent worth and the resilience of Black people. Further focusing on the role of systematic trauma and expected community trauma, Onwuachi-Willig (2016) expanded on J. Alexander et al.’s (2004) definition to include the concept of routine traumas rooted in “systematic oppression and discrimination” (p. 347). This conceptualization highlighted how systematic injustices compound the violence and dehumanization that many African American people experience when community members are slain and the perpetrators exonerated. The despair that hardens when systems of justice fail to protect marginalized groups while protecting the privileged retraumatizes communities through narratives of expected injustice. When institutions routinely abuse power, there is no resolution, peace, or justice, and these factors keep the wounds of loss jagged and open. Only the mobilization of social justice efforts and affirmation of human dignity can bring about change." id="Page_The killing of Trayvon Martin and subsequent acquittal of George Zimmerman ignited conversations about the injustices committed against Black people. From this tragic death, Alicia Garza, Patrisse Cullors, and Opal Tometi organized what is now known as Black Lives Matter (Black Lives Matter, n.d.) to address the gross inequities of systemic and state-directed violence and to affirm the inherent worth and the resilience of Black people. Further focusing on the role of systematic trauma and expected community trauma, Onwuachi-Willig (2016) expanded on J. Alexander et al.’s (2004) definition to include the concept of routine traumas rooted in “systematic oppression and discrimination” (p. 347). This conceptualization highlighted how systematic injustices compound the violence and dehumanization that many African American people experience when community members are slain and the perpetrators exonerated. The despair that hardens when systems of justice fail to protect marginalized groups while protecting the privileged retraumatizes communities through narratives of expected injustice. When institutions routinely abuse power, there is no resolution, peace, or justice, and these factors keep the wounds of loss jagged and open. Only the mobilization of social justice efforts and affirmation of human dignity can bring about change.



Forced Migration, Human Smuggling, and Human Trafficking

Alan Kurdi was 3 years old when his body washed up on the shores of Greece after his family fled from the Syrian war in a ramshackle raft (Ojebode, 2017). Images of his still body lying face down in the sand, waves rolling over his sneakers and bright red shirt permeated the media. Alan was one of the more than 2.5 million children running from the violent conflict in Syria (Schweiger, 2016).

Policies (Krogstad & Gonzalez-Barrera, 2019) related to separating migrant children from their parents at the southern border of the United States prompted leading mental health organizations to advocate for the mental health of children separated from their loved ones. In letters written to the president of the United States, professional mental health organizations reiterated the trauma of forced separations and delineated how these practices can lead to serious and debilitating psychosocial and physical problems later in life.

These journeys of people fleeing violence and war create a black-market economy focused on smuggling people across borders, some of whom end up trafficked into slavery, prostitution, or other exploitive contexts (U.N. Office on Drugs and Crime [UNDOC], 2018). UNDOC differentiates smuggling and trafficking on the basis of consent, exploitation, and transnationality. People may consent to be smuggled across national borders as a method of transportation. By contrast, people who are trafficked do not consent to their capture; may not travel between nations; and may be victims of forced prostitution, sexual exploitation, and mutilation of their bodies and death through organ harvesting. However, many people who consent to being smuggled across borders become victims of human trafficking (UNDOC, 2018).



Hurricanes Katrina and Maria

These calamities affect many marginalized populations because of delays in response and reduction of funds from the Federal Emergency Management Agency (U.S. House of Representatives Select Bipartisan Committee to Investigate the Preparation for Response to Hurricane Katrina, 2006). Communities faced high death tolls, delayed infrastructure restoration, and an erosion of public trust. This outcome led to long-term impacts for those affected and created barriers to relationships within the community (LaJoie, Sprang, & McKinney, 2010). The inadequate response for Hurricane Maria was also tragic. Puerto Ricans are U.S. citizens, yet a recent poll found that only 54% of respondents believed this to be the case (Morning Consult, 2017). With a large percentage of people believing that the people of Puerto Rico are foreigners, it may be easy to relegate these citizens to the status of “other,” ignoring their plight and need for equitable recovery resources.



The #MeToo Movement

The #MeToo movement, founded in 2006, brought the epidemic of sexual assault against women and others to prominence in 2018 when the hashtag #MeToo went viral (Me Too, n.d.). Focused on addressing the systematic perpetuation of sexual violence, this movement brought increased national awareness to the silencing of people who survive sexual assaults and violence. However, this movement speaks to the often unspoken collective and traumatic sexual violence that affects the lives of many people, and this awareness has brought about international discussions about disempowerment and advocacy.



Pulse Nightclub

In the early hours of June 6th, 2016, 50 people died, and another 53 were seriously wounded at the hands of a person who funneled his hatred for the LGBTQ+ community and radicalized religious beliefs into one of the most violent domestic terror attacks in the United States. Eddie Justice was one of the people murdered at the club. His texts, sent over a 25-minute span to his mother, capture his final moments (B. K. Alexander & Weems, 2017): “Mommy I love you. In club they shooting. Trapp in bathroom. call them mommy. Now I’m tell I’m [in] bathroom. He’s coming, I’m gonna die. He has us he’s in here with us” (p. 486).

His last words of love and pleas for help portray the terror and loss that shattered so many families gripped by this senseless act of violence. Ferguson (2018) contended that although political leaders and many in the media condemned the shooting as inspired by the Islamic State of Iraq and Syria (ISIS), it was in fact an act rooted in “everyday poisons of homophobia, racism, colonialism, and xenophobia” (p. 37). A counselor who recognizes that people belonging to the LGBTQ+ community, and those who support it, face routine discrimination and threats to their safety and well-being can help create a space of safety through recognizing their daily persecutions.



Racially, Religiously, and Ethnically Motivated Church Shootings

Religious communities and places of worship provide significant sources of support and refuge for those experiencing traumatic events and community-wide disasters, and they also provide spiritual comfort and needed resources. When people are murdered in their place of worship, sanctuaries of peace and hope become tarnished with hate and violence. As in the case of the hate crime murders committed in the Emmanuel African Methodist Episcopal Church in 2015, parishioners were targeted because of being Black and because the church was a longstanding beacon for civil rights. While in jail, Dylann Roof, who committed these murders, wrote in his journal that “I would like to make it crystal clear, I do not regret what I did. I am not sorry. I have not shed a tear for the innocent people I killed” (Berman, 2017).

Other recent prominent church-based, hate-motivated shootings include violence perpetrated at the Christchurch Mosque (New Zealand) in 2018, the Antioch Church (Tennessee) in 2017, and the Tree of Life Synagogue (Pittsburgh) in 2018 (Associated Press, 2018). These acts of terror against people in places of worship bring racial and religious hate to the forefront of cultural and national conversations. They also illustrate the capacity to love, heal, and act courageously in the face of certain death and during recovery processes as many of these churches and parishioners continue to share their message of forgiveness, hope, and spiritual growth.

Cultural traumas exist as atrocities embedded in the present time, often persisting through ongoing dehumanization and invalidation. Over time, they will become historical narratives that shape societal and cultural views. Clearly, appreciating the historical roots of trauma helps counselors understand how people may make meaning of current devastation and loss.




Historical Traumas

History is replete with examples of horrors inflicted on various groups that can seem bewildering in their sheer magnitude and terror. Mohatt et al. (2014) defined historical trauma as trauma that (a) is experienced collectively among individuals who share a common identity, (b) spans generations, and (c) is remembered through images and stories that may transmit intergenerationally as negative health and psychological effects. Researchers found links between historical trauma and adverse effects on current levels of psychological and physical health (Yehuda & Lehrner, 2018).

Our chapter cannot represent the abject terror, unimaginable violence, and spiritual wounds inflicted on loving families and innocent children. Each number in the statistics we review was a person like you in many ways. A person with all the complex mix of hopes, fears, dreams, friendships, family dynamics, loves, losses, and mistakes that make us human. This person may have witnessed children executed, siblings dying of malnutrition, friends killed, a loved one murdered, and brutal exploitation of humanity. Take a moment here to witness and honor these people with compassion and mourning as you reflect on the genocides and mass atrocities that shaped many communities.


Slavery

According to the Trans-Atlantic Slave Trade Database (https://archive.slavevoyages.org/), approximately 12.5 million African people were exported as chattel to desti nations in the new world. Millions died in the journey. After arriving in the United States, more than three hundred thousand human beings experienced systematic dehumanization, living as property in atrocious conditions. Following the end of slavery, African American people endured ongoing oppression and the persistent threat of murder by lynching. In 1918, Mary Turner’s husband was killed after being accused of shooting an abusive plantation owner. Steadfast in her belief of her husband’s innocence, she advocated against his killing and threatened to bring whatever legal action she could to his murderers. Her love and advocacy were met with brutality:

On May 19th, a mob of several hundred brought her to Folsom Bridge which separates Brooks and Lowndes counties in Georgia. The mob tied her ankles, hung her upside down from a tree, doused her in gasoline and motor oil and set her on fire. (National Association for the Advancement of Colored People, n.d., para. 13)



The U.S. Congress only recently outlawed lynching after more than 200 failed attempts to pass this legislation (Dreier, 2019). Senator Cory Booker authored the bill, citing the atrocity of lynching and the injustice that the vast majority of those who committed these murders never faced any consequences. These legislative efforts speak to the fact that a majority (63%) of Americans perceive that the history of slavery continues to affect the position of Black people in America. Of note, Black and White people were divided on this issue, with 58% of White individuals acknowledging the impact of this historical trauma, and 84% of Black people recognizing the ongoing deleterious social effects of slavery.



The Holocaust

The German government murdered nearly 6 million Jewish people during the Holocaust (U.S. Holocaust Memorial Museum [USHMM], n.d.). They also killed nearly a quarter million young children, infants, and toddlers with disabilities during their euthanasia program (USHMM, n.d.). The Nazi regime also slaughtered hundreds of thousands of other marginalized groups they deemed as less than ideal (USHMM, n.d.). The USHMM website includes a section titled, “Behind Every Name a Story,” and we invite you to read these stories of people who endured these horrors. Jakob Blankitny, only one of 42 Jewish people who survived from his village of more than 4,000, wrote the following in regard to his time in the concentration camps:

We were beaten and abused constantly, especially if someone unfortunately fell or moved in place because of the hard beatings. These beatings were executed at that immediate instant; making the vile SS soldiers fill with laughter to see in our faces, the horror to which we were subjected. (USHMM, n.d., para. 11)



The effects of the Holocaust are wide ranging and remind all of us that all societies have the potential to institute sustained cruelty and systematic dehumanization of people (Yehuda & Lehrner, 2018).



Subjugation, Forced Relocation, and Massacres of Indigenous and Native American People

Native American people endured horrific abuses and suffer from the historical and ongoing effects of colonialism. Duran, Duran, Yellow Horse Brave Heart, and Yellow Horse-Davis (1998) wrote that “for American Indians, the United States is the perpetrator of their holocaust” (p. 345). The Trail of Tears began with native people being forced from their homes and land under the threat of violence. The passage was deadly. Wahnenaui, a Cherokee woman, wrote her first-hand account:

Perish or remove! It might be—remove and perish! [A] long journey through the Wilderness—could the little ones endure? [A]nd how about the sick? [T]he old people and infirm, could they possibly endure the long tedious journey; Should they leave? This had been the home of their Ancestors from time out of mind. Everything they held dear on earth was here, must they leave? (Mintz & McNeil, 2018, para. 2)



Duran et al. (2008) reiterated the importance of recognizing the soul wound that remains present in native cultures as a result of oppression and colonialism. As we recognize the powerful forces of historical and cultural traumas that affect so many people in their lives, new and emerging contexts intersect with these powerful social forces.










Applying Sociocultural, Relational, and Contextual Concepts in Practice

To summarize, although the details, circumstances, and types of traumatic events can vary considerably among people, we can apply the information provided in this chapter as touchstones to guide our work with diverse people and communities. Consider the following:


	Continually develop your own cultural and personal awareness through training and investment in people and communities different from you and also integrate feedback from trusted colleagues and supervisors.

	Recognize your power and privilege and use this to empower people and communities with less power and resources.

	Recognize that different traumatic events may carry different and nuanced meanings for people. Interpersonal traumas and natural disasters can devastate families, but the familial, social, and cultural messages and social norms related to these events differ considerably.

	Explore and discover as much information as possible related to the community and cultural factors present within your client’s social networks. Co-create culturally and community-centered programs when possible. For example, when we (Thelma and Shane) worked with the Sutherland Springs community, we met with community members to hear about their perspectives to collaborate on the best approaches to support the community.

	Appreciate the social and cultural contexts of trauma. Many people live with the experiences of historical and cultural traumas that frame and exacerbate current distress.

	Recognize and respect how people identify themselves within their social and cultural worlds.

	Engage in mutually empathic ways, showing your compassion and humanness.

	Stay connected with the people and groups that nourish your well-being and development.












Case Example and Applications for Hope and Healing

The Martinez family was living in Florida when a hurricane destroyed their home. Marcos and his partner, Juan, rely on Marcos’s income while Juan pursues his education. The business where Marcos was working was destroyed in the hurricane, and his paycheck was their family’s primary source of income. Juan has withdrawn from classes and has obtained a part-time job, and Marcos has found a temporary job making half of his salary. They have two children, ages 9 and 10, adopted in the past 2 years. Both currently attend a local elementary school, damaged in the hurricane. Marcos’s family disowned him when he came out as gay, but Juan’s family is supportive. However, Juan’s family is not financially able to assist them in this crisis. Since the hurricane, which occurred 6 months ago, some relationship issues have developed between Juan and Marcos, and their 10-year-old has started acting out in class.


Envisioning Yourself as Marcos

We ask you to place yourself in this family’s position for a moment. Imagine you are living in a city devastated by natural disaster. Your home and place of business are ravaged by a hurricane, and the family you have fought so hard to create is left homeless. In fact, there is no part of your family’s daily life or physical history left unscathed. Like Marcos, you are the sole breadwinner in the family, and your place of business is destroyed. You must seek out work in whatever way you can, and the best you can do—given the great needs for resources within your community—is to take on a part-time job. Your relationship, which you went to great lengths to legitimize, is now threatened. You have survived so much together, yet it is hard to maintain the mutual support you so enjoy. The fourth- and fifth-grade children you recently embraced into your family are seeing their lives upended once again. There were reasons why at 9 and 10 years old your children needed a new home and family, and the hurricane crisis not only threatened their security but it may have also triggered disturbing feelings from their former losses.

We invite you to stay with this image. Your keepsakes, photographs, and all things tangible that connect you with your history are all gone. Favorite furnishings, decorative objects, books, and belongings were washed away. Your spouse’s education, a truly treasured goal, must be put on hold. Your relationship is stressed as you try to navigate rebuilding your lives, dealing with the logistics of living and trying to create a sense of safety and continuity. You cannot afford the cost of counseling, and you seek out services offered within the community. You place your name on a waiting list and hope that whoever you are assigned to can help.

Consider walking in the counselor’s office, and what that might be like. There is so much in your heart and on your mind, and you do not know where to begin. You want to do the right thing, but it seems that everything you do does not seem to be enough. You and your family are becoming increasingly disconnected from one another in spite of how hard you try.

Growing up, you went through hard times, but the love and support of family and extended family would see you through them. Now, you are disconnected from your family of origin, and although your feelings may be mixed, you miss them. It has been several years since you spoke, and reaching out now seems impossible. In fact, the one thing that helped you get through the loss of your family was trusting the love of your partner and believing you could see each other through anything. However, now the strife you feel together feels immobilizing, and you are at a loss on how to nurture it and your children. What do you hope to find in a counselor? What social and cultural factors are in play that support or interfere with your recovery?



Envisioning Yourself as the Counselor

After you have taken the time to place yourself in Marcos Martinez’s place, and you are able to connect with the various dynamics that Marcos and his family are navigating, we ask that you step back again and metaphorically switch gears. Imagine you are the counselor, and the Martinez family has sought your help. Marcos and Juan are in your office, and the children will be seeing a family counselor too. You will be working together in support of this family. What cultural, contextual, systemic, and logistical factors would you need to consider in this work? Hope and healing can feel truly elusive for families who undergo such losses, yet as counselors, it is our goal to help our clients move through crises as best they can, together and with one another—and we see the therapeutic relationship as integral to our work.



A Relational-Cultural Response

Each of the models reflected in this chapter consider context and culture as integral factors when conceptualizing crisis and trauma counseling. Herein we use RCT as a model to briefly conceptualize a counselor’s work with the Martinez family. Using RCT as a framework, a counselor would look at the impact of the crisis on the family relationships by considering familial, societal, cultural, and societal factors. For example, Marcos and Juan are gay and married. They do not have Marcos’s family’s blessing and are, in fact, estranged. It may be that Juan and Marcos underwent considerable efforts to formalize their union, and there may be incidences of discrimination and prejudice in the process. Although this is not something the counselor would assume, the counselor would listen for the possibility and seek to empower both Marcos and Juan through the relationship. In addition, an RCT counselor would consider that the family adopted two children who, at a young age, have lived through numerous life transitions and losses and are undergoing a significant loss and transition now. How might these lead to disconnections and ruptures at home and at school?

Recognizing the vulnerability of family members, counselors using a RCT framework are aware that people in crisis need relationships they can trust, and they would strive to create authentic and empowering connections with and among them. Counselors would recognize that the crisis context could create expectations within the Martinez family that would be based on previous experiences. For example, Marcos is alienated from his family and unsupported by them, and he may have difficulty believing that his family will be supported by others now. RCT conceptualizes these beliefs as relational images (Jordan, 2018).

Furthermore, a counselor applying RCT would empower the Martinez family by using “power-with” the family (Jordan, 2018) in support of its needs. There are any number of empathic failures that counselors may make, and responding in ways that help clients feel understood and seen could help them see their impact. Moreover, when disconnections arise, the counselor would refrain from assuming a power-over role, which, by the nature of the position, counselors can assume. The counselor would help Marcos and Juan navigate any such family disconnections similarly. Recognizing basic survival needs and the healing power of connection and relationship, counselors working with the Martinez family could walk alongside them on this journey from hope to healing.











Future Directions and Emerging Research


Online Social Worlds—Virtual Contexts

Virtual interconnectivity provides communal opportunities for healing and vital associations with people sharing mutual concerns. Online platforms also spread social and relational toxicity (Anderson & Jiang, 2018). Anderson and Jiang (2018) referenced a recent Pew Research Center survey that examined social media use for teens and found that adolescents recognized these features in online interactions. Most of the teens reported that they felt more connected (81%) to their friends, could reach out to peers in times of need (68%), and appreciated the exposure to diverse people (69%). However, most expressed concerns about online abuse, cyberbullying, and interpersonal strife.


Cyberbullying, Trolling, and Online Social Toxicity

Social media platforms often serve as megaphones for predatory abuse and cyberbullying. A majority (59%) of adolescents experienced others calling them offensive names, spreading false rumors about them, sending them explicit images, stalking and harassing them, physically threatening them, and broadcasting privately shared explicit photographs (Anderson & Jiang, 2018). These abuses lead to dire consequences for many youth (John et al., 2018). The public humiliation and permanent digital documentation of online abuse amplifies social brutality. Targets of abuse see others applaud their tormentors with comment likes and cheerful emoticons. They live with the stark awareness that no one stands up for them, and they can revisit these painful and humiliating moments over and over again (John et al., 2018). The anonymity of online interactions adds to the viciousness of cyberattacks and the feelings of powerlessness to combat unseen tormentors.



Online Support and Advocacy

Many groups and online relationships also serve as means for communication, support, information, and targeted interventions to help people in crisis (Anderson & Jiang, 2018). Numerous websites connect people coping with crises, stressors, suicidal thoughts, and disasters. Others provide education and moderated social support for people as they cope with stresses and traumatic events. For example, the National Suicide Hotline, the National Child Traumatic Stress Network, and the Red Cross are examples of sites that provide information online to help those in crisis and during the aftermath.




Ecological and Climate Conditions—Geographic Contexts

The nature of a changing climate means that natural disasters are on the rise, extreme weather events grow more threatening, food and water supplies may dwindle in some areas, and infrastructures may become increasingly threatened (Union of Concerned Scientists [UCS], n.d.). In fact, the UCS predicts a major climate crisis by the year 2040. This will mean that many people will be displaced as a result of climate changes. The United Nations addressed this topic in 2018 and stated, “climate, environmental degradation and natural disasters increasingly interact with the drivers of refugee movements” (U.N. Refugee Agency, 2018, para. 2). Clearly, the impact of climate change and the resultant population displacements and human suffering will affect global communities. These ruinous events especially affect underprivileged societies and groups who may have limited resources to cope with these calamities (U.N. Refugee Agency, 2018). See Sidebar 3.3 for the importance of knowledge of historical narratives.

We live in contexts in which many of our interactions during stressful events can make sense to a compassionate listener. Although people may have personal histories and risk factors that influence their response to trauma and resilience, the connections people have with their multilayered social worlds can bring gifts of healing, whereas the disconnections can burden them with additional pain and isolation. Cultural and social expectations and access to resources vary among people. Thus, counselors approach crisis and trauma counseling with humility and an appreciation, openness, and active investment in forging connections and learning about their clients’ meaning making within their contextual and cultural worldviews.







Sidebar 3.3 • Knowledge of Historical Narratives

Counselors who appreciate the historical narratives of collective groups can help their clients make meaning of their loss. Counselors do not need to be experts on all the historical narratives, but they can research their clients’ background. However, the best tool a counselor has is to create a space of authentic connection and understanding. Clients want to share their life stories, and we do not assume to be an expert about their lives; instead, we encourage them to share their own unique experiences and perspectives.
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Multiple-Choice Questions


	Which best describes a “relational image?”

	A person’s inner picture of what to expect from others and life formed from earlier, important relationships

	An image that a mother tells her daughter about

	A theory used in cognitive behavioral therapy

	A technique used in behavioral therapy




	Counselors who hold a traditional mind-set about culture may

	Make degrading jokes.

	Create toxicity in professional settings.

	All be from a certain location.

	Both a and b




	According to the authors, controlling images are similar to

	Biases.

	Stereotypes.

	Abuse.

	None of the above




	Power dynamics, from a relational viewpoint, are an important tenet of crisis and trauma.

	False

	True

	True when the crisis and/or trauma involves a child

	False when the crisis and/or trauma involves a female




	Birrell and Freyd (2006) posited that _____ groups in society tend to experience oppression and social exclusion.

	Diverse

	Marginalized

	American

	Large




	The authors feel _____ is important for helping a client develop short- and long-term goals during and following crises or traumas.

	The counselor theory used

	An understanding of community

	An inpatient setting

	All of the above




	According to the ecological-social model, what is associated with the interpersonal factors?

	Historical timeframes

	History of trauma

	Societal norms

	Period of time




	According to the ecological-social model, what feature influences all areas of the model?

	Cultural influences

	Individual factors

	Work factors

	None of the above




	Collective trauma refers to

	Traumas experienced by society at large.

	Traumas experienced by a collective group of any size.

	Traumas experienced by marginalized groups only.

	Traumas that occurred in the past.




	What term is related to how people respond with ambiguity and believe in absolutes?

	Uncertainty-avoidance

	Avoidant

	Unsure avoidant

	Power-distance




	Which two divisions of the American Counseling Association were developed with competencies for counselors working with diverse and marginalized groups?

	Association for Humanistic Counseling and the Association for Multicultural Counseling and Development

	Association for Multicultural Counseling and Development and Counselors for Social Justice

	Association for Creativity in Counseling and the Association for Assessment and Research in Counseling

	None of the above




	According to this chapter, what is a step counselors can use toward being culturally effective?

	Studying every type of culture

	Studying abroad

	Collaborate with community leaders about your thoughts

	Check in with community leaders about legal aspects




	What does Sue (2010) consider to be a microassault?

	Physical abuse

	Yelling at someone

	Intentional denigrating acts

	Nonintentional denigrating acts




	J. Alexander et al. (2004) posited that cultural trauma

	Is not a real issue in today’s society.

	Leaves a lasting impression on group consciousness.

	Is not relevant to collective cultures.

	Only exists in the past.




	Which collective traumatic experience involved a hashtag to spread awareness for sexual assault?

	Me Too movement

	Me Also movement

	Pulse nightclub

	9/11















Essay Questions


	The authors explore the concepts of power and privilege. What types of power or privilege are you aware of in your life? What are the different ways in which you have used your power in a negative manner? How about ways in which you have used your power to create changes in society and foster social change? If so, how?

	Microinvalidations can occur when counselors dismiss or minimize an experience of their clients. This behavior can be particularly upsetting to a client who has experienced trauma. How do you connect with your client authentically, and how do you notice those times in which you engage in microinvalidations?

	Think and reflect on your life. Have you ever experienced some sort of event, regardless of whether it was traumatic, that affected your entire community? What happened to the community during this time? How did the community grow closer or more distant after the event?

	This chapter explores the ecological-social model. Create an ecological-social model that represents your life. What did you notice about your model?

	The chapter explores the case of the Martinez family and asks some questions about how a counselor may conceptualize the counseling process. How else do you envision working with the family using information provided in the chapter about cultural factors and social influences?
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CHAPTER 4
Neurobiological, Psychological, and Relational Effects of Crisis and Trauma

Deborah Bergmann, Thelma Duffey, Shane Haberstroh, Mark Jones, Vincent Schroder, and J. Claire Gregory


Neurological studies indicate that the brain is an adaptive system of extraordinary plasticity. When coping with a real or perceived existential threat, the brain triggers a series of physiological reactions and behaviors primed for coping and psychological survival. However, this same protective neurological system often profoundly stymies vitality and may make life for a trauma survivor almost intolerable—that is to say, the neurology of trauma is both adaptive and maladaptive. Understanding this dual character of trauma can help normalize the experiences following a trauma and guide healing from a position of concrete hope. The brain can, in fact, shift from functioning in a state of trauma to functioning flexibly and joyfully. This shift occurs through the steady work of strengthening the neural pathways that have been understimulated in trauma and attenuating those that have been overstimulated. To understand what this work looks like in practice, we begin by putting the neurobiological description of trauma into the context of a broader understanding of brain development and functioning. This understanding is situated within relational neuroscience (Banks, 2016), a relatively new field of emerging research on the inextricable link between the relational environment and the brain.





Relational Neuroscience


Basis in Relational-Cultural Theory (RCT)

The pioneering work of psychiatrist Jean Baker Miller and colleagues at Wellesley College in the 1970s moved away from a self-sufficient, individualized model of personal development toward a relational one, in which authentic and mutually empathic connection with others was understood to be at the core of well-being. At that time, professional and popular psychological theory emphasized relational boundaries and independence as indicators of maturity and functionality. Miller and her colleagues’ own clinical work suggested that the women they were seeing suffered not from a failure to mature into individuated selves but from a lack of supportive relationships. Frequently, these women had histories of relational deprivation or abuse beginning early in life. Being raised in undernurturing environments resulted in what Miller called negative relational images, in which they saw themselves as relationally deficient. The consequences of feeling relationally deficient lead to chronic disconnection or isolation from self and others. Jean Baker Miller, Judith Jordan, Irene Stiver, and Janet Surrey concluded that healthy human connection was both the means and the end of mental health. Their model, RCT, was a prescient voice that paved the way for the current relational understanding of the human brain.

Because relational neuroscience did not yet exist, and relational experience was not a subject of study in psychological research at the time, Miller and her colleagues stood not on scientific empirical ground but on the strength of their clinical experience and their theoretical work. As the neuroscience of human relationships emerged as an active field of study, it has become clear that understanding human beings as intrinsically relational is empirically defensible and prompts many interesting avenues of inquiry. Neuroscientific research on human relationality currently goes by many names—social neuroscience, interpersonal neurobiology, and relational neuroscience, to name a few. In this chapter, we refer to relational neuroscience, the term used by RCT psychiatrist and researcher Amy Banks in her work.


The Relational Brain

Psychiatrist Daniel J. Siegel (2015) called the mind an emergent property of the body and relationships. In this model, mental life emerges from the flow of energy between the embodied mind (brain) and its experiential environment, including, most importantly, relationships. The relationship between infant and mother has long been of interest in understanding the way that an individual moves from the relatively undifferentiated sensory experiences of the newborn to the variegated experience of the toddler.

Early empirical studies of caretaker-child relationships were done within attachment theory, beginning with John Bowlby and Mary Ainsworth in the 1950s and 1960s, supporting the importance of certain relationships for healthy psychosocial development. More recent developments bring new understanding that the brain is essentially relational. Children need a secure base for their brains to successfully run their own programming for such critical functions as memory and emotional regulation. Their developing brains directly adapt to the brain of the caretaker, mirroring its neural pathways and using the more mature brain as scaffolding for its own emerging structure.

Allan N. Schore (2012) identified brain regions and processes in a mother’s right hemisphere that begin to affect the fetus brain in the third trimester. Reciprocal right hemispheric connections between caregivers and children create powerful bonds during early years of life. At no other time in the human life span is there this quantity of brain growth. Infants cry out to loved ones, and their reactions settle infants into physical satiation and emotional comfort or, conversely, bring more anxiety. Infants’ formative relationships either downregulate or upregulate their growing nervous system. A downregulated baby, for example, may be unfocused and emotionally adrift. Caretakers and family members through their behaviors, speech, and play can help their child come online and experience life in connection.



Social Synapses

The relational environment of the developing mind is, therefore, contiguous with the developing mind itself. This structuring relationship between minds has been called the social synapse by psychologist Louis Cozolino (2014), who noted that our interpersonal verbal and nonverbal communication can be understood as operating as part of the same network as their own neurons, albeit at a different structural level. A smile or greeting on our part, Cozolino indicated, travels across the social synapse, is received as sensory information, and is converted to an electrochemical signal in the recipient’s brain. The electrical signal in the recipient’s brain will often initiate a downstream motor response, which will, in turn, travel back across the social synapse to stimulate a response in our own brain. Just as the neurons within a single brain form overlapping and interrelated webs of excitatory and inhibitory stimulation to create something greater than the sum of its parts, so do we as individual brains form an emergent social system through our networks of communication.



Mirror Neurons

Mirror neurons were accidentally discovered in the mid-1990s when a group of researchers noticed that the same neuron activated when a monkey ate a peanut was also activated when the monkey watched a researcher eat a peanut (Gallese, Fadiga, Fogassi, & Rizzolatti, 1996; Siegel, 2015). Since their initial discovery in nonhuman primates, the presence of mirror neurons in the human brain has been confirmed through single-neuron studies (Mukamel, Ekstrom, Kaplan, Iacoboni, & Fried, 2010). Mirror neurons effectively allow an observer to experience the intentional action of another individual, or to “feel” another person’s brain through a kind of internal simulation. It has even been suggested that this automatic and pervasive simulation is what allows people to understand intentional behavior and to predict what someone will do next (Blakeslee, 2006). Mirror neuron properties have been found in the anterior cingulate and in the anterior insula of the ventrolateral region (Siegel, 2015). Notably, interoception, or the perception of our own internal visceral states, is also mediated by the insula. Siegel (2015) suggested that the same neural circuits may be implicated in other-awareness, such as self-awareness, supporting the idea that even people’s perception of their own bodily experience is profoundly linked with their social experience. Mirror neurons are active from birth—newborns have been shown to stick out their tongues at adults doing the same—and are implicated in many functions, including language development, emotional regulation, autobiographical memory, and empathic attunement. This early, profound, and widespread mimicry seems to be integral to the development of mind, suggesting that, just as Jean Baker Miller and her colleagues claimed, relationality is identity.

Like much research in brain science, there is an ongoing need for further study into mirror neurons (Bekkali et al., 2019). In a meta-analysis, Bekkali et al. (2019) found that many studies included a small sample size and provided various defi nitions for mirror neuron actions; they also noted a lack of consistent methods for data collection. Mirror neurons may play varied roles than what was once believed to be true (Bekkali et al., 2019). As with any exciting discovery, we aim to increase literature and knowledge and remember that the intricate workings of the brain are immeasurably complex. See Sidebar 4.1 for more information on mirror neurons.




Neurological Effects of Trauma

PTSD is marked by the presence of symptoms that fall into three categories: reexperiencing, avoidance, and hyperarousal. The neurobiological mechanisms underlying each of these symptom categories are interconnected with each other and with other bodily systems. After an overview of some of these mechanisms, we will consider how these mechanisms can be understood in the context of relational neuroscience.


Amygdala

The amygdala, located roughly behind the eyes in the temporal lobes, is at the center of the body’s stress response. The most highly studied function of the amygdala is in fear conditioning, but the amygdala is important in positive learning as well. In general, increased activation of the amygdala during learning leads to better retention of the learned response or information. The amygdala receives sensory information from the various sensory systems and processes it as either threatening or nonthreatening. In a fear response, a sufficiently threatening set of sensory inputs to the amygdala leads to several downstream stress responses (hypothalamic-pituitary-adrenal [HPA] axis, startle response, and activation of the sympathetic nervous system [SNS]) through projections to the hypothalamus and reticularis pontis (Banks, 2006). The amygdala has been found to be more reactive in people with posttraumatic stress disorder (PTSD) than in control participants, and amygdala responsivity is directly related to PTSD symptom severity (McLaughlin et al., 2014; Shin, Rauch, & Pitman, 2006).



Medial Prefrontal Cortex

Various studies have implicated the importance of the medial prefrontal cortex in development of PTSD (McLaughlin et al., 2014; Shin et al., 2006). Morphometric MRI studies have shown reduced frontal cortex volumes among PTSD participants (Cohen, Perel, De Bellis, Friedman, & Putnam, 2002; Meng et al., 2014). Neurochemical studies of N-acetyl aspartate/creatinine ratios point to reduced neuronal integrity in the prefrontal cortex of maltreated children and adolescents with PTSD (De Bellis & Zisk, 2014). Similarly, functional neuroimaging studies show reduced prefrontal cortex activation during presentation of negative emo tional stimuli or performance of learning and memory tasks under conditions of emotional interference (Bremner et al., 2004; Lanius et al., 2003; Shin et al., 2006).







Sidebar 4.1 • Mirror Neurons

Mirror neurons activate in the presence of others. Researchers are currently exploring mirror neurons more in depth. What might “mirror neurons” explain? How do mirror neurons and concepts such as neuroception and interoception frame the social-neurobiological and relational aspects of trauma and recovery?






Because the medial prefrontal cortex is involved in regulating amygdala’s response through inhibitory inputs, these findings on compromised medial prefrontal cortex functioning, along with amygdala hyperreactivity in PTSD, suggest a functional relationship between these two areas in PTSD. However, two functional MRI studies on regional cerebral blood flow (rCBF) changes in the medial prefrontal cortex and amygdala in participants with PTSD produced opposite results. In one study, reduced rCBF changes in the medial prefrontal cortex correlated with increased rCBF changes in the amygdala (Shin et al., 2005), whereas in the other study, there was a direct relationship between rCBF changes in both brain regions (Shin et al., 2006). Both correlations were statistically significant. The study showing a reciprocal relationship between the two regions’ activation looked at participants with chronic PTSD (Shin et al., 2005), and the study showing a direct relationship looked at participants with acute PTSD (Shin et al., 2006). A need exists for increased understanding of the way the amygdala and medial prefrontal cortex interact across the time course of PTSD.



HPA Axis

The HPA axis is a neuroendocrinological pathway that plays an important role in the fight-flight-freeze response. When threatening sensory stimuli relayed to the amygdala by one or more sensory systems reach a certain threshold, the amygdala starts a coordinated stress response through several projections, including the HPA axis. This pathway begins with amygdala-stimulated release of corticotropin-releasing factor (CRF) from the paraventricular nucleus (PVN) of the hypothalamus. This reaction stimulates the release of adrenocorticotropin hormone (ACTH) from the anterior pituitary, in turn stimulating the release of glucocorticoids, including cortisol, from the adrenal glands.

The binding of cortisol to receptors initiates cellular signal cascades, leading to wide-ranging systemic effects on glucose metabolism, cardiovascular function, inflammation, arousal, learning, and memory (Stephens & Wand, 2012). As cortisol levels mount, increased cortisol concentration in the system exerts a negative feedback effect on the hypothalamus to downregulate the stress response by reducing CRF release. In the absence of ongoing stimulation of the PVN by the amygdala (usually because of the cessation of incoming threatening sensory information), the HPA axis stress response ends.

Because of its prominent role in the physiology of stress reactions, cortisol was long assumed to be elevated in people suffering from PTSD. However, studies show a correlation between lower cortisol levels in the wake of a traumatic event and the development of PTSD (Bremner, Vermetten, & Kelley, 2007; Yehuda, Teicher, Trestman, Levengood, & Siever, 1996). This finding supports the hypothesis that the dysregulation of the negative feedback phase of the stress response may be an important determinative factor in PTSD.



Autonomic Nervous System (ANS)

The ANS is activated in a stress response and may lead to fight, flight, or freeze behaviors, depending on the interaction between the sympathetic and parasympathetic components of the ANS. The effects of activation of the SNS on target organs include pupil dilation, bronchodilation, increased heart rate, blood vessel dilation in skeletal muscle, and constriction in the gastrointestinal tract, among others.

Studies have shown that people suffering from PTSD have baseline autonomic hyperarousal when compared with control participants (Cohen et al., 2002). The role of the SNS in this baseline and stress-induced hyperarousal among participants with PTSD has been confirmed by numerous studies measuring heart rate, systolic blood pressure, and diastolic blood pressure (Zoladz & Diamond, 2016). The parasympathetic nervous system (PNS) may also play a significant role, with decreased PNS tone contributing to hyperarousal and ineffective arousal regulation (van der Kolk, 2014). Hyperarousal, therefore, is not simply a matter of reacting more intensely to a threat but also of a decreased ability to come down from that intense reaction. The PNS, however, enervates organs supporting functions carried out in nonstressful situations, such as the digestive and genitourinary systems.

The smart vagus is a term coined by Stephen Porges as part of his polyvagal theory, and it was adopted by Amy Banks (2016) in her writing on relational neuroscience. It refers to the myelinated ventral vagus nerve arising from the 10th cranial nerve that is related to, but distinct from, the SNS and PNS. The vagus nerve communicates with the SNS and PNS to inhibit their activity during times of safety and connection. When the smart vagus is activated, the facial muscles and the muscles that control the tympanic membrane relax as part of the body’s move toward social engagement (Siegel, 2015). Porges (2014) discussed this process as neuroception, describing how, at autonomic levels, people read cues from their social surroundings. Mirror neurons alert people to danger and safety through their perceptions of others’ body language and subtle expressions. Depending on these nuanced contextual cues, the ANS will respond accordingly.



Hippocampus

The hippocampus, located between the temporal lobes and limbic system, functions in memory consolidation, spatial contextualization, and learning. This structure assists with memory formation, and traumatic stress directly affects this area, leading to difficulties with memory encoding and recall (Bremner, 2006). Many neuroimaging studies have confirmed reduced hippocampal volume in research participants with PTSD compared with control participants (Bremner, 2006; Kasai et al., 2008; Levy-Gigi, Szabó, Kelemen, & Kéri, 2013), but the functional role of reduced hippocampal volume needs further study. In a recent study, Banks (2016) found that the degree of reduced hippocampal volume among participants with PTSD best predicted their performance on a generalization learning task; those with the most reduced hippocampal volume were most likely to overgeneralize negative context in the learning exercise. If we assume that reduced hippocampal volume correlates with reduced functioning, it helps to explain the neural mechanism that causes some trauma survivors to have difficulty distinguishing between relationally safe and unsafe environments, often leading to a series of unsupportive or abusive relationships (Banks, 2016).

Despite evidence for reduced hippocampal volume among people suffering from PTSD, there are no studies that discriminate between reduced hippocampal volume as an effect of trauma and as a risk factor for trauma. Whether trauma affects the hippocampus or reduced hippocampal volume predisposes a person to trauma is, therefore, an open question. The importance of the hippocampus in mediating the lived experience of PTSD, however, is clear. Understanding how impaired hippocampal function could be implicated in generalization of negative context and intrusive memories does not require that researchers know the direction of correlation.



Ventrolateral Periaqueductal Gray

Schore (2012) demonstrated that a subtype of PTSD involving less fight-flight activation and more dissociative, blunting, and submissive responses corresponded with a brain region called the ventrolateral periaqueductal gray. This region corresponds with the freezing that may happen when someone is under distress. As a normal process, this freezing helps conserve energy, avoid predators, and reduce blood volume to exposed extremities. For clients experiencing dissociation, right hemispheric connections in session help a person move from detachment to increased zest and creativity (Jordan, 2017). Conversations that bring people back to the here and now in safety create emotional healing, which, as Schore and Sieff (2015) wrote

is not achieved by making the unconscious conscious: rather it depends on restructuring the emotional brain itself through building new neural networks. Achieving this requires relationally based, emotionally focused psychotherapy with an empathic therapist who is an active participant in the process. Healing occurs primarily through the nonverbal, right brain, implicit connection between a therapist and a patient. (p. 111)






Relational Effects of Trauma

The effects of trauma on the brain, as we have seen, are numerous. The way these effects come together in the experience of each trauma survivor varies. The “amygdala hijack” that can lead to heightened anger, impulsivity, and fear may work in concert with a diminished ability to discern between safe and unsafe situations. Traumatic memories may be fragmented and emerge as flashbacks, setting the fight-flight-freeze response into action. Emotional disconnection and dissociative experiences can leave a trauma survivor with an unreliable sense of self and anxiety about their social interactions. Compromised memory and attentional focus can interfere with a person’s ability to participate fully in a social moment, and the need to avoid situations that may trigger reexperiencing of trauma can also constrict a person’s social world.



Neurology of Compassion and Connection

The prefrontal cortex, responsible for emotional regulation, remains neuroplastic across the life span (Siegel, 2015). This concept presumes that what may go wrong during early brain development is not doomed to remain so. Early experiences are tremendously important, but they are not set in stone. An abusive or even just mis-attuned caretaker can create insecurity, confusion, and an unreliable sense of self in the child. A discrete traumatic experience at any age can lead to similar experiences of lost meaning and impaired functioning, particularly in cases of interpersonal and intentional trauma. Thankfully, the therapeutic experience of a well-attuned counselor and a move toward relational health through growth-fostering relationships can restore much of what is lost in trauma (Banks, 2016). See Sidebar 4.2 for more information on the effects of childhood trauma.

We know that the therapeutic relationship is the most determinative factor in the success of therapy (Norcross & Wampold, 2011); how exactly that relationship serves as a substratum or locus for neurological change remains an open question. Allan N. Schore emphasized the importance of affective enactments in the process of therapy—whereby emotional transactions between client and counselor create the opportunity for both parties to grow and integrate a greater level of self-awareness. This awareness is not psychoeducational or metacognitive— it is deeply emotional. Schore (2009) described these enactments as occurring “at the edges of the regulatory boundaries of both high and low arousal in the intersubjective fields” (p. 138). In other words, when the here and now of a therapy session with an attuned counselor is uncomfortable, something is happening and, depending on how that is handled in the relationship between client and counselor, this discomfort can be part of a therapeutic rewiring. Schore noted that using interpretation in such a situation can be damaging, because it represents a turn away from the affective moment and toward a distancing intellectualization.







Sidebar 4.2 • Childhood Trauma

Trauma and its effects on children are a focus of much research. Counselors use the Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5; American Psychiatric Association, 2013) to diagnose disorders in children. However, some clinicians and researchers believe that developmental trauma is the real cause of relational or behavioral issues. What are your thoughts on using the DSM-5 to diagnose behavioral issues stemming from previous traumas?






A person’s conscious experience of emotion is just the tip of the iceberg when it comes to the unconscious processing generating those emotions and their attendant behavioral responses (LeDoux, 1998). Enactments in therapy—which may take many forms, such as an argument, withdrawal into silence, or bursting into tears, for example (Mucci, 2013)—involve the affective brain in ways both conscious and unconscious. Schore (2012) considered the rewiring that occurs in effective enactments to be a reorganization of orbitofrontal-amygdala connectivity, which is implicated in the neurobiological changes of traumatic experience. Before this kind of work can be done, however, safety and presence have to be established. Banks (2016) noted that the work of psychoeducation, distress tolerance, and reconnection to self precede traditional trauma work in relational therapy for trauma.







Factors, Approaches, and Interventions That Foster Healing and Resiliency

Amy Banks (2016) outlined ways in which the neurobiological effects of traumatic experience can affect the working relationship between client and counselor. Banks noted that, in working with trauma survivors, we can expect challengingly abrupt relational movements from intimate connection to isolating disconnection. This behavior is often attributable to the trauma survivor’s diminished ability to discern between safe and unsafe relational moments as well as the hyperarousal of the trauma survivor’s fear-conditioning systems. It is the work of the well-attuned relational counselor to hold the relationship in times of disconnection, honoring the client’s need to disconnect and recognizing that this disconnection is, in some sense, both adaptive and preserving of the therapeutic relationship in the long term. Integrating Banks’s insights on relational therapy for trauma with the emerging body of research and theory on relationality and the brain, we attempt a relational neurobiological understanding of how the therapeutic relationship mediates the recovery process for survivors of trauma.


Relational Empowerment and Attunement

Nonverbal communication is deeply seated in the brain. Infants receive and send messages nonverbally long before they acquire speech, and in the evolutionary history of the human species, gestural communication precedes spoken language (Burgoon, Guerrero, & Floyd, 2016). Studies show that when a spoken message is incongruent with its nonverbal accompaniment, people tend to believe the unspoken semantic content over the spoken (Burgoon et al., 2016). Generally, nonverbal communication is referred to as “right brain,” but both hemispheres can be involved in nonverbal communication processing.

Nonverbal communication is well established as an important factor in therapy. Eye contact, body position, silence, voice tone, facial expressions and gestures, physical distance, and touching have been identified as the seven forms of nonverbal communication (Gladstein, 1974). The way that these come together in the embodied and fluid expression between counselor and client is difficult to analyze. Daniel J. Siegel (2015) spoke of “contingent collaborative communication that involves sensitivity to signals, reflection on the importance of mental states, and the nonverbal attunement of states of mind” (p. 114). This combination of verbal and nonverbal attunement is what is at play in growth-fostering relationships and mutual empathy (Jordan, 2017).

From a neurobiological perspective, attunement helps the trauma counselor to feel the brain of the client in a way that allows the counselor to proceed while preserving the client’s safety and deepening trust. Siegel described a sense of distance and boredom with clients who are detached from their own emotional experience (Wylie & Turner, n.d.). Although not unique to trauma survivors, disconnection from emotion is one adaptive element of traumatic coping that allows the individual dealing with PTSD to function in the face of overwhelming stress.



Trauma and the Body

The intrusive memories, dissociative experiences, avoidant behaviors, and baseline stress of the trauma survivor are in themselves disturbing experiences. Bessel A. van der Kolk (2006) has described the trauma survivor as having subjectively “lost their way in the world,” and the work of healing from trauma involves a return to self, world, and relationship. Because this return to intimacy with self and other can be so intimidating to the trauma survivor who is on guard against her own experience, structured practices of attending to her bodily state and to stimuli not associated with trauma can be a gentle place to start. Mindfulness meditation and yoga guide the trauma survivor toward being present in the here and now and achieving a greater degree of self-awareness. Reconnecting with bodily experience and exercising nonjudgmental recognition of her bodily state and stream of consciousness, the trauma survivor has a path toward reorientation, or finding her way in the world she inhabits today and reconnecting with others in growth-fostering relationships.

Although verbal processing of traumatic experience is a necessary part of healing and posttraumatic growth for some trauma survivors, others may have a more somatic path to feeling well again, and reconnecting to self through finding physical integration may represent full recovery. In either case, a sensitivity to the unique experience of each client and a well-attuned relational approach allow the wisdom inherent in trauma to come full circle. See Sidebar 4.3 for more information on disassociation.







Case Examples and Applications for Hope and Healing


Case Example One

Neurobiology provides a rich frame for counseling. Chelsea came to my (Vinny’s) counseling practice expressing feeling afraid at work after a recent breakup with her partner. Chelsea was a mechanical engineering graduate student, putting herself through school. With her workload and studies bearing down on her, Chelsea recently broke it off with her abusive partner, Bob. However, they still worked at the same restaurant together, and she dreaded seeing Bob at work. Given her demanding school schedule, Chelsea could not afford to job hunt for the next few months, and she felt trapped by these circumstances. She would feel gut punched when he walked in the room, and she would feel like she was out of her body, floating numbly through the workday, seemingly on autopilot. Given her many strengths, exceptionally bright mind, and persevering grit, these feelings felt uncontrollable and really bothered her.

As we formed our relationship, we explored Chelsea’s current struggles and other salient moments from her life and identified how past experiences were similarly laden with anxiety. Chelsea revealed stories about her father’s explosive temper and her mother’s emotional invisibility because of her drinking. Chelsea’s present-day turmoil was superimposed over her early life wounding. Her family dysfunction, abuse, and neglect—etched into her ANS—forged a baseline arousal level. Her dysregulated ANS seemed prone to locking in and defending against perceived immediate threats.

In our discussions about how past traumas imprint on the nervous system, I shared a metaphor of tree rings. Metaphor and imagery emerge from the right hemisphere and speak to the affective substrate of left hemisphere. Chelsea and I talked about how the cross-section of rings in a tree document past storms, wounds, and the growth that occurred despite these inflictions. We also explored how tree rings can shape future growth. Discussing neuroplasticity, we discussed how supportive relationships, as well as new experiences and activities, that retrain the ANS can lessen the depth of historical grooves.







Sidebar 4.3 • Disassociation

Some counselors wonder why a person disconnects from their body after a trauma or when remembering a traumatic event. This reaction is natural and safe for someone who has experienced a trauma. The mind disconnects from the body as a protective measure. For this reason, it is important not to push a client too quickly into being emotionally connected to their trauma stories until they are ready; otherwise, clients may experience distress and greater disassociation. What can counselors do to create a safe space to explore traumatic events?






Chelsea’s distressing stalemate reflects the “freeze” process. Another phase in threat detection, “fold/faint” has the power to drop respiration, heart rate, and blood pressure and cause fainting. Some animals use it to play dead. This process is believed to be modulated by a combination of the PNS and other components of the dorsal vagus. Chelsea expressed relief as we discussed the power of faint/fold as an autonomic response rather than personal weakness or flaw. I shared with her that mild levels of dissociation are more common than most realize and can contribute to inaction and to people foregoing counseling for years despite intense suffering.

Clients who come to counseling “know” by way of their left hemisphere that they are bodily safe. The inner safety they seek is nuanced and complex and involves true connection. Through a right hemispheric–based empathic connection, counselors can cultivate mutual empathy. This capacity may seem like intuition, but there is much more at work and in play, including curiosity, imagination, risk taking, and creativity. In counseling, Chelsea began to feel free to zig zag and to go off script; however, as is common, she felt worse before she felt better because she was freer to fully experience her past pain. She brought in photos, made drawings, and worked through challenging feelings and memories. She walked me through what it was like to be her as a child, a teenager, and fluidly in the present in the chair facing me. Counseling for her became a place to confront tremendous pain at her own speed and to develop freer, playful capacities.



Case Example Two

“Alex” was 7 years old when he first came to my (Mark’s) office for treatment of developmental trauma, a syndrome proposed by Bessel A. van der Kolk (2005). We used neurofeedback, a biofeedback method that trains brain waves using classical and operant conditioning. Treatment involved an approach developed by Sebern Fisher (2014) as well as protocols based on a quantitative assessment of the electroencephalogram, three-dimensional localization of brain wave activity, and normative database values for feedback.



Initial Assessment

The initial clinical assessment included history and symptomatology, reports from various agencies, adoptive parents’ reports and symptom scale, and clinician impressions. Alex’s parents have given written consent for nonidentifying aspects of the treatment process to be published for the sake of research. On the basis of Alex’s adoptive parents’ report, a recent psychological evaluation, and state Child Protective Services caseworker reports, we ascertained the following about Alex’s history. Born to a mother addicted to heroin and pain medication and diagnosed with multiple Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5; American Psychiatric Association, 2013) conditions and to a biological father with a criminal history of theft, assault on a family member, and trespassing, Alex had profoundly turbulent early years. Alex was exposed to alcohol, heroin, cocaine, nicotine, and possibly other substances prenatally.

Alex’s paternal grandmother assumed responsibility for his care as an infant, but records indicated that he was often neglected and left alone for long periods of time with- out supervision or nutrition. Alex experienced periods of malnutrition and was found digging through the garbage for food—eating playdough on one occasion. His home environment included the sale and use of drugs, and his grandmother reportedly forced him to perform sexual acts with men for money on numerous occasions. Alex was exposed to violence and murder as well as repeated beatings. When Alex’s younger sister was born addicted to drugs, Child Protective Services removed the children from the home. Alex was 4 years old at the time they were placed in foster care.

Alex was sexually abused at his first foster home by an older boy, beaten by his foster parents with a belt, locked in a closet, and deprived of food. There is no record of his experience in a second foster home. He and his younger sister were adopted by his current parents when he was 5 years old. After adoption, Alex was diagnosed with autism spectrum disorder, but after several months of counseling with a child sexual abuse specialist, his diagnoses were changed to PTSD, attention-deficit/hyperactivity disorder (ADHD), obsessive-compulsive disorder, and anxiety disorder. At that time, his symptoms included night terrors, flashbacks, dissociation, and panic attacks. In addition to individual therapy, Alex received family therapy and psychiatric treatment with psychotropic medications. Both adoptive parents were present in our interview and subsequent sessions and were invested in providing him and his sister with love and concern as well as a stable and nurturing home environment.

On the basis of parent report (via verbal report and symptom checklist) and clinical appraisal, Alex’s key symptoms—in order of severity on a 7-point Likert scale—were fearfulness, anxiety, obsessive thoughts, not feeling calm or relaxed, being hyper-focused, expressing negative thoughts, inconsistent energy levels, and poor concentration. Because of his parents’ concern for his academic progress, treatment initially targeted Alex’s ADHD symptoms.

Alex’s harsh early years left an imprint on his brain physiology. The electroencephalogram reflected overall slowing, indicative of cognitive functioning problems that would include symptoms of ADHD. Slowing was predominant in the right hemisphere, the anterior cingulate, and right parietal-temporal junction. There were indications of right limbic overarousal. Taken together, these findings are consistent with brain scan research on chronic PTSD.



Neurofeedback Plan

Treatment protocols initially focused on decreasing the cortical slowing and decreasing fast wave activity to improve attention and reduce anxiety. At Session 23, a temporal lobe placement was added to improve emotional regulation. At Session 37, a placement targeting the right prefrontal cortex was included to further address emotional regulation and to reduce the fear response. Beginning at Session 42, a follow-up electroencephalogram was performed to assess PTSD markers in preparation for the final five sessions using a 19-channel, three-dimensional, normative database-driven neurofeedback approach, known as low-resolution brain electromagnetic to-mography (LORETA Z-score). This approach was used to target overarousal of the right limbic area to reduce fear and improve emotional regulation.



Progress

By Session 10, Alex was sleeping better and seemed calmer during the day. At Session 15, he had improved handwriting and focus when studying. At Session 29, symptoms were improving overall, but Alex continued to experience episodes of dissociation. After Session 38, he showed improvement in all eight symptoms initially prioritized on the checklist.

After one session of right prefrontal training, Alex had an abreaction of a traumatic memory, and his sensitivity to odors was heightened. After subsequent sessions, he was calmer. After the first session of LORETA Z-score training, Alex began sleeping more at night and taking daytime naps. After the fourth LORETA Z-score session, he took a 4-hour nap when he returned home. The average symptom checklist severity score completed at the beginning of treatment (average = 5.6/7), midtreatment (average = 3.9/7), conclusion of treatment (average = 2.3/7), and 1-year follow-up (average = 1.5/7) showed continual reduction in symptoms.

Two months after the conclusion of Alex’s neurofeedback treatment, his parents sent a video of him unreservedly scaling a 30-foot climbing wall at a local children’s museum and letting himself fall back to earth using his harness and support cord. This behavior is in stark contrast to the fearful child that Alex was at the beginning of neurofeedback treatment.



Connections and Disconnections in Neurofeedback

Alex entered my (Mark’s) waiting room for the initial assessment with his adoptive family, appearing to be truly uncomfortable in his own skin as well as with his surroundings. As I emerged from my office to greet him, he glanced tentatively at me with fearful eyes but managed a polite greeting. That began a journey he and I would embark on together—a sojourn that deeply enriched both our lives.

If we were to use traditional psychodynamic terms, I would say that I unreservedly acknowledged my “countertransference” with Alex. As I have learned from deeply traumatized clients, such transference reactions on the part of the counselor are more the norm, if not a necessary part of the therapeutic environment. Borrowing from an RCT lens, I embraced my work with Alex truly appreciative of his courage to attend neurofeedback counseling with me and immensely hopeful that my genuine care and desire to help would be well received. Recognizing the context of Alex’s history, and the historical abuse at the hands of men and women alike, I hoped to be a male figure he could one day trust—a person invested in building a trustworthy connection.

In reflecting on my work with Alex, I can best describe my sentiments at our first meeting, and throughout our work, as those of deep respect. To work with a person who has undergone such profound traumatic experiences as a young child and to know he is taking such risks by coming to our sessions created a dynamic in our therapeutic relationship I to this day cherish. Obviously, as the person with training, I provided the technical treatment. However, on a much more personal level, Alex became my teacher on matters of the human condition. He is an old soul.

I truly believe it was my level of respect for Alex and the connection we forged that helped create a relationship in which we could build trust. One of the ways I conveyed this stance was by consistently addressing him as “Mr. Alexander” with a smile and conversing with him about the rationale of therapy as well as maintaining an air of playfulness. At a spiritual level, our time together felt like holy ground.

At the beginning of treatment, Alex was wary of the office environment and the neurofeedback wires. His tendency to perseverate was apparent, as he would anx iously fixate on a word or concept, such as when he read about snakes in his geography lesson. The treatment situation only provided additional sources of anxiety. Dialog with Alex or his parents had to be done carefully, recognizing that some aspect of his diagnoses or treatment would become the focus of his perseveration. For example, in responding to his questions about the nature of neurofeedback, and why he was being brought to treatment, I would frame my responses positively (“to make your brain better” or “so that you will be happier”). Engaging Alex in the process of hooking up the sensors, checking connection measures, and picking the feedback (such as which game or cartoon) helped him to be less preoccupied about neurofeedback.

Alex could be articulate in his questions about the therapeutic process and about me. Initially, he presented with anxiety in the sessions, constantly querying me about how he was doing and what was normal. As treatment continued, our discussions were more about life.

There were setbacks. As Alex became confident enough to travel to visit his adopted relatives, two men got into an ugly argument over seat assignments across the aisle on the airplane. A visit to a local park was interrupted when the family’s window was smashed by a group from the neighborhood. St. Patrick’s Day pinching by other children at a restaurant play area triggered Alex into a panic attack with psychogenic seizures, resulting in a trip to the emergency department and extensive testing. In Alex’s world, it felt untenable to me to reassure him that this was not the nature of life. It was the nature of his life. Following one of these crises, I wrote to his mother expressing my concern. When she shared it with him, he replied, “I don’t think I have every mattered to anyone.”

Toward the end of the treatment regimen, I gave Alex a can of black-eyed peas— an impromptu notion that arose out of our playful discussions about food. He reciprocated with a can of pork and beans. In this action, Alex demonstrated an ability to form positive connections.

During our time together, there were times when, seemingly out of the blue, Alex would comment on some horrific experience in his earlier childhood. Digging through the trash to feed his baby sister. Seeing the body of a neighbor who’d been shot. Being burned by a cigarette. Admittedly, I was taken aback by these statements and struggled with how to respond. I let him see my sadness. Later, I would learn that doing so reflected the RCT concept of mutual empathy. We talked about these experiences with the parent who was in the room, and they would reassure him. Ultimately, I redirected us back to the neurofeedback with a realization that these are the wounds we are treating. These were the most challenging experiences for me. These were the times I especially wanted him to feel my care.

Alex has continued individual counseling with a gentle male colleague of mine, trained in child and adolescent psychiatric settings and well versed in trauma treatment, including eye movement desensitization and reprocessing. I still see him occasionally in the office complex. He’ll call out my name and give me a hug.







Future Directions and Emerging Research

What began as the insistence of Jean Baker Miller and her colleagues on the relevance of relationships to mental health has become a field of research and practice (Banks, 2016). Relational neuroscience deepens the way we understand trauma and, most importantly, broadens the tools we have to support individuals who have survived traumatic experiences. Allan N. Schore (2014) declared the totality of these emerging lines of research and clinical work to be a “paradigm shift.” Here, we wish to draw special attention to two frontiers in the research opened by the relational turn in trauma theory and therapy: neurofeedback and somatic approaches. Both seek to intervene on traumatic dysregulation at the level of biological sequelae and, thus, provide novel avenues for working within and beyond traumatic experience.

Neurofeedback is emerging as a powerful mental health tool found effective in trauma therapy. By translating real-time electroencephalography measurements of brain activity into a visual image that the client can manipulate through self-regulation of brain function, neurofeedback gives clients a way to gauge their own efforts and learn how to regulate brain processes. For some, this method may be the safest and most effective way into healing. Somatic approaches, although they have a long clinical history, have emerged more recently in the empirical literature. The mind-body connection is now undeniable, and the use of practices such as trauma-sensitive yoga to build mind-body awareness can give individuals who feel constricted by their brain’s adaptation to past traumas a way back to greater neural integration and flexibility.

In addition to the neurological and somatic frontiers, a relational perspective on trauma can also shed light on the ways in which many other approaches effect change. Research on the relational neuroscientific bases of creativity in counseling, for example, can help us better understand and support the widespread use of interventions that activate collaborative creativity as a healing practice for trauma survivors. We advocate for continued research into the science and clinical practice of these and other emergent approaches from a commitment to relationship as the heart of well-being.
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Multiple-Choice Questions


	According to the author, trauma is both adaptive and

	Harmful.

	Maladaptive.

	Reactive.

	All of the above




	Relational neuroscience is also known as social neuroscience.

	False

	True, until a few years ago

	True

	False, because these concepts are very different




	What theory talks about caretaker-child relationships?

	CBT

	Gestalt

	Attachment theory

	None of the above




	What type of neuron was accidently discovered?

	Mirror neuron

	Twin neuron

	Single neuron

	Excitatory neuron




	Siegel (2015) posited that our view of our own physical experience is profoundly connected to our social experience.

	True

	False

	True, for only children

	True, for only adults




	Polyvagal theory highlights the role of

	Adrenaline secretion as a response to an inner memory.

	The role of the vagus nerve in disassociation.

	How the nervous system responds to social cues, especially facial expressions.

	None of the above




	The most highly studied function of the amygdala is in the

	Trust conditioning.

	Fear conditioning.

	Response conditioning.

	Ego conditioning.




	When the brain senses fear, which happens first?

	Release of adrenocorticotropin hormone (ACTH)

	Release of endorphins

	Release of GABA

	Release of corticotropin-releasing factor (CRF)




	Which is part of the sympathetic nervous system (SNS)?

	Increased heart rate

	Digestive system

	Genitourinary systems

	None of the above




	The “smart vagus” is a term created by

	Amy Banks.

	Stephen Porges.

	Judith Jordan.

	Jean Baker Miller.




	What is important in mediating the lived experience of PTSD?

	The amygdala

	The heart

	The hippocampus

	The stomach




	Siegel (2015) believed that if trauma happens during early brain development,

	Social bonds will always be hard to manage.

	The brain can still heal.

	The brain is stuck at a certain age.

	None of the above




	Affective enactments in counseling mirror which RCT principle

	Strategies of disconnection.

	Mutual empathy.

	Perspective valuation.

	Cognitive restructuring.




	Which is a component of trauma-informed care?

	Exposure

	Self-control

	Emphasis on safety

	Behavioral therapy




	Neurofeedback may be an effective treatment for trauma symptoms.

	False

	True

	False, because neurofeedback can only be used with ADHD symptoms

	True, if the trauma symptoms are not too severe
















Essay Questions


	You have probably learned about trauma theories and how trauma affects the brain during your master’s degree or trainings. However, have you ever considered the relational impact that trauma can have on a person’s brain? Trauma does not simply affect the brain and how clients relate to their counselor but also how clients relate to their physical self. Is this surprising to you? Have you worked with clients who feel disconnected from their bodies?

	Learning about the neurobiological effects of trauma can feel daunting. After all, we are counselors and not neuroscientists. However, we are in a unique position to help our clients understand more about their brain and the effects of trauma. Do you talk with your clients about the neurobiological effects of trauma, and if so, how do you do this?

	Research and scientists used to believe that the brain could not change or create new neuron connections later in life. We now know this is incorrect, and our brains have neuroplasticity. This finding can instill hope for clients with past trauma, addictions, or other issues that may have negatively affected their brain. How do you use this information to instill hope for your clients?

	According to the chapter, nonverbal behavior is more believable than verbal communication. How do you validate your client and support your client in nonverbal ways? How do you use nonverbal behavior with your friends or family to communicate caring?

	Trauma research is increasing, and we have a better understanding of trauma every day. PTSD was first added in the DSM-III and became its own diagnosis in the DSM-5. What would you predict the next step for PTSD knowledge to be?
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CHAPTER 5
Fundamental Theories and Skills for Crisis Counseling

Shane Haberstroh


On a beautiful south Texas morning, I walked into our university community counseling clinic. I learned of a woman who was on the verge of killing herself, and my morning swiftly shifted into listening to Marcelle share her suicidal thoughts, plans, hesitations, and history of abuse and neglect. The conversation was fluid and did not follow the linear flow of suicide screening instruments. My most pressing concern was to stay connected. I feared she could hang up at any moment. To be honest, I feared I might make a misstep in the conversation—not really hear the nuances and pain in her story, but I kept listening with all the compassion I had. Being heard and cared for sparked a hazy possibility of hope, and she expressed a faint modicum of relief. I interspersed suicidal screening questions, affirmed her courage to make the call, explored her reasons for living, ascertained any protective factors, and quickly scribbled instructions for the staff to connect with the mobile crisis team. After we rallied our resources, we planned for our next steps. The mobile crisis team connected with Marcelle and provided stabilization services, and she followed up with individual counseling.

Moments of crisis call on our presence and genuine care for a person who is suffering as well as knowing about what to ask and what steps to take. Crisis situations feel tumultuous, and many are sudden and extreme events in some-one’s life. However, not all crisis situations involve the potential for violence. Many life crises are sublime in their misery and exact tolls that weave through the threads of life. Our hope is to provide you with conceptual frameworks and some practices to help guide you during these critical moments.

The Nature of Crises

A crisis is a shock to internal and external systems. These events can take many shapes, with many factors determining their personal and social impact. James and Gilliland (2017) defined a crisis as a “perception or experiencing of an event or situation as an intolerable difficulty that exceeds the person’s current resources and coping mechanisms” (p. 26). Events that can create crisis reactions range in intensity and scope. According to the Substance Abuse and Mental Health Services Administration (SAMHSA, 2014b), crises and traumatic events can be natural disasters such as hurricanes, earthquakes, or fires. Human-driven catastrophes include examples such as accidental gun shootings, oil spills, building collapses, and train derailments. These events represent accidents and unintentional structural failures. However, people can inflict considerable suffering on each other. Terrorism, sexual assault, abuse, genocide, robberies, and school violence are exemplars of intentional acts committed to hurt others. Other transitional and situational life crises and losses can also bring a person to the brink of despair.


Perception, Proximity, and Intentionality

How a person and a counselor both perceive a crisis or traumatic event plays an important role in how people respond. Certainly, many of the events listed in the previous section represent world-shattering experiences. Imagine working as a disaster mental health worker with the American Red Cross, and you are standing next to a father surveying the ruins of his smoldering house. Family memories reduced to charred picture frames, melted toys, and heaps of rubble. The events of that night seared in memories and guilt because he could not get to his daughter’s room fast enough. A couple of glasses of wine might have slowed his reaction time. His healing, like his daughter’s burns, will be long and punctuated by points of agony, moments of hope, and maybe—in the future—days without pain. Over time, this father and daughter will adjust, fight, feel despair, hope, and try to make some sense of their tragedy. The next day, you work with a college student recently dumped by his boyfriend, and you struggle to access the same compassion you had yesterday. You think to yourself, “At least you didn’t lose everything in a fire and have to listen to the agony of your 6-year-old daughter in the burn ward. You’ll get over this.” This kind of thinking is a mistake. For your client, this is a true crisis and a potentially dangerous one as well. In examining the factors leading to death by suicide, the Centers for Disease Control and Prevention (CDC, 2018) found that relationship problems were a predictive factor for 42% of people who committed suicide. In this instance, the perception of the breakup and resulting heartbreak can bring about feelings of hopelessness. Unfortunately, outsiders can unintentionally minimize the true pain people feel.

Proximity also plays an important role in how people respond to perilous situations (Pfeifer & Haeffel, 2014). Proximity can be seen as both physical and relational. For example, children experienced higher rates of posttraumatic stress disorder (PTSD) when they were physically close to a disastrous event on school campuses (Brock et al., 2016). Relational proximity can be understood when someone with whom we are close suffers a tragedy. Imagine the despair, pain, and profound sadness that parents feel when their learn that their child has been hurt thousands of miles away. Distance may increase their sense of anguish. Interestingly, social sup port may be a powerful factor in mediating the brunt of loss. Pfeifer and Haeffel (2014) found that students who learned of a classmate’s death felt more distress when they lived farther away, even when the relationship was less close than those proximal to the tragedy.



Crises and Emergencies

It is important to differentiate between a crisis and an emergency (James & Gilliland, 2017). Depending on the circumstances, a crisis can surely be an emergency situation. An emergency requires that we act quickly and a life is on the line. An example of how these terms differentiate in practice drove several items on the development of the Columbia Suicide Severity Rating Scale (Posner et al., 2011). In many instances, people who engaged in self-injurious behaviors without intent to commit suicide were treated as active suicide risks. They engaged in self-harm to express relief due to internal pain (Haberstroh & Moyer, 2012; Posner et al., 2011), but many did not express suicidal intent. Not all crises are emergencies, and distress can be mitigated through expressing care, connecting people with resources, and developing plans that increase coping and linkages to community supports (James & Gilliland, 2017).

There are many times when a crisis event is an emergency situation. These events include suicidal ideation with a plan and means; active abuse of children, older adults, or those with disabilities; homicidal ideations and plans; medical emergencies; destabilizing psychiatric conditions; alcohol, opiate, and benzodiazepine withdrawals; drug overdoses; and active disaster situations. These kinds of situations require involving medical and law enforcement personnel and potentially arranging involuntary placements.



A Life in Crisis and Crises of Everyday Living

Life crises range from expected transitions to unexpected and traumatic life-changing events. According to G. A. Miller (2012), situational crises are episodes that take people by surprise and tax their resources. Developmental crises include life events and common struggles that people endure. For example, some people may be surprised at their bittersweet feelings of joy, nostalgia, and sadness as they send their children off to college, retire, or make major life decisions. Others may endure many crisis moments when parenting children with special needs, helping a friend who suffers from addiction, or coming to terms with their own failing health. Likewise, people may seek counseling after the death of a loved one, loss of an important relationship, loss of a job, or an academic failure. Moments of crisis flare from these simmering stresses, and situational crises can strike at any time, complicating matters. In Chapter 9, we explore the varying situational, maturational, and identity crises that people endure.






The Relational Foundations for Crisis Counseling

Depending on the type of crises, and the reactions to these events by your clients, you will vary in your approach and style. Regardless of your first steps, the counseling relationship in crisis work begins at the first contact with you and a person in distress. A person’s resilience grows from the act of reaching out for help (Jordan, 2017). Our relational reciprocity (van der Kolk, 2014) in those key moments set the foundation for effective helping. Some crisis intervention models list risk assessment as the first task and rapport building secondary. We contend that your first contact and risk assessment methods are relationally bound. As someone hangs onto the fraying threads of their life, connection through compassion during these critical junctures can be a source of strength. Given the circumstances, crisis counselors may need to engage in life-saving measures. Depending on your client’s physical and mental states, you may need to take an active and instructive role in referring clients to services and engaging with mental health facilities, law enforcement professionals, and medical personnel.








Overview of Crisis Intervention Theories and Models

Several models define the nature of crises and provide counselors with a roadmap to provide interventions. Like most theories, many of these approaches emphasize certain dimensions of the human experience, and the original theories were developed decades ago. As crisis counseling evolved into a specialty practice, new models offered stepwise approaches, whereas others provided important tasks for you to cover in session. Progressive approaches to crisis intervention integrate elements from traditional models and add environmental, social, contextual, and developmental factors. Finally, grief models may help articulate the processes of chronic life stresses. These models make sense when people seem to barely tread the waters of their lives. James and Gilliland (2017) described several foundational crisis intervention theories. These approaches range from considering a crisis as an internal deficiency in coping and cognition to recognizing the crux of crises lying within systems and social interactions. Integrated models allow you flexibility to conceptualize the complex and nuanced factors in a crisis situation while offering structured guidelines to follow in chaotic times.


Internally Focused Cognitive and Coping Models

Early theories of crisis counseling illustrated crisis responses as dysregulation or dysfunction within the coping or belief systems of an individual. The cognitive model, based in cognitive-behavioral therapy, focuses on how people develop and sustain irrational beliefs that serve as perceptual filters during times of crisis (James & Gilliland, 2017). These beliefs may serve as wellsprings of cognitive dysfunction that can exacerbate stressful times. Basically, negative thinking spirals can lead people away from constructive problem solving and objective perspective taking before, during, and after a destabilizing event. For example, clients who suffer through a heart-wrenching divorce may share they will never find another gratifying relationship. A cognitive-focused counselor would focus in on the potential distortions in this thinking.

Many cognitive therapies for trauma work include discussion of the interrelationships and evaluation of thoughts, feelings, and emotions (James & Gilliland, 2017). From this perspective, the counselor may ask probing questions to help people articulate alternative perspectives. For example, a counselor could reflect that these statements seem like a worst case scenario. To expand their client’s cognitive perspective, a counselor might inquire about what the best case outcome might be and what the most probable outcome might look like (Jaycox, Langley, & Hoover, 2018). This might not be the best approach for someone in an immediate life-threating emergency. However, this work may help interrupt destructive cognitive schemas in longer term work with clients and is a mainstay of cognitive therapies for PTSD.

Likewise, the equilibrium approach first described by Caplan (1961) contends that before a crisis, a person maintains a repertoire of coping responses that become challenged during vexing times. As a result, people enter a state of disequilibrium, and the tensions they feel overpower their natural capacities to cope. As internal pressures build, people may sink into depression and eventually suffer a mental breakdown. The goal is to help restore people to their previous homeostatic functioning though problem solving and developing new coping strategies.

One of the predisposing factors for developing PTSD is a sense of helplessness and inescapability from a threatening situation (van der Kolk, 2014). Exploring resources, support systems, and potential power to make changes, no matter how small, can remind people of their control. After people have a sense of control and direction, they experience psychological mobility, which allows them to make decisions and work toward solutions. Much literature and professional guidance materials support the equilibrium model with people experiencing acute distress, because this approach seeks to remedy immediate concerns and restore a person’s functional capacity (James & Gilliland, 2017).



Biopsychosocial and Psychosocial Transition Models

The biopsychosocial approach highlights interactions among personal, genetic, and demographic factors with psychological and social influences (SAMHSA, 2014b). These interactions are recursive, and each of these domains influences the other domains. The CDC (2019) used this model to frame their violence-prevention programs. Although crisis and disasters can strike anyone, causing disequilibrium and taxing resources (James & Gilliland, 2017), certain demographic and genetic factors may be important to explore. At the genetic level, studies of hereditable predisposition find that many addictive and mental health disorders share genetic backgrounds (National Institute on Drug Abuse [NIDA], 2018). Clearly, addiction and co-occurring disorders can lead to physiological, mental, and social crises (NIDA, 2018). The severity of a co-occurring disorder also predicts how well someone can cope in the face of a crisis or traumatic event (SAMHSA, 2014b). Moreover, age, biological sex, and gender are demographic important factors under study. For example, men face greater odds of experiencing traumatic stressful events related to violence and crime victimization, whereas women experience physical and sexual assault more frequently and are twice as likely to develop PTSD (SAMHSA, 2014b). As we discussed in Chapter 2, sexual minority individuals face increased harassment, hate crimes, and sexual assaults. Keep in mind that people’s identity occurs within the context of social and cultural systems that can either hinder or support recovery.

Age plays a factor in how a crisis or traumatic event interacts with developmental and situational variables. For example, traumas experienced at younger ages can affect development, connection, relational images, and beliefs about trust and safety (SAMHSA, 2014b). Crises that occur during midlife can burden people as they navigate multiple adult roles and care for others while under the strain of unexpected predicaments. Finally, as people age, they may not recover as quickly from physical injuries, or they could lose access to medications and medical care during a disaster and face increased traumas from medical practices (van der Kolk, 2014).



Systemic and Ecological Approaches

As we discussed in Chapter 3, social and cultural forces play a significant role in the conceptualization of a crisis and factors that can impede or worsen a crisis situation. Systemic and ecological approaches explore the dynamics, roles, and normative functions within small systems and larger organizations and communities. Systems theory (MacKay, 2012) can help us understand the interactional patterns, normative emotional expressions, role adherence, and boundaries within a group, community, or family system. Of note, Jordan (2017) conceptualized boundaries as points of contact and energy rather than walls of separation. Equally important is the concept of homeostasis, which posits that people in systems will gravitate toward familiar ways of acting and responding to each other, even when these styles appear harmful and counterproductive to an outside observer. Moreover, as a destabilizing event shatters familiar interactional and behavioral patterns, a crisis can serve as a touchpoint for a group, community, or family to evaluate how ways of coping and supporting one another can change. For example, Tyler found his daughter unresponsive after she overdosed. While waiting in the emergency room, Tyler plays back all the times he ignored his daughter and became lost in work stress and personal ambition. He finally sees his neglect and emotional abandonment. He vows to change. See Sidebar 5.1 for more information on navigating crises.



SAMHSA Core Elements for Responding to Mental Health Crises

The millions of people living with mental health issues and co-occurring substance use problems face social and intrapersonal challenges that place them at high risk for experiencing multiple crises (SAMHSA, 2009). Many people suffering from mental health and behavioral problems experienced high levels of childhood trauma, increased homelessness, poor health, and high levels of criminal justice involvement (SAMHSA, 2009). To provide guiding principles for practitioners working with individuals with these traumatic history and complex needs, SAMHSA published guidelines outlining core elements for responding to mental health crises.







Sidebar 5.1 • Navigating Crises

According to the biopsychosocial and psychosocial models, many factors can contribute to how a person experiences a crisis. The ecological-social model is another model that explores how areas of a person’s life influence all other areas. With all these varying factors, it can be challenging to help others productively navigate crises. This challenge is one reason a relational lens may be helpful. A relational approach may help a counselor better understand their client’s overall life context.






These guidelines advocate for systems and counselors to (a) avoid harm, (b) use person-centered approaches, (c) share responsibility, (d) address trauma, (e) establish safety, (f) view people holistically, (g) see people as credible, and (h) activate natural recovery supports and resources. To achieve these principles in action, programs and staff provide timely and least restrictive services. Instead of immediately restraining someone, SAMHSA recommends watchful waiting to see whether a person in crisis can deescalate without the use of physical restraints. Other elements of effective programs involve ready peer support and quality time with qualified counselors who focus on strength-based approaches—counselors who seek to understand the context of a client’s life when making treatment recommendations. This means identifying and remedying service gaps, psychosocial needs, and environmental situations that precipitate mental health crisis. When counselors respect a person’s life context and trust them as credible, they can begin to plan comprehensive and culturally appropriate treatment interventions to reduce the issues and circumstances that lead to repeated hospitalizations or mental health crises.



Grief Models and Processes

A crisis or trauma represents loss in many ways. People can lose their sense of control, familiar routines, homes, jobs, loved ones, and physical capabilities. Counselors can understand how people navigate myriad losses by conceptualizing clients’ situations integrating the various models of grieving and crisis intervention. Ambiguous losses (Bloom & Farragher, 2010) have no definite answer, often persist without a clear end, and weave themselves into the daily lives of those who experience them. For example, an older adolescent who suffers from addiction might disappear for lengthy periods, leaving his parents to live with the ambiguity surrounding his safety and health. The parents also live with the loss of their initial dreams for their family (Duffey, 2007). Although this example speaks to ambiguous loss, the parents also may experience disenfranchisement because of the stigma surrounding addiction, judgment of their parenting skills, and the addictive behaviors of their son in their community. Each night he goes missing and every phone call from the police become moments of crisis that boil from the toxic stresses and losses this family endures.

Disenfranchised losses (Bloom & Farragher, 2010; Duffey, 2007) and grief arise when people cope with losses that are not socially sanctioned and bear the weight of stigma. Feelings of shame, humiliation, and exclusion isolate individuals and groups from meaningful contact with others. It is during these times that counselors can reach out to, advocate for, and connect with their clients. Much of a counselor’s work focuses on being with people as they adjust to challenging situations and find meaning in an often confusing and complex world. Although many losses and crises do not reach the diagnostic thresholds for acute stress disorder or PTSD, they may be considered traumatic events according to SAMHSA (2014a) because they can create intense feelings and stress as a result of the harm perceived. With authenticity, counselors can honor the real losses and pain that people feel after they may have suffered from countless empathic failures from others (Neimeyer, Klass, & Dennis, 2014).


Early Models Explaining the Grief and Loss Process

Early models of the human grief process focused on severing the intrapsychic re lationships with those who died (Freud, 1917; Lindemann, 1944). The goal for successfully navigating grief focused on eliminating connections by sharing every memory of the person lost. After these memories are purged from the intrapsychic tension, a person can then establish new relationships (Freud, 1917). This notion was reiterated by Lindemann (1944), who similarly focused on the process of letting go of the past and creating new relationships in the present. However, Lindemann’s work gave voice to postcrisis and grief experiences as natural and non-pathological processes. Given the popular assumptions of gaining closure, letting go, and moving on, these models influence collective thoughts about crises, grief, and loss and may create unrealistic expectations for people.

As the helping professions evolved, Kübler-Ross (1969) conceptualized the grief process as an experience for the terminally ill who traversed different stages of denial, anger and rage, bargaining, sadness, and eventually acceptance. Although this model was not intended to chart the course of the grieved, this approach was subsumed into the zeitgeist of counseling to provide a roadmap for grief. Likewise, Worden (2009) theorized that grief work included a series of tasks to complete that included feeling the emotions, adjusting to a new life, and investing energy into new relationships. These linear and task-based processes still frame approaches used to conceptualize grief. Although these models help people name feelings and experiences, they may also provide messages that a person may not be doing their “grief work” right. People may feel that they should be more accepting of the loss years later, or a community may promote messages that people do not need to talk anymore about their trauma. People should move on and rebuild. In contrast, contemporary models of grief work explore the dynamic and personal factors involved with the range of feelings, thoughts, and approach to living in a new and unfamiliar world. Stage-based models, although convenient and understandable, do not pan out when researchers follow the processes of bereaved individuals (Bonanno, 2009).



The Dual Process Model

As the research and theoretical base for grief work expanded, new models focused on the complexities of adjusting to loss and living in a new reality while finding ways to make meaning of loss. Current research shows that when people endure a loss, there is pain that does not exist on a predetermined timeline (Bonanno, 2009). Current literature on grief dispels the myth of closure (Bonanno, 2009) and recognizes that grief involves maintaining connection to memories, lost hopes, and accounts for many of these dynamics from a personal process model. The dual process model (Stroebe & Schut, 2008) explores how people move between their new life (restoration) and living with their experience of loss. In this model, individuals vacillate between the cognitive and emotional aspects of their grief while forging new relationships and life patterns. Although the pain never leaves entirely, it may ebb and flow throughout a person’s life as they move into new situations, relationships, and understanding. See Sidebar 5.2 for more information on grief.



Meaning Making

Neimeyer et al. (2014) promoted a constructivist theory focused on creating meaning from loss by engaging in validation, honest storytelling, exploring metaphors, creativity, and eclecticism. Neimeyer et al. posited that counselors may find this approach especially useful for people haunted by protracted grief. In this process, the counselor listens to a client retell their story in an empathic and safe space. Given the many ways that a person’s experiences may be invalidated by others, it is especially important that clients see that their story is heard, received, and validated. As the narrative unfolds, counselors listen for themes and metaphors, and explore the stories of coping and meaning making. Counselors then help people evaluate the strategies they use to make sense of their loss. From a relational-cultural theory perspective, these conversations can illuminate a person’s historical and current relational strategies of survival and connection while co-creating narratives of resilience (Jordan, 2017). As counselors work with people experiencing acute and chronic crises, they can integrate elements of crisis intervention, grief counseling, and trauma work into their conceptualization of their clients’ situations as they work in longer term settings. Approaches for working with grieving people do remind us of important skills when listening to others in the midst of crushing loss. The act of companioning with (Wolfelt, 2014) speaks to your presence during tumultuous events, when the immediate need for compassionate company supersedes platitudes and action planning.







Sidebar 5.2 • Grief

Grief models previously viewed grief as a linear process in which people work their way through stages of different emotions. However, we now know that grief is much more complex. The pain of loss may not completely leave a person; rather, the loss shapes their new life, new life patterns, and thoughts about others. We can support others through their experience of grief by connecting with them and honoring the memories of their loved ones.













Crisis Counseling Skills and Approaches

Theories and models define the nature of crises, provide a rationale for interventions, and give words to client’s experiences. However, in the midst of a suicidal call, community shooting, natural disaster, or the aftermath of abuse, what do we do? These are not times to pontificate or be paralyzed by confusion or uncertainty. Procedural clarity, compassionate responsiveness, and triage acuity can serve you and your clients in the midst or aftermath of chaotic and traumatic incidents. The first step in crisis response is preparing your tool kit and identifying available resources before a catastrophe strikes or between crisis events. The work does not stop after a situation is resolved, and each crisis will involve a complex mix of many variables.


Preparation

The PREPaRE model of crisis prevention and intervention in schools (Brock et al., 2016) outlines the many needed aspects of a comprehensive crisis plan for school systems. From this model, we learn that crisis preparation includes developing and training response teams, crafting policies, outlining chain of command activities, creating annexes, training staff and students in procedures, and establishing communication protocols. Likewise, one of the major activities of the American Red Cross is to help people and communities prepare for disasters and emergencies. For example, given that home and apartment fires represent the most frequent emergencies (Federal Emergency Management Agency, n.d.), the Red Cross provides free smoke detector installations as a prevention activity. Enacting simple and strategic resources before a crisis hits can provide you the structure and materials you may need in responding to crisis or emergency situations. James and Gilliland (2017) have named this practice predispositioning. In your practice, consider the following preparation steps:


	Review and gain clarity on the policies at your agency or institution related to (a) threat assessments; (b) suicide screenings; (c) evacuation plans; (d) abuse of children, older adults, or those with disabilities; (e) domestic violence screenings; and (f) verbal or physical de-escalation procedures. If you work in a private practice, these may be helpful topics to explore, especially with colleagues in a group setting.

	Create your office space so that you have a means to escape a potentially violent situation. Create code words to notify staff for situations in which you may feel threatened. For example, when I worked in a hospital and Dr. Strongarm was paged, the staff knew someone was in danger.

	Develop resource materials that include suicide and violence screening instruments, safety plans, and a list of verified resources you can use in the office or the field. I provide a few national examples of free resources to help build your resource kit:

	The Columbia Suicide Screening Severity Rating Scale includes many versions of screeners for use across multiple settings as well as a full-length suicide assessment tool. You can access these free materials and online training at http://cssrs.columbia.edu/. Other evidence-based suicide screening materials, such as the Patient Health Questionnaire–9 and SAFE-T, can be found at https://www.integration.samhsa.gov/clinical-practice/suicide-prevention-update.

	The Suicide Prevention Resource Center includes a free safety planning instrument at http://www.sprc.org/resources-programs/patient-safety-plan-template.

	SAMHSA (2019) offers mental health and substance abuse treatment locators at https://findtreatment.samhsa.gov/.




	Develop plans for your self-care and strategies to mitigate compassion fatigue. The Professional Quality of Life Scale (SAMHSA, 2014b) is a free tool to assess your level of burnout and secondary trauma. Find supportive colleagues to share about your work stress without diverging into complaining and gossip. Proactive self-care and wellness help counselors maintain a calm presence and perspective during crises.



With preparation, you will be equipped with some basic tools to help you make decisions about the severity of a crisis and have resources handy to make referrals as needed.



Task- and Step-Based Approaches to Crisis Intervention

James and Gilliland (2017), Roberts and Ottens (2005), and Jackson-Cherry and Erford (2018) developed step- and task-based approaches to working with people in crisis. James and Gilliland cautioned that because of the chaotic nature of crises,

following a linear protocol may not be the best approach. Instead, you may weave throughout each of these tasks as the situation demands. Each of these task approaches contains elements of (a) relationship building; (b) assessing a person’s status and potential threats; (c) providing psychological, social, informational, and physical supports; (d) exploring alternatives; (e) developing an action plan and obtaining commitment; and (f) providing follow-up resources and contacts. Table 5.1 provides a synthesis of the models according to these domains. In the following section, we outline important tasks for the crisis work to focus on when providing responsive services.



Table 5.1 • Comparison and Synthesis of Crisis Approach Models





	Author, Task Model, and Steps or Tasks
	Approach





	
	1
	2
	3
	4
	5
	6



	Roberts and Ottens’s (2005) Seven-Step Model
	
	
	
	
	
	



	Step 1: Plan and Conduct a Thorough Biopsychosocial and Lethality/ Imminent Danger Assessment
	
	✔
	
	
	
	



	Step 2: Make Psychological Contact and Rapidly Establish the Collaborative Relationship
	✔
	
	
	
	
	



	Step 3: Identify the Major Problems, Including Crisis Precipitants
	
	✔
	
	
	
	



	Step 4: Encourage an Exploration of Feelings and Emotions
	
	
	✔
	
	
	



	Step 5: Generate and Explore Alternatives and New Coping Strategies
	
	
	
	✔
	
	



	Step 6: Restore Cognitive Functioning Through Implementation of an Action Plan
	
	
	
	
	✔
	



	Step 7: Plan Follow-Up and Booster Sessions
	
	
	
	
	
	✔



	James and Gilliland’s (2017) Seven Task Model
	
	
	
	
	
	



	Task 1: Predispositioning and Engaging
	✔
	
	
	
	
	



	• Initiating Contact
	
	
	
	
	
	



	• Establishing Psychological Connection
	
	
	
	
	
	



	• Clarifying Intentions
	
	
	
	
	
	



	Task 2: Problem Exploration
	
	✔
	
	
	
	



	• Defining the Crisis
	
	
	
	
	
	



	Task 3: Providing Support
	
	
	✔
	
	
	



	• Psychological
	
	
	
	
	
	



	• Logistical
	
	
	
	
	
	



	• Informational
	
	
	
	
	
	



	Task 4: Examining Alternatives
	
	
	
	✔
	
	



	Task 5: Planning in Order to Reestablish Control
	
	
	
	
	✔
	



	• Psychoeducation
	
	
	
	
	
	



	Task 6: Obtaining Commitment
	
	
	
	
	✔
	



	Default Task: Safety
	
	✔
	
	
	
	



	Jackson-Cherry and Erford’s (2018) Assessment Tasks
	
	
	
	
	
	



	Task 1: Address Safety, Stabilization, and Risk
	
	✔
	
	
	
	



	Task 2: Follow a Holistic Bio-Psycho-Social-Spiritual Approach
	
	✔
	
	
	
	



	Task 3: Clarify the Problem(s)
	
	✔
	
	
	
	



	Task 4: Explore Coping Skills, Resources, and Supports
	
	
	✔
	
	
	



	Jackson-Cherry and Erford’s (2018) Intervention Tasks
	
	
	
	
	
	



	Task 1: Normalize and Educate
	
	
	✔
	
	
	



	Task 2: Explore Options
	
	
	
	✔
	
	



	Task 3: Develop a Plan and Obtain a Commitment
	
	
	
	
	✔
	



	Task 4: Prepare Documentation, Follow Up, and Provide Referrals
	
	
	
	
	
	✔






Note. Approaches: 1 = relationship building; 2 = assessment of status and risk assessment; 3 = provide psychological, social, informational, and physical support; 4 = explore alternatives; 5 = develop an action plan and obtaining commitment; 6 = provide follow-up resources and contacts.


Relationship Building and Engagement

Roberts and Ottens’s (2005) seven-step model and James and Gilliland’s (2017) task approach specifically address the role and activities focused on engaging clients and relationship building. Roberts and Ottens emphasized quickly establishing rapport and connection with clients in crisis. James and Gilliland explored these initial conversations in some more detail and proposed that the directivity of the crisis intervention session is guided by the client’s mobility. If a client is immobile (e.g., in a profound state of panic, disassociation, rage, actively suicidal or violent, under the influence of substances), then the counselor becomes more directive and concrete in communication style and recommendations (James & Gilliland, 2017). For clients who are able to engage and partner somewhat in the process (partially mobile), then the relationship becomes more collaborative, and the crisis counselor serves in a consultant role. For those clients who demonstrate mobility, counselors use broad open-ended questions and more complex reflections of meaning and feeling that engage a client’s repertoire of problem-solving skills, self-reflection, and personal awareness as resources to address their current stresses (James & Gilliland, 2017).



Triage and Assessment

If you have ever been to an emergency room for a sickness, you hopefully met with a nurse first who asked a series of questions. Depending on your answers, you either sat miserably in the waiting room for hours or they quickly rushed you in for an evaluation. Triage in crisis situations works the same way. Roberts (2002) defined triage as

The immediate decision-making process in which the mental health worker determines lethality and referral to one of the following alternatives: (a) emergency inpatient hospitalization, (b) outpatient treatment facility or private therapist, (c) support group or social service agency, or (d) no referral needed. (p. 5)



In crisis assessment situations, lethality screening occurs soon in the initial dialogue. James and Gilliland (2013) included assessing safety as a default task that occurs thought the entire encounter with a person in distress. Other models place risk assessment as a core task to complete when defining the crisis, conducting a biopsychosocial assessment, and examining the scope of the crisis event. The Triage Assessment Form (Myer, Williams, Ottens, & Schmidt, 1992) and the Individual/Family Crisis Counseling Services Encounter Log (SAMHSA, n.d.) provide structure to determine the affective cognitive, behavioral, and physical reactions to a crisis to help you ascertain the severity of a person’s reaction and referral for ongoing services. The main focus of a crisis screening and assessment is to determine lethality risks and to attend to the crisis situation by exploring the immediate precipitants of the crisis, the scope and impact of the event, a person’s reactions to the event, and any natural supports or resources available.



Providing Supportive Interventions

Although crisis counseling is not brief therapy (James & Gilliland, 2017), several supportive time-limited interventions can be helpful. Active listening, normalizing, brief psychoeducation, relevant information resources, and connecting people to resources are all interventions we can provide in person, over the phone, and online in a time-limited manner. Roberts (2005) recommended exploring thoughts and feelings through posing open-ended questions and offering reflections to help clients clarify their perspectives and feel heard. Psychoeducation is a valuable tool that can help people gain important content and provide some normalizing information that can help reduce shame and self-blame in many situations. Psychoeducational activities also center on educating clients about relevant resources and other sources of support in their community and within larger systems of care.



Action Planning and Commitment

For clients who are immobile or incapacitated, action planning and commitment activities may be involuntary processes. At other times, the action planning stage represents the next phase for trying out different behaviors, exploring programs, and concretizing these plans in writing if possible. Many safety plans include detailed informational sections including contact phone numbers, places to seek refuge, and lists of people who can provide support. However, these are useless if clients have not committed to follow through.

Motivational interviewing is a counseling approach that focuses on how and why people change. One of the main goals of motivational interviewing is to elicit client change talk. The acronym DARNCAT (i.e., desire, ability, reasons, need, commitment, activation, and taking steps) can help you identify change talk (W. R. Miller & Rollnick, 2013). For example, Tyler’s daughter says, “Yeah, I think I need treatment, but I’ve got too much going on right now.” Rather than arguing, explore her need statement. Your goal in helping people change is to elicit and expand on their change talk through active listening and a collaborative relational style. Finally, an important aspect of planning is not to overpromise services (e.g., PREPaRE, American Red Cross). Only promise activities you can reasonably accomplish, and then follow up with your client as soon as possible. For example, when working at the shelter after Hurricane Katrina, many people asked us about their pets. Rather than saying we will find them, we set a time to meet up later, after we explored how pets were being housed and cared for. See Sidebar 5.3 for more information on motivational interviewing.



Follow-Up

Finally, in many situations, establishing quick follow-up to address immediate concerns helps resolve some issues. Follow-up in crisis settings is unlike other mental health and counseling processes. Usually follow-up occurs within hours or, at most, days (James & Gilliland, 2017). For example, after referring clients to emergency placement, you may ask clients to put your name on their contact list and to also sign a consent to release information. You can then follow up, touch base when appropriate, and maintain a connection with them while they are in inpatient care. See Figure 5.1 for more information.







Sidebar 5.3 • Motivational Interviewing (MI)

The centrality of MI is helping people to explore their motivation and, in a collaborative manner, to help them change toward their goals. When using MI, it is important to remember not to argue with a client or forcefully point out a cognitive discrepancy. Instead, the counselor can guide the client to change by eliciting change talk and supporting clients as they navigate their values. How do you perceive MI working with clients?
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Figure 5.1 • Integrated Crisis Counseling Flowchart

a Source models are: Caplan (1961) and James and Gilliland (2017). b Source models are: Jackson-Cherry and Erford (2018), James and Gilliland (2017), and Roberts and Ottens (2005). c Source model is: James and Gilliland (2017).










Introduction to Disaster Counseling

Disasters can strike suddenly and grow into calamities that create mass havoc, confusion, and loss. Often profoundly destructive, disasters shatter social systems and can overwhelm people with trauma and loss. SAMHSA (2019) has defined many natural catastrophes and mass shootings as different types of disasters. These events are horrific and often garner social media and news attention, evoking national attention to the misery of those suffering on the ground. To respond to these events, the American Red Cross uses thousands of volunteers to provide basic needs as well as medical and mental health services (American Red Cross, n.d.). For licensed counselors and certified school counselors, the American Red Cross provides disaster mental health training to prepare the counseling workforce to deploy across the nation. In Chapter 11, we explore the many facets of community disasters and recovery processes. If you feel the call to serve as a disaster mental health worker, you can find more information at https://www.redcross.org/volunteer/volunteer-opportunities/disaster-health-mental-health-volunteer.html. In the meantime, the National Child Traumatic Stress Network offers free online training focused on psychological first aid (PFA).


PFA

The National Child Traumatic Stress Network and the National Center for PTSD developed PFA as an approach to help disaster and terrorism survivors in the immediate aftermath of exposure (Ruzek et al., 2007). Counselors practicing the core elements of PFA actively engage with people by request or by observing those who may be distressed. PFA counselors provide physical and psychological comfort and safety while working to stabilize those who may be emotionally distressed. Helpers then gather pertinent information to determine pressing needs and offer practical assistance to meet those needs. During the process of information gathering, counselors establish connections with support systems and community programs. Helpers provide relevant information and psychoeducation about stress and coping strategies and seek to link clients to collaborative services to address current and future needs. As you can see, PFA reflects many of the processes outlined in traditional crisis intervention approaches and harnesses your compassion, access to helpful resources, counseling skills, and advocacy to help people through moments of terror and despair.



Critical Incident Stress Debriefing (CISD) and Critical Incident Stress Management

For many years, the standard of practice was to enroll people into semi-mandatory group debriefing sessions after a traumatic event (Paterson, Whittle, & Kemp, 2015). This intervention was predicated on the idea that first responders, victims, and others affected by a trauma should receive immediate debriefing services. In 2010, the American Red Cross conducted a review of the available evidence and did not recommend CISD as an approach to use with traumatized people. More recent research (Paterson et al., 2015) found that police officers who attended these sessions fared worse than those who did not. When services are mandatory and people are faced with additional details of horrific events, they may develop secondary traumatization. Furthermore, when mandated to attend sessions, people lose a sense of agency and control over their natural recovery processes. Most people do not develop PTSD after a traumatic event (U.S. Department of Veterans Affairs, 2019). Therefore, approaches such as PFA serve as a current best practice, because we offer compassionate listening, provide connection with resources, and respect the choices of people to engage or not.









Case Example and Applications for Hope and Healing

Nate, a survivor of a mass shooting incident, called the phone crisis line after telling himself he was going crazy because of his reactions and seemingly fragile state of being after the shooting. He shared, “I don’t know, I don’t know what’s wrong with me. I’m educated, professional, and am good at managing my life. I put myself through college while working full time and raising a family. I’m just losing my mind, I just think I’m going crazy!” After exploring his situation further and listening to his life context, I reaffirmed his many strengths, perseverance, and clear ability to problem solve throughout his life. He was not in any danger to himself or others; he just wanted to stop feeling so afraid. His reactions were interfering with his productivity, and his workplace was seemingly unsympathetic. His friend who was with him at the time of the disaster was seemingly unfazed and did not understand his reactions. He felt ashamed and could not reach out to his friend any more about this situation.

Throughout our conversation, I appreciated the context of his life and shared some education about the neurobiological effects of trauma. Rather than being crazy, we discussed how his response was a natural expression of his fight-or-flight system, and when activated, it works much faster than rational thinking processes. We also explored local resources to help him with ongoing free counseling and legal assistance to help address his work situation. We left the conversation with him feeling more informed and ready to access local services. This encounter reminded me that helpful information can reframe frightening responses to stressful crisis situations.






Future Directions and Emerging Research


The Opioid Crisis

Driven by increased access to opiates such as fentanyl, which is 50 times more potent than morphine, opiate overdoses have reached epidemic proportions (NIDA, 2019). From overdoses of legally prescribed medication to deaths from illicit use, opiates take the lives of seasoned users and neophytes alike. Overdoses and death by overdose affect millions of people and bring medical and psychosocial crises, stress, and loss to loved ones and communities. Likewise, abrupt detoxification from opiates can lead to profound physical and psychological distress (NIDA, 2019). Addiction creates chaos within all realms of a person’s life and is one of the major public health crises facing the world.

Bred in isolation, shame, manipulation, and trauma, addiction saps creative energy and creates physiological and psychological conditions that further drive people from healing resources. Coupled with the stigma and private shame surrounding addiction, people may not reach out until life has fallen apart or authorities intervene. Unfortunately, many mental health and medical systems are ill equipped to provide the level of care needed as the opioid epidemic blossoms. There are people and groups, however, that are making radical changes. For example, in Vancouver (British Columbia, Canada), supervised injection sites create a welcoming connection, safe practices, and caring relationships with staff as those addicted to substances are treated with dignity and respect.



Rising Suicide Rates and Nevada’s Response

According to the CDC (2018), every state except Nevada reported increased suicide rates, and half of all suicides were not related to a known mental health condition. As a leading cause of death, suicide speaks to the utter isolation and pain that millions of people feel in the United States. The CDC calls for a national effort to intervene in the toll of suicide. Nevada saw a decrease in suicide rates, and the experience in that state can shed light on how we can provide help for those who need it desperately. In an interview about suicide prevention in Nevada (Bzdek, 2018), Misty Vaughan Allen, the Nevada state suicide prevention coordinator, emphasized the power of a collective and consistent approach to suicide prevention. Nevada requires all schools to provide suicide screening to all students, and the state connects many agencies and stakeholders in communal efforts to screen for suicide and to provide resources. These examples speak to how vision, creativity, and work to link people and systems of care can save lives.
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Multiple-Choice Questions


	Crisis counseling is a set of techniques that counselors apply to people.

	True, there is a certain way to work with suicide

	True, the techniques have been applied since the 1930s

	False, counselors do not apply techniques to people

	False, there are two sets of techniques




	Relationship problems can be a predictive factor for _____ of people who committed suicide.

	42%

	10%

	75%

	3%




	Which of the following are emergency crisis situations?

	Suicidal ideation

	Alcohol withdrawal

	Active abuse to a child

	All of the above




	According to the chapter, risk assessments and _____ should occur concurrently.

	Rapport building

	Mental health assessments

	Inpatient

	None of the above




	The cognitive model for crisis response is based on

	Potential distortions in thinking.

	Cognitive-behavior therapy.

	Freud.

	Both a and b




	The equilibrium approach to crisis was first described by Caplan in

	2018.

	1961.

	2000.

	1984.




	Research shows the equilibrium approach to work well with which kind of distress?

	Extreme

	Severe

	Acute

	Moderate




	Which violence prevention model does the Centers for Disease Control and Prevention use for their framework?

	Cognitive model

	Response model

	Violence prevention approach

	Biopsychosocial and psychosocial model




	A few of the Substance Abuse and Mental Health Services Administration’s (2009) guidelines for counselors working with mental health crises include

	Use a person-centered approach and establish safety.

	Use a person-centered approach and set strong boundaries.

	Help the client develop self-awareness.

	Both a and b




	Disenfranchised losses develop when people cope with losses that include

	Extended family.

	Stigma.

	Pets.

	None of the above




	The PREPaRE model of crisis _____ and _____ in schools includes training response teams and outlining a chain of command activities.

	Prevention, awareness

	Preparedness, intervention

	Prevention, intervention

	None of the above




	Which is a good prevention step to include in a counseling office?

	Create office space so that you have a way to escape

	Review policies at your agency

	Wait for fire alarm batteries to expire

	Both a and b




	For an immobile client, counselors become more directive and use clear communication.

	False, this will upset the client

	True, this helps stabilize the client

	False, the counselor becomes a consultant

	True, as long as the counselor only is directive for 2 minutes




	What are some supportive interventions that can be provided over the phone?

	Normalizing

	Active listening

	Connecting people to resources

	All of the above




	The American Red Cross does not recommend

	Critical incident stress debriefing (CISD).

	CCCD.

	Preparation for a natural disaster.

	Relocating.















Essay Questions


	When working with your clients or talking with a friend about their crisis, have you ever minimized their situation? Have you ever minimized their situation maybe not externally but internally? If so, in what way?

	If you were a counselor working with clients who experienced a crisis, which model or approach would you use? Why?

	A person or client may be confused about his or her grief and how he or she cannot get past it. How could you creatively help clients explore their grief?

	Self-care is important for every counselor. Creating a self-care plan is a great practice to prevent burnout. What does your self-care plan look like?

	Think about the case example of Nate. Have you ever worked with a client who felt ashamed or embarrassed by an experience? How did you respond?
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CHAPTER 6
Fundamental Theories and Skills for Trauma Counseling

Allison Marsh Pow and Hope Schuermann






A Relational Approach to Trauma Counseling

Although trauma counseling is markedly different from traditional counseling in many ways, the relationship remains central to effective treatment. Trauma lays open the most hurt and vulnerable parts of oneself. Thus, a counselor who is warm, empathic, caring, and genuine is all the more important. Tenets from person-centered theory (Rogers, 1957) and relational-cultural theory (Miller & Stiver, 1997) can be infused into trauma care to form a solid relational foundation, regardless of the technique or approach used. This connection can be seen in situations in which counselors use a nondirective play therapy approach with children.

In one of my (Hope’s) cases, a 5-year-old client, who refused to disclose details of an abuse situation, spent her time in counseling building, painting, and then destroying versions of a cage for more than 6 weeks. During this time, I helped build the relationship and used tracking skills to let my client know she was present and cared for her. After 6 or 7 weeks, the cage theme disappeared, and her mom reported symptom relief at home as well. Positive therapeutic relationships change lives— and change is essential after trauma. Thus, all of the information presented in this chapter, and in this entire book, should be assimilated into practice knowing that the first thing the counselor must do is form a solid therapeutic relationship.


Empathy and Mutual Empathy

Early conceptualizations of empathy boil down to “walking a mile in another’s shoes” (Rogers, 1957, p. 99). We know now that empathy is not quite that simple. It can be challenging to imagine ourselves in any number of situations that we have not encountered in our personal lives; however, imagining ourselves going through a trauma may be even more difficult. The depth of feeling a person experiences when losing a loved one, suffering through an act of terror, or witnessing violence or other traumatizing events is complicated and hard to fathom for those who have not experienced similar losses. Even so, making the effort to understand the client’s experiences through his or her lens of core beliefs, values, relationships, and life experiences and relaying to the client that you are there, serving as a witness to the heartache and recovery, will improve the client’s overall chances of positive progress.

Relational-cultural theory, originally a feminist theory that has since been applied to multiple populations, posits that people develop through connection with each other, and it expands the conceptualization of empathy to one of mutual empathy (Duffey & Somody, 2011). Miller and Stiver (1997) suggested that empathy flowing in one direction—from counselor to client—is not sufficient for meaningful change; thus, mutual empathy, wherein clients know they have actually moved their counselor by sharing their experiences, allows the client to know their impact on others. Empathy is indispensable to a solid therapeutic relationship.







Introduction to Trauma Counseling

The term trauma counseling encompasses many topics, types of trauma, and techniques. It can be overwhelming for a new professional counselor or even a seasoned veteran to contemplate all of the ways in which trauma may present. Briere and Scott (2015) have made a strong case for conceptualizing trauma beyond the current definition in the Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5; American Psychiatric Association [APA], 2013). This expanded definition includes the physical threat of harm or death to self or others from the DSM-5 and adds that trauma may also include events “that are extremely upsetting, at least temporarily overwhelm[ing] the individual’s internal resources, and produc[ing] lasting psychological symptoms” (Briere & Scott, 2015, p. 10). This definitional expansion is also a shift in focus, bringing the client’s experience to the foreground as a criterion for identifying trauma. Expanding our working definition of what constitutes a traumatic event supports phenomenological assessment and encourages counselors to focus on the lived experience of the client.

Beyond traumatic reactions, traumas can also be typed by the person’s relationship to the traumatic event, and, here too, an expanded understanding supports the relational counselor. In addition to primary trauma, we may see secondary trauma, vicarious trauma, and shared trauma. We begin with a brief overview of these types of trauma before discussing trauma reactions, including acute stress disorder (ASD), posttraumatic stress disorder (PTSD), and complex trauma.


Types of Trauma

Trauma can be categorized on the basis of a person’s relationship to the traumatic event. Primary trauma refers to direct trauma exposure and applies to a person who experienced the trauma firsthand. Secondary trauma refers to indirect exposure through being a part of a trauma-affected community or group. Secondary trauma often affects people as if they were primary victims, and it may affect first responders, health care and mental health care professionals, neighborhoods, and communities (Arvay, 2001; Phelps, Lloyd, Greamer, & Forbes, 2009). When Newtown, Connecticut, suffered the terrible tragedy of an elementary school shooting in 2012, many in the town were traumatized even though they were not at the school during the shooting and did not have a direct link to a shooting victim. This type of trauma is categorized as secondary.

Vicarious trauma can occur in mental health professionals when beliefs and values begin to change as a result of working with trauma survivors, and it results from an empathic connection with clients (McCann & Pearlman, 1990). Mental health practitioners working solely with traumatized clients may be at a greater risk for vicarious trauma. Thus, they must be more vigilant for signs of shifting beliefs and emotions. Finally, shared trauma occurs when an entire group experiences the same trauma at the same time, as in the case of natural disasters or acts of terrorism (Bell & Robinson, 2013). Shared trauma can be particularly difficult for mental health professionals to navigate because they are often treating the trauma in others while dealing with its effects as a primary victim as well. Tosone collaborated with many of her social work students to explore this phenomenon following the September 11, 2001, terrorist attacks (Tosone et al., 2003), whereas Baum (2010) discussed shared trauma in the context of New Orleans, Louisiana, during Hurricane Katrina.



Traumatic Reactions

Individuals’ traumatic reactions to events can vary widely. This variance may be due to internal and external resources, the extent of physical and psychological harm involved in the trauma, and experiencing multiple traumatic events. Thus, a similar event may bring one person to counseling, another into crisis, and another only a sleepless night of anxiety. Every person’s trauma is as unique and individual as they are. Some of the most common trauma reactions seen by counselors manifest as ASD, PTSD, and complex trauma, although trauma may also present as depression, anxiety, substance abuse, and personality disorders. A brief overview of these trauma reactions is provided next.


ASD

ASD is diagnosed when symptoms begin between 3 days and 1 month following a trauma. Symptoms of ASD will often fall under the categories of intrusion, negative mood, dissociation, avoidance, and arousal. Events causing ASD may include, but are not limited to, personal assault or being witness to injury to others, war, car accidents, and natural disasters. People with ASD experience consistent symptoms for at least 3 days after the trauma and up to 1 month, and they often show signs of dissociation, depersonalization, and sleep disruption (APA, 2013).



PTSD

PTSD is a common diagnosis used in trauma reactions lasting beyond 1 month. Similar in symptomology to ASD, PTSD is unique in that the symptoms of intrusion, avoidance, and arousal persist while negative thoughts and beliefs form in relation to the trauma. These symptoms culminate in significant levels of distress that interfere with an individual’s usual level of functioning. PTSD may be caused by the same events as ASD. Emotional states will vary in people suffering from PTSD. Some may exhibit fear, whereas others may appear angry or apathetic. Reexperiencing the trauma or traumatic events may occur through nightmares, flashbacks, rumination, and dissociative states. Additionally, a person suffering from PTSD will typically avoid triggers (i.e., stimuli associated with the traumatic event) either intentionally or unintentionally (APA, 2013). It is of note that different criteria are given for a diagnosis of PTSD in children younger than 6 years old. You can learn more about PTSD in the DSM-5 (APA, 2013), and through the National Center for PTSD (https://www.ptsd.va.gov/), the National Institute of Mental Health (https://www.nimh.nih.gov/index.shtml), and numerous research articles and books.



Complex Trauma

Complex trauma reactions may occur when a person suffers multiple traumas over a period of time, culminating in severe symptomology not attributable to one traumatic incident alone (Briere & Spinazzola, 2005; Herman, 1992). Often, these multiple traumas began early in life and were interpersonal in nature, such as childhood abuse (Herman, 1992; van der Kolk, Roth, Pelcovitz, Sunday, & Spinazzola, 2005). Complex trauma may result in dissociation and somatic issues as well as difficulty identifying and using healthy boundaries. People who suffer from complex trauma may have difficulty with self-regulation or with building lasting, meaningful relationships. In addition, coping with complex trauma may overwhelm one’s natural coping abilities, leading to coping through substance abuse, cutting, or engaging in high-risk sexual behaviors (Briere & Scott, 2015).








Theories and Skills for Trauma Counseling

Trauma cements the survivor in a space where time seems to stand still, and the horror of the traumatic event feels ever present and constantly looming. It is as if the sufferer’s mind, emotions, and body get stuck in the moment of traumatization, unable to fully process something previously unprecedented in their life experience (van der Kolk, 2014). In a sense, the memory is frozen in time by neurological mechanisms tied to the person’s most primitive stress response system (Levine, 1997). The long-term effects of these mechanisms can backfire, leading to dysregulation of the autonomic nervous system and an impaired ability to contextualize old and new experiences (Levine, 1997; van der Kolk, 2014). Thus, people’s ability to process traumatic experiences is essential to healing.

We must be able to integrate these experiences into our existing schemas or to create new schemas to accommodate them, allowing our worldviews to shift under the weight of their significance (Triplett, Tedeschi, Cann, Calhoun, & Reeve, 2012). It is this shift that allows for deep healing and growth. Just as the impact of a traumatic event fractures multiple dimensions of a survivor’s life experience (i.e., cognitive, affective, behavioral, and relational), the processing of that event must occur on multiple levels as well. The theories we use to understand trauma and how it affects the ways in which we think, behave, feel, and interact are each based on a different view of how processing occurs. Next, we explore some of the most common theories of trauma and its etiology as well as the core elements and skills of each. See Sidebar 6.1 for more information on trauma responses.







Sidebar 6.1 • Trauma Responses

Clients may sometimes feel shame or embarrassment about their natural autonomic responses to trauma. Traumatic memories can produce crying, shaking, dissociating, trouble sleeping, and many other physiological effects. Counselors can educate their clients about trauma’s effect on the body. No reaction is right or wrong. Everyone experiences and manifests trauma differently.







Assessing Trauma

Assessing the etiology and implications of trauma is a complex task that takes place over time as, together with the trauma survivor, we explore new levels of impact and the meaning that these changes hold in his or her life. The first phase of assessment usually occurs when we meet our clients. Typically, a full biopsychosocial assessment is indicated at intake. However, there are a few aspects of this assessment to which we may want to pay particular attention when working with trauma survivors.

In my work, I (Allison), typically begin with a brief exploration of five key areas of the client’s life and current functioning: (a) most immediate presenting concerns, (b) current functioning (including mental status and immediate medical needs), (c) risk assessment (i.e., presence of suicidal or homicidal ideation, acute substance use, and other types of psychological impairment that may leave the client at imminent risk), (d) current social support, and (e) past and current coping skills. These areas of emphasis are based in crisis intervention models that conceptualize crisis as a balance between a client’s perceived level of distress and the coping resources available to help them process their distress (Greenstone & Leviton, 2011). Counselors must closely monitor clients’ potential for crisis and risk at every stage of treatment, and continual assessment in these key areas will help them detect early signs of crisis and protect against further emotional damage.

Additionally, several standardized assessment tools may come in handy in the pursuit of a holistic understanding of the way trauma has affected your client’s life, outlook, and coping resources. The U.S. Department of Veterans Affairs (https://www.ptsd.va.gov) offers a thorough list of available standardized assessments for trauma and trauma-related symptoms that can be accessed at https://www.ptsd.va.gov/professional/assessment/screens/index.asp. The Adverse Childhood Experiences questionnaire, which is based on the largest longitudinal study of child trauma and its impact on adult health and well-being, can help you and your client explore early life experiences that may be contributing to current difficulties (Centers for Disease Control and Prevention, 2019).

In addition, the Posttraumatic Growth Inventory can help you assess trauma-related growth and wellness and mark strength-based therapeutic gains (Tedes-chi & Calhoun, 1996). Assessments of coping style, such as the COPE Inventory (Carver, Scheier, & Weintraub, 1989) and the Coping Responses Inventory (Moos, 1993), can also offer a broader understanding of how clients tend to cope with life challenges and where you could work to help them develop more diverse and adaptive coping skills.



Cognitive Processing Therapy (CPT)

Many of the most popular evidence-based approaches to treating trauma stem from a foundational belief that trauma anchors the brain in the cognitive and emotional context of the traumatic event. Thus, when triggered, the survivor travels mentally back to the time and place when the trauma occurred and acts within the context of assumptions, beliefs, and perceptions that were encoded at that time (Briere & Scott, 2015). To free themselves from this state, trauma survivors must work to reframe and restructure old fear-laden beliefs into new, more adaptive beliefs and perceptions that are grounded in the reality of the present moment (Bri-ere & Scott, 2015). In this way, the related emotions are also targeted so as to detach them from the state-based, fear-driven context of the trauma itself. Known as the information processing theory of trauma (Foa, Steketee, & Olasov-Rothbaum, 1989), this approach frames most cognitive-behavioral trauma interventions.

CPT is a cognitive-behavioral approach designed to aid trauma survivors in processing traumatic material by “unsticking” state-based thoughts, behaviors, and feelings (Resick & Schnicke, 1992). The counselor facilitates a structured 12-week protocol with four main goals in mind: (a) psychoeducation about the information processing model of trauma, (b) increasing awareness of thoughts and feelings and their connection with each other and with the traumatic event, (c) training in specific skills to help clients challenge distorted thoughts and beliefs and to cope more effectively with the reality of the trauma, and (d) understanding subsequent changes in beliefs and worldview (Resick & Schnicke, 1992). Each strategy is geared toward helping the client identify “stuck points,” or areas of incomplete processing, and to work through those blocks effectively (Resick & Schnicke, 1992).

Originally developed for use with survivors of sexual assault (Resick & Schnicke, 1992), CPT is commonly used today in work with military personnel (for more information, see https://www.ptsd.va.gov) as well as with survivors of a variety of traumatic experiences. A strong evidence base supports its effectiveness. Resick and Schnicke (1992) reported clinically and statistically significant changes in PTSD and depression symptoms among their original sample of sexual trauma survivors when compared with a waitlist control group. In a meta-analysis of 11 more recent quantitative studies, Lenz, Bruijn, Serman, and Bailey (2014) found that, when compared with waitlist and alternative treatment groups (i.e., other cognitive and exposure therapies and supportive nondirective approaches), clients receiving CPT showed greater decreases in severity of PTSD symptoms as well as related symptoms of depression.

Two core skill sets compose the basis of the CPT approach: (a) cognitive processing and (b) exposure to traumatic material through reflection and writing (Re-sick, Nishith, Weaver, Astin, & Feuer, 2002). Cognitive processing strategies help the client examine and deconstruct dysfunctional beliefs that are grounded in the fear state of trauma and to rebuild those beliefs into more balanced and realistic ideas about the self and the traumatic event (Resick et al., 2002). This process may be done through Socratic questioning, daily worksheets, homework assignments, and evaluation of self-statements (Resick et al., 2002). For example, in working with a sexual assault survivor, I (Allison) identified her dysfunctional belief, “I am unlovable.” By gently and supportively asking her to evaluate the evidence for this belief, she was able to see that it was tied to the experience of the rape and was not actually a global truth. She then worked to replace that belief with a new, more self-sustaining and realistic belief—“I am worthy of love, and my perpetrator violated my safety.”

As we worked through this and similar trauma-based beliefs, we began to slowly expose her to material related to the trauma that she previously avoided. Briere and Scott (2015) suggested that this step can be done through telling the trauma narrative— describing details of the traumatic events aloud—or by writing or journaling about elements of the experience. Creative approaches such as art therapy and sand tray therapy can also be used. Telling the trauma story or narrative is a common intervention among many treatment modalities, and it seems to be central to successful cognitive and emotional processing. Counselors new to trauma treatment, however, should use caution. Clients should be invited and never pressured to tell their trauma story, and they should only be asked to do so in a supportive environment with adequate coping mechanisms to support self-regulation and emotional safety.



Exposure Therapy

Along with intrusion and hyperarousal, avoidance is one of the hallmarks of a traumatic response (van der Kolk, 1987). It is a self-protective mechanism designed to cushion the impact of intense emotional and physical threat and, in the short term, can help people safely escape a threat without being distracted by overwhelming thoughts and feelings. However, sustained avoidance over time can block trauma survivors from one of their most important tasks—processing the thoughts and feelings that they so deeply fear. Triplett et al. (2012) suggested that healing and growth following a traumatic experience necessitate active processing, or deliberate rumination. As opposed to intrusive rumination, which happens beyond the survivor’s will and can leave them inundated with vivid memories of the traumatic event, deliberate rumination requires slow, progressive exposure to those memories in a controlled and intentional way (Triplett et al., 2012). Thus, exposure therapy involves a highly structured and deliberate process of exposing survivors to the details of their traumatic experience in a physically safe and emotionally therapeutic environment so as to disassociate the fear response from otherwise nonthreatening stimuli.

There are several approaches to exposure therapy—all with the ultimate goal of unpairing a conditioned fear response from stimuli associated with the trauma. Prolonged exposure (PE) therapy is a structured exposure approach in which a trauma survivor uses in vivo and imaginal exposure to approach previously feared people, places, thoughts, memories, and other associations related to the traumatic experience (Foa & Rothbaum, 1998). Over the course of 8–15 sessions, the counselor pairs these exposure techniques with deep breathing exercises that assist the client in self-regulatory coping as trauma triggers are systematically activated and ultimately extinguished (McLean & Foa, 2011). Researchers have demonstrated PE’s effectiveness in diminishing symptoms of PTSD and depression (Foa et al., 1999; Foa, Rothbaum, Riggs, & Murdock, 1991), and it has yielded similar treatment outcomes to CPT (Resick et al., 2002). Some researchers, however, have also noted the potential for PE to exacerbate PTSD symptoms in the short term, especially if not implemented correctly or with adequate coping support (Foa, Zoellner, Feeny, Hembree, & Alvarez-Conrad, 2002; McLean & Foa, 2011). In a study of 76 women with chronic PTSD, Foa et al. (2002) reported that a minority of participants experienced exacerbated trauma symptoms but that those who reported symptom exacerbation still benefited from treatment. See Sidebar 6.2 for more information on PE.

Systematic desensitization offers one alternative to PE (Wolpe, 1958). In this approach, the counselor exposes the client to trauma-related stimuli, first inviting them to recall experiences that are not overwhelming but are moderately distressing, and then to build, over time, to more and more distressing associations after the client has seen success at lower levels of intensity (Briere & Scott, 2015). This approach promotes briefer periods of exposure and keeps close pace with the individual needs of the trauma survivor (Briere & Scott, 2015).



Trauma-Focused Cognitive-Behavioral Therapy (TF-CBT)

Cohen, Mannarino, and Deblinger (2006) developed TF-CBT as an adaptation of the popular cognitive-behavioral counseling approaches, tailored specifically to treat trauma in children, adolescents, and their families. The approach is time limited and emphasizes a set of central skills designed to build a child’s coping strengths, and it facilitates the cognitive and behavioral processing of the traumatic experience with an emphasis on family involvement (Cohen et al., 2006). TF-CBT incorporates elements of cognitive processing as well as exposure therapy, introduced in a developmentally attuned way that helps to ensure that the trauma survivor has adequate coping mechanisms in place to support them through the exploration and processing of traumatic material.

Key components of the TF-CBT approach are outlined in the acronym PRACTICE (Cohen et al., 2006). These components include (a) psychoeducation and parenting strategies, (b) relaxation strategies, (c) affective expression and regulation, (d) cognitive coping strategies, (e) trauma narrative and processing, (f) in vivo exposure, (g) conjoint parent-child sessions, and (h) enhancing personal safety and future growth. Thus, the counselor walks the trauma survivor and their family safely into and through the trauma narrative while training specific skills in relaxation, emotion regulation, cognitive coping, and behavioral exposure, with an ultimate goal of empowering and facilitating growth through agency over present-oriented life experiences.

According to the National Child Traumatic Stress Network (2012), TF-CBT has the strongest research evidence of any treatment model for traumatized children on the basis of numerous randomized controlled trials and replication studies (e.g., Cohen, Deblinger, Mannarino, & Steer, 2004; Cohen & Mannarino, 1996; Cohen, Mannarino, & Iyengar, 2011). Although it is intended specifically for children and youth, researchers support its use up to age 21, and it has been modified for use in military settings (National Child Traumatic Stress Network, 2012). Some training and supervision is required and can be initiated through the TF-CBT training website at https://tfcbt2.musc.edu/.







Sidebar 6.2 • Prolonged Exposure

Prolonged exposure can be a powerfully healing method for helping clients work through trauma. However, the text also states that counselors respect their client’s space when they process trauma and not force exposure. There are other creative ways to help clients slowly heal from trauma. For example, sharing music, poetry, and art are other ways for clients to tell their stories.








Eye Movement Desensitization and Reprocessing (EMDR)

When you are stressed and trying to process major life decisions or unexpected events, do you ever find that it helps to take a walk? Psychologist Francine Shapiro had a similar experience that ultimately led to the creation of one of the most popular evidence-based approaches to trauma treatment (Shapiro, 2018). EMDR emerged from Shapiro’s discovery that her own emotional distress seemed to lessen as she moved her eyes back and forth spontaneously during a walk (Lipke, 2012). In 1989, Shapiro published the results of her first study on the procedure, reporting a reduction in the intensity of traumatic memories among a group of 22 trauma survivors after only one session of EMDR. She reported that the results were maintained at a 3-month follow-up and led to behavioral changes that alleviated many of the participants’ primary symptoms (Shapiro, 1989).

This groundbreaking work led to the formalization of Shapiro’s EMDR protocol, which was later endorsed by behaviorist Joseph Wolpe and others who observed accelerated results when the protocol was used with their own clients (Lipke, 2012). The systematic eye movements that Shapiro discovered on her walk drive the effectiveness of the treatment. These eye movements and other forms of bilateral stimulation—repeated sensory stimulation that alternates between the left and right sides of the brain and body—seem to catalyze cognitive and emotional processing and aid in resetting physiological and neurological rhythms that are disrupted by trauma (Lipke, 2012; Shapiro, 2018). Thus, bilateral stimulation can help desensitize the trauma survivor to fear-laden traumatic associations while expediting reprocessing of the memory.

Shapiro (2018) distinguished between the technique of EMDR and the treatment protocol. In the basic technique, the counselor asks the client to bring a painful image or memory to mind, to connect that memory with related thoughts or beliefs as well as emotions and physical sensations (similar to cognitive-behavioral approaches), and then to hold that awareness as the counselor prompts bilateral stimulation through successive eye movements (Lipke, 2012; Shapiro, 2018). Typically, the counselor does this technique by holding their hand in the client’s line of sight and moving it left to right across the full range of vision, about a foot and a half in front of the client’s face, for about 25 repetitions (Lipke, 2012). Other variations include bilateral auditory or tactile stimulation, such as moving a sound from one side of the client’s body to another or using hand-held buzzers that alternate stimulation (Lipke, 2012). After each episode of eye movement or bilateral stimulation, the counselor invites the client to breathe and to notice what emerges next.

Many clients favor this approach because they are not required to talk openly about their recollections of the traumatic event—a point of divergence from other trauma treatment models (Lipke, 2012). Instead, they can simply call the memory to mind while much of the processing is done internally. Counselors practice this technique within the larger protocol of EMDR, which includes eight phases: (a) history and treatment planning, (b) preparation (training in relaxation and other self-regulatory coping skills), (c) assessment, (d) desensitization, (e) installation of positive beliefs, (f) body scan, (g) closure, and (h) reevaluation (http://www.emdria.org). If you are interested in practicing EMDR, you will need to get formal training and supervision. You can learn more through the EMDR International Association (http://www.emdria.org), which certifies counselors in EMDR, and through Dr. Shapiro’s EMDR Institute (http://www.emdr.com).



Medication Intervention

Researchers have identified medications that may help mitigate dysregulation of the autonomic nervous system, a central mechanism of the trauma response. These medications act on the hypothalamic-pituitary-adrenal axis and the sympathetic nervous system to ameliorate some of the adverse effects of sympathetic hyperactivation and trauma-related hormone release (Briere & Scott, 2015). They are most effectively used as an adjunctive treatment, along with evidence-based psychotherapeutic approaches such as the ones outlined in this chapter. For some trauma survivors, the physiological and psychological impact of trauma becomes so severe that it can inhibit cognitive, behavioral, and affective processing. Medications may go a long way in the short term to relieve the intensity of this impact and to enable and empower clients to engage more actively in counseling. Typically, the first line of defense is psychopharmacological intervention, in which selective serotonin reuptake inhibitors and other antidepressants address underlying symptoms of depression that can interfere with progress in trauma treatment (Conrad & Pejic, 2012). Other medications such as morphine, hydrocortisone, be-tablockers, and benzodiazepines may help lower acute anxiety and sympathetic nervous system activation (Conrad & Pejic, 2012).

Although some medications have proven useful in addressing acute symptoms of PTSD, strong evidence suggests that psychopharmacological intervention alone is not sufficient for healing from trauma and, when compared with psychotherapeutic interventions, may be less effective overall (Cahill, Rothbaum, Resick, & Follette, 2009; Friedman, Davidson, & Stein, 2009). Briere and Scott (2015) have cautioned counselors about the risks associated with medication use, including compliance, sedation, sleep disturbance, impairment in memory processing, and risk of medication abuse. Some of these effects may exacerbate existing trauma symptoms or present obstacles to successful treatment. Counselors should work closely with prescribing psychiatrists to ensure that any psychopharmacological interventions are appropriate for their individual clients and are closely monitored in the context of supportive trauma counseling.



Group Interventions

We know that trauma disrupts important functions and rhythms within the body’s autonomic nervous system (van der Kolk, 2014). This part of the central nervous system is responsible for signaling the body to be calm and rest when things are safe and to fight, flee, or freeze under threat of imminent harm. However, one branch of the autonomic nervous system—the parasympathetic branch—also plays an important role in allowing people to socialize, build relationships, and to turn to others as sources of comfort and support when things get stressful (Porges, 2011; van der Kolk, 2014). In his polyvagal theory of trauma, Stephen W. Porges (2011) suggested that socializing and interpersonal connection may be central to the healing process following trauma because they help to bring back “online” parts of the parasympathetic nervous system that let people know when they are safe and no longer in danger. Thus, interpersonal connection may be vital to processing and healing on even the deepest physiological levels.

Group approaches to trauma treatment became popular following the Vietnam War (Foy et al., 2000) and remain common as an adjunctive approach to trauma treatment today. When incorporated into an individualized treatment plan, treatment and support groups can help trauma survivors practice and strengthen skills in empathy, emotion regulation, and interpersonal attunement that help to normalize the often isolating experience of trauma; these approaches also re-regulate important functions of the parasympathetic nervous system essential to posttraumatic growth. The most common treatment groups adopt a cognitive-behavioral approach, translating elements of CPT and PE into the group modality (Sloan & Beck, 2016). Many counselors also use groups to address comorbid concerns such as depression, anxiety, and substance use.

Common approaches include psychoeducation and interpersonal therapy groups as well as Seeking Safety groups for survivors who struggle with substance abuse (Sloan & Beck, 2016). Dialectical behavior therapy, which includes both individual and group components, also has been widely used to build self- and co-regulatory coping skills among survivors of complex trauma (Linehan, 1993). There is limited evidence to support the relative efficacy of group trauma treatment compared with other forms of individual therapy, in part because of a lack of randomized clinical trials (Sloan & Beck, 2016). Theoretically, however, the group modality may offer a unique therapeutic experience that targets key areas of traumatic impact not inherent to individual counseling.



Family Interventions

Bowlby’s (1958) attachment theory reminds us that our earliest relationships with caregivers dramatically influence the ways in which we, as individuals, learn to cope with unexpected and threatening situations throughout life. Many trauma researchers have turned to Bowlby’s work as a way of explaining why close family relationships and attachment patterns are so important to consider in treating trauma (e.g., Gore-Felton et al., 2013; O’Connor & Elklit, 2008). It is through these relationships that we learn how to seek comfort and safety in times of turmoil and we come to see ourselves and others as either reliable and trustworthy sources of support or—in the case of abuse, neglect, or other traumatic experiences within the home environment—as unreliable and untrustworthy in meeting these needs (Bartholomew & Horowitz, 1991).

Several treatment approaches have been designed to incorporate the trauma survivor’s family members and collaterals and to address the systemic needs of families affected by trauma. TF-CBT, mentioned previously, is one popular approach that is especially relevant for work with children and teens. Other psy-choeducational and cognitive-behavioral models have proven useful with couples and families, including the partners and families of returning service members (Monson, Fredman, & Adair, 2008). Figley’s (1998) systemic family therapy model helps families affected by trauma to develop new means of coping while empowering family members to confront and actively process through the obstacles created by trauma in their lives and relationships. Susan M. Johnson (2002), creator of emotionally focused therapy for couples, also offers an attachment-based treatment model to help trauma survivors and their partners reprocess the attachment-related emotional responses that are often amplified during and after a trauma.



Brief Therapies

Treating trauma is a long-term commitment for client and counselor alike. Brief interventions in the context of trauma work generally target the acute crises that commonly arise throughout this process. In the immediate aftermath of a traumatic event, psychological first aid (PFA) provides concrete guidelines for counselors that will help to stop clients’ emotional bleeding and promote adaptive coping— that is, empower clients to take control back in an otherwise chaotic and uncontrollable situation (National Child Traumatic Stress Network & National Center for PTSD, 2006). The eight core actions of PFA are (a) contact and engagement, (b) safety and comfort, (c) stabilization, (d) information gathering, (e) practical assistance, (f) connection with social supports, (g) information on coping strategies, and (h) linkage with collaborate services.

Stabilization skills, in particular, can assist counselors when their clients become activated or are in the midst of an acute panic attack or flashback. These skills may include breathing techniques as well as mindfulness strategies, such as visual relaxation, body awareness practices, and simple questions, that help ground a trauma survivor in the here and now, reminding them that they are safe in the current moment (National Child Traumatic Stress Network & National Center for PTSD, 2006). It is important for counselors working with trauma survivors to familiarize themselves with at least one good crisis intervention model. This knowledge will help in those moments of unexpected client crisis when it is vital for the counselor to manage their own stress reactions effectively so that they may accurately assess client needs and make informed decisions regarding immediate treatment and intervention. I like Greenstone and Leviton’s (2011) model because it is clear, concrete, and easy to remember. For further reading on crisis intervention skills and strategies as well as PFA, see Greenstone and Leviton’s book, Elements of Crisis Intervention, as well as the PFA Field Operations Guide (National Child Traumatic Stress Network & National Center for PTSD, 2006).







Contraindications

Trauma’s inherent complexity necessitates a careful hand and cautious implementation of strategies that have the potential to exacerbate symptoms if used incorrectly. If exposed to traumatic triggers too soon or without adequate coping and support, survivors may feel unsafe or overly activated and ultimately disengage from treatment. In this section, we discuss contraindications in trauma treat-ment—that is, approaches and interventions that are not recommended or should be used with extreme caution because of their potential for harm.

Following major disasters and other large-scale traumas, helping professionals may use critical incident stress debriefing (CISD), a structured protocol designed to provide coping support and the opportunity for small-group debriefing for responders and personnel (Briere & Scott, 2015; Mitchell, 1983). CISD is specifically intended for use with disaster responders and trauma relief personnel, and it has been used successfully with rescuers, first responders, and members of law enforcement following large-scale traumatic events such as the September 11, 2001, terrorist attacks and Hurricane Katrina (Briere & Scott, 2015). The protocol invites participants to recall and share details of their experiences during trauma response with the goal of normalizing and facilitating cognitive appraisal and emotional processing (Briere & Scott, 2015).

It has been criticized, however, for its potential to retraumatize participants through exposure to others’ traumatic material too soon after an event and for its frequent misuse with primary trauma survivors (Briere & Scott, 2015). CISD is not appropriate for use with individual clients, primary survivors (i.e., those who are not exposed in a professional capacity), or by counselors who are not properly trained in the modality. CISD should never be mandatory, even for response personnel, because this requirement violates an individual’s right to personal agency—a core need for successful trauma processing. Finally, CISD is a structured prevention program and is not intended as a psychotherapeutic approach (Briere & Scott, 2015).

Similarly, counselors should use exposure therapies with caution because of the potential for these approaches to retraumatize survivors through excessive exposure too soon or without adequate support. If used correctly, exposure therapies, such as PE and systematic desensitization, can be highly effective and are among the strongest evidence-based approaches to trauma treatment. However, in the hands of a counselor who is new to trauma intervention or to these treatment protocols, they can lead to lasting negative effects that may harm clients and deter them from further treatment. If you plan to use exposure techniques in your practice, we advise that you seek additional training in these techniques and their appropriate use; you should also seek supervision from a trauma specialist who is well versed in these approaches.






Counselor Self-Care

Self-care is a foundational part of serving as a mental health professional. When working with survivors of trauma, self-care is paramount. As discussed in earlier sections, counselors working with trauma are at greater risk of secondary and vicarious trauma. We may begin seeing symptoms similar to our clients’, and our values and beliefs may begin to shift as a result of exposure to trauma narratives. One of the challenges I (Hope) witnessed while working at a child advocacy center was the revolving door of professionals. Listening to children detail the abuse they have suffered day in and day out can be an exhausting job, and, if left unaddressed, this exhaustion can lead to disillusionment and resentment. I found that only through self-care strategies was I able to maintain my passion and continue serving children in need. Self-care is the balm that prevents and treats trauma symptoms, burnout, and compassion fatigue in counselors.

Self-care can cover many different activities, as long as it meets the needs of the individual person by allowing them to feel renewed and refreshed. During my time at the child advocacy center, I used supervision sessions for self-care but also made sure to take my dogs for walks and read lighthearted fiction books. Many people seek self-care through exercising, massages, or reality television. Although reinforced in graduate programs, once in practice, fully licensed and unsupervised counselors may forget the importance of self-care. Making a plan, setting boundaries around personal time, and remembering to put yourself first at times will assist in maintaining self-care. We cannot give to others when we are empty; thus, it is of utmost importance to find a way to “fill up your own cup.”








Factors, Approaches, and Interventions That Foster Healing

A strong therapeutic relationship when counseling trauma victims should serve as the foundation for trauma treatment. Counselors then weave theory and skills intentionally into sessions to promote growth and healing. Beyond the relationship, individual factors within the client’s life can assist in promoting healing, whereas specific approaches and interventions from the counselor’s expertise may contribute to greater success in treatment.


Individual Factors

Safety and social support are key individual factors in promoting healing in trauma survivors. Physical and emotional safety are paramount in trauma treatment. Clients who remain in violent relationships, continue to live in unsafe conditions, or cannot feel emotionally safe face serious roadblocks to recovery. Although emotional safety can be built in session, physical safety can only be discussed in counseling in terms of resources, options, and safety planning because the client may choose to return to an unsafe home. Although taking actions to promote their own safety may seem scary, stressful, or retraumatizing, clients face a difficult journey to healing when they remain in physical danger. Biologically, the body cannot move forward to process trauma while it is still in a hyperalert state. Thus, expressing the need and importance for clients to remove themselves from unsafe situations cannot be overstated.

Posttraumatic social support is one of the most important factors in promoting healing (Ozer, Best, Lipsey, & Weiss, 2008). Counselors can assess for existing social support in the intake session and continue to reinforce the importance of social support throughout treatment. If direct family support is not available, clients can seek social support through friendships, religious affiliations, volunteer opportunities, or group counseling, to name a few. Counselors can promote use of social support through regular check-ins with the client, referrals, and homework assignments.



Approaches and Interventions

Several empirically based treatments were discussed earlier in the chapter. However, several overarching approaches may assist in the healing process. Trauma treatment, like counseling in general, is not one size fits all. Thus, as ethical and invested mental health professionals, we must have an arsenal of tools at our side to assist our clients. Some broader approaches specific to trauma treatment, including emotion regulation, mindfulness, creativity, and brain-based interventions, can help counselors supplement their trauma toolbox.


Emotion Regulation

Emotion regulation has strong empirical support in addressing many symptoms of trauma (e.g., Lilly & Lim, 2013). Emotion regulation in trauma treatment encompasses an awareness of, and intentional reaction to, emotions that stem from the traumatic event. Counselors can teach clients about identifying emotions, triggers, or stimuli that may cause an emotional reaction, current actions when feeling a particular emotion, and desired actions when experiencing the emotion. Treatment can address these topics to create a change in thoughts and behaviors around an emotion associated with the trauma. Emotion regulation is a foundational step in treating trauma because it allows the client to feel some control over his or her previously uncontrollable reactions; and in doing so, it sets a safe stage in which trauma can be further processed.



Mindfulness

The practice of mindfulness encompasses bringing awareness to and observing a phenomenon without judgment in the present moment (Baer, 2003). Mindfulness can be helpful in establishing emotion regulation, grounding a client when triggered, and creating healthy coping skills. Many techniques make up a mindfulness approach, including meditation (e.g., Zen, transcendental, loving-kindness), deep breathing, nonjudgmental awareness, yoga, and developing compassion for self and others. Although mindfulness can be used in conjunction with other treatment modalities, mental health professionals may also find it helpful to use a mindfulness-based treatment protocol such as acceptance and commitment therapy or mindfulness-based stress reduction (Kabat-Zinn, 2003). See Sidebar 6.3 for information on loving-kindness meditation.



Creativity

Creativity helps counselors to think “outside of the box” with clients. Creative interventions are particularly helpful in trauma treatment when clients may struggle to verbally express the depth of emotion they are experiencing (Gladding, 2008). Creative methods include, but are not limited to, art, music, play activities, bibliotherapy, and using a sand tray. The use of a sand tray may be particularly appropriate as a creative intervention because the client can tell the story of their trauma through real or metaphorical scenes in the sand. A sand tray also offers the client an opportunity to create a past, present, and future description of him- or herself in relation to the traumatic event. Creative approaches can be used to complement and enhance other theoretical approaches and may assist in helping a “stuck” client move forward (Duffey, Haberstroh, & Trepal, 2016). One of my (Hope’s) favorite examples of using creativity to assist a client in moving forward took place within a family system. I was working with two children—a male, age 11, and a female, age 8—and their mother. They came in because of suspected abuse by the children’s father, and the entire family was consumed with sadness, guilt, and responsibility. Over time, I knew that a traditional approach was not as effective because the family could not see past the trauma and personal blame to recapture the strengths that held them together.







Sidebar 6.3 • Loving-Kindness Meditation

Throughout this book, the importance of counselor self-care is emphasized. The loving-kindness meditation is a guided meditation used by counselors to practice self-care. Is this something you would consider using? What might be the benefits?






Using a framework of TF-CBT and narrative therapy, I began a project with the family in which they created a storybook—complete with illustrations—about their trauma. I instructed them, however, that they were each a hero in the story and, thus, must reframe the story to show themselves in that light. As a whole, the family rewrote their trauma narrative and formed new ideas about themselves through telling the trauma narrative and reframing the experience. Each person took great pride in the story and the illustrations. This project fostered the momentum the family needed to heal and grow. For our termination session, I presented them with their story, spiral bound, as a reminder to always see the strengths in each other.



Brain-Based Approaches

Recent advances in brain science have opened doors to new and exciting interventions in trauma therapy. Neurofeedback, an advanced intervention that uses brain waves during counseling, is empirically supported for treating anxiety, depression, attention-deficit/hyperactivity disorder, and trauma (Marzbani, Marateb, & Mansourian, 2016). Neurofeedback works through operant conditioning to teach clients self-regulation. In addition, a technique known as brainspotting uses the principles of EMDR to activate traumatic memories through specific eye positions (i.e., brainspots). Although less researched, brain spotting does have strong anecdotal support for trauma treatment. For more information on brainspotting, visit https://brainspotting.pro.








Case Example and Applications for Hope and Healing

Ana is a 20-year-old female college student who identifies as Mexican American. She has come to counseling at her family’s urging because of their concerns about her behavior following a recent traumatic event. About 6 months ago, Ana discovered her roommate dead in their shared apartment. Her roommate died by suicide after overdosing on medication. Since this incident, Ana reports elevated anxiety, fear of being alone, frequent worry—especially about the whereabouts and safety of her friends and family—and weekly recurring nightmares. Her family describes her as a “jittery,” “anxious,” and “always in her own head.” Today, Ana is recounting a panic attack that occurred just hours ago. She states that she had plans to meet a friend after class, but when she got to her friend’s apartment, there was no answer. Ana knocked on the door for 15 minutes and called her friend at least 10 times. She states that, at that point, she started to feel like she could not breathe. Her chest tightened, and she feared she was having a heart attack. The panic was relieved when her friend finally came to the door, stating that she had accidentally fallen asleep. This occasion is the first time Ana has experienced a panic attack.

In working with Ana, we have chosen TF-CBT as the primary treatment approach because of its strong evidence base, structure, and ability to address cognitive, behavioral, and affective processing needs. TF-CBT is appropriate for her age, and we like the fact that it emphasizes family involvement. Ana is close to her family and friends, and we can begin by maximizing the effectiveness of social supports and the co-regulatory coping skills on which Ana already relies in times of distress. This is Ana’s fourth counseling session. During the first and second sessions, we worked on psychoeducation around what trauma is and how the experience of finding her roommate following her suicide has affected Ana’s functioning on cognitive, behavioral, affective, physiological, and social dimensions. We have also been in touch with her parents and sister who live about an hour away, and, together with Ana, we have talked to them about the plan for Ana’s counseling and about how they might be involved. Ana would like them to come periodically to join her for sessions so that they can learn more about what she is experiencing and how best to support her. During the last session, we integrated a mindfulness approach to foster healing.

First, we worked on teaching Ana some simple breathing techniques for relaxation to help her regulate her autonomic nervous system when she is activated (e.g., Healthwise, 2018). We also practiced a new mindfulness strategy—mindful awareness of the five senses—designed to help Ana relax her mind and body when she feels anxious. Mindfulness techniques will be interwoven with the TF-CBT approach throughout her treatment. Today, Ana shares that she did not think to try these strategies until after her panic had escalated this morning, but we practice them again in session today, which helps her to self-regulate as she recounts this morning’s events. In terms of the PRACTICE model (Cohen et al., 2006), we have now addressed Steps 1 and 2, psychoeducation and relaxation. We will continue to revisit these as we progress through counseling.

Given Ana’s recent panic attack, our focus today and for the next couple of sessions will be on establishing Ana’s sense of “safe space” and continuing to build and practice her self-regulatory coping strategies to give her tools and a sense of agency over her physiological response to trauma triggers. Next, we will move to affective expression and regulation and help Ana identify the emotions she is experiencing when she is both activated and calm. She will learn emotion regulation and cognitive coping strategies to show her how her thoughts and feelings are connected and how she can manage them effectively and intentionally. Ultimately, we will move into helping Ana tell her trauma story—perhaps through a creative technique such as sand tray use (Blankenship, 2017) or musical chronology (Duffey, 2005; Duffey, Lumadue, & Woods, 2001)—as we begin to reintroduce trauma-related associations in a new and safer context. Throughout, she will practice her new skills in self-regulatory coping and will work together with her family to reestablish a sense of security in her world.






Future Directions and Emerging Research

From traditional cognitive-behavioral approaches to the newer brain-based techniques, a recent shift in how we understand and treat trauma marks a new wave of treatment approaches that integrate cutting-edge neurophysiological research with time-tested strategies known to promote cognitive, behavioral, and affective processing. Thus, the study of trauma and its treatment grows richer through a deeper understanding of the brain-body connection and its role in traumatic response. Researchers—including Bessel A. van der Kolk (2014), Peter A. Levine (2008), and Stephen W. Porges (2011)—are paving the way for these new intersections through innovative theories of trauma that tie its lasting effects to dysregulation of the human body’s primitive stress response system. Somatic experiencing (Levine, 2008) and the polyvagal theory (Porges, 2011) are gaining traction among trauma-focused practitioners, and van der Kolk’s advocacy for mind-body inter ventions can be at least partially credited with the growing popularity of yoga and mindfulness in trauma work.

Additionally, more trauma counselors are using creative approaches with their clients. Techniques borrowed from art and music therapy, as well as bibliotherapy and cinema therapy, are giving survivors new languages through which to tell their stories. From a neurological perspective, it makes sense that many trauma survivors have trouble finding words to communicate their experiences because the brain’s prefrontal cortex (responsible for problem solving, decision making, and contextualizing experiences) and hippocampus (responsible for memory storage) are heavily affected by traumatic response (van der Kolk, 2014). Creative interventions and play therapy techniques are particularly well suited to work with trauma survivors. Specifically, we have found sand tray, musical chronology, and creative approaches to narrative counseling (e.g., asking the client to create a photo collage or short flip book about their story) to be particularly powerful.

Finally, researchers are paying increasing attention to the construct of posttraumatic growth, or the belief that trauma can promote growth through positive psychological change (Tedeschi & Calhoun, 1996). This method may seem counterintuitive to many deficiency-based models of trauma that focus on symptom identification and alleviation. However, researchers are discovering that, when processed successfully in a safe and supportive environment, the traumatic experience can actually lead to improvements in life satisfaction and well-being. This area of study is ripe for counselors and counselor researchers because it aligns so nicely with the wellness- and strength-based philosophy on which the field was founded. To quote Ernest Hemingway (1929), “The world breaks everyone and afterward many are strong in the broken places” (p. 267).
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Multiple-Choice Questions


	The DSM-5 added which concept to the definition of trauma?

	Trauma is only related to multiple events.

	Trauma may include an extremely upsetting event that leads to lasting psychological symptoms.

	Trauma may include an extremely upsetting event that has no effect on the brain.

	None of the above




	Categories of trauma include

	Secondary trauma.

	Primary trauma.

	Vicarious trauma.

	All of the above




	A symptom of acute stress disorder is

	Avoidance.

	Happiness.

	Tremors.

	Psychosis.




	Complex trauma may affect a person’s ability to

	Self-regulate.

	Walk.

	Contribute to society.

	Receive medical treatment.




	Trauma may feel like a person’s mind, emotions, and _____ are stuck in the moment when the trauma happened (van der Kolk, 2014).

	Thoughts

	Body

	Senses

	None of the above




	Which is not a step of the authors’ initial assessment?

	Immediate presenting concerns

	Mental status examination

	Risk assessment

	Current social support




	The _____ can help a counselor identify trauma-related growth and wellness gains.

	DSM-5

	Columbia Assessment

	Posttraumatic Growth Inventory

	AUDIT




	Which theory helps clients struggling with trauma to “unstick” their state-based thoughts?

	Cognitive-behavior therapy (CBT)

	Psychoanalysis

	Gestalt

	Cognitive processing therapy (CPT)




	What is a theory that uses imaginal exposure for clients to process through memories associated with trauma or PTSD?

	Prolonged exposure (PE)

	Imagine therapy

	REBT

	Mindfulness




	Eye movement desensitization and reprocessing (EMDR) highly relies on which technique for treating trauma?

	Telling trauma stories quickly

	Bilateral stimulation

	Only talk therapy

	None of the above




	A curriculum used for treating trauma and substance abuse is

	Anger management.

	Safety after trauma.

	Seeking Safety.

	The SUD/Trauma Book.




	In the aftermath of a traumatic event, stabilization skills may be used, and these can include

	Breathing techniques.

	Body awareness practices.

	Mindfulness skills.

	All of the above




	When a client is exposed to trauma triggers too soon in counseling, they may

	Heal quicker.

	Feel unsafe and disengage from treatment.

	Appreciate the counselor’s stern approach.

	None of the above




	Mindfulness techniques may include

	Loving-kindness meditation.

	Acceptance and commitment therapy (ACT).

	Psychoanalysis.

	Both a and b




	What may be a particularly appropriate creative approach for clients wanting to tell their trauma story using play?

	Sand tray therapy

	Bibliotherapy

	Walking meditation

	Neurofeedback











Essay Questions


	Imagine you experienced an intense event that has been affecting you daily. What intervention would fit best with your personality and needs? Prolonged exposure? EMDR?

	The chapter talks about individual and group techniques for working with trauma. Which modality would you favor if you were working through your own trauma? Why would that be?

	If you were to seek training in a trauma theory (e.g., PE, CPT), which one would you choose? Why would you choose this one over others?

	Trauma is systemic in that it can have a ripple effect throughout communities and extended family. Can you think of an experience that did not directly affect you but that left an imprint on your life?

	Think about the case of Ana. What are your own ideas about how to best help Ana?
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CHAPTER 7
Suicide Prevention and Intervention

Derrick A. Paladino


It was my first suicide call as a neophyte crisis phone volunteer. The caller’s voice was aged and disheartened, revealing profound exhaustion. She brought me into a world that held loneliness, sadness, and shame. I began reflecting and attempting to build a relationship while anticipating that she was going to say “yes” to my question about her desire to die. And then she did. She spoke about hanging herself from the ceiling of her front porch. It would be nighttime, with her feet hanging heavily above the porch floorboards as her body swayed in the breeze. Eventually, people would find her on their evening walk or as they drove down the darkened street. Her vivid description of this desire was haunting and powerful, but more important, it was genuine. She had ruminated about this experience during a lifetime of distress. I sat on the phone, with my abilities feeling greener as every moment passed. I relied on my crisis center training, which taught me to create shared space with her to exist in the genuineness of the moment. I needed to see within her words and to understand her world if I was to make a connection. I needed to become someone familiar in her life.

Since that experience, I have worked with individuals living with suicidal ideation and behavior on the phone; sitting next to their hospital beds; in college residence halls; on a cot in an arena of evacuees after a natural disaster; at a field memorial after the Pulse tragedy in Orlando, Florida; in a traditional counseling room; and even at a table using a vase of flowers as privacy because every crisis counseling room was taken. These individuals’ lethality ranged from nil to high. Some had no known means or methods to die, and others had the means to kill themselves in their hands. As I reflect on my time sharing space with these individuals, I recognize that building a strong relationship has always been my guiding principle. In every crisis intervention, I wanted my client to know that I saw and heard her so that, together, we could discover hope.

My wife, Amanda, who is an amazing writer (and an amazing person), told me that my experience reads as “flowery, and verbose … more like a suspense novel than a genuine tale of struggling to help those grappling with depression.” And she is absolutely right, because that’s exactly how that moment felt for me—being my first time. I was worried that my skills were lacking, an experience common for those new to this field (Douglas & Wachter Morris, 2015).

Unless you have specific training in suicide assessment and intervention, you are most likely going to have one class or one chapter of a textbook—if you are lucky—and that will not feel like enough when you are sitting across from your first client who is living with suicidal ideation. This chapter will be a primer for you, and my hope is that through this chapter you will increase your comfort with the topic of suicide and gain tools to pull from.





Understanding Those Living With Suicidal Thoughts and Behaviors

It is evident that those who engage in suicidal behavior are suffering emotionally, psychologically, or physically (Gramaglia et al., 2016). To understand the individual’s unique pain, the counselor appreciates the client’s perception with full empathy. Edwin S. Shneidman, the father of contemporary suicidology, believed that “the author of suicide is pain” (Shneidman, 1998, p. 246), and he introduced the idea of those engaging in suicidal behavior as experiencing psychache. Psychache is the aching psychological pain that can take over the mind (Shneidman, 1999). Shneidman (1999) suggested that suicidal behavior occurs when an individual deems their psychache to be intolerable and begins to see death as an active option to be rid of their pain. Indeed, those living with suicidal ideation are struggling to find connection and hope. Riethmayer (2004), in her discussion on trauma, stated:

Trauma’s initial impact brings four very powerful messages to a trauma survivor and the community. It tells the survivor that the world is no longer safe, kind, predictable, and trustworthy. Each of these has been taken away, or at the very least has been violated and/or damaged through the traumatic experience. (p. 219)



Individuals living with suicidal behavior experience a sense of the world as unsafe, unkind, unpredictable, and untrustworthy (National Suicide Prevention Lifeline, 2017a). In a suicide assessment and intervention, a counselor remembers that this perspective is likely how their client is experiencing the world, and the counselor should actively look for hope and stability as they move toward a treatment decision.


Myths

The word “suicide” feels heavy for many. This feeling may be due to the taboo nature of the act, personal and societal moral and philosophical views, or simply the fear of not knowing what to do after a client states, “I want to die.” Society and culture have a large impact on the narrative of suicide. In addition, the act of suicide is so personal that those affected by it may create their own narrative about it (American Association of Suicidology [AAS], 2014). As a result, several myths abound (Moskos, Achilles, & Gray, 2004; World Health Organization [WHO], 2014). The WHO (2014) published six common myths in a report on suicide:


	“Once someone is suicidal, he or she will always remain suicidal” (p. 69). According to the WHO report, this assumption is not the case: “Heightened suicide risk is often short-term and situation-specific” (p. 69). Although it is true that those with suicidal ideation may reexperience suicidal ideation, these thoughts need not be permanent, and individuals with previous ideations and attempts can continue their life without existing in this state.

	“Talking about suicide is a bad idea and can be interpreted as encouragement” (p. 94). The WHO report suggests that because of social and cultural stigma around suicide, it becomes difficult for those who are living with suicidal ideation to know who to reach out to. Encouraging an individual to share may introduce the option to reflect on and reexamine their decision. This approach can lead to the prevention of an attempted suicide.

	“Only people with mental disorders are suicidal” (p. 77). Although “suicidal behavior indicates deep unhappiness” (p. 77), it does not always indicate the comorbidity of a mental health disorder.

	“Most suicides happen suddenly without warning” (p. 41). As indicated by the WHO report, most suicides are preceded by warning signs and symptoms. Knowing what to look for can make you a protective factor for a person contemplating suicide.

	“Someone who is suicidal is determined to die” (p. 64). The WHO report suggests that most suicidal people are “often ambivalent about living or dying” (p. 64). There are also occasions of impulsivity, but those individuals may still hold uncertainty.

	“People who talk about suicide do not mean to do it” (p. 21). The WHO report suggests that “a significant number of people contemplating suicide are experiencing anxiety, depression and hopelessness and may feel that there is no other option” (p. 21). Most likely, those people who are speaking about suicide are looking for someone to talk to and are reaching out for assistance.



Additional mental health advocacy organizations, such as the AAS, have also created materials to dispel suicide myths.



Suicide Nomenclature

To further our understanding of the individual living with suicidal behavior, we turn to the terms we use to talk about suicide. Having a common language supports continuity of care within the helping profession and across disciplines. Many agree that how suicidal behavior is labeled is essential (Hoff, Hallisey, & Hoff, 2009; National Suicide Prevention Lifeline, 2017a; WHO, 2014); however, there have been difficulties adopting universal nomenclature.

Next, you will find the most widely accepted terminology as well as language that is no longer used. The accepted and defined terms are suicidal behavior, suicide, suicidal ideation, suicide plan, suicide attempt, and suicide survivor. Although there are other more specific terms connected to assessment, such as levels of lethality (which are covered later), these terms are essential for documentation and for communicating about suicide with other professionals.



Recommended Terms

The following are recommended terms to use when describing the range of concepts related to suicide.


	Suicidal behavior. Suicidal behavior is viewed as a range of activities linked to suicide thoughts and behaviors, including preparatory acts (National Suicide Prevention Lifeline, 2017a; U.S. Department of Health and Human Services [DHHS], Office of the Surgeon General [OSG], & National Action Alliance for Suicide Prevention [NAASP], 2012; WHO, 2014). The WHO (2014) has defined suicidal behavior as “a range of behaviors that include thinking about suicide (or ideation), planning for suicide, attempting suicide and suicide itself” (p. 18). Suicidal ideation is occasionally included under the umbrella of suicidal behavior in some sources, which is the case throughout this chapter.

	Suicide. Suicide is understood as taking one’s life with conscious intent. When a death by suicide is discovered, there is evidence of a conscious self-inflicted act. Suicide entails deliberate self-directed intent to die with the knowledge that death is irreversible (Centers for Disease Control and Prevention [CDC], 2011; Hoff et al., 2009; WHO, 2014).

	Suicidal ideation. Suicidal ideation is having thoughts about killing oneself. These are self-reported passive or active thoughts of engaging in suicidal behavior (CDC, 2011; Goodfellow, Kolves, & de Leo, 2017; O’Carroll et al., 1996; DHHS, OSG, & NAASP, 2012).

	Suicide plan. A suicide plan may include suicidal ideation, methods, location, and procurement of the means to kill oneself, and plan specificity connected to suicidal behavior. A suicide plan may also include a timeframe (CDC, 2011).

	Suicide attempt. A suicide attempt has all elements of a suicide (holding within it suicidal ideation and suicidal plan), except the person does not die. Many researchers agree that a suicide attempt is carried out by a person with full intent to die (CDC, 2011). Suicide attempts, although intentional, may or may not result in injuries (O’Carroll et al., 1996).

	Suicide survivor. A suicide survivor is a person or people who have a level of relation to a victim of suicide and who are bereaved by suicide, including family members, significant others, friends, acquaintances, peers, coworkers, counselors, first responders, and others (National Suicide Prevention Lifeline, 2017a; DHHS, OSG, & NAASP, 2012).





Terms to Avoid

Some terms are no longer recommended in speaking about suicide (i.e., suicidal threat and suicidal gesture). The CDC (2011) deemed the following terms unacceptable: “completed suicide, failed attempt, nonfatal suicide, parasuicide, successful suicide, suicidality” (p. 23). Suicidal threat and suicidal gesture—two contraindicated terms that have been used to describe episodes of nonfatal self-directed violence—are further described next.


	Suicidal threat. A suicidal threat is saying or doing something that indicates a self-destructive desire. Hoff et al. (2009) used this term to describe people who threaten suicide or talk about it with a vague to specific plan, including past suicide attempts. This term is vague and can lead to complications in assessment and communication.

	Suicidal gesture. Suicidal gesture refers to the behavioral form of a suicide threat. Like suicide threat, suicidal gesture is a highly subjective term with negative and dismissive connotations (Silverman, Berman, Sanddal, O’Carroll, & Joiner, 2007).



Often, the terms self-injury or nonsuicidal self-injury (NSSI) are confused with suicidal gesture. Some believe that those engaging in self-injurious behaviors have no intent to die but aim to give the appearance of a suicide attempt (Nock & Kessler, 2006). Some specialists see NSSI behavior as an act of emotional regulation, whereas others see it is a precursor to suicidal ideation and attempts (Grandclerc, De Labrouhe, Spodenkiewicz, Lachal, & Moro, 2016, pp. 1–2). Nock and Kessler (2006) suggested that it is important to highlight the difference between self-injurers with and without intent to die. After removing the terms suicidal threat and suicidal gesture and distinguishing suicidal behavior from NSSI, the CDC (2011) has recommended the terms “nonsuicidal self-directed violence” or “suicidal self-directed violence” (p. 23).

The use of contraindicated terms has created inconsistency and imprecision in suicide assessment and intervention. The fear is that with continued use, there will be a negative impact on the quality of care provided to clients living with suicidal behavior (Heilbron, Compton, Daniel, & Goldston, 2010). The CDC (2011) has advised against using these terms and has recommended that they be removed from clinical assessment reports (i.e., verbal or written), clinical practice, research, and clinical training and education. As a helping professional, it is strongly suggested that you advocate for proper terminology at your site and with your colleagues to increase precision and reduce stigma.







The Scope of Suicide: Prevalence, Risk Factors, and Warning Signs


Suicide Prevalence and Statistics

An examination of world and U.S. data on suicide reveals its strong prevalence in society. The WHO (2015, 2017c) has estimated that 800,000 people die from suicide globally each year. This equals approximately one death every 40 seconds. A large percentage of global suicides take place in low- and middle-income countries, with the most common methods of suicide being ingestion of pesticide, hanging, and the use of firearms. In high-income countries, there is a larger link to mental health diagnoses (WHO, 2017c).

Suicide rates have risen across age, gender, and race in the United States, and suicide has been cited as the 10th leading cause of death for all ages between 2008 and 2015 (CDC, 2017). Sources also indicate the rates of nonfatal suicide attempts. In 2015, it was estimated that there were 1,104,825 annual attempts in the United States. Suicide mortality in the United States increased 24% between 1999 and 2014 (Curtin, Warner, & Hedegaard, 2016). Despite a narrowing gender gap in suicide mortality, males still die from suicide more often than females in the United States. Although women are three times more likely than men to attempt suicide, four men die by suicide for every woman who dies by suicide (American Foundation for Suicide Prevention [AFSP], 2016).

A major element in the continuum of suicide is suicidal ideation, including suicidal plans. According to Substance Abuse and Mental Health Services Administration (2014) data, an “estimated 9.3 million adults (3.9%) age 18 or older had serious thoughts of suicide in the past year” (p. 29). Further research is needed to fully understand the impact of demographic variables, age, ecological factors, privilege and society, and co-occurring mental health and medical issues on the rate of suicide.

Societal and cultural narratives of suicide can severely affect one’s desire to reach out, attend counseling, or engage in prevention programs, such as crisis hotlines. The WHO (2017c) reported that “few countries have included suicide prevention among their health priorities and only 28 countries report having a national suicide prevention strategy” (p. 1). As a counselor, it is important to recognize the need to work toward reducing stigma and to be an active participant in raising suicide awareness. Counselors should also increase their awareness about how living without certain privileges can affect mental health, and how mental health can affect suicidal ideation, plans, and attempts. Finally, counselors should be mindful of social justice advocacy when assisting diverse populations affected by suicide while creating prevention strategies.



Risk Factors for Suicidal Behavior

Risks factors for suicidal behavior have been discussed by many sources in the field (National Institute of Mental Health, 2017; National Suicide Prevention Lifeline, 2017b; DHHS, OSG, & NAASP, 2012). Risk factors are defined as the presence of a measurable demographic, trait, behavior, or situation (e.g., age, sex, psychiatric diagnosis, past suicide attempts). Risk factors are distal variables that positively correlate with suicide attempts and death by suicide (Hendin, Maltsberger, Lipschitz, Haas, & Kyle, 2001; Sommers-Flanagan & Sommers-Flanagan, 2015), but they cannot cause or predict suicidal behavior (National Suicide Prevention Lifeline, 2017b).

When examining general risk factors, consider the client’s sociocultural context. Understanding the risk factors for different age and developmental groups is also important (e.g., bullying and cyberbullying in the adolescent population). The DHHS, OSG, and NAASP (2012) have identified certain groups as being at a higher risk for suicidal behaviors: American Indians/Alaska Natives; individuals in justice and child welfare settings; lesbian, gay, bisexual, transgender, and intersex (LGBTI) populations; members of the Armed Forces and veterans; men in midlife; and older men.

The AFSP (2017) created three domains of risk factors for suicidal behavior: (a) health factors, (b) environmental factors, and (c) historical factors. A compilation of several resources on risk factors organized under these three domains can be seen in Table 7.1.



Warning Signs of Suicidal Behavior

Distinct from risk factors, warning signs (a) are proximal, (b) imply imminent risk, and (c) are said to be particular to the individual’s current state of being (Rudd et al., 2006). The AFSP (2017) created three domains of warning signs for suicidal behavior: (a) talk, (b) behavior, and (c) mood. A summary of risk factors organized under these domains can be seen in Table 7.2.

In addition, the AAS (n.d.) developed a mnemonic to assist with identifying the warning signs of suicidal behavior. Counselors may consider using the acronym IS PATH WARM: Ideation, Substance abuse, Purposelessness, Anxiety, Trapped, Hopelessness, Withdrawal, Anger, Recklessness, Mood changes (AAS, n.d.; Juhnke, Granello, & Lebrón-Striker, 2007).



Table 7.1 • Suicide Risk Factors





	Domain
	Risk Factors





	Health factors
	Mental health conditions (e.g., depression and depression characteristics, bipolar disorder, schizophrenia, certain personality disorders, conduct disorder, psychotic disorders, or psychotic symptoms in the context of any disorder); anxiety disorders; alcohol or other substance use disorders; major or chronic health condition or pain; lack of health care; genetic and biological factors



	Environmental factors (social, community, relationships)
	Stressful life events, which may include a death, divorce or discord, financial or job loss; prolonged stress factors, which may include harassment, bullying, relationship problems, and unemployment; lack of social support; access to lethal means, including firearms and drugs; exposure to another person’s suicide or nonsuicidal death, or to graphic or sensationalized accounts of suicide; inappropriate media reporting; stigma associated with help-seeking behavior; having recently been released from prison or jail; cultural factors and religious beliefs that support suicide as a resolution; disaster, war, and conflict; stresses of acculturation and dislocation; discrimination; current trauma or abuse



	Historical factors
	Previous suicide attempts; family history of suicide attempts; individuals bereaved by suicide; history of trauma or abuse; family history of a mental disorder or substance abuse; individuals who engage in nonsuicidal self-injury






Note. Adapted from American Foundation for Suicide Prevention (2017); Hendin et al. (2001); National Institute of Mental Health (2017); National Suicide Prevention Lifeline (2017b); Rudd et al. (2006); U.S. Department of Health and Human Services, Office of the Surgeon General, and National Action Alliance for Suicide Prevention (2012); and World Health Organization (2014).







Connecting With and Working Alongside Clients Expressing Suicidal Behavior

The foundation of working with individuals living with suicidal behavior involves listening deeply, connecting compassionately, offering genuineness, and sharing mutual empathy. Accepting the perception of the client’s current state will allow the counselor to foster a strong alliance with the client. Long ago, when I started learning about crisis intervention (as a crisis phone counselor), I was presented with the concept of The Well. The Well was introduced as a place where I would have a full connection with my client. That is, I would enter The Well with them to secure a fuller understanding of their crisis from their perspective. To achieve this outcome, I would need to genuinely enact the following: empathy and advanced empathy, unconditional positive regard, genuineness, warmth, attending, validation, trust, and an understanding that the client and their experience are unique to them. In The Well, it would just be the two of us, fully focused, sharing emphatically about the pain, and pushing away outside distractions. I really take the image of The Well to heart. I believe that to assist clients through crisis, I need to understand and share in their potentially scary, dark, and emotionally intimate issues. They also need to trust that I want to hear them and be there with them. It is from that deep moment of mutual connection that I can search for hope in their story.

Recently, a student in our counseling program stated that “sitting with someone is seeing them,” and she is absolutely correct. I can only see that person if I am truly there with them. Carl Rogers believed this too, along with many of the conditions in The Well. One aspect that stands out from his teachings is his personal learnings—To Hear and To Be Heard—from his text, A Way of Being (Rogers, 1980). In his personal learning, To Hear, Rogers described the satisfaction of hearing someone. When hearing deeply, he is put in touch with “the words, the thoughts, the feeling tones, the personal meaning, even the meaning that is below the conscious intent of the speaker” (Rogers, 1980, p. 8). Hearing a client can create grateful looks, release, a sense of freedom, and more openness to the process of change for the person struggling in crisis. In all, the person believes that you know what it is like to be them.



Table 7.2 • Warning Signs of Suicidal Behavior





	Domains
	Acute and Expanded Warning Signs





	Talk
	Talking or writing about wanting to die, killing themselves, or death or dying; talking about being a burden to others; talking about having no reason for living or no sense of purpose in life; talking about feeling trapped (like there is no way out) or experiencing unbearable pain; talking about seeking revenge; saying goodbye to friends and family



	Behavior
	Looking and obtaining means to kill themselves: seeking access to pills, weapons, or other means (online or in person); acting reckless or engaging in risky activities, seemingly without thinking; increasing alcohol or drug use; withdrawing or isolating from friends, family, activities or society; agitation, aggression, sleep disturbance (too much or too little), or change in eating habits; visiting or calling people to say goodbye; giving away prized possessions; putting affairs in order; making a will



	Mood (feelings and affect)
	Hopelessness, rage, anger; feeling trapped, empty, vengeful; anxiety depression, loss of interest, irritability, humiliation; guilt, shame, dramatic shifts in mood; feeling unbearable pain (emotional pain or physical pain)






Note. Adapted from American Association of Suicidology (n.d.); American Foundation for Suicide Prevention (2017); National Institute of Mental Health (2017); National Suicide Prevention Lifeline (2017b); and Rudd et al. (2006).

Rogers (1980) believed that being heard without judgment, diagnosis, appraisal, and evaluation can affect a person’s state, allowing a person to relax and permitting them to express frightening feelings such as guilt, despair, and confusion, which then opens the door to reperceiving their world in a new way. My goal, as I hear my client and enter The Well with them, is to become a person different from the people they have experienced before who have misunderstood them. I want him or her to say, “He gets me!”

As you have been learning in this text, relational-cultural theory (RCT) focuses on much of the aforementioned, and it heavily “emphasizes the critical role of the counseling relationship and relational tools in healing” (Frey, 2013, p. 179). In addition, RCT focuses on the relationship rather than a client’s autonomy as the cornerstone of growth (Duffey & Somody, 2011; Jordan, 2010). RCT is a natural modality for working with individuals with suicidal behavior; in fact, RCT discusses the notion of mutual empathy in the therapeutic relationship (Jordan, 2010). Mutual empathy involves clients’ understanding of their impact on counselors. It is within that shared space and recognition of impact that a stronger bond can be created, allowing for change, growth, and development (Freedberg, 2007). This connection is vital, because clients living with suicidal behavior must have trust in the counselor to invest in the kind of hope that can prevent death. The client’s pathway to making an empathic connection can also strengthen his or her ability to create supportive connections with others (Freedberg, 2007; Jordan, 2010). This aspect is important to create additional protective factors and a safety plan. The counselor ideally becomes one of many protective factors in the client’s life.

Embracing the notion that your client is unique is important to all crisis work. It prevents assumptions. Multicultural and social justice competence is vital to gaining a richer understanding of the individual and allows for flexibility when working with diverse clients (Ratts, Singh, Nassar-McMillan, Butler, & McCullough, 2015). RCT embraces this sociocultural and contextual framework. RCT allows counselors to “explore how issues related to sex role socialization, power, dominance, marginalization, and subordination affect the mental health and relational development of all people” (Comstock et al., 2008, p. 279). Learning about diverse perspectives and values connected to suicidal behavior allows the counselor to continually foster mutual empathy and increase the quantity and quality of protective factors.

Using RCT as a theoretical framework, along with appropriate suicide assessment and intervention, can empower the client dealing with suicidal behavior. Suicide intervention requires the crisis counselor to assess the client’s lethality and to determine whether the client requires hospitalization. RCT’s emphasis on mutual engagement and empathy, authenticity, mutual empowerment, relational competence, and growth-fostering relationships (Jordan, 2000, 2010) is a strong foundation from which to build competence in connection, assessment, and intervention.






Suicide Assessment and Interventions That Foster Healing and Resiliency

Suicidal behaviors are a sign of extreme distress—not a harmless bid for attention— and should always be taken seriously (National Institute of Mental Health, 2017). The process of assessment and intervention is vital to instilling hope in those living with suicidal ideation and aids the counselor in forming a postsession plan that feels achievable and supportive for the client.

I have always believed that if I do not feel comfortable that my client will be safe when leaving the session, then I do not feel comfortable letting them leave. The rub is that clients can leave no matter what you say. For example, I was working with a client with suicidal ideation, and as we were going through the lethality assessment and intervention, I realized that she might not be safe leaving my office. As we discussed this possibility, she abruptly left my office and the building, and she ran down the road. I let out a word to myself that resembled “ship,” and I swiftly headed to a colleague’s office to consult. We decided to call the police to do a welfare check at the client’s address. I also left a message on the client’s voice-mail. The client and I both recognized that her lethality level was high and that she might necessitate hospitalization. She decided against it.

One of the most difficult questions for new mental health professionals to ask a client is “Are you thinking about killing yourself?” It is an intimidating question, but it is fundamental to obtaining a clear understanding of where the client is. Words have a lot of power, and if the client is thinking about dying, then using the words “kill” or “die” is appropriate. Your goal in assessment is to match empathy with your client, and using phrases such as “hurting yourself” or “ending it” are vague, and they can be defined differently by the client, you, and other mental health professionals. Another potential misstep can happen after hearing “yes” to the question, “Are you thinking about killing yourself?” It is natural to want to go into a full lethality assessment immediately, but what the clinician could do instead is reflect the client’s feeling and meaning:


	Sam: … It all just hurts so much (looking down with exhaustion in his voice).

	Counselor: Sam, you’ve been in a lot of pain for a very long time. Are you thinking about killing yourself?

	Sam: (silence) Yeah. (pause) I just don’t see a reason to be here anymore. No one cares. Every day it’s so hard to get up, and there’s no way things will get better.

	Counselor: Sam, it sounds like you’re exhausted from feeling alone and knowing that things aren’t getting better. Right now, it feels like dying [or killing yourself] is the best option in your heart.

	Sam: Yes, (tearful) I just can’t handle this anymore.

	Counselor: Sam, you just feel like things would feel easier if you weren’t here.



Although the above dialogue may feel intimidating to say, it does two things. It (a) clarifies the seriousness of the client’s suicidal ideation and (b) allows the client to experience understanding from the clinician. The former is important in beginning a suicide assessment, and the latter is foundational to building a strong relationship that can later be used to find hope with the client. In my experience, this genuine connection communicates “I care about you,” “I’m concerned for you,” or “I want to see you live.” With continued dialogue, this approach will not plant thoughts of suicide in a client’s head. Suicide is an intense behavior with preceding thought. If clients are not thinking about killing themselves, they will most likely just say “no” when you ask them. See Sidebar 7.1 for more information on working with suicidal clients.


Suicide Assessment

Suicide assessment includes (a) suicidal risk factors and (b) lethality assessment (Jacobs et al., 2003). Several interview assessments assist with identifying suicidal behavior risk, and most of them cover both areas. The Collaborative Assessment and Management of Suicidality (CAMS), developed by Jobes (2006), and the Chronic As- sessment of Suicide Events (CASE), developed by Shea (2002), are two formalized assessments. The CAMS uses the Suicide Status Form in a flexible and collaborative manner to assess and offer intervention. Collaboration occurs around five components: (a) collaborative assessment of suicidal risk, (b) collaborative treatment planning, (c) collaborative deconstruction of suicidogenic problems, (d) collaborative problem-focused interventions, and (e) collaborative development of reasons for living. The CASE allows four time periods to allow for a more practical interview and accurate assessment of ideation, planning, and intent. The interview explores presenting events, recent events (e.g., past 6–8 weeks), past events, and immediate events.







Sidebar 7.1 • Working With Suicidal Clients

Suicide is one of the most common crisis situations encountered by counselors. There are many risk factors to consider when working with suicidal clients. Counselors are aware of the role of disconnection and use the counseling relationship to foster growth and connection. The relationship enhances a sense of safety, mutual empathy, and understanding. These aspects are important when working with suicidal clients for them to feel seen and accepted. When this occurs, the relationship begins to serve as a protective factor.






Douglas Jacobs (2007), in collaboration with the Suicide Prevention Resource Center, developed a suicide assessment protocol called the Suicide Assessment Five-step Evaluation and Triage (SAFE-T) on the basis of data and recommendations provided by the American Psychiatric Association (Jacobs et al., 2003). Although assessments support a more competent lethality assessment, “the ultimate determination of suicide risk is a clinical judgment” (Jacobs, 2007, p. 5).

In Step 1, the clinician should assess risk factors that may increase suicidal behavior in a client. Certain risk factors can be modified or lowered through intervention: specific psychiatric symptoms such as hopelessness, decreased self-esteem, aggression, and panic attacks. In addition, environmental factors such as access to firearms and other lethal means of suicide can be limited. Finally, social supports can be developed by working with family and friends or by discovering additional appropriate supports for the client. Step 2 addresses protective factors used to provide the client with both internal and external support. In spite of the presence of protective factors, a significant acute suicidal risk may be present. In Step 3, the clinician conducts a suicide inquiry by asking, “Are you thinking about killing yourself?” Step 4 includes assessing the lethality level of means and specificity of suicide plan. Finally, in Step 5, counselors document their assessment and recommendations.

Unquestionably, the higher lethality of means connected to a plan with specificity incurs a higher probability for suicidal risk. High-lethal methods are viewed as methods that have a high probability that an individual will die from suicide with little chance of them being saved. Examples of high-lethal means are shooting, hanging, jumping, sleeping pills, drowning, carbon monoxide poisoning, high dose of aspirin/Tylenol, car crash, antidepressants, and exposure to extreme cold (Jacobs et al., 2003). Low-lethal methods include wrist cutting, nonprescription drugs, and anti-anxiety medication. Certainly, the client’s knowledge of means influences an assessment and determination of risk. For example, if a client believes that taking a low dose of aspirin with alcohol will kill them, then they would be assessed as high lethal, even if the means are low risk. In addition, the clinician should ask about plan specificity. Next, I offer examples of questions to assess lethality.



Suicide Assessment of Risk Lethality Questions


	Suicidal ideation. The following questions can be asked to determine whether a client has suicidal ideation:

	“Are you thinking about killing yourself?”

	“How long have you been thinking about killing yourself?”

	“When is the last time you have thought about killing yourself?”

	“Have you thought about suicide in the past 2 months?”

	“Have you ever attempted suicide?”




	Lethality of method and determining the means. The following questions can be asked to determine whether a client has a method and the means to commit suicide:

	“Have you thought about what you would use or do to kill yourself?”

	“What ways have you thought about dying?”

	“Do you know how to use the means?”




	Availability and proximity of means. The following questions can be asked to determine whether a client has the means available to commit suicide:

	“Where are the means?”

	“Do you have access to the means and where?”

	“Do you have the ability and know where to acquire the means?”




	Plan specificity. The following questions can be asked to determine whether a client has a specific plan to commit suicide:

	“Do you have a plan for killing yourself?”

	“Do you know when you would do it?”

	“Do you feel comfortable walking me through how you plan on killing yourself?”






After specificity is gathered in Step 3, the clinician must determine the level of lethality and recommended interventions and treatment on the basis of risk factors, protective factors, and formation of suicidal plan. Step 4 may range from creating a safety plan with the client to involuntary hospitalization. A safety plan is indicated when the client has hope and is not in imminent danger of dying. The National Suicide Prevention Lifeline suggests that there are buffers against suicidality to look for in assessment and intervention: immediate supports, social supports, planning for the future, engagement with a helper, ambivalence toward living or dying, core values and beliefs, and a sense of purpose (Joiner et al., 2007). Presence of these buffers can lower risk of suicidal behavior and can add preventative factors to a safety plan.



Safety Plans

Clients and counselors can co-create safety plans to increase investment and personal power for hope. Although some professionals may indicate that a safety plan is not required for low-risk lethality, it is wise to create one for all risk levels. Even at high-risk lethality, when involuntary hospitalization is required, assisting the client to find some preventative factors for after discharge (e.g., people who would be concerned about them) allows them to enter the next 72 hours with that seed planted as they receive additional support.

One goal of safety planning is to reduce the client’s psychological, emotional, and behavioral isolation. After you are able to find a spark of hope in the client, you will find that a safety plan may open up more. Stanley and Brown (2012) suggested that safety plans comprise

recognizing warning signs of an impending suicidal crisis; (b) employing internal coping strategies; (c) utilizing social contacts as a means of distraction from suicidal thoughts; (d) contacting family members or friends who may help to resolve the crisis; (e) contacting mental health professionals or agencies; and (f) reducing the potential use of lethal means. (p. 258)



Further explanation and examples of these components are as follows: (a) increased connection with relationships that are influencing negative emotions and suicidal ideation, suicidal ideation, substance use, and additional psychological, emotional, and behavioral triggers (as determined through a continued assessment); (b) watching or listening to nontriggering television, movies, or music, exercise, reading, and maintaining fulfilling hobbies (i.e., self-soothing without the assistance of another person); (c) spending time with understanding, positive, and supportive friends and family (e.g., who may not know about the client’s suicidal behavior) and public activities that put the client among others where the incidence of triggering is minimized; (d) creating a list of safe and trusted family and friends with whom they can disclose their suicidal behavior for use if these components do or do not soothe; (e) crisis counselors, ongoing counseling with mental health professionals, physicians, and suicide or crisis prevention lines (i.e., local or national); and (f) client giving means to trusted individuals, locking up or storing away means for lower accessibility, and visually removing any means to reduce the potential for triggering.

A safety plan can begin in-session. There have been times when I have asked my clients to text or call someone whom we deemed trustworthy, supportive, and nonjudgmental to lay the groundwork for future communications and then to program suicide hotlines into their phones. I have usually said (after building mutual empathy), “I would feel more comfortable if we started your safety plan now, and if it’s okay, I would like to help with that.” It is important to remember that safety plans, although formulaic, should be as unique to each client as their suicidal behavior. Just because “dad” is a great resource for one client does not mean that he or other family members would be healthy supports. Instead of asking clients whether they have a family or friends that they feel comfortable talking to, you could ask, “Who in your life OR what one person in your life do you know who would be open and supportive to hearing about your struggle to live?” This type of phrasing reduces the potential of triggering the client, reduces a client’s overwhelming feelings of finding multiple people, and allows the client to have power to determine who they find comfort with.

In addition, counselors should consider the client’s already successful self-soothing behaviors, their socioeconomic status, and social-cultural behaviors when building the safety plan. Counselors can ask the client what they already do that relaxes them. Suggesting “going to the gym” to a client may not be indicated for a client who hates the gym or cannot afford a gym membership. Creating resources that are not in close proximity may be difficult for a client who does not have the means to get there. Checking your bias, morals, principles, and values at the door is vital. Counselors may deem family and spirituality as vital to their own lives, but if their client does not, then we would not suggest those as protective factors. See Sidebar 7.2 on listening to suicidal clients.

In today’s age of technology, some agencies have worked to create smartphone applications and computer-administrated forms for safety planning (Boudreaux et al., 2017; Skovgaard Larsen, Frandsen, & Erlangsen, 2016). For example, the free smartphone application MYPLAN—available in Denmark and Norway—is a tool that allows users to create a personal safety plan containing strategies, actions, and support systems through the use of templates (Skovgaard Larsen et al., 2016). This trend seems skewed toward more technologically savvy generations, those who have the financial means to own a smartphone or computer, and individuals who have self-direction regarding creating and maintaining a safety plan. There is no empirical evidence that signed “no-harm” contracts are helpful in keeping clients alive, and these contracts may increase counselor liability issues (Lewis, 2007).







Sidebar 7.2 • Listening to Suicidal Clients

When a client discloses that they are thinking about suicide, it is important to remain calm while also taking the statement seriously. In the moment a client decides to share his or her pain and thoughts of suicide, it directly reflects a plea for help. They are reaching out with the hope that someone will understand what they are experiencing. This is the moment to listen empathically, have compassion, and assess the lethality of their suicidal thoughts.






Finally, counselors should always document their assessment. At times, the crisis intake counselor may not continue working with a client, so using universal and accurate nomenclature and specifics in the assessment write-up will ensure a more accurate communication of severity and lethality. Sommers-Flanagan and Sommers-Flanagan (2015) suggested that documentation should include adequate historical information, with records documenting previous treatment (if possible), suicidal ideation and behaviors, consultation if used, a discussion of limits of confidentiality, any implemented suicide interventions, and a collaborative safety plan with safety resources.



Intervention

The assessment and intervention process should take you through to a strong treatment, so it is important to find methods that feel comfortable, are empirically supported, and are approved by your agency. Several crisis intervention models act as umbrella assessments and intervention tools for suicide screening. One example is the hybrid model of crisis intervention (James & Gilliland, 2013). The hybrid model follows the following seven tasks: (a) predispositioning/ engaging/initiating contact, (b) exploring the problem, (c) providing support, (d) examining alternatives, (e) making plans, (f) obtaining commitment, and (g) following up.

Finally, in my experience, crisis assessment and intervention can take place in myriad environments, including crisis phone lines, agency counseling rooms, and make-shift areas after a disaster or a tragedy. It is important to be flexible with your environment, read the environment for safety and confidentiality, know the resources that are attached to the environment, and feel secure in how you use suicide assessment and intervention.







Suicide Prevention Strategies

Suicide is complex, with multiple factors and pathways leading to suicidal behavior (WHO, 2014, 2017c), and suicide prevention efforts require comprehensive coordination and collaboration through a broad, multifaceted approach. Generally, suicide is preventable if risk factors and warning signs are caught early, assess- ment and intervention are thorough, aftercare and follow-up are strong, and gatekeepers exist in the individual’s life.

Prevention strategies can be approached in three ways: universal, selective, and indicated (WHO, 2014):


	Universal prevention strategies are designed to reach an entire population to maximize health and minimize suicide risk by removing barriers to care and increasing access to help. Strengthening protective processes such as social supports and altering the physical environment are universal protections. Examples include mental health policies; policies to reduce harmful use of alcohol; access to health care; responsible media reporting; and raising awareness about mental health, substance use disorders, and suicide.

	Selective prevention strategies target vulnerable groups within a population on the basis of characteristics such as age, sex, occupational status, or family history. Although individuals may not currently express suicidal behaviors, they may be exhibiting warning signs and have risk factors. Examples include interventions for identified vulnerable groups, gatekeeper training (e.g., ASIST [Applied Suicide Intervention Skills Training], QPR [Question, Persuade, and Refer]), and crisis phone and chatlines (e.g., National Suicide Prevention Hotline: 1-800-273-TALK; IMALIVE: 1-800-442-HOPE).

	Indicated prevention strategies target specific vulnerable individuals within the population who are displaying early signs of suicidal behavior or who have made a suicide attempt. Example strategies include direct assessment and intervention, follow-up, and community support.



The WHO (2017b) compiled a consortium of profession-specific prevention materials in “Preventing Suicide: A Resource Series.” Finally, prevention includes advocacy; therefore, it becomes the mental health field’s responsibility to educate and create gatekeepers and preventative measures to suicide. See Sidebar 7.3 on suicide prevention.






Counseling Interventions for Survivors

Approximately 6 million Americans became survivors of suicide in the past 25 years. For every suicide, an average of 147 people are affected, and 18 experience major life disruptions (AAS, 2014). Suicide also has the potential to affect societies, communities, and campuses (WHO, 2015). The loss of a loved one to suicide can be intense and can have impact of an unknown timeframe. Grief and loss are complex, painful, and unexpected (AAS, 2014). Common grief reactions to note are shock, denial, pain, numbness, anger, shame, despair, disbelief, depression, stress, sadness, guilt, rejection, loneliness, abandonment, and anxiety (AAS, 2014). Grief counseling and suicide support groups are indicated for working with this population. It is also important for counselors to assess suicide survivors for traumatic features (Sanford, Cerel, McGann, & Maple, 2016). Finally, the AAS (https://suicidology.org/) offers a variety of resources and programs for suicide survivors, including a directory of survivors of suicide support groups, personal stories from survivors, additional booklets and information, and the Healing After Suicide annual conference.







Sidebar 7.3 • Suicide Prevention

The World Health Organization (2014) has identified three prevention strategies for suicide: universal, selective, and indicated. These strategies could increase in popularity if counselors and students advocate for and apply them in their communities. Education and breaking the stigma around suicide are both ways that counselors and counseling students can make an impactful difference.













Case Example and Applications for Hope and Healing


Anna, Age 32

Anna identifies as cisgender female, heterosexual, and Puerto Rican. She is currently living in Boston, Massachusetts, in a one-bedroom, one-bath brownstone basement apartment that she is renting. She lives alone and works as an electrical engineer.



Context Leading Up to the Counseling Session

Anna’s boyfriend of 2 years broke up with her 4 days ago. Anna was under the solid impression that their relationship was just fine. They did not fight all week and had a nice late dinner before going to sleep at her apartment (her now ex-boyfriend has his own apartment with roommates). The next morning, he told her, “It’s just not working out,” and he has not been in contact with Anna since then. The first day following the breakup was incredibly difficult for her. She felt shocked, alone, worthless, sad, and confused, and she stayed in her apartment all day, barely eating. The second day, she tearfully called her friend, Michelle. Michelle and another friend, Allison, spent some of the day with her. They did the same on Day 3. The morning of Day 4, she called them again. They let her know that they could not spend time with her because they were going on an impromptu weekend trip with their boyfriends. After hanging up, Anna felt isolated and increasingly angry, sad, scared, and lonely: “I am unlovable,” “I’ll be alone forever,” and “It’s always my fault.”



Anna’s History

Anna experienced a breakup 3 years prior that was also traumatizing. At that time, she ingested a small amount of alcohol and some leftover hydrocodone painkillers, which had been prescribed to her after an injury. She believed this amount would kill her. Anna woke up the same day, just feeling “out of it.” After she drank some coffee to feel more alert, she pushed down feelings and put herself into her work. No one knows about this incident.



Crisis Session

Anna arrives at your counseling agency, alone, as a walk-in crisis client. She sits in your office, quietly staring at her hands in her lap. After she becomes more comfortable, she tells you about her recent breakup. Anna is expressing the same beliefs about herself regarding never being loved and a “forever” state of loneliness. Her affect is congruent. She also believes no one wants to bother with her, including her “girlfriends.” She thinks she drove them away as well. Anna has suicidal ideation. She has a Taurus .380 handgun on the table next to her bed. There are no bullets in the gun or in the apartment. Her now ex-boyfriend bought it for her after her apartment was broken into last year. She reported that she could get bullets from Walmart or the gun range where they know her. She thought about killing herself but did not have a plan for the next 48 hours. No one knows she has any suicidal ideation but you.



Suicide Assessment and Intervention

For Anna to feel comfortable telling you she wants to die, you first have to build trust. That is, you need to enter “The Well” with Anna. When entering this session, she believes no one is there for her. Even though her friends spent time with her, she felt like a burden to them and sees them as too exhausted to “bother with her,” just like everyone else. Later in the session, you may discover that these people may or may not be protective factors, but that is not your current role. Your role is to enter Anna’s shoes and reflect what she is feeling, to truly hear her so that she will feel heard, and to let her know that you are moved by her experience. After feeling more comfortable, Anna states, “It’s too hard waking up to this pain. It’s just too much.” This statement is a warning sign that she may have suicidal ideation. You may feel a desire to ask, “Are you thinking about killing yourself?” after this statement. That is normal, and it should be in the back of your mind; however, offer one or two reflections first that directly connect to her pain in that moment and show your empathy.


	Counselor: The pain is just so overwhelming that you just want it to go away.

	Anna: It hurts so much. I can’t go through all of this all over again.

	Counselor: Anna, I can really hear and see your pain as you are sitting here, and I know it feels unbearable.

	Anna: Yeah. (in a more sorrowful voice)

	Counselor: (silence) … Anna, are you thinking about killing yourself?



If Anna says, “yes,” you may feel another desire to go straight to questions about means, methods, and plan. Take another pause and connect with her pain. You are the only other person who knows about her suicidal ideation. Reflecting her desire to die will not push her to die, and she is right in front of you and safe. This process is not linear, so you may find yourself going back and forth between assessment and reflection to make sure you and Anna are connected. Your goal after the lethality assessment is to find a grain of hope for her wanting to live. In addition, using “her words” (e.g., wanting to die, using a gun) will only strengthen the connection.

Should Anna connect with some hope, reflect that hope, and move toward discussing a mutually created safety plan. If hope is not there, then keep connecting and reflecting until you are sure that there is no hope and that she is going to die when she leaves. After that conclusion, you are potentially moving toward hospitalization. In this case example, Anna does have hope, and she is willing to create a safety plan with you. She has the potential for healing. An example of Anna’s safety plan using Stanley and Brown’s (2012) suggestions is shown in Appendix 7.1. See Table 7.1 for risk factors to suicidal behavior.









Future Directions and Emerging Research

Research on suicide warning signs, risk factors, assessment and intervention, and prevention efforts is an ongoing need. In addition, with the influx of social media and television and film influence on suicide, practitioners and researchers must be diligent when it comes to assisting in reducing stigma and the perceived glamorization of suicide (e.g., the television series 13 Reasons Why) as well as creating and providing resources for those in need.


Social Media

The accessibility to an abundance of information on the Internet and the use of social media have a large impact on society, including the issue of suicide. The Internet is full of information on suicide awareness and prevention, but it also includes sites, forums, and blogs that discuss means, use, and attainment as well as sites that are pro-suicide. In a study by Biddle et al. (2016) on suicide content on the Internet, they discovered that pro-suicide sites (i.e., those that promote, encourage, or facilitate suicide) as well as graphic images of suicide and suicide methods, had increased through 2014, whereas prevention and support sites had reduced by nearly half since 2007. According to one study, youth who were exposed to or visited pro-suicide websites were seven times more likely to have suicidal ideation (Mitchell, Wells, Priebe, & Ybarra, 2014).

Social media is also a platform that can expose individuals to suicide behaviors. With anonymity comes an ability to be freer with emotions, thoughts, and concerns. In a study analyzing Twitter (i.e., 1,659,274 tweets) over a 3-month period, 37,717 (or about 2.3% of tweets) were identified as at risk for suicide, with these numbers being correlated with actual suicide rates (Jashinsky et al., 2014). This finding suggests that there is an opportunity to monitor and potentially support those experiencing suicidal behavior, either directly or through public health interventions. The same could be said for Instagram, Facebook, and other current and on-trend social media platforms. In addition, social media has the potential to provide an anonymous, accessible, and nonjudgmental medium to share experiences and to reach those who may typically be unreachable (Robinson et al., 2016). Counselors are encouraged to follow social media trends and become knowledgeable on what their clients are using. Despite some of the potential opportunities for outreach and prevention, there are downsides to intervening with those expressing suicidal behavior on social media. Robinson et al. (2016) suggested that ethical and clinical challenges include accurately assessing risk, issues relating to privacy and confidentiality, and the potential for contagion.

Several international studies have discovered upward trends of charcoal-burning (CB) suicides in East/Southeast Asian countries and helium suicides in the United Kingdom and Hong Kong (Chang, Cheng, Lee, & Yip, 2016; Chen, Yip, Lee, Gunnell, & Wu, 2015; Gunnell, Derges, Chang, & Biddle, 2015). Increases in online searches using CB-related keywords were discovered as well as an immediate and sustained increase in CB suicide after the suicide of South Korean celebrity Ahn Jae-Hwan in late 2008 (Chen et al., 2014; Cheng, Chang, Guo, & Yip, 2015). Popular culture, the Internet, and social media can influence suicidal behaviors, and this relationship should be explored further as it relates to warning signs and risk factors.



Prevention

An important part of prevention is recognizing the trends in suicide means and methods as well as at-risk groups. Certain at-risk groups still experience high rates of suicide. For example, groups such as U.S. males (ages 45–64), females (ages 10– 14), and veterans have shown an increase in suicidality in recent years, and these trends warrant further attention (AFSP, 2016; Curtin et al., 2016). It is important to explore and address prevention for vulnerable groups that experience discrimination (e.g., refugees and migrants, indigenous peoples, LGBTI people, and prisoners), because these groups have higher rates of suicide (WHO, 2017a). Prevention also includes research, prevention campaigns, and restriction of means. Sareen et al. (2014, p. 259) suggested that there are three main strategies for advancement in knowledge of suicide risk factors and prevention:


	Analysis of existing epidemiologic samples and clinical trial databases

	Connecting networks and consortia of researchers to understanding the natural trajectory of suicidal behavior given the low base rate of suicide

	Evaluation of current or new policies and programs through partnerships with policy makers and researchers



Suicide prevention campaigns that reduce stigma are also increasingly needed. Calear, Batterham, and Christensen (2014) found that stigma toward people who die by suicide and poor suicide literacy were significantly associated with reduced help-seeking behaviors and negative opinions regarding help seeking. There is a significant need to increase public knowledge and to reduce stigmas around help-seeking behavior. Reduction of access to high-lethality means and suicide method is also important. With firearms registering as the number one suicide method for males in the United States, there is an increased concern in this area.

Barber and Miller (2014) reported that some policies have been successful in reducing access to high-lethal means and methods. In the United Kingdom, where they experienced a high rate of suicide by inhalation of domestic gas, the rate of this method of suicide was decreased by replacing domestic gas with a novel nontoxic gas. In the United States, suicide barriers have been installed at popular jump sites (Barber & Miller, 2014). Prevention involves developing surveillance infrastructures after methods are discovered, counseling at-risk people and their families to temporarily make firearms inaccessible, and increasing awareness around the issue with the help of community leaders (Barber & Miller, 2014). Communication among researchers, mental health professionals, public policy makers, media, and the general public supports suicide prevention. Suicide prevention works best when all are involved and stigma is reduced. It is imperative to gain a solid understanding of ethical and sound practice while also developing a sociocultural understanding of your clients’ connection to suicidal behavior.
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Appendix 7.1


Anna’s Safety Plan

Recognizing warning signs of an impending suicidal crisis


	Desire to call her ex-boyfriend

	Seeing the gun her ex-boyfriend gave her on her side table

	Thinking “I am unlovable,” “I’ll be alone forever,” and “It’s always my fault”

	Feeling lonely, abandoned, worthless, and hopeless



Using internal coping strategies


	Watching Antman and Guardians of the Galaxy at home

	Listening to Tom Petty

	Cleaning out her closet to give clothes to Goodwill (something she wants to do but has been putting off)

	Going to her gym after she wakes up

	Using grounding techniques practiced in session



Using social contacts as a means of distraction from suicidal thoughts


	Spending time with her mother, Mel, whom she will tell about the breakup but not the suicidal ideation

	Yoga in the park or at the studio

	Bringing her dog to the dog park

	She is not ready to call Michelle and Allison.



Contacting family members or friends who may help to resolve the crisis


	She wants to reach out to her friend, Jay, who was her best friend before this most recent relationship. Jay sent Anna a “hello” message on Facebook Messenger last week. She feels comfortable telling her about the breakup, her suicidal ideation, and her safety plan. Jay lives in Boston.

	Her cousin Mel is a backup to Jay, and she feels comfortable telling her about the breakup, her suicidal ideation, and that she is seeking help. Mel lives in Hartford, Connecticut.

	She is not ready to call Michelle and Allison.



Contacting mental health professionals or agencies


	The agency where the crisis counselor who did the assessment works

	A local 24-hour emergency treatment facility

	A local suicide and crisis support line (programmed into her phone under a fake title before the session ended)

	A national suicide and crisis support line (programmed into her phone under a fake title before the session ended)



Reducing the potential use of lethal means


	Anna agrees to move the gun from her side table to the upper part of her closet where it can be locked up (she will have Jay or a crisis line on the phone when she does this).

	You both decide that she will not bring her gun to the gun range locker the next day because that could be triggering. She instead agrees to give it to her friend, Jay, the next day (if she feels scared in her apartment with- out the gun, because of the past break-in, she feels comfortable staying with Jay).

	You also learn that she does not have any hydrocodone in the house, and she has only one bottle of wine that she does not plan on drinking (means and methods from past suicide attempt).



Anna’s protective factors to be mindful of


	She has been spending the past 2 days with friends with the knowledge that she is not doing well.

	Anna voluntarily came into counseling.

	She has Jay, Mel, and her mom.

	She seemed relieved to know you care.

	She does have hope and imagines a world where she is not in pain but is living.

	She does not have bullets.

	She was able to restate the safety plan with what to do if she can’t get a hold of her friend.



Potential threats to success


	Focusing on the breakups instead of present feelings of hopelessness and worthlessness

	Stacking suicide assessment questions without allowing space for the relationship and trust and assuming that her primary family or Michelle and Allison are protective factors

	Not pacing and taking your time













Multiple-Choice Questions


	According to the text, first-time counselors working with suicide may

	Feel overly confident.

	Feel their skills are lacking.

	Feel they need to use only cognitive-behavior therapy (CBT).

	None of the above




	Who is the father of contemporary suicidology?

	Edwin S. Shneidman

	Edward Smith

	Cameron Scott

	John Bowlby




	The World Health Organization published _____ myths about suicide.

	50

	3

	6

	25




	Suicidal behavior includes

	Planning for suicide.

	Suicide ideation.

	Suicide attempt.

	All of the above




	Which best describes a suicide survivor?

	A person who attempted suicide but did not succeed

	A person who has connection to the person who committed suicide

	A group of people

	None of the above




	The term “suicidal threat” should be an avoided term because

	No one can threaten suicide.

	It could be vague and complicate communication.

	It is only in medical journals.

	It is negative.




	Those engaging in self-injury are suicidal.

	True, all of the time

	False, all of the time

	True, if the gesture is done with intent to die

	False, if the person is a child




	Suicide was the _____ leading cause of death for all ages in the United States between 2008 and 2015.

	1st

	20th

	10th

	2nd




	The American Foundation for Suicide Prevention (2017) has the following three domains of warning signs for suicidal behavior:

	Talking, affect, style.

	Talking, age, mood.

	Age, culture, religion.

	Talking, behavior, mood.




	Suicide assessment can be broken down into two areas:

	Suicidal risk factors and lethality assessment.

	Risk and protective factors.

	Addiction and risk factors.

	Suicidal risk factors and risk factors.




	According to the National Suicide Prevention Lifeline, _____ can buffer against suicide.

	Engagement with helper

	Immediate supports

	Financial security

	Both a and b




	One umbrella assessment for suicide is called

	The efficient model.

	The umbrella assessment.

	The hybrid model of crisis intervention.

	None of the above




	Suicide can be preventable if

	Warning signs are caught early.

	The person is put in outpatient treatment.

	Counselors learn all assessments.

	None of the above




	For every suicide an average of _____ people are affected.

	40

	147

	100

	200




	Pro-suicide sites have _____ since 2014, and prevention sites have _____ since 2007.

	Decreased, decreased

	Increased, increased

	Increased, decreased

	Increased, increased















Essay Questions


	The author talked about how he was worried and scared that his clinical skills were lacking for working with a client who felt suicidal. Have you ever known someone or counseled someone who told you he or she felt suicidal? What was your reaction?

	The author discussed myths about suicidal behavior provided by the World Health Organization. Did any of the myths surprise you?

	The Well is a concept that allows the counselor and client to have a full connection while discussing the potential suicide. The concept encourages the counselor to fully share dark, emotionally intense client stories. As a counselor or student, how does this sound to you?

	The author talks about how new counselors may find it difficult to ask, “Are you thinking about killing yourself?” Do you feel this question will be (or has been) hard for you to ask?

	Creating a safety plan, even if a client’s lethality is low, may be a great idea for helping a client have a way to cope if suicidal thoughts come up. The chapter lists items to help the client identify signs and to include in the plan. What specific items might you add? What are your feelings and thoughts about a safety plan?
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CHAPTER 8
Violence, Abuse, and Neglect Across the Life Span

Thelma Duffey and Shane Haberstroh


According to the Federal Bureau of Investigation (FBI; 2017), rates of violence have risen since 2010. In 2017, more than 5.6 million people experienced a violent crime. These incidences included sexual assault, domestic and interpersonal violence, and stranger violence. Data trends show that there has been an overall downturn of violent acts since 1993, but in the recent several years, violence has increased (FBI, 2017). Given the sheer numbers of people who experience violent acts, and the high rates of underreporting (FBI, 2017), counselors will encounter people who have experienced aggressive acts, fearful for their lives, targets of people with criminal and vicious intent. In this chapter, we consider the impact of violence, abuse, and neglect on the lives of people throughout the life span, and we structure this chapter chronologically. Beginning with childhood adverse experiences, we look at the crisis experiences of many children and the developmental traumas that can arise from consistently neglectful and abusive care. We consider the means by which counselors can support children suffering these crises, and then we transition to some painful adolescent and adulthood experiences that uniquely challenge people who suffer at the hands of others. Finally, we conclude this chapter by describing the distinctive dynamics of neglect and abuse in older adulthood and the ways in which counselors can intervene. Neglect, abuse, and harassment bring formidable challenges to people who endure them, and counselors are well positioned to support and empower them on their journey to healing.







The Relational Foundation: Childhood Abuse, Neglect, and Adverse Childhood Events (ACEs)

In the span of 30 minutes, everything changed, forever. Esteban woke early on a weekday morning during summer break. Seventh grade was right around the corner, and the late July days brought sunshine, warm breezes, and new freedoms. Esteban explored his new neighborhood, riding his bike through winding wooded trails and suburban landscapes. This new place was a far cry from the impoverished and dangerous neighborhood where he lived for years following his parent’s divorce. When he was 5 years old, his parents told him they were divorcing and it “wasn’t his fault,” which felt extra confusing to hear. His parent’s marriage was often punctuated with loud arguments and probable physical altercations. Esteban would hear yelling and crashes as he fell asleep each night, dreading alone time with his father.

When he and his father would be home alone, his dad would torment him like a cruel older sibling. His father hunted Esteban throughout house, welting and bruising him with his high-powered paint gun, and when catching him, he would pin him down and tickle him painfully until near suffocation. Suffering from a history of near-fatal asthma attacks requiring multiple hospitalizations, these moments terrified Esteban. The sadistic glee in his father’s face etched into his memory. This was play time with his father.

A few months preceding the divorce, Esteban’s father took him up to the roof and chased him around, pelting him with tar-soaked stones. One of Esteban’s most vivid memories of his childhood was the image of a rock slamming into his right eye, exploding into a starburst of misery. As he dropped to his knees, he briefly saw the scared look on his father’s face. Maybe this time he had gone too far. Esteban cried out with a wounded guttural wail, buried his head in his hands, and curled into himself for protection. His right eye was damaged for life. The memory of his father’s face, shocked and scared, was strangely soothing to Esteban. Maybe he mattered a little bit.

Now, far away in his new home, life seemed full of new possibilities. His family felt stable. His stepfather was loving and supportive. Moreover, he was making new friends. One of the older teenage boys, J.R., began spending time with Esteban, which inspired a newfound kind of pride. On this sunny July morning, they met up at the fort they built together. As Esteban got off his bicycle, J.R. tackled Esteban from behind, slammed him to the ground, flipped him over, and pinned him down, knees on his shoulders. J.R. was 50 pounds heavier than Esteban and muscular. There was little hope for escape.

J.R. pulled a large hunting knife from his back pocket and pressed the tip to Esteban’s throat. “Keep me from killing you,” J.R. instructed as he applied increasing pressure on the knife. Esteban was shocked and terrified, and he pressed both hands against the blade, feeling the cold tip bear down with even more force. This was not playful teasing. J.R.’s face was red with rage. The knife began to penetrate his skin. The dawning awareness that he might die here fueled panicked resistance in Esteban. In an unexpected lull, J.R. stood up and said, “Congratulations, you passed the test. I wanted to see if you were really a man.” Running to his bike, Esteban sped away. As he slowly walked his bike up his driveway, a grayness settled over everything. The rustle of leaves felt ominous, and the cold blue skies mocked his previously felt hope with indifference. See Sidebar 8.1 for information on assisting abused children.


ACEs

Nearly half of the U.S. population experienced at least one serious ACE (Centers for Disease Control and Prevention [CDC], 2019; Felitti et al., 1998). The CDC (2019) has defined ACEs as “all types of abuse, neglect, and other potentially traumatic experiences that occur to people under the age of 18” (para. 1). Examples of ACEs include (a) physical abuse, (b) sexual abuse, (c) having a family member incarcerated, (d) drug use and serious mental health problems among family members in the home, (e) parental separation and divorce, (f) domestic violence, and (g) food insecurity and deficiencies in basic nurturance (CDC, 2019). These experiences are born from spaces and relationships where the need for attached and secure connections are met with cruelty, indifference, and random violence.


The Origins of ACEs Research

In 1997, the CDC and Kaiser Permanente surveyed more than 9,000 people to explore the impact of these type of events on health and mortality (Felitti et al., 1998). This research was the inaugural ACEs study, and this team found that trauma and neglect during childhood led to significantly poorer health and increased mortality later in life. This landmark study paved the way for future research into the effects of ACEs, and numerous studies have attested to the fact that early trauma and neglect weave into people’s physiological and psychological tapestry (to view the ACEs screening form and to learn more information, see https://acestoohigh.com/got-your-ace-score/).



Long-Term Psychological Effects of ACEs

Merrick et al. (2017) reported on the relationship between ACEs and incidences of depression, problematic drug and alcohol use, and suicide attempts later in life. They found a strong relationship between these factors. For example, they found that people who experienced one ACE were twice as likely to attempt suicide, and those who experienced six or more ACEs were 24 times more likely to attempt suicide. These trends held for depression and drug and alcohol use. For example, people experiencing six or more ACEs were approximately 4 times more likely to use drugs and nearly 3 times more likely to engage in problematic or heavy drinking (Merrick et al., 2017). These childhood and adolescent experiences of trauma and neglect seem to set the stage for how people relate to others, make choices, take risks, and care for themselves and others. The complexities of personal traumatic upbringing become more complex when we consider the impact of historical and cultural traumas with biological susceptibilities to addiction and mental health issues (National Institute on Drug Abuse, 2018). Therefore, a holistic method is needed to assess and provide counseling interventions for youth and adults who experienced serious adversity in their history. Beyond the 10 domains evaluated in the ACEs studies, we are keenly aware that bullying, racism, interpersonal violence, witnessing violence among other family members, accidents, and other traumatic injuries represent serious adverse events, and we honor the pain and grief associated with all forms of loss.







Sidebar 8.1 • Assisting Abused Children

Children like Esteban struggle with abuse on several fronts, and they have a difficult time living with the traumatic fallout that can ensue. If you were Esteban’s counselor when he was in middle school, what would you consider most vital to support Esteban?








Developmental Trauma Disorder (DTD): A Proposal

To honor the reality of multiple childhood traumas and their profound effects on a child’s quality of life, a team of researchers reviewed the copious studies available on childhood trauma (Spinazzola et al., 2005; van der Kolk, 2014). What they found was that many traumatized children often received diagnoses that reflected outward manifestations of their inner painful experiences. These children would be diagnosed with multiple disorders that often did not accurately reflect the truth of their histories. They were medicated and treated on the basis of labels such as oppositional defiant, mood dysregulation, and attention-related disorders (van der Kolk, 2014). van der Kolk (2014) contended that these behavioral diagnoses disregard the true experiences and issues that lie at the root of a child’s pain— multiple and often complex traumas.

van der Kolk and colleagues at the National Child Traumatic Stress Network (2009) advocated for a new diagnostic category titled developmental trauma disorder (DTD). The proposed criteria for DTD included exposure to (a) multiple or chronic adverse events, (b) affective and physiological dysregulation, (c) self- and relational dysregulation, (d) experiences of some posttraumatic stress disorder (PTSD) symptoms, and (e) impairments in life domains (van der Kolk et al., 2009). This proposal was rejected by the American Psychiatric Association, and DTD was not included in the Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5; American Psychiatric Association, 2013). The DSM-5 work group reported that DTD research did not substantiate enough evidence related to this proposed diagnosis (van der Kolk, 2014) and that more studies were needed focusing on biological and genetic markers, predispositional factors, and the environmental causes of DTD (van der Kolk, 2014). As cited in van der Kolk (2014), the American Psychiatric Association rejected the DTD proposal because “the notion that early childhood adverse experiences lead to substantial disruptions is more clinical intuition than a research-based fact” (p. 148).

As counselors working with people referred to counseling for any number of reasons, our focus and compassion surrounding developmental traumas can help explain seemingly maladaptive behaviors and help us focus on underlying experiences. We can explore how relational and controlling images (Jordan, 2018) keep people from connection and authenticity, and then we can create the space to honor, grieve, and grow. People form their relational images from their experiences. These relational images can influence people’s expectations for how others will treat them, and they can inform how people expect others will behave. Controlling images, however, are societal expectations based on cultural and social norms that can be oppressive. For example, some people expect women to be fragile and men to be strong. These expectations can be generalized to personal relationships, which can result in both men and women feeling unseen. As we bear witness to clients’ stories, we see how our fundamental need for attachment can be twisted, dismissed, and torn through various forms of abuse and neglect.



Childhood Physical Abuse

Esteban never considered himself to be a person who was abused as a child until he was sitting in a presentation on abuse in high school. As the presenter shared stories of abuse, definitions, and looked on with compassion, Esteban felt a cold panic rise in him. He wanted to scream. He wanted to cry. He felt pasty and sweaty and desperately wanted to run out of the room. These powerful feelings were confusing and seemingly unconnected to any coherent thoughts. He just felt them, strongly, and did not know why in that moment. He had become adept at not feeling, and his recent explorations into smoking weed removed him more from a lonely reality. He distracted himself from the stories and worked furiously to keep his face stoic and blank. From news and social media sites, he learned of stories of horrendous abuses, torture, and sexual assaults. He heard rumors in school of students with rageful fathers who beat them regularly. This was not his life, but somehow this presentation was reorienting him in a dizzying way. Maybe he had been hurt. He skipped the rest of the day at school and got high in the woods alone. He still could not shake these feelings.

The Child Welfare Information Gateway (2019b) defined physical abuse as

a nonaccidental physical injury to a child caused by a parent, caregiver, or other person responsible for a child and can include punching, beating, kicking, biting, shaking, throwing, stabbing, choking, hitting (with a hand, stick, strap, or other object), burning, or otherwise causing physical harm. (p. 3)



In 2017, approximately 674,000 children experienced abuse or neglect in the United States (U.S. Department of Health and Human Services [USDHHS], Administration for Children and Families [ACF], Administration on Children, Youth and Families [ACYF], & Children’s Bureau [CB], 2019). The youngest suffer the most frequent abuse. In 2017, 70% of the children killed by their abusers were younger than 3 years old (USDHHS, ACF, ACYF, & CB, 2019). These children were innocent souls thrust into a world of violence and neglect. Their cries for comfort, connection, and nourishment were silenced through starvation and brutal torture. This abuse is happening today as you read this passage. A young child lives on the frayed edges of survival in a bitter merciless world where they are bound to savagery and death. There will be no one there to help them. We must do better to protect them. The effects of child physical abuse are well documented, and physically maltreated children experience the direct effects of their physical wounds as well as long-term physical, social, and psychological consequences (Child Welfare Information Gateway, 2019a) through no fault of their own.



Child Sexual Abuse (CSA)

The memories snapped Esteban awake. Flashes of J.R. and the knife. And then more memories. The images came in waves, and Esteban laid in bed frozen in his pain and alone. He told himself he would never tell anyone and tried to shake the thoughts from his head. The National Child Traumatic Stress Network (n.d.) defined child sexual abuse (CSA) as “any interaction between a child and an adult (or another child) in which the child is used for the sexual stimulation of the perpetrator or an observer. CSA can include both touching and non-touching behaviors” (para 1). This definition speaks to the dehumanizing effects of these violations.

According to reports of CSA to protective services, more than 63,000 children experienced sexual abuse in 2017, and most of the abuses were committed by someone the child knew (USDHHS, ACF, ACYF, & CB, 2019). Given the potential of underreporting CSA, these statistics may be modest approximations. Children and adolescents may share their story with friends (48%), adults (24%), and rarely (12%) the authorities (Lahtinen, Laitila, Korkman, & Ellonen, 2018). Like other forms of interpersonal developmental trauma, CSA can leave powerful controlling and relational images in people’s minds, shaping their strategies (see Chapter 2) to stay safe in future relationships.

To explore the impact of CSA, Finkelhor and Browne (1985) developed the traumagenic dynamics model to highlight how CSA can shape a person’s experience of themselves and the world. People may carry feelings of betrayal, powerlessness, traumatic sexuality, and self-blame throughout their life (Finkelhor & Browne, 1985). Researchers confirmed these factors as predictors of anxiety, depression, and low self-esteem among adults who experienced CSA (Cantón-Cortés, Cortés, & Cantón, 2012). These themes centered around how people respond to power, experience sexuality, and carry blame for experiences in which they were blameless. They shape the contours of relational connections, self-compassion, and safety. As Esteban remembered his experiences, he felt deep shame, especially because he continued to stay in contact with J.R. However, he avoided any circumstances in which they could be alone. Later in counseling, he would recount how that day felt like a turning point, in which the seeds of his depression began to sprout into the canopy of darkness that followed him throughout high school.



Childhood Emotional Abuse and Neglect

Emotional and psychological abuse can take many forms. Children who are emotionally abused live in situations in which they are regularly deprived of love and support (USDHHS, ACF, ACYF, & CB, 2019). They may be repeatedly demeaned, spurned, belittled, and criticized by caregivers (Child Welfare Information Gateway, 2019a, 2019b; Royse, 2016). These interpersonal and relational assaults leave no physical scars or bruises, and they can be difficult to prove to outside observers (Royse, 2016). What they do create are relational images that can lead people into condemned isolation (Jordan, 2018)—spaces where individuals protect themselves from the intentional assaults of not mattering. Children learn to negotiate their caregiver’s repudiations of their worth, make sense of psychological manipulations, and endure the seclusion of chronic disconnection (Jordan, 2018; Royse, 2016). Emotional abuse in the home may also keep youth from disclosing other forms of CSA (Lahtinen et al., 2018), which may lead to carrying polytraumatic experiences throughout life. As children learn to function within in the pain of an emotionally abusive family, they may experience heightened daily anxieties in adulthood, suffer from more physical ailments, and experience poorer health (Weltz, Armeli, Ford, & Tennen, 2016).

Neglect of children differs in some ways from emotional abuse. The Child Welfare Information Gateway (2019b) defined child neglect as “the failure of a parent or other caregiver to provide for a child’s basic needs” (p. 1.). Perhaps, the intentionality behind withholding care by caregivers may help differentiate emotional abuse from neglect. Neglectful parents may simply not care, be absorbed in their own addictions, or lack the resources to provide attention to their children. By contrast, emotionally abusive caregivers may be more active in their inflictions. Therefore, children can experience both emotional abuse and neglect. Examples of child neglect include the failure of parents to (a) attend to medical concerns, (b) provide basic necessities, (c) attend to psychological needs, and (d) ignore educational (including special educational) concerns (Child Welfare Information Gateway, 2019b). Parental neglect also includes allowing children to use alcohol or drugs in the household, and guardians may abandon their children by disappearing for periods of time while not providing adequate support and resources for their child’s care and safety (Child Welfare Information Gateway, 2019b). Neglected children experience disconnections and live with the mental health repercussions of their relationally barren upbringings (Child Welfare Information Gateway, 2019a). See Sidebar 8.2 for information on dissociation and abuse.









Sexual Assault in Adulthood

The prevalence of sexual assaults, which involves egregious and unwanted acts of sexual violence, is astounding. Recent data show that every 92 seconds another American is assaulted (Rape, Abuse, and Incest National Network [RAINN], 2019b). These statistics, however, are understated because a majority of these assaults go unreported (U.S. Department of Justice, Office of Justice Programs, Bureau of Justice Statistics, 2017). Several factors contribute to this pattern of underreporting, with the effects of rape culture being a leading concern (Marshall University Women’s Center, n.d.). This cultural travesty involves the normalization of violence against women, exacerbated by media accounts and popular culture (Marshall University Women’s Center, n.d.). Perpetuated by societal objectification of women, misogynistic attitudes and language, and media portrayal of violence against women, this culture diminishes the perceived value of all women and makes women vulnerable to assaults on their rights and safety (Marshall University Women’s Center, n.d.).







Sidebar 8.2 • Dissociation and Abuse

A prevalent concern with emotional abuse, neglect, and physical abuse is that a child or adult may feel unsafe or unable to connect with others following the trauma and may feel vulnerable with a counselor. In fact, a child may engage in several strategies of disconnection that create a safe distance from their counselor. A relationally attuned counselor respects these strategies and, in the words of relational-cultural theory, views them as strategies for survival. If you were the counselor, how would you honor these strategies while also supporting movement and connection in your relationship?







Rape Culture

As we discussed in Chapter 3, social forces, community mores, and unexamined assumptions for normative behaviors constrain people’s worldviews. Recalling that Snell, Rosenwald, and Robey (1964) explained domestic violence as a healthy expression of sexuality and a cathartic experience for both partners, we see how narratives of power and control dismiss brutally painful experiences. When we examine our current culture, we challenge the boundaries of our own social norms, especially when it comes to advocating for people who have been sexually assaulted. Consider the definition of rape culture endorsed by the Marshall University Women’s Center (n.d.):

Rape Culture is an environment in which rape is prevalent and in which sexual violence against women is normalized and excused in the media and popular culture. Rape culture is perpetuated through the use of misogynistic language, the objectification of women’s bodies, and the glamorization of sexual violence, thereby creating a society that disregards women’s rights and safety. (para. 1)



One need only consider the recent Supreme Court hearings involving Justice Brett Kavanaugh (Berenson, 2019). Across the United States, families were fractured in their discussions on whether to believe Dr. Christine Blasey Ford or then–U.S. District Judge Brett Kavanaugh. When Dr. Ford testified about her experiences, she faced political and legal powers intent on dismantling the facts and veracity of her narrative. The courage it takes for a person who was assaulted to share their story requires that they revisit the traumatic moments etched in their memory, which are much more vivid than the mundane daily experiences few of us remember. This is a function of people’s normal neurobiology (van der Kolk, 2014).

Unless it was a special occasion, or something happened to you that was memorable, you probably cannot recall what you had for lunch 7 years ago on this day. People’s brains simply do not place heightened significance on remembering routine events, but individuals do often remember traumas as flashes of vivid imagery and associated bodily sensations (van der Kolk, 2014). This is a reason why testimony about sexual assault can feel formidable. People may not remember many specific details of events before the trauma because they were routine, and then their posttrauma memory formations may be affected by toxic cortisol levels and dissociation (van der Kolk, 2014). When others dismantle and negate a vivid and true experience of sexual assault because of vague ancillary details, people can experience a retraumatization and have their stories silenced through power-over dynamics. Consider how common rape myths can sustain dehumanizing worldviews that play out in relationships, courts of law, and society.

Another cultural myth is that men and boys do not experience sexual assault and abuse. Like Esteban, 17% of men, or one in every six, experienced this kind of abuse or assault before age 18 (1in6.org, 2019). Although rates vary among research studies, the effects of sexual abuse and assault for men are complicated by societal and gendered expectations for men and boys who similarly experience distress and trauma (Peterson, Voller, Polusny, & Murdoch, 2011). Gendered myths for men and boys center on (a) being able to stay tough and strong—that real men are not vulnerable; (b) that they may have enjoyed the act, especially if the perpetrator was female; (c) that their perpetrators were gay; and (d) that they will go on to perpetrate acts of sexual aggression themselves (1in6.org, 2019). The societal expectations for men can limit their help-seeking behavior and compound feelings of shame (Peterson et al., 2011). For a boy who was sexually abused, these messages can feel hurtful and lead to increased isolation, especially when gendered stereotypes keep them locked in isolation (for more resources on rape myths, see Marshall University Women’s Center, n.d.).



Intimate Partner Sexual Violence

When committed in close relationships, sexual assault is known as intimate partner sexual violence (RAINN, 2019a). This form of aggression often accompanies other abuses, including emotional, physical, and psychological torment that often begins with controlling behaviors from a partner (RAINN, 2019a). At other times, perpetrators may be acquaintances or ex-partners (U.S. Department of Justice, Office of Justice Programs, Bureau of Justice Statistics, 2017). Finally, strangers account for another category of violent abusers (RAINN, 2019b; U.S. Department of Justice, Office of Justice Programs, Bureau of Justice Statistics, 2017).

In those cases in which perpetrators are known to those whom they violate and betray (RAINN, 2019b; U.S. Department of Justice, Office of Justice Programs, Bureau of Justice Statistics, 2017), a series of behaviors generally precede the violations. These behaviors include (a) restricting access to social supports, work, school, and family; (b) insulting their partner’s worth and value; (c) reacting with jealousy when a partner leaves; (d) making physical threats and damaging property; and (e) controlling decision making related to major shared responsibilities and finances (RAINN, 2019a). These power-over (Jordan, 2018) behaviors include real threats to a person’s physical and emotional safety and become even more complex when children are involved (see Chapter 10 for a discussion on interpersonal violence).









Older Adulthood

Older adulthood can carry memories of a lifetime, and as the last stage in Erikson’s (1982) stages of development, it can also bring into sharper focus a sense of one’s mortality. Retirement, the death of a loved one or the loss of close friends, and the transition out of familiar roles and social contexts all contribute to this reflection and period of reminiscence. Erikson described this reminiscence as particularly productive when conducted with others, and he viewed this period as an opportunity to reconcile life journeys, make peace with the past, and celebrate life’s successes. However, when people feel a sense of failure at this stage—or when societal stressors, injustices, or microinvalidations arise that lead them to isolate and experience regrets—they may feel a particularly painful sense of loss, often accompanied by depression, bitterness, and despair (Goodcase & Love, 2017). Older adults experiencing mistreatment or self-neglect are at particular risk for isolation, depression, and feelings of despondency. Vulnerable and understudied, older adults can bring great wisdom, experience, and knowledge to their families and communities, and they can also be recipients of inhumane abuse and neglect.

Hannah is a 94-year-old woman with big bright eyes and a contagious smile. She entered my (Thelma’s) office with her daughter Isabel (age 66). Hannah stared at me with an intent look and said, “We need help!” I soon learned the backstory on Hannah and Isabel’s relationship, and the pain in both mother and daughter was palpable. “Isabel tries to be the boss of me,” Hannah exclaimed, as Isabel looked on with frustration. Whereas Isabel had long attempted to convince Hannah to move to an independent living facility, Hannah resisted. “This is my home. I want to live here.”

Although Hannah tried to do basic things around the house, Isabel worried when she would go down the sidewalk to get the mail or walk down the steps to the pool area. Isabel thought Hannah was stubborn and reckless, and Hannah thought Isabel was controlling and micromanaging. At one point, Hannah looked toward me and said, “Isabel is running my life! She is ruining it! She is mean to my caretaker, who is my friend, and she is driving my friends away.” Isabel looked on with exasperation and cried, “I don’t trust these caretakers and new ‘friends.’ Her jewelry is disappearing, I don’t think Mom is being taken care of well. I don’t think she has had a bath in days, and she is so stubborn, she just won’t see how she is being manipulated. I don’t think they are looking out for her in the way that she thinks they are.”

Hannah continues, “I need Marissa [caretaker], and you have always tried to take my friends away. Why do you do that? Are you jealous of me? Billy [the gardener] said I am pretty, and I think he likes me. Who says I can’t have another relationship? I may be older, but I am not dead.” Isabel tries to bite her tongue, recalling the years she was estranged from her mother after she abandoned her and her siblings to be with another man. Hannah and Isabel are struggling with historical hurts, Hannah’s life stage challenges, and the dynamics between them.

Life transitions to older age can be marked by a mixture of joyful memories, poignant experiences, ongoing losses, and—often—changes in health and physical strength. Several risk factors threaten a person’s successful navigation of this important stage in life, making them exposed to neglect and abuse. In Hannah’s case, Marissa and Billy both proved to be predators, and although Isabel was able to remove Billy as a threat, doing so with Marissa proved more challenging.

In spite of Isabel’s pain over her mother’s earlier treatment of her siblings and her, she loves her mother and wants to protect her. An avid reader, she is aware of the physical, sexual, emotional, and financial abuse that older adults can experience at the hands of unscrupulous caretakers, and she wants to protect Hannah from this treatment. The research indicates that family members who stay connected to these situations can help avert them from danger (DiNapoli, Scogin, Bryant, Sebastian, & Mundy, 2016; LaRocca & Scogin, 2015). Isabel feels impatient with Hannah but wants to do right by her. When Hannah’s belongings began to disappear, and Isabel learned she was “giving” them to her caretaker, Isabel reported the situation.

As one would expect, Hannah became furious when she was forced to have a new caretaker and felt helpless to have agency over her own life. She barely spoke to Isabel, whom she blamed for the transition. Soon thereafter, though, Hannah’s spirit lifted, much to Isabel’s relief. What Isabel did not know was that Marissa continued to visit Hannah during those times she was alone, and Hannah felt consoled having her “friend” there. Before long, Isabel noticed that treasured family pieces were missing, the spending money Hannah had available to her for incidentals was depleted, and there were sudden withdrawals from Hannah’s bank account. Isabel was able to ascertain that Marissa was responsible for these thefts, and Hannah became confused and felt betrayed by both.

Researchers speak to the financial exploitation inflicted on older adults. Theft, fraud, real estate and email scams, and shady investments are all means by which caretakers can take advantage of vulnerable older adults (Forman & McBride, 2010). Isabel paid Hannah’s bills, but Hannah was a signatory on her account, making Marissa’s manipulation possible. Isabel was perplexed by these financial abuses and Hannah’s protectiveness of Marissa. Even more so, she was horrified by Hannah’s continued poor hygiene and the ways in which both caretakers neglected her vulnerable mother. Moreover, she was hurt and frustrated by her mother’s attempts to blame Isabel for these abuses.

Hannah, however, felt more competent than she was and, in her attempt to maintain her independence, placed herself at risk when she would walk down a pebbled path to the mailbox or when she would walk independently down the treacherous stairs leading to the pool area. She was self-neglectful in her grooming and, ultimately, in her nutrition. Although Hannah died following a brief illness unrelated to neglect or abuse, she did struggle in her attempts to live a full life with limitations that felt life taking. Hannah had a daughter that attended to her care, and even then, it was a challenge to navigate the independence versus safety and health factors involved in older adulthood. Imagine those situations in which family is not involved and in which compassionate care is not provided by caretakers and other medical staff. Crises and traumatic experiences in older adulthood can be particularly devastating, not only because of the vulnerability of those affected but also because of what these assaults ultimately represent. Our hope is that older adults will approach the end of their lives with self-respect and an awareness and appreciation of their ultimate mattering.








Challenges in Older Adulthood

Having purpose, taking part in opportunities for engagement, and enjoying social outlets are means through which older adults can continue to use their gifts and enjoy their ongoing well-being (DiNapoli et al., 2016; LaRocca & Scogin, 2015). These are also deterrents to experiencing self-neglect, which is a formidable threat to the welfare of older adults (MacLeod & Douthit, 2015). Research indicates that family involvement and social support are primary deterrents to neglect, abuse, and self-neglect (DiNapoli et al., 2016; LaRocca & Scogin, 2015). These deterrents were more easily seen in previous generations, when many families lived close to one another. Mobility is now such that families must be creative in supporting older family members who live at a distance. For example, Clyde, age 89, is an active and independent gentleman living alone hundreds of miles from his children. His world has narrowed in recent years, with the loss of his partner and beloved dogs; in addition, the volunteer work he did for decades in his town was eliminated as a need, and Clyde found himself “out of work.” Working in the yard and tending to his house have become integral components of Clyde’s daily life.

Clyde’s children are concerned now that his social and civic life are limited, particularly because he lives alone. They do follow him on Facebook, knowing he regularly shares music or other posts he finds interesting. This connection helps them know he is okay. They have also made it a point to visit more, and when they do, they reminisce, listen to music, play with Clyde’s new shelter puppy, and watch old movies together. Clyde, of course, delights in these visits, and he enjoys when his friend, Abe, occasionally visits as well. They sit on the outside patio area they jokingly refer to as “their office” and have a beer and discuss politics and life. Clyde is one of the lucky ones who has family support, adequate health, and a history he feels good about. Still, he remains vulnerable to the challenges of old age and the losses that accrue over time.










Risks and Vulnerabilities in Older Adulthood


Risks of Abuse

Older adults can suffer isolation and lack of medical care, access to grooming, and emotional support (Forman & McBride, 2010). For example, in reflecting on the case of Hannah, we can see that, fearing abandonment, some people in Hannah’s position prefer to deny wrongdoing than lose the person to whom they most feel connected. Family abandonment and caretaker neglect and abuse are often cited as contributing to the emotional and physical pain inflicted on older adults (Forman & McBride, 2010).

Older adults also suffer physical and sexual abuse at the hands of caretakers and family members. Moreover, when they also suffer from dementia and other forms of cognitive decline, the potential for abuse increases. Clearly, in addition to the satisfaction that older adults can reach in life reflection, the final life stages in human development can also bring physical decline, loneliness, and a host of medical issues that can alienate them from the larger world and their own reality. For example, when people suffer from dementia or depression, or when they abuse substances, they become more vulnerable to abuses of all kinds (MacLeod & Douthit, 2015).

In a recent news article, a dementia patient in a Tennessee nursing home who fractured her knees in a fall was not seen by a doctor for 9 excruciatingly painful days, in spite of her continued pleas for help (Kelman, 2018). She fell lifting herself out of her bed with a nurse present. In spite of her cries of feeling “intense pain” and the considerable swelling and bruising she sustained, the facility did not conduct an X-ray for 5 days. It took 4 additional days of her crying “please, please, please” for her to be seen by a doctor, who then referred her for knee surgery (Kelman, 2018). She died in the hospital 1 month later.

Imagine the desperation, anguish, helplessness, and terror of falling out of your bed, injuring yourself to the point where you can barely stand it, and knowing you are being ignored by those entrusted with your care. You are at the final stage in your life, and this is how you experience your sense of mattering, this is the dignity afforded you, and this is the way you draw your final breath. Counselors can join other helping professionals and caretakers in being alert to potential abuses and neglect of this important yet vulnerable population. Although specific criteria for older adult abuse are still in development, connecting with our humanity can attune us to these dangers. We do not need a check sheet or other diagnostic criteria to recognize a person in pain, and we can advocate for swift attention and action should these situations arise.

Just as the appreciation for older adults varies from reverence to complete disregard across countries and nationalities, families vary in their respect for and sup port of older adults. A counselor’s care, compassion, advocacy, and education of others can all promote dignity and humane regard for people who, in many cases, paved the way for our opportunities and privileges. Attending to the needs of older adults to prevent abuse and neglect is an important social justice consideration, which both honors the lives of our predecessors and contributes to the developing culture of dignity and respect (Lindner, Hartling, & Spalthoff, 2011).



Risks to Self-Neglect

Another challenge to older adults is their own lack of capacity to care for themselves and the self-neglect that can occur. Lee, Burnett, Xia, Smith, and Dyer (2018) referred to self-neglect as “an inability or unwillingness to provide for oneself the good or services to meet basic needs” (p. 223). Among the risk factors involved in self-neglect are impaired cognitive, physical, and emotional functioning; medical disorders, such as dementia and depression; and refusal of care (Dong, Simon, & Evans, 2012). Older adults with impaired areas in the brain can experience apathy and distractibility; they can also fail to keep targeted goals (Dyer, Goodwin, Pickens-Pace, Burnett, & Kelly, 2007; Lee et al., 2018). In addition, they may experience mood shifts, irritability, and impaired decision making and insight (Lee et al., 2018).

Reaching old age can be considered a blessing not available to everyone. Indeed, life brings hardships and premature deaths to people of all ages every day. In that context, being an older adult and living an expansive life is seen as a privilege by many. There are other cases, however, in which older adulthood brings unfathomable crises and potentials for abuses. Neglect, self-neglect, and abuse are all potential risks for older adults. When counselors are in positions to identify, intervene, and advocate for people experiencing these crises and traumas, they contribute to changes that support the humane treatment of a generation to whom we owe so much.

Reporting Abuse and Neglect With Vulnerable Populations

Counselors are mandated in all 50 states and U.S. territories to report child abuse and neglect when they suspect these activities have occurred in the present and past, and reports and relevant information are often shared among social service and legal personnel (Child Welfare Information Gateway, 2016; Henderson, 2013). Most of the 4.1 million referrals made in 2017 came from educational professionals (19.4%) and law enforcement employees (18.4%); mental health workers referred approximately 5.7% of the calls to Child Protective Services (CPS) nationwide (USDHHS, ACF, ACYF, & CB, 2019).

When deciding to make a report (Henderson, 2013), counselors should consider the child’s safety and immediately provide resources for protection when necessary. In my (Shane’s) experience as a counselor and supervisor, reporting abuse can feel stressful. When we are not sure whether to move forward with a report, we should remember that we (a) do not have to prove abuse, only suspect it, and (b) consult as necessary and document this consultation (Henderson, 2013). Often, we contact our state CPS agency and consult with them about the case and seek their guidance. When we decide to report, it is essential to have as much factual information as possible. We provide names, dates, and addresses, and we share whether the child is in immediate danger and any other information relevant to the report.

After we make the report, CPS will investigate to determine the scope and evidence to support the allegations and frequently will follow up with you after you make your report (Child Welfare Information Gateway, 2016). In some cases, the police will become involved for the protection of the child and investigation of laws broken. At other times, CPS can coordinate social services to help meet the needs of a family. We describe an example of this kind of response in Chapter 15.

To hear the details of child maltreatment while maintaining a therapeutic relationship with a client and family and while facing the fear of your client possibly being hurt in the future may ignite feelings of stress, fear, and uncertainty about your next steps. Again, we suggest that you consult with your team and state protective services; you should also learn about reporting procedures in your state, because many laws do vary. You will need to report within a prescribed timeframe by state law, so it is essential that you move with expediency when these suspicions arise (Child Welfare Information Gateway, 2016).

The National Center on Elder Abuse offers resources and information for reporting suspected abuse for older adults and other adult vulnerable populations. Unlike most reporting procedures and agencies for reporting child maltreatment, adult protective services “can differ from state to state and even from county to county in terms of definitions, client eligibility requirements and standards of practice” (National Center on Elder Abuse, n.d., para. 2). You can access state reporting procedures at http://www.napsa-now.org/get-help/help-in-your-area/. Like the procedures for reporting child abuse and maltreatment, we gather pertinent details, seek consultation, and document our process. For older adults and people with disabilities related to dementia, self-care and institutional abuse may be present and would be helpful details to provide to investigators.









Factors and Approaches That Foster Hope and Healing

Like Esteban, some children experience polyvictimization, described by David Finkelhor, director of Crimes Against Children Research Center, University of New Hampshire, as experiencing abuses of various kinds (Finkelhor, Turner, Hamby, & Ormrod, 2011). Whether inflicted once or by numerous methods and over time, violence can have reeling effects on children and individuals of all ages, including developing posttraumatic stress disorder (PTSD). Thankfully, devastating experiences of neglect and assault do not define a person, and connecting with even one empathic person can begin a trajectory of healing. The brain’s neuroplasticity, coupled with strong connections and support systems, can make a powerfully positive difference in the lives of people who experience trauma.

After a serious suicide attempt and several near-fatal overdoses on cocaine, Esteban reached out for help. He had a few friends who had been to treatment and were involved in recovery. At his first Narcotics Anonymous meeting, Esteban felt an unexpected and profound relief. Yalom (1995) discussed the pivotal therapeutic benefits of universality. Hearing other people share similar struggles and pain while they support one another in a group setting can break the binds of isolation. Group work offers the potential for connections out of loneliness. Because the nature of childhood maltreatment strikes at the foundations of safety and secure connections, individual, group, and family approaches build on mutually empathic (Jordan, 2018) and secure relational foundations.


Early Childhood Programs

Lawson and Quinn (2013) reviewed and evaluated evidence-based models to work with maltreated children, and these approaches can be categorized as interventions that strengthen child-parent bonds, alleviate PTSD symptoms, and help children cope with the range of intense feelings and behaviors that emerge from their complex traumas. For preschoolers, Lawson and Quinn reviewed three approaches. In child-parent psychotherapy, the counselor and family work together to strengthen the relationships through play, developing and sharing trauma narratives, and addressing thoughts and reactions to current life stressors worsened by traumatic memories. Likewise, partners from the National Child Traumatic Stress Network developed the attachment, self-regulation, and competency model.

The attachment, self-regulation, and competency model is a flexible approach that focuses on building connections and attachments as well as skills to manage and identify emotions, reactions, and intrusive and frightening memories. Parents learn empathic and relational attunement skills to stay connected with their children during times of distress (Lawson & Quinn, 2013). Finally, the intergenerational trauma treatment model covers elements of the treatments mentioned earlier, and it also focuses on helping parents address their own trauma histories as well as their secondary trauma resulting from the realities of their child’s suffering. The aim of this approach is to help caregivers be present with their children when difficult stories and feelings arise (Lawson & Quinn, 2013).



Programs for Middle School Children and Adolescents

In later childhood and adolescence, trauma-focused cognitive behavioral therapy (TF-CBT) remains a well-documented approach to help youth reconcile the traumas in their life, learn calming techniques, explore and reconceptualize cognitions related to theirs traumas, and share details of the events in a compassionate setting while learning to regulate their autonomic reactions (Lawson & Quinn, 2013). In Chapter 6, we provide an example of TF-CBT in action. Likewise, cognitive behavioral intervention for trauma in schools (CBITS; Jaycox, Langley, & Hoover, 2018) follows many of the principles covered in TF-CBT but uses a group format. School-based mental health professionals can deliver this program during the school day. Because of the high attrition in individual TF-CBT, CBITS demonstrates higher levels of attendance and program completion (Jaycox et al., 2018).

CBITS also harnesses the curative factors found in group work (Yalom & Lesczc, 2005). According to Jaycox et al. (2018), when designing group settings, it may be beneficial to create specialty groups (e.g., a gender-homogeneous group for those who have been sexually assaulted). Although the effects of child maltreatment can seem daunting, we can develop safe and secure bonds with youth in individual and group settings, work with parents to develop their capacity for mutual empathy, and provide destigmatizing psychoeducation to help relieve the stresses and burdens of traumas that children face routinely.



Approaches for Adults and Older Populations

As we have explored in previous chapters, many adults benefit from the many evidence-based approaches for crisis and trauma work, including cognitive pro- cessing therapy, eye movement desensitization and reprocessing, creative interventions, and mind-body approaches. As we have emphasized throughout the text, we intentionally develop mutual empathic and compassionate counseling relationships and recognize and respect a person’s culture and context in our work. See Sidebar 8.3 for information on understanding dissociation.

There is federal assistance for counselors and programs to create services for victims of violence and crime. The Victims of Crime Act of 1984 (VOCA) funds agencies to deliver free services to people affected by all forms of violence. To help agencies consider applying for funding, Equal Justice USA provides a toolkit (https://ejusa.org/wp-content/uploads/EJUSA-VOCA-Toolkit-updated-Jan-2017.pdf). After the mass shooting in Sutherland Springs, Texas, we partnered with several regionally agencies and applied for VOCA funding. As a result, we were able to offer a wide range of free services for people of all ages suffering from the effects of violence. In Chapter 11, we outline our process for developing and establishing VOCA-funded services.

In responding to sexual assault, we can follow the crisis response approaches shared in Chapter 5. Chakaryan (2018) applied these principles in a model for responding to the crisis of a sexual assault. Specific adaptations of the basic crisis response approaches included (a) asking whether a person needs immediate medical attention and then providing information about what may happen in the emergency room, (b) providing information about forensic exams and important timeframes to follow, (c) assessing ongoing threats from the perpetrator and discussing the factors involved in restraining orders and police involvement, (d) determining whether a mandated report needs to occur (i.e., child, older adult, and people with a disability reporting as well as Title IX reporting requirements), and (e) determining relevant social resources for immediate and long-term support.









Case Example and Applications for Hope and Healing

Hannah and Isabel were able to come to an understanding that was marginally healing for them both. Their disconnection ran deep and spanned decades, yet their love for one another was strong. Although Isabel shared her feelings over her early childhood injuries and feelings of abandonment, this topic was not the focus of their family counseling. Instead, she engaged in individual work and was able to connect with those feelings and honor the young girl who assumed such a large responsibility at such an early age.

Part of Isabel’s struggles with her mother in later life centered on her need to intervene and become involved in ways that Hannah did not want. Isabel was able to see how her involvement and care for others were lifelong patterns that came from caring for her younger sisters and her father. She saw how some of her actions could be considered controlling, yet she was able to honor her investment in the welfare of those she loved and understood she had been a scared little girl who wanted everyone to be safe. Hannah’s health declined steadily soon after these sessions, but she maintained her spirited ways. She did not ever fully or consistently understand that her caretaker had manipulated and stolen from her and continued to long for their time together after the abuses were discovered. Hannah died at home following a short illness at 96 years of age, with Isabel by her side.







Sidebar 8.3 • Understanding Dissociation

People may dissociate during and after they have experienced deplorable traumas. A person in a dissociated state may appear catatonic or out of touch with reality. Relationally competent counselors recognize that when people dissociate, their brain is responding naturally to protect themselves from becoming overwhelmed.















Future Directions and Emerging Research

Linda Hartling and Evelin Lindner have advocated for a world that embodies dignity and the cessation of humiliation through their work with the Human Dignity and Humiliation Studies (e.g., Lindner et al., 2011), which is discussed in detail in Chapter 15. Jeremy Richman and Jennifer Hensel are cofounders of the Avielle Foundation organized to study brain health through research and education on violence and compassion following the death of their 6-year-old daughter, Avielle, in the 2012 Sandy Hook Elementary School shootings. Both groups are dedicated to building global compassion and creating a world where violence is eradicated. In addition, the Human Connectome Project (http://www.humanconnectomeproject.org) engages in trailblazing research to map the brain and explore neural interconnectivity.

As this chapter reflects, abuse, violence, neglect, and harassment occur in the lives of people throughout the life span. For that reason, research that explores brain health and those practices that support building and sustaining communities of compassion seem salient. This research is timely and may offer new approaches in working with people who experience trauma—and those who perpetrate destructive and life-changing acts of violence.
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Multiple-Choice Questions


	According to the chapter, why may counselors want to be aware of using the word “victim”?

	The word may imply weakness

	This is a term only used by lawyers

	A counselor is trained not to use this word

	None of the above




	How many definitions exists for child sexual abuse (CSA)?

	5

	Around 100

	Numerous, because they differ from state to state

	1, the federal definition




	All CSA involves direct touch.

	False, but other forms are not as bad

	True, because this is nationally agreed on

	False, some acts include non-touch

	True, because otherwise it is a different form of abuse




	Using a relationally attuned lens in your conceptualization, what is (are) a potentially protective factor(s) for a child?

	Support and family

	Family and chaotic environment

	Invalidating peers, because this builds character

	Learning autonomy early on




	There is one CSA assessment used by all professions called the

	CSA national assessment.

	Abuse assessment.

	Sexual childhood abuse assessment.

	None of the above




	According to the text, a close counseling process with a child who experienced trauma may include

	Fun.

	Neurofeedback.

	Moving in and out of connection.

	None of the above




	Polyvictimization involves

	More than one child.

	More than one type of abuse.

	More than one kind of race and culture.

	All of the above




	Emotional abuse is often found alongside _____ abuse.

	Most other forms of

	Sexual

	Physical

	Psychological




	There are _____ types of child maltreatment.

	2

	20

	4

	7




	What type of trauma is passed down through the cycle of abuse?

	Ecological

	Generational

	Addiction

	Only complex PTSD




	What kind of parenting can confuse a child?

	Perfect

	Quality

	Inconsistent

	None of the above




	Which is not a form of older adult abuse?

	Neglect

	Financial exploitation

	Disconnection

	Self-neglect




	According to the text, which can be a sign of sexual abuse in older adults?

	Bruises

	Sleeping

	Friendship

	Eating




	When did PTSD begin to be located in the “trauma and stressor-related dis-orders” and not the “anxiety disorders” category in the DSM?

	2007

	2000

	2018

	2013




	Around _____ of people experience a traumatic event during their lifetime.

	40%

	20%

	70%

	90%













Essay Questions


	Sexual abuse is often formally reported more often than emotional abuse. The text states this could be due to a lack of self-reporting. As a relationally ethical and engaged counselor, how would you empower your adult client to report abuse while still respecting their ambivalence about making a report?

	Older adults experience several anticipated losses as they advance in age. Some older adults are victimized by caretakers and may be vulnerable to protect themselves. How can counselors support their older clients and advocate for their safety?

	Many people experience trauma at some point during their life. As a counselor or counselor-in-training, how do you envision yourself using therapies such as cognitive processing therapy (CPT) or eye movement desensitization and reprocessing (EMDR)?

	Prolonged exposure therapy asks clients to stay with their trauma in the present moment and emotionally connect with their experiences. What do you see as the pros and cons to this intervention?

	Research varies on the effect of child sexual abuse (CSA) on a child’s development. What are some ways in which a relationally engaged counselor may work with adults who suffered abuse in childhood?
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CHAPTER 9
Developmental, Transitional, and Situational Crises Throughout the Life Span

Shane Haberstroh, Katherine A. Feather, and Madelyn Duffey


As we explored in previous chapters, catastrophic events arise in the lives of people every day. Counselors trained in trauma-informed approaches and equipped with basic disaster mental health and crisis counseling tools can work to provide compassionate care and connect people with needed resources. Other times, people seek counseling when situations exceed their trusted and familiar ways of coping and living life (James & Gilliland, 2017). Throughout the life span, people experience many stressors that invade their lives with toxic stress and uncertainty but do not rise to the threshold for a posttraumatic stress disorder (PTSD) diagnosis.

Chronic mental or physical issues, disorienting life events, expected and unexpected losses, developmental and identity transitions, new situations, and illnesses and role stressors can wear down people’s capacity to cope. Expected life transitions may feel bittersweet, and unexpected events can shake individuals deeply. As people mature, families, friends, and communities also grow and change, and not all change is growth oriented. Sometimes groups, people, and loved ones seem to devolve into chaos. However, although crises and transitions can leave people shaken, they can also serve as a point of reflection and beginning of personal growth.





The Relational Foundation: Integrative Perspectives

People do not develop well in isolation, disenfranchisement, and disconnection (Jordan, 2018). Attuned counselors emphasize a relational core at the heart of human de velopment. When clients encounter troubling times, the quality of their relationships can either mitigate their pain or exacerbate their situations, and the therapeutic relationship can serve as a strong and reliable alliance. In fact, voluminous research supports the power of the counseling relationship (Wampold & Imel, 2015), reporting that the quality of the relationship, as experienced by clients, is the most powerful predictor of growth (Wampold & Imel, 2015). Research indicates that the healing relational qualities in counseling supersede technical approaches and serve as the foundation for many manualized treatments (Wampold & Imel, 2015). Given the primacy of our therapeutic connections, our relational intentionality and clarity shape the experience of the counseling relationship and process for us and our clients.








Integrative Considerations

When working with people who face new life roles, stressful life events, and abrupt planned and unplanned changes, counselors integrate relational principles and practices, grief models, trauma work, and crisis counseling approaches to conceptualize losses in context and to harness shared creativity to inspire some practical solutions. Within this chapter, we explore relational processes, integrative frameworks, and practices that guide our understanding of life crises and transitions.


Relational Process

The experience of mutual empathy (Jordan, 2018) demonstrates our understanding of a person in their context. Knowing you really matter to another human being can break the bonds of exclusion and private suffering. As we discussed in Chapter 3, microinvalidations accentuate differences and further alienate people from one another. As counselors, we may partner with people who have more social privilege than we do. Alternatively, we may work with others whose social location mirrors ours, and we may also connect with people who endure a life of scarcity and oppression. As counselors, our ethical principles place our clients’ welfare first (American Counseling Association, 2014), and we should invest the energy to understand a person’s world and pain as they experience it.



A Life and Identity in Context

Destabilizing life events occur within work, family, and broader social contexts. Within all social strata and systems, constellations of power, privilege, oppression, and rejection exist and cause distress and isolation. By example, many people commit suicide who seem successful (Centers for Disease Control and Prevention [CDC], 2018), and numerous deaths by suicide seemingly have no clear precursor. Moreover, a significant number of people commit suicide when faced with life crises and relational strife (CDC, 2018). These statistics speak to the miseries people experience, how seeming success does not protect individuals from the deepest pain, and how shame and the pains of life can seem unsurmountable. In other words, a person’s pain, confusion, and anxieties make sense in their context.



Perspectives on Loss

Theories of grief chart life experiences during and after losses. When conceptualizing chronic and transitional life stresses, we consider how people move between the sharp anguish of their loss and living a new and unknown life. The dual process model (Stroebe & Schut, 2010) of grief work highlights the untidiness of change. Individuals may find themselves feeling sorrow one moment, hope in the next, and confusion in between. This process normalizes and validates the seemingly chaotic feelings around transitions and stressors and stands in contrast to messages people receive that urge them to move on or get over their situation and feelings. These messages ignore the fact that people’s losses are part of their stories. People often live with pangs of loss while charting a new life framed by their memories and experiences. See Sidebar 9.1 for more information on the grief process.



Mobilizing Resources

A life crisis is a new territory where people can feel lost and alone. People can be stretched beyond the strategies and relationships that sustained and comforted them through many other life experiences. Given that crises upend familiar ways of being in the world, prepared counselors can help clients chart a new life course and explore valuable information and connections within the community. As counselors, we stay abreast of community resources and network with partners in the community who offer specialized services. We develop resources and explore groups that provide financial planning, employment support, medical practice, and legal issues. For example, when we worked to develop the Sutherland Springs coordinated response grant after the mass shooting, we partnered with multiple agencies, law enforcement, legal services, schools, and social service agencies to support people dealing with their trauma but also the exacerbated and interrelated stress that emerged. When we develop community partnerships and share accurate and helpful information for clients, we can help customize their map to navigate the stresses and confusions of this new territory.







Crises of Identity Development

Developmental transitions, growing self-awareness, social pressures, and stressful events can strike the heart of people’s identity. As people learn about who they are, their awareness is influenced by societal expectations, their demographic and cultural backgrounds, and interactions with the world. Developmental crises occur throughout life, and many traditional developmental theories often describe human growth in a linear or task-oriented manner. From these perspectives, identity crises may result from failing to meet developmental milestones, unsuccessful self-individuation, or dissolution of ego strength (Jordan, 2018). The notion that people’s identity is multifaceted and a convergence of many factors (Gemignani & Hernández-Albújar, 2019) highlights that their sense of who they are grows from an intersection of roles, cultural influences, power positions, earned and unearned privileges, and their own unique histories. Although an intersectional identity speaks to a person’s diversity and uniqueness, we are acutely aware that many people experience subtle and overt forms of racism, bullying, oppression, and stigmatization, especially when they appear different or experience shame in their social circles.







Sidebar 9.1 • Grief Process

The grief process used to be viewed as a linear process, and people were believed to move through each step before they could get to the next. Although grief can follow this process, current literature talks about how grief is different for everyone and does not always follow a certain path. Have you ever experienced grief or a big change? Did you ever feel like you took two steps forward and one back?






People’s multiple identities are vibrant expressions of their whole personhood. Intersecting identities or intersectionality signifies the interrelated nature of social classifications such as race, ethnicity, class, nationality, gender, sexual orientation, religion, age, and disability as they apply to an individual or group, as well as how people with privileged and stigmatized identities experience these interconnecting systems (Ching, Lee, Chen, So, & Williams, 2018). Counselors help clients recognize, as well as label, everyday psychological distress stemming from systemic, rather than personal, flaws and encourage clients to embrace their connection with others to build resilience against oppression (Ching et al., 2018).

Ultimately, the work of counselors is to appreciate clients’ multifaceted intersections and contexts; integrate our knowledge into crisis response care; and work to dismantle forms of oppression at the individual, community, and societal level. All of the transitions and situations we highlight in this chapter speak to life and role stressors that entangle themselves in role expectations and personal and social identities, potentially leading to feelings of isolation and chronic anguish.






Childhood and Developmental Stressors in a Family Context

“I’m afraid the thing that is broken in me is also broken in him,” Rick said as he told the story of his 10-year-old son, Jacob, who was being bullied at school. Jacob’s parents felt helpless as they watched their son withdraw into himself after being sent to the office repeatedly for throwing his classwork in the garbage in frustration. “It’s like he has crumpled in on himself,” his mom, Jeanne, shared. “Maybe it’s us? Maybe he can sense somehow what’s going on. He won’t tell us anything.” As they spoke more about their circumstances, they shared a story of multiple and compounded life crises. As they watched their son wither, met with school administrators who responded with legalese instead of compassion, and felt their own emptiness and fears blossom, they had to also navigate several personal and familial losses. A week after they decided to separate, Jeanne’s physician referred her to an oncologist.

Considering this situation from a relational perspective, we consider Jacob’s social context. We explore how he may be experiencing power abuses at school. We discover his experiences with peer and teacher relationships. We validate that when he reaches out to his parents, even in the smallest ways, he is showing relational resilience. We also move from the idea that something is broken within Jacob and Rick to exploring disconnections, power in context, and isolation as our primary focus.

Watching a child suffer is heartbreaking. It can leave us feeling lonely, frustrated, and powerless. Recent data from the National Center for Education Statistics (2019) indicated that nearly 7 million children receive special education services in the United States. These numbers do not account for the estimated 20% of young children who also suffer from a mental health issue such as depression or anxiety. Frequently, children who struggle with mental health issues do not receive adequate services (Whitney & Peterson, 2019). As schools continue to budget to deliver adequate programming, families and children may miss much needed services and begin to lose hope.

The cumulative impact of early adverse childhood experiences often leads traumatized children to be diagnosed with multiple and often inaccurate diagnoses. Researchers at the National Child Traumatic Stress Network conducted several studies (van der Kolk, 2014) related to the impact of multiple childhood traumatic stresses. They concluded that a vast majority of children in their studies experienced multiple traumas, and many of them did not reach the threshold for PTSD for any one event (van der Kolk, 2014).

A team of researchers and clinicians sought to include developmental trauma disorder (DTD) in the Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5; American Psychiatric Association, 2013); however, the DSM review team rejected the proposal for inclusion (van der Kolk, 2014). The move to include DTD as a diagnostic category represents an epistemological shift in the view of trauma-related disorders to a social malady rather than a dysfunction within a person. That is, DTD would be drastically reduced by the elimination of social contexts that foster child abuse, assault, chronic maltreatment, poverty, bullying, and the many faces of neglect. Developmental traumas can influence a person’s growth by limiting their experience of nurturing relationships and growth-oriented relational bonds (D. J. Siegel, 2012).






Parenting Children With Disabilities: A New “Normal”

The added demands of raising a child with a disability is a source of significant stress and can shift the foundation of the whole family (Dabrowska & Pisula, 2010; Guralnick, Neville, Hammond, & Connor, 2008). As parents learn that they will not be raising a neurotypical child, they may experience stress adapting to their new and unexpected roles. Such adjustments include coping with disappointment, guilt, uncertainty, and grief (Neely, Amatea, Echevarria-Doan, & Tannen, 2012; Sheehan & Guerin, 2018). It is important to note that painful feelings can decrease with time, but grief can be triggered by both internal and external factors. Triggers are often related to developmental milestones (e.g., starting school, graduation). These situations resurrect feelings of loss that occurred when their child was first diagnosed. When these milestones occur, caregivers may be faced with the difference between their imagined or hoped for future while facing the realities of loving a child with a different ability.

Many parents strive to create supportive and nurturing environments for their family and child, but many are never told how. The joys and challenges of parenting a child with a different ability can be stressful because of the complex needs of the child and caregivers. Families who receive little instruction on how to best meet their responsibilities face an increased risk for psychosocial distress and physical health problems (Resch, Benz, & Elliott, 2012). Fortunately, counselors can work with parents through these times, sharing the burdens and helping the family learn practical strategies for living (Hohlfeld, Harty, & Engel, 2018). However, before addressing psychoeducation and skills training, we build trusting relationships with the parents (Sheehan & Guerin, 2018). Counselors play a dynamic role in supporting parents of children with different abilities and promoting greater life satisfaction. Some helpful recommendations for counselors working with this population are presented next.


Parent Education

Caregivers understand their child’s physical, social, developmental, and family history better than anyone else and are respected and valuable partners in the counseling process. Counselors offer information specific to parenting a child with specific needs as well as the accurate facts about disability, validate and normalize the adjustment process, and offer linkages to resources in the community. Counselors appreciate how language can disempower and humanize the child and their family. For example, counselors need to avoid disempowering terminology, “Your autistic, handicapped child,” and instead use more empowering language (i.e., use the child’s name; say “people with disabilities, different abilities”; or ask how people wish to identify themselves), honoring the idea that a disability is only one aspect of a person’s identity. Finally, we educate and support parents, helping them develop their assertive communication and advocacy skills, which may serve them in many situations (e.g., pre-K–12 school systems, medical practices, and within their community).



Skills Training

Early intervention and skills training set the foundation to build on a child’s potentials for developmental, social, and functional growth (Hohlfeld et al., 2018). We teach parents techniques and skills and connect them with helping specialists in their community. For example, Stepping Stones Triple P (Positive Parenting Program) is a leading prevention program that supports parents with children with disabilities by providing skills and principles to help parents cope with behavioral and emotional upheavals (Ruane & Carr, 2019). This program also educates parents on how to (a) adopt an assertive approach to discipline, (b) adapt to the reality of their child’s disability, (c) establish realistic expectations about the development of their child, (d) link children in in a shared community, and (e) practice effective self-care (Ruane & Carr, 2019). For an exhaustive summary of marriage, couples, and family counseling interventions for autism spectrum disorder (ASD), see Feather (2016).



Parent Environmental and Social Support

Counselors share resources and connect parents with services in the community and tailor social services for children. Parents who join with social supports reported higher levels of well-being, and they appreciated the tools and shared resources provided by people facing common concerns (Hohlfeld et al., 2018). Parental well-being and family adaptation is tied to social connections, in which individuals in the network offer emotional support and provide experiences and solutions about various problems (Guralnick et al., 2008; Resch et al., 2012). I (Katherine) have found through my conversations and research with mothers of children with ASD that they often treasured the connections with others who understood their situation. These mothers felt relieved because they were no longer alone and could express their experiences with another parent. See Sidebar 9.2 for more information on parent education.



Parent Well-Being

When people manage the many routine stresses of parenthood, coupled with the unique stressors facing parents of a child with disability, wellness may dwindle because of the nature of these circumstances. Given that these stresses may settle into a family’s life permanently, the chronic stress can take its toll. Isolation may increase as a function of their many roles and responsibilities. Parents’ needs for nurturance, self-compassion, and connection may not be met because of the sundry associated tasks (Dabrowska & Pisula, 2010). Parents who share in a community of support gain access to helpful information and services and often experience higher levels of overall well-being (Resch et al., 2012). Therefore, counselors develop resources and information to reduce distress and increase parent well-being. Practical efforts and social connections reduce systemic distress and can support the family and child as they navigate developmental milestones and potential behavioral issues; these connections also provide parents with meaningful support (Guralnick et al., 2008).







Additional Stressors During Parenthood


Adjusting to Parenthood

Nguyen always wanted to be a mother. Her husband, Eric, was less enthusiastic about the prospect of parenthood. Although Eric was open to the idea of having a child, he could not imagine having one anytime soon. He worried about undertaking the responsibility of a new life and the lifestyle changes that come with children. After discussing the possibility of adding to their family for 2 years, Nguyen and Eric decided to move forward. Pregnancy proved difficult, but the couple conceived through in vitro fertilization. Despite Eric’s initial hesitancy, he was an attentive partner, and the two prepared for the arrival of their new baby, Amelia, as a team. He and Nguyen decided that she would stay home until Amelia began primary school.

Although Nguyen expected a difficult labor, and acknowledged hers as being painful, she described her labor as otherwise uneventful. After dreaming of being a mother for years, Nguyen was hopeful that she would find joy in her new role. Much to her surprise, although there were moments of joy in new parenthood, and she loved Amelia fiercely, she struggled considerably. Nguyen had difficulty breastfeeding and felt criticized when she decided to stop. Lack of sleep severely affected her mood and lucidity. Eric also struggled with sleep, and the two began to argue frequently. Nguyen also realized that she was quicker to anger with her friends, and she often felt overwhelmed by small tasks. Little things she used to take for granted, such as time alone and moments of silence, seemed like part of her past. A meticulous researcher and planner, Nguyen expected many of these struggles. What caught her off guard most was a powerful sense of loss, anger, and isolation. Nguyen had fought to be a mother, so why did she still dream of her old life? Every life stage can bring a mixture of feelings, and parenthood is no exception. Becoming a parent is a massive transition in many people’s lives. This was the case for Nguyen. Even though she desperately wanted and loved her child, adjusting to motherhood was turbulent.







Sidebar 9.2 • Parent Education

Throughout this chapter, we include resources for individuals wanting more information about parent education and parent well-being. Creative outlets may also help families express their experiences and strengthen their connections with each other. Some examples of these activities include dancing, gymnastics, team sports, music, and painting. These outlets could connect a child with other children through creative expression, and the parent could also connect with other parents sharing similar experiences.






Parents who eagerly anticipate the birth of their newborn may feel a mixed sense of joy and loss after the baby’s arrival. These sentiments are not always societally understood, and new parents can feel pressured, and even judged, when they communicate frustration and discomfort. New parents accustomed to pleasing others or presenting well in public may hide these struggles. Relational-cultural theory describes this form of hiding as antithetic to authenticity (Jordan, 2018). In relational-cultural theory terms, authenticity relates to being able to represent oneself fully and freely (Jordan, 2018). Therefore, hiding, which is opposite to authenticity, may create a crisis of meaning and belonging for new parents. New parents like Nguyen may love their babies deeply and also profoundly miss their friends, activities, and—as Nguyen indicated—“the quiet stillness” she once took for granted.

Like Nguyen, new parents may feel shame over their developmentally appropriate, yet socially invalidated, emotions, and they may keep these feelings to themselves. Doing so increases their chances of isolation. In addition, financial stressors may also exacerbate parents’ adjustment to parenthood. Although parents may be overjoyed by a recent birth, they may also feel particularly stressed and conflicted when economic challenges arise. In some families, a tenuous medical history may prompt parental concerns with the anticipated birth of a child, and they may feel alarmed and fearful over their child’s future physical or emotional health. In those cases in which the pregnancy was not expected, the prospect of parenthood can be perplexing. For parents who suffer a traumatic childbirth, these adjustments can be particularly challenging.



Traumatic Childbirth

Caroline and her husband, Stewart, celebrated their eighth wedding anniversary by painting a nursery in preparation for the birth of their first child. The couple met as student athletes in college, and after years of building their careers and nurturing their relationship, they yearned to begin growing their family. Caroline had cut off communication with her mother 3 years before her son’s, Caleb’s, birth, following decades of verbal and emotional abuse. More than anything, Caroline wanted to create a loving and happy home. She was excited but anxious about giving birth, especially after the doctor informed her that the child would be large.

Five weeks before her scheduled due date, Stewart rushed Caroline, who was in severe pain, to the hospital. Caroline experienced several serious complications during labor, including hemorrhaging and maternal sepsis. Shortly after giving birth, she began experiencing frightening panic attacks. Multiple factors added to Caroline’s postpartum distress. She was estranged from her mother and grieved maternal support and guidance. As an athlete, Caroline prided herself on her physical strength and ability to control her body. Her birth experience, and the ensuing physical and emotional trauma, was chaotic and frightening. Caroline felt disconnected, disempowered, and betrayed by her body. The anxiety and panic attacks made it hard for Caroline to be the mother she had envisioned herself to be, and she felt lost coping with the trauma of delivery. Although experiences like Caroline’s are not unique, they are sometimes obfuscated by happier narratives of “successful” childbirth. If both mother and child made it through delivery, shouldn’t everyone feel relieved and fortunate? See Sidebar 9.3 for more information on disconnection after childbirth.

Pregnancy and childbirth can lead to several mental health concerns (Chartier et al., 2015). These concerns are particularly salient when parents view the birth as having been physically or emotionally traumatic (Inglis, Sharman, & Reed, 2016). Studies have shown that 1%–6% of women develop PTSD after giving birth (Al-corn, O’Donovan, Patrick, Creedy, & Devilly, 2010). The perception of negative emotions and distress during childbirth and obstetrical emergencies are among the highest predicting factors for a mother to develop PTSD (Anderson, Melvaer, Videbech, Lamont, & Joergensen, 2012). Because perceived distress is inherently subjective, it is important for counselors and other medical and mental health professionals to listen to a mother recount her own experience during childbirth rather than projecting their own beliefs, opinions, or values on her. It is important that counselors recognize how lonely, isolating, and confusing these experiences can be and respond to their clients in ways that foster connection, help them make sense of their confusion, and let them know they are not alone in the experience.

Nguyen and Caroline’s stories differ in several respects, yet they share salient commonalities. Both women were overjoyed at the prospect of parenting, and they dearly loved their babies. Both were financially secure and, by both accounts, knew their privilege in being parents of healthy children. However, this awareness only increased their loneliness, panic, and feelings of guilt.

Even when people seem to “have it all,” no one is immune to the stress and the small and large crises that life transitions bring. Counselors attuned to these dynamics recognize the varied cultural, familial, and logistical expectations new parents may have placed on themselves and the real challenges that can come with life-changing transitions, such as new parenthood. Counselors can create a space where clients can share their genuine feelings and experiences, and they can support them as they navigate these adjustments. They can also guide new parents in finding ways to connect with the people and activities they enjoy and to develop their self-compassion. Transitions can be critical times in the lives of many people, and self-compassion can counter.







Sidebar 9.3 • Disconnection After Childbirth

Caroline felt a sense of disconnection from her body after giving birth. Social media depicts how wonderful being a mother is, and although this may be true, the process of becoming a mother is a different journey for every woman. Feeling disconnected from her body, Caroline may benefit from a loving-kindness meditation or slow-moving exercises when she feels ready. These activities could include tai chi or yoga. What are your thoughts on this?














Stress and Loss in the Workplace


Sexual Harassment

Sexual harassment is a major concern for people in the workplace and within school and university settings. Although this term was coined to describe male treatment of women, it now encompasses both genders in its application (R. Siegel, 2012) and includes unwanted verbal and sexual advances in the workplace. Sexual harassment can be a confusing experience for subordinates or people with less power. It can occur in the workplace, at university settings, and in any setting where there is a power differential. It is viewed by the U.S. government as a form of discrimination and stands in direct violation of Title VII of the Civil Rights Act of 1964 (U.S. Equal Employment Opportunity Commission [EEOC], 2019b).

The EEOC (2019a) has posited that any

unwelcome sexual advances, requests for sexual favors, and other verbal or physical conduct of a sexual nature constitute sexual harassment when this conduct explicitly or implicitly affects an individual’s employment, unreasonably interferes with an individual’s work performance, or creates an intimidating, hostile, or offensive work environment. (para. 2)



This policy acknowledges the full range of dynamics that can constitute harassment, and it stipulates that the means by which harassment occurs can be both direct and indirect. Complaints can be filed by any person who is affected by the behaviors, even if he or she is not directly harassed (EEOC, 2019a).

Quid pro quo is one common example of harassment (Mellon, 2013). For example, a supervisor might say, “you will have this opportunity if you give me this form of sexual gratification.” It can also be communicated as “you will not have this raise if you do not do that for me.” The EEOC (2019a) is clear, however, that it is not necessary for these two conditions to be present for harassment to exist. Sexual harassment can be a deeply isolating and confusing experience. Counselors working with clients who undergo this violation can offer education, support, and advocacy.



Job Loss

Growing up, Richard always knew he wanted to make a comfortable living, although he never had a clear vision of how to do so. There were not many opportunities in his neighborhood, and his parents juggled multiple unsatisfying jobs to make ends meet. Richard’s big break came when his uncle helped him get a job as a bell hop in an independent boutique hotel he worked at across town. Richard found that he enjoyed working with hotel guests. The guests loved Richard, and management took note. Over the next 26 years, Richard worked in several differ ent departments within the hotel. He was eventually promoted to management. Richard considered getting a degree in hospitality management now that he was more financially secure but felt that it was too late for him to go back to school. The hotel had become Richard’s second home, and the staff like his second family. Two days after Christmas, Richard received word that the hotel was closing. At age 45, Richard had only been on one job interview, which he secured through family. He was terrified at the thought of not being hired or having to take a lower position because he did not have a degree. Most of all, Richard was heartbroken at the thought of leaving the place, and the people, that he had grown to love.

Job loss is often pervasive and adversely affects personal and physical well-being. Specifically, job loss negatively affects life satisfaction, mental health, and life domains (i.e., financial and relationship strain, poorer health and quality of life, diminished identity and self-esteem; Synard & Gazzola, 2019). Research illustrates the link between unemployment and mental health concerns, such as depression, somatization, anxiety, and substance use (Bluestein, Kozan, & Connors-Kellgren, 2013). We also note there are positive effects of job loss, which include personal growth following adversity, greater self-awareness, new career paths and exploration, and improved relationships (Waters & Strauss, 2016). According to Bluestein et al. (2013), there is an emotional continuum of job loss: On one end, individuals can experience unemployment as “the bottom falling out” (i.e., distraught, traumatized, angry), and on the other end, there is a mixed response to unemployment, characterized by a sense of loss but opportunities for growth. The ways in which people cope with job loss and unemployment are complex because of individual (e.g., psychological protective and risk factors), social (e.g., proximal relational resources, one’s intersecting identity), economic (e.g., financial resources), and political (e.g., policies, governmental support) factors, which have a profound impact and shape the experiences of unemployed people (Bluestein et al., 2013).

After the shock of a job loss, we help people develop positive daily routines (i.e., cognitive and behavioral adaptation responses to the loss), and we explore past coping and resilience strategies (Synard & Gazzola, 2019). Also, we nurture and explore a person’s strengths and curiosity in their new and potentially unstable life (Synard & Gazzola, 2019). We may consider reframing unemployment and encourage supportive and realistic optimism during periods of joblessness to lessen some of the stress (Bluestein et al., 2013). The change process can be enhanced through a counselor’s positivity; however, a mutually empathic relationship, and true compassionate understanding, creates a partnership where we can consider new opportunities that may unfold over time (Synard & Gazzola, 2019). Most important when it comes to unemployment, we coordinate community-based services and assist with unemployment benefits, which may buffer financial hardship and, ultimately, psychological stress (Bluestein et al., 2013). We also explore the many career counseling tools available to us and our clients to help gain clarity on values, strengths, and potential pathways for new training or job opportunities (https://www.onetonline.org/).







Physical Challenges and Rehabilitation

Adults and children differ in development and maturity, and people in all age groups may face other developmental and medical issues. Young children, people living with developmental disabilities, and those with medical needs may be more susceptible during sudden destabilizations. Notably, people with a disability are more likely to experience sexual assaults. For example, about 50% of young boys and girls who are deaf report being sexually assaulted, and these numbers are drastically higher than those of their nondeaf counterparts (Center on Victimization and Safety, 2015). Counselors seek to especially address any physical, structural, or social needs to consistency and linkages to medical and specialized services when needed (American Red Cross, 2012).

Disabling conditions and chronic illness affect the lives of about 53 million adults who experience physical, sensory, psychiatric, or cognitive disabilities (CDC, 2018; Courtney-Long et al., 2015). Individuals with disabling conditions and chronic illness face physical and psychological crises, increased stress, experiences of loss and grief, as well as changes to their body image and self-concept; they also experience stigma and uncertainty in their life (Livneh & Antonak, 2005). Adjustment to a disability is an essential part of the rehabilitation counseling process (Stuntzner, 2017).

The process of adjustment is nonlinear, with possible setbacks, new medical issues, and increased distress when adverse events occur. Through these ups and down, counselors foster compassion and encourage self-compassion for people enduring these difficult times (Stuntzner, 2017). Strategies to strengthen self-compassion can include meditation (e.g., loving-kindness) as well as practicing compassion and self-compassion (for an overview of the eclectic theoretical counseling approach, see Stuntzner, 2017). As people negotiate their new identities and debilitating experiences, they may benefit from counseling relationships focused on gaining new and realistic perspectives of their situations (Livneh, 2015). Livneh and Antonak (2005) summarized comprehensive interventions developed for clients with chronic illness and disabling conditions. They recommended that counselors should (a) assist with the exploration of the personal meaning of their condition (i.e., processing feelings of loss and grief), (b) provide relevant medical information (i.e., prognosis; functional and vocational implications), (c) encourage supportive family and group services (i.e., educational, psychotherapeutic, coping skills training groups), and (d) teach adaptive coping strategies for community functioning (i.e., assertiveness; interpersonal, decision-making, and stigma management skills).






Transitions and Stressors in Later Adulthood


Empty Nest

A bustling household becomes eerily quiet when the seemingly endless school days, rushing to extracurricular activities, celebratory moments, and holidays end and a new exciting chapter begins in a family’s life. When children leave home for the world of work or even college, parents have to start their new chapter and may experience empty nest syndrome. The empty nest phenomenon is a time of crisis when the absence of their child creates a vacuum of interactions, responsibilities, and routines. Empty nesters may even feel directionless, lonely, and lost as they adjust to life without being a steady caregiver. Stresses related to marital discord may materialize when children leave the home because the parent-child relation ship often served as a buffer between the couple (Gold, 2013). Apart from the children, a life together as a couple can seem foreign, as changing parental roles may lead to an intense renegotiation of the marriage (Gold, 2013).

Filling the relational void when children leave home while coping with the prevailing feelings of loss and identity may inform the counseling process. Counselors consider how grief and the loss related to a parent’s identity lead to redefinitions of roles and interests. Counselors partner with empty nesters to engage in self-discovery and consider new friendships outside of the child-rearing role. Connecting parents to a support group can link parents with others to feel validated, supported, and connected. If there is marital discord present with empty-nest couples, the couple works to develop a new partner-focused versus child-focused marriage (for a summary of eight tasks of a couples’ counselor when working with empty nesters, see Gold, 2013). Counselors facilitate reconnection through developing shared meaning (i.e., rituals, roles, goals, and symbols) and intimacy, so couples can continue on the new journey together (Beaty, 2016).



Retirement

As the CDC (2017) reported, Americans who work full time spend one third of their day in the workplace 5 days a week. Because people spend a considerable amount of time in the world of work, their career becomes a part of their identity and self-concept (Froidevaux, Hirschi, & Wang, 2016). The loss of the work role can bring new identities and roles as a person transitions from work life to retirement. In retirement, the loss of income, social contact, status, daily structure, and purposeful activity can create a social and vocational vacuum (Damman, Henkens, & Kalmign, 2015). One of the major life transitions in late adult life is retirement. However, there are inconsistent findings when it comes to retirement and adjustment. Some studies have reported lower life satisfaction and happiness, greater depression and loneliness, lower activity levels, partial identity disruption, and even death anxiety for retirees, whereas other studies have reported that people look forward to retirement and have overall satisfaction with retirement (Osborne, 2012; Wang, Henkens, & van Solinge, 2011).

The disengagement from work life may involve adjusting to the loss of the work role and the development of the meaningful postretirement lifestyle (Os-borne, 2012). When it comes to developing a postretirement lifestyle, counselors assist people with establishing meaningful activities, interests, and recreations that replace the void of work (Osborne, 2012). As a person prepares for retirement, Froidevaux et al. (2016) recommended retirees face questions about how to still feel useful through mattering and meaning, reflecting on how they will continue to make a difference in the world. Wang et al. (2011) suggested connecting retirees to social and emotional resources to support their adjustment.







Factors, Approaches, and Interventions That Foster Healing and Resiliency

As we discussed in this chapter, working with people who contend with major and often chronic crisis situations involves nurturing social connections in the counseling process and within the communities where people live. Incorporating tenets of crisis counseling models, we become knowledgeable about community resources, and we link people with supportive contexts and people who share similar struggles. We recognize the toll that the life crises take as well as how isolation and dismissiveness can deepen a person’s misery. By contrast, counselors can fully engage with and appreciate what these events mean to people in their context and work together to strengthen relational and social bonds. We also provide tangible resources, links to community supports, and a commitment to working with people throughout tumultuous times.

Amarah was referred to me (Katherine) by her primary care physician, who shared concern about Amarah’s stress and overall well-being. Amarah recently confirmed that her son, Sam, was diagnosed with ASD, and she was living in a world where that diagnosis made some sense, but she was filled with deep sadness and fear for her son’s future. Amarah shared that, since receiving the diagnosis, she and her wife have distanced themselves from each other. Amarah stated, “Our marriage has really taken a turn for the worse.”

In our first meeting, Amarah shared, “I feel so terrible. I love my son so much, but I can’t shake these thoughts and even feelings that I wish he did not have autism. I hate it. and I love him so, so much.” Amarah imagined how her beautiful son would face future tormentors and would struggle with communicating his experiences. She felt hopeless, angry, alone, and tired. She could not see how she would have the strength to “do this every day for the rest of our lives.”

The importance of nurturing relational resilience and cultivating social connections with Amarah could help break her from the loneliness borne from her stressful and isolating context. I also considered how Amarah felt the sharp pangs of grief for herself and her family—that, because of some twist of medical fate, the bright and exciting future she envisioned for her son and family seemed tarnished with the specter of this new unknown territory. She did not know where to turn. We spent time exploring her feelings of loss and considered resources that could provide some immediate relief and support. In our conversations, we validated her grief and explored permission to care for herself and her family, asking for help when she needed it. We began planning for her first support group meeting. Amarah felt a mix of trepidation, relief, and excitement to attend the meeting.






Future Directions and Emerging Research

In Chapter 15, we discuss the work of the Human Dignity and Humiliation Studies organization as a framework for social action and compassionate change. Given that many people lack access to mental health and social support, future directions for social change include enhancing our social service delivery system. A movement exists toward integrated mental health, addiction, and physical care (Ratzliff, 2016). However, these models are deeply embedded in the medical traditions and can be driven by diagnoses and the provision of short-term solutions. Moving toward the future, we encourage the expansion of integrated systems to include readily available and well-funded counseling and social services that promote dignity and long-term relationships within the community. The current integrated care models may be the first step, and efforts to advocate for the work of counselors to fully serve people regardless of income, diagnoses, and social status are needed.
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Resources


	Americans With Disabilities Act (ADA) Amendments Act of 2008, Pub. L. No. 110-325, 122 Stat. 3553
The following website provides information about the ADA Amendments Act:

https://www.congress.gov/110/plaws/publ325/PLAW-110publ325.pdf


	Crisis Text Line (Text 741741 for free, 24/7)
This hotline by text connects people in crisis to supportive crisis counselors.

http://www.crisistextline.org/who-we-are/


	Individuals With Disabilities Education Act (IDEA), Pub. L. No. 108-446, 108th Congress
The following website provides information about the IDEA:

http://www.gpo.gov/fdsys/pkg/PLAW-108publ446/html/PLAW-108publ446.htm


	National Dissemination Center for Children with Disabilities
This center provides information on children with disabilities for families, educators, and professionals. Phone: 1-800-695-0285

https://www.parentcenterhub.org/nichcy-gone/


	O-Net Online
This site provides resources for job and occupational information and direction.

https://www.onetonline.org/


	PACER Center
This organization of parent groups provides information on education and advocacy for children with disabilities. Phone: 1-888-248-0822

https://www.pacer.org/


	Trevor Project
This national organization provides life-affirming crisis intervention and suicide prevention services to LGBTQ+ people younger than 25 years old.

http://www.thetrevorproject.org/


	U.S. Department of Education
This site provides numerous resources and research for parents of children with disabilities.

https://www2.ed.gov/parents/needs/speced/list.jhtml









Multiple-Choice Questions


	According to Wampold and Imel (2015), _____ is the most powerful predictor of growth.

	Theoretical orientation

	Quality of relationship

	Evidence-based interventions

	All of the above




	All suicide deaths have a clear precursor.

	False, if the suicide is the second attempt

	False, because many deaths by suicide involved no identified precursor

	True, the precursor is a mental illness

	True, the precursor is a substance use disorder




	The _____ model of grief work highlights the untidiness of change (Stroebe & Schut, 2010).

	Grief

	Dual process

	Untidy change

	Changing




	Human development is influenced by

	Cultural influences.

	Unearned privileges.

	Unique histories.

	All of the above




	According to Chartier et al. (2015), pregnancy and childbirth can

	Lead to perfect happiness.

	Create an array of societal issues.

	Make counseling difficult.

	Lead to several mental health concerns.




	How many women develop PTSD after giving birth?

	40%–70%

	1%–6%

	10%–11%

	80%–90%




	An estimated _____ of young children suffer from a mental health issue such as anxiety or depression.

	10%

	50%

	20%

	None of the above




	When a family must adjust to the role of a child with a developmental disorder, they may experience

	Nothing different than a normal family.

	Guilt.

	Uncertainty.

	Both b and c




	An important concept for counselors to consider is avoid using _____ terminology.

	Disempowering

	Empowering

	Correct

	Bureaucratic




	What percentage of young children who are deaf are reportedly sexually assaulted?

	30%

	50%

	20%

	70%




	Adjusting to a chronic illness or disabling condition follows a _____ trajectory.

	Nonlinear

	Linear

	Certain five-step process

	None of the above




	Which action can help clients who develop a chronic illness or disabling condition?

	Exploring personal meaning

	Encouraging family support

	Teaching adaptive coping strategies

	All of the above




	According to Gold (2013), when a child leaves home for college or work, what might a married couple experience?

	No change

	Marital issues

	Confusion

	Only stress




	Research depicts a correlation between job loss and concerns of

	Depression.

	Anxiety.

	Somatization.

	All of the above




	Retirees may face _____, whereas other research studies have reported the opposite.

	Greater depression

	Partial identity disruption

	Psychosis

	Both a and b











Essay Questions


	Think about the case of Nguyen. Have you ever known someone who struggled with motherhood and felt guilty about it? How would you work with Nguyen if you were her counselor?

	If parents have a child with a disability, much time could be spent helping the child cope, live, and function. How could you, as the counselor, best support a parent from feeling isolated?

	Life brings about a lot of change. The change may feel welcome to some, and it may feel traumatic to others. When reading this chapter, were there any of the vignettes that resonated for you? If so, why?

	Job loss can be a devasting experience. Not only can it potentially exacerbate mental health concerns, it can also create a loss of identity. Have you known a peer or client who experienced a job loss? How did you respond to them?

	Older adults tend to retire at some point. This can be both a rewarding experience and a traumatic change all at once. How could you best support an older adult client preparing to retire?
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CHAPTER 10
Crisis and Trauma Counseling With Couples and Families

Thelma Duffey, Barbara Herlihy, J. Claire Gregory, and Meredith Klipple


Myriad crises arise in families, and, in this chapter, we seek to communicate the complexity of these challenges. In keeping with the spirit of this text, we underscore the role of the counseling relationship as a vital component of growth, and we emphasize an awareness of power dynamics, advocacy, and culture in this important work. We also discuss some common crises and traumatic events that arise in the lives of couples and families. Although we are not able to capture the full range of critical incidences and traumatic events experienced by families, we do offer a brief introduction to challenges involved in some common family crisis experiences, such as domestic violence, infidelity, incest, divorce, suicide, addiction, and chronic and terminal illness. Using relational-cultural theory (RCT) as a framework, we posit that, for us to have an impact in our role as counselors, we must first be affected by the experiences and the stories that our clients share (Jordan, 2018). Refer to Chapters 1 and 2 for a more thorough review of RCT.

We use brief snapshots via case examples in several family dynamics later in this chapter to illustrate family crises. Our goal is not to share tidy solutions to these stories, because the context of the situations and resolutions are more complex than the scope of this chapter allows. Rather, we invite you to connect with these vignettes and to your own responses to these experiences. Consider your own reactions to the vignettes, and reflect on how you would respond authentically, empathically, and in connection with your clients should these situations arise. We recognize and value creative strategies and interventions as useful components to our work, and we posit that our shared creativity and the therapeutic relationship remain our greatest resources as we navigate the connections and disconnec tions that invariably arise in couple and family counseling (Duffey, Haberstroh, & Trepal, 2016). Chapter 5 of this text includes theories and interventions on crisis counseling, and Chapter 6 offers theories and interventions on trauma counseling. Chapter 7 focuses exclusively on suicide, and Chapter 8 addresses sexual, emotional, and physical violence. Each of these chapters provides related information that can be applied to couple and family counseling.

No discussion on couples and family counseling would be complete without considering some of its inherent ethical challenges. We frame this chapter using relational ethics (described in Chapter 1) as a guide, and we invite you to consider your own ethical decision-making process when working with couples and families in crisis. We consider the contributions of family systems theory (Lucero, Jones, & Hunsaker, 2018), which usually guides the work of counselors in working with couples and families. We also share some of our concerns about the ethical implications of applying family systems concepts such as circular causality, intergenerational family processes, and the functionality of symptoms to some common family dynamics.





Connections and Disconnections in Families

As human beings, we are hardwired to desire connection with others and to feel a sense of belonging in our groups. Research attests to the joy, contentment, and purpose that people feel when they are part of a supportive group, team, tribe, or community (Gershgoren et al., 2016; Ind, Iglesias, & Schultz, 2013). Indeed, some of our deepest connections can be found within our family systems. These are the people whose proximity positions them to see and experience us in our various forms as we grow. These are also the relationships to which, in an ideal world, we can turn when we are most vulnerable.

Family are often the people whose understanding we want—whose acceptance and lack of judgment are like salve to our pain. Moreover, although some families enjoy this kind of support and mutuality to varying degrees, families are also a place where deep pain, injury, and harm can coexist. Some families foster abuse, neglect, and betrayal. Many endure the pain of loss or illness of another family member or carry the weight of knowing our loved ones hurt when we are ill. Families are human systems, at times home to love and connection and at other times to despair and disconnection. Crises and traumatic events occur within family systems and intimate relationships, and when these occur, these powerfully affect the fiber of our worlds.


Domestic Violence

Imagine you are sitting comfortably in your living room, watching television and eating your favorite snack, when all of a sudden, your partner enters the room and begins yelling at you, calling you names, and accusing you of wrongdoings you do not understand. Imagine your loved one screaming obscenities, punching walls, and telling you just how worthless you are. Be with that for a moment. Imagine that person conjures up every insecurity you have and throws them in your face. Then imagine that, incited by rage, the person begins to throw objects at the wall, at a mirror, at you. What is that image like for you?

Domestic violence, also known as intimate partner violence (IPV), occurs all too frequently within the United States. Name calling, chastising, throwing objects, hitting walls, hitting a partner, and sexual coercion are but a few examples of these terrorizing acts. IPV is both complex and terrifying. Power, control, insecurities, impulse control, and failure to manage emotions and stress are core features of IPV (Brown, McGriff, & Speedlin, 2018). In these cases, a person (or people) imposes dominance over a partner, child, or other family member and creates chaos and mayhem. This form of violence is not only abusive in a literal sense, but it also cuts at the fundamental layer of the recipient’s sense of being. It can destroy a person’s sense of trust and threaten a person’s ability to sustain trust in others. After all, “If someone who is supposed to love me can act this way, what can I expect from others who don’t?” People who experience IPV not only suffer the injuries of the abuse but they also suffer a profound sense of betrayal.

Kate, a 40-year-old fashion model, was married to a man who alternated between seeming adoration and emotional abuse and who ultimately resorted to physical violence. Her once loving husband, Bill, ran the gamut from proclaiming his love to pulling her hair and dragging her across the floor, calling her deplorable names as he did so. Bill punched holes in walls, screamed profanities at Kate, and would then recoil in despair, begging Kate not to leave him. Bill sought an emergency appointment for couples counseling during Christmas week, asking the counselor to please see them as he was at risk of losing the most amazing woman he ever met. Kate and Bill are in the throes of IPV.

IPV is described by the World Health Organization (2010) as “behavior within an intimate relationship that causes physical, sexual or psychological harm, including acts of physical aggression, sexual coercion, psychological abuse and controlling behaviors” (p. 11). Although both men and women experience IPV in their relationships, women are subjected to IPV at disproportionately higher rates than men. They are also at a higher risk for sustaining injury and even death (Black et al., 2011). In addition, gay, lesbian, and bisexual individuals experience proportionately greater instances of IPV than their dominant heterosexual counterparts (Walters, Chen, & Breidig, 2013). Psychological or physical aggression inflicted by an intimate partner can create a wound so profound it leaves the receiving partner in shock, bewildered, and sometimes immobilized, distorting a person’s perception of worth, sense of control, and logistical options.

IPV also injures a person’s sense of mattering in the world and place of belonging at home and in larger contexts. “You bring this out in me” are fighting words in IPV, designed to shift responsibility for the traumatizing behaviors to the partner. Spouses blamed for “making me act this way” may not always believe this to be true, but they often question themselves. They may also carry some of the societal fallout that comes when others pass judgment on how they should manage the situation. Anyone who has been part of an IPV relationship knows just how difficult it is to sort through these myriad feelings.

Counselors working with IPV recognize the crises these experiences bring and the often traumatic consequences to such violations. The family systems theory tradition of couples counseling calls for counselors to consider the circular causality in conflicted situations, in which one aspect of the system affects the other (Barnwell & Stone, 2016). This concept has been criticized, and we believe justly so, for its potential to blame the victim or hold the victim responsible for the abuse along with the perpetrator. The family systems concepts of first- and second-order change, however, may be helpful in working with couples who experience IPV. In the case of Kate and Bill, described earlier, first-order change would involve Bill learning new and nonviolent ways to communicate with Kate but continuing to believe he holds the power in the relationship and finding other ways to make her stay. Changes of this sort do not ultimately support lasting change. Second-order change, however, would require that Bill and Kate develop a relationship founded on mutual respect and shared decision making, and RCT provides a pathway for creating this type of change.

Feminist theories and RCT conceptualize IPV dynamics by considering who holds the most power in the relationship. They also consider how social and cultural contexts influence the couple dynamics and how these contexts can be introduced and navigated to empower the relationship, support the person with less power, and bring awareness to both parties (Hurless & Cottone, 2018). These models also consider the relational histories (images) of the couple and how these may influence their perceptions of what caring relationships look like (Jordan, 2018). In addition, counselors use their position to advocate for each person’s safety while navigating the disconnections and relational expectations or images each carries (Brown et al., 2018). Counselors attend to building connection while helping both individuals and the couple engage in the challenging work of mutual understanding and eliminating IPV behaviors. Counselors are clear in articulating that abuse is never acceptable, and they clearly identify the accountability factors that must be in place for IPV to cease and for couples to move toward shared honor and respect.

In working with couples like Kate and Bill, relationally engaged counselors would consider variables such as the context of the situation, identifying who holds the power in the relationship and in the larger culture, how power is negotiated, a shift from victim blaming to advocacy, and societal variables (Brown et al., 2018). They recognize a person’s right to be free of injury within a relationship and use a direct yet relational frame for conceptualizing abuse. Relationally competent counselors use the power of the relationship to support injured clients while offering a valuable connection to the perpetrating partner. Although recognizing that multiple contexts exist in a dynamic, and there are times when mutual aggression and abuse exist, these counselors do not engage in the traditional “every person plays a role in this” response that family theory can promote. Rather, they use the principles of advocacy and social justice as baselines for their work (Maghsoudi, 2019).

There are various methods for providing counseling to couples experiencing IPV. Individual counseling is the historically preferred method of treatment because of the perceived risk of increased violence following conjoint counseling and concerns about victim shaming (Rowe, Doss, Hsueh, Libet, & Mitchell, 2011). Others see conjoint counseling as beneficial for IPV because, together, the couple and counselor can navigate the often turbulent and volatile terrain characteristic of domestic violence (Antunes-Alves & Stefano, 2014; Hurless & Cottone, 2018). IPV advocates to educate the public on domestic safety and to research ways to eradicate IPV (Brown et al., 2016). Counselors support clients in developing emotional regulation skills, effective communication patterns, and compassion for self and others, recognizing that sociopolitical, environmental, fiscal, and entrenched patterns contribute to the preponderance of assaults committed every day.



Infidelity

Few experiences can pierce a person’s soul more than learning that one’s spouse is having an affair. To imagine that one’s partner is intimately involved with another person is excruciating for most people, and when this fear proves to be true, it can trigger intense and traumatic grief reactions. The injured spouse and any children who may be aware of the circumstances often become immersed in shock, despair, disbelief, and a profound sense of abandonment. Infidelity creates crisis points in marriages, and families are often thrust into an orbit of personal agony and, at times, public scrutiny.

Brandon was in a 14-year marriage when he learned about his wife Candace’s affair with a coworker. Both Brandon and Candace come from tight-knit Hispanic families and consider Catholicism as an important part of their lives. Brandon and Candace are the first in their families to suffer this kind of crisis, and the affair has affected all those who love them. Brandon’s family loves Candace, and they want to support them both in sustaining the marriage. Candace’s family also loves Brandon deeply, and they are stunned to hear of this news.

Brandon, humiliated, scared, and eager to “fix things,” has sought counseling. At first, Candace vehemently denied the affair and angrily assured Brian that his imagination was getting the best of him. Brandon wanted to believe her, and he tried to do so, until she and the person with whom she was having an affair traveled publicly, and with others, to an out-of-town event—a public display that created gossip and talk within their small community.

Whereas Brandon was again shocked, and now enraged, by the confirmation of the affair, Candace vacillated between expressing her love for him and her desire to stay in the marriage and becoming angry, sullen, withdrawn, and resentful of Brandon for caging her in. Brandon, a man of faith, deeply wanted to trust that God would find a way to bring them together. He also suffered immeasurable grief and wondered how he had failed in his marriage. His trust was shattered, and his sense of personhood and masculinity were offended by his wife’s actions. He could not imagine what it would take for the family to recover.

The traditional systems approach offers some important considerations when working with Brandon and Candace. For example, it is important for their counselor to recognize that multiple systems are affected by the situation—not just Brandon and Candace but also both of their families of origin and even the larger community to which they belong. At the same time, we hope the counselor will remain aware of some of the potential pitfalls of the systemic approach. For example, the systems approach assumes that symptoms (in this case, Candace’s infidelity) are an expression of how the family system functions and are serving a purpose for the family. This method could inadvertently suggest that Brandon is partially responsible for the infidelity, which could further victimize him and convolute the crisis. See Sidebar 10.1 for information on counseling clients who are experiencing infidelity.







Sidebar 10.1 • Counseling Clients Experiencing Infidelity

In the vignette regarding Brandon, his faith played an important role in how he felt about his marriage. Infidelity, and other upsetting actions in romantic relationships, may feel especially destructive and painful to a person who holds faith as a high priority. Moreover, a relational-cultural theory (RCT) counselor would consider the context of this marriage and explore how the infidelity may affect a person’s belief system.






Relationally competent counselors, however, would look at power dynamics within the couple relationship and the experiences of connection-disconnection-reconnection. RCT would consider whether chronic disconnections exist, leading to experiences of condemned isolation. As members of the couple would attempt to represent themselves fully and accurately in the sessions, RCT counselors would support and encourage respectful, authentic dialogue, recognizing the many disconnections that can exist.

While maintaining professionalism, RCT counselors would reject assuming a neutral or protective distance in counseling because that would invite disconnection (Jordan, 2018). It could also potentially disconnect counselors from the reality of the crisis, the emotions of the couple, and their own empathic feelings. This distance could cause clients to feel unsupported and disconnected within the therapeutic relationship and could ultimately exacerbate their feelings of shame and isolation. Being with clients like Brandon and Candace, who are in the throes of infidelity, calls us to bring our compassion, care, and clarity to the relationship and to use our own trusted connections and resources to support us in our work.

Furthermore, relationally competent counselors bring forth their authenticity and presence in counseling. We recognize the complexity of human dynamics and our own unique responses to painful stories. We recognize the potency of shame, injury, anger, and confusion evoked by infidelity. Regardless of how worthy people feel they are, it is natural to feel less than others when a spouse has an affair. Moreover, in those instances in which the offending partner refuses to attend counseling and the other partner remains in counseling, continued work can involve restoring a sense of dignity and self-compassion as he or she decides on what to do next.



Incest

Discovering incest within a family is another devastating dynamic that counselors encounter. Children have an inherent right to believe that the people entrusted with their care—those who, by all accounts, are there to support and love them— will have their best interest at heart. When this trust is violated by sexual abuse, the damage can be profound. Chloe was 8 years old when her father first sexually assaulted her. Chloe was terrified, and feeling absolutely alone, she lived with this abuse for several years. Chloe’s family was prominent in a thriving community, and her father was widely admired. Chloe, fearing for her safety and struggling with the reality of the abuse, kept this secret long after the abuse ended. Chloe was, unfortunately, one of too many children wounded by childhood incest.

The discovery of incest within the family clearly is a time of chaos and crisis. Children are vulnerable, and caregivers do not always support or believe them when they disclose abuse. In fact, some families retreat to secrecy or denial because they fear litigation or public shame, and because they do not truly trust that counseling can help (Katz & Hamama, 2017). When children disclose the abuse to one parent, and that parent either does not believe the child or denies the child’s reality, the child suffers not only the abuse of the perpetrating parent but also the betrayal of both parents. The betrayal is exacerbated by the strong attachment that some children feel with their perpetrating parent. Perpetrators of family incest often “groom” a child to prepare them for incest (Pettersen, 2013). They invest in creating a distinctive bond with the child, perhaps bringing special gifts, sharing personal information more appropriately shared with an adult, estranging them from other people, and building a secret society of sorts between the two. This perceived closeness can elicit a sense of confusion and protectiveness within the child toward the abusing person. Over time, children try to make sense of what is happening and can come to believe the perpetrator’s reality at the expense of their own. Moreover, if they do see the abuse for what it is, they may feel emotionally torn between desiring the familiar attachment and detesting the abuse.

Research indicates that children often experience multiple traumas of sexual abuse before reaching out for help (Katz & Hamama, 2017). In fact, sexual abuse can be repetitive and prolonged. Furthermore, given the developmentally vulnerable age of the child, sexual abuse can deeply affect the child’s future relationships. For example, when Chloe became an adult, she sought counseling. At that time, she described growing into a young woman who desired connection but could not sustain a romantic relationship. She did not easily connect with her peers, and she used her keen mind to engage in intellectual pursuits devoid of intimacy.

Some children like Chloe are abused by their fathers, whereas other children are sexually abused by their mothers, siblings, grandparents, extended family members, neighbors, and other members of the community. These violations not only severely injure the child but also disrupt the family unit itself. For example, a perpetrating parent may be removed from the family home. This removal could be considered a welcomed relief; however, the emotional connection between a perpetrating parent and child can be complex and convoluted, creating mixed feelings about the separation for the child and assorted feelings of anger and distress for other family members.

In those cases in which one sibling abuses another sibling, families must consider whether the perpetrating sibling will be removed from the home and, if so, where he or she will be placed. When a grandparent or older family member is perpetrating the abuse, multigenerational factors may come into play because other members of the family may come forward with stories of their own experiences. There are also those cases in which perpetrating family members were also abused. Moreover, nonoffending caregivers may have also been abused as children, and their own child’s experience triggers memories long suppressed.

Working with family incest can involve individual counseling for the child and psychoeducation or family counseling. Providing emotional support to caregivers may help children adjust psychologically (van Toldeo & Seymour, 2016). Counselors can help nonoffending caregivers heal from potential vicarious trauma, and they can encourage consistent and nurturing care and protection for the children. Counselors can also help families examine any multigenerational patterns of abuse while using the power of the therapeutic relationship to support family healing. For example, family systems theory can frame our understanding of intergenerational family patterns in those cases in which perpetrators were themselves victims when they were children.



Divorce

“Are you getting a divorce?” These are the words that haunt many a parent attempting to explain the fallout of a failed marriage to a child. The words “it’s not your fault, this is on us,” albeit true, can feel shallow and insufficient to children who see their lives as depending on the sustained family unit as they know it. This perception can be particularly strong in those cases in which they have asked about potential divorce before and have been reassured otherwise. Divorce is a crisis that over the past several decades has come to affect more and more families. According to the National Center for Health Statistics, Centers for Disease Control and Prevention (2017), yearly rates of divorce ranged from 3.1 to 4.0 in 1,000 per total population. There were 787,251 divorces within the United States in 2017.

Divorce can be a tumultuous time in the lives of family members and, depending on the circumstances, traumatic to at least some of its members (van der Wal, Finkenauer, & Visser, 2019). High-profile divorces; family disruptions due to abuse, neglect, infidelity, and financial problems; as well as other issues are crisis points for some families. Moreover, whereas some families regroup during these times and seek support, others are simply too preoccupied with logistical issues, emotional distress, and other factors, which can overwhelm parents and ultimately leave children feeling especially vulnerable and alone.

Supportive counseling services and psychoeducation related to the mediation and divorce process are useful resources for family members undergoing high-conflict divorce. At the same time, not all families successfully resolve these issues in spite of these interventions (Barnwell & Stone, 2016). These patterns of behavior increase stress and can create traumatic environments for those involved. Furthermore, families with high-conflict patterns generally engage in legal custody battles that potentially wreak havoc on at least some of its members, particularly the children (van der Wal et al., 2019).

Although divorce can create a crisis within the family, the way that both spouses manage the divorce and treat one another in the process directly affects how children view relationships and respond to their own relationships (Barnwell & Stone, 2016). Given the generally high-stress nature of divorce, using RCT principles— such as counselor authenticity, honoring of disconnections while fostering connection, and moving toward a power-with position—can help couples and their children cope with these often chaotic times more authentically and can enhance the potential for each person’s healing and growth toward connection.



Suicide of a Family Member

The Wilson family came in for counseling following the attempted suicide of their son, Alex. Alex was extremely bright and friendly, and as one of eight children, Alex distinguished himself by being particularly studious and well mannered. In a boisterous family environment, Alex’s sweet disposition was welcome relief from the chaos that permeated his home. Alex’s older brother Joe was in prison for attempted murder, and the family’s pain surrounding his incarceration was devastating. Alex’s response was to study harder and support his mother, who was particularly affected by Joe’s imprisonment.

In the haze of his family’s confusion and grief, Alex found solace and hope in his academic achievement, despite being bullied and called names at school. Joe had always been a protective figure in Alex’s life, and without Joe, Alex felt deeply alone. The Wilsons’ pride in Alex’s achievement was a counterpoint to their grief and humiliation. Alex shouldered the weight of both his high self-expectations and the hopes of his family. In his desperation to succeed, he cheated on a math quiz. When he was caught, his world crashed down around him. Humiliated and ashamed, he swallowed a handful of his sister’s anti-anxiety medicine when he was home alone.

Suicide is often described as a permanent solution to a temporary problem. People can become overwhelmed by situational crises and stressors and cannot see a way out. Although strong connections between family members may serve as protective factors against suicidal behaviors, this outcome is not always the case. Sometimes, beloved family members succumb to suicide while surrounded by people who love them. This loss is devastating to those who are left to make sense of the tragedy. They often question their own words and actions and wonder what they missed and how they could have done things differently.

If connection is a protective factor for suicidal behavior, one could say that an absence of connection in key relationships may place a person at higher risk for suicide. Approximately 47,000 individuals in the United States lost their lives to suicide in 2017 (Centers for Disease Control and Prevention, 2018). Current statistics show suicide to be the second leading cause of death for people within the 10–34 age group and the fourth leading cause of death for people ranging in age from 35 to 54 (Centers for Disease Control and Prevention, 2018; Hanschmidt, Lehnig, Riedel-Heller, & Kersting, 2016). Chapter 7 provides an extensive review of suicide.

Death by suicide destabilizes the family in profound ways, and it alters the way family members live their daily lives. Surviving children assume various roles following a suicide, such as caretaker, peacemaker, or rebel, and whereas some seek closeness, others withdraw. Still others escape into substances and other self-destructive behaviors. Some children feel a need to talk about the loss, whereas others do not. Sometimes they wish they could talk to their parents but do not want to burden them, so they keep their feelings, fears, and pain inside (Dickens, 2014; Duffey, 2007). Counselors can guide parents in understanding the diversity of ways that children grieve and the developmental factors that influence their children’s grief. Chapter 9 provides detailed information on these factors and the grief process of children.

Parents whose children commit suicide experience a unique form of grief that is complex and often clouded with guilt, remorse, and despair. In Chapter 1, we discussed the death of a young man, David, and the devastating impact of that loss on his family and community. David had been bullied at school and online, and his parents had taken every step they knew to protect him. After his death, news of the bullying spread, and the community rose in horror. David’s parents have tried to honor him by educating others on the devastating and life-threatening impact of bullying, and they have worked with lawmakers to institute antibullying legislation. It is profoundly difficult to find meaning in a child’s death by suicide, but parents do find purpose. In this case, David’s parents believed that if one child can be saved by these efforts, they will be living out their purpose. Establishing David’s Legacy is one way that David’s family found to honor his memory and give voice to the legacy he left.



Childhood Illness and Death

Kyle was 12 years old when he was first diagnosed with brain cancer. Bright-eyed and full of life, Kyle was the only boy in the family and was big brother to his two doting sisters. Kyle’s family was in the military, and when his diagnosis was confirmed, his family relocated for easy access to the best medical treatment the military could provide. Both parents had strong religious beliefs, and their faith sustained them through much of Kyle’s illness. Kyle and I (Thelma) would have long talks about his faith, his fears, and his hopes. We would talk about computers, life, and the Spurs (a basketball team in San Antonio). At one point when Kyle’s illness had progressed and there was little hope, he let me know he wished he could do God’s work. I remember saying something like “I know God better by knowing you.” He looked up at me at just the moment I said this—a powerfully humbling moment for me.

Kyle’s mother and father were in high school when he was born, and they left school to work full time to support their family. Their lives have not been necessarily easy, but they have lived a life of “family and country first” values. Bewildered, beaten down, and yet holding onto hope, Kyle’s family is living a crisis suffered and experienced by so many others.

The terror parents face when learning that their child has a chronic or terminal illness is unspeakable. It often creates anticipation that the worst situation they could imagine may materialize. The palliative care literature refers to this as anticipatory grief (Al‐Gamal & Long, 2010). At the same time that parents want to have hope and fight with all they have to keep their child alive, often other parts of them can creep in. These are the parts that grieve and try to cope with the impending loss of their beloved child. Although their hopes and dreams for their child and family flash before their eyes, anticipatory grief can become a ticking clock.

Families undergo devastating stress during a child’s diagnosis of a chronic or terminal illness. Dynamics in play before the diagnosis are often exacerbated, and parents’ responses will vary depending on their own personalities and life histories. Single parents must navigate attending to their child—and, in some cases, to their other children—while maintaining a job, traveling for medical care, juggling exorbitant financial costs, and dealing with their own emotions. Sibling reactions run the gamut. Some become protective of parents and their brothers and sisters, assuming a caretaking role, whereas others become quiet and distant. Fear is often a part of their reality, and some feel guilt for past discord and bargain that they will do better if given a chance. Still others go into denial and detach from their feelings and their family. Few escape the devastation of a child’s death should that come to pass. See Sidebar 10.2 for information on counseling families facing a terminal illness.



Addiction and Mental Health: A Family Perspective

When Faith first came to counseling, she was depressed, detached, and could barely speak. I (Thelma) soon learned of Faith’s history of drug addiction and her hope to escape the clutches of a drug fixation to heroin. Brilliant and funny, Faith could charm almost anyone. However, it was her authenticity and stark honesty that were her distinguishing features. Deeply committed to counseling and her own recovery, she would bring journals, poems, and her own music to sessions, and she would share her hopes, frustrations, and fear that she would not stay sober. Faith had lost everything during her drug use, and she valiantly fought to get it back—a career, the love of family and friends, and a chance to live a life of meaning with a profound love.







Sidebar 10.2 • Counseling Families Facing a Terminal Illness

Imagine learning your clients' child was recently diagnosed with a terminal illness. As you sit with your clients, what would you imagine their initial needs to be in counseling? How would you support a client facing this tragedy?






Addiction is a disease of disconnection (Duffey, 2005; Haberstroh, 2005)—disconnection from the family, a spouse, children, a job, and from one’s self. Addiction creates the illusion that drugs truly are a best friend or, in some cases, a supportive relative. With the rise of addictions increasing to an estimated 1 in 12 Americans (U.S. Department of Health and Human Services, 2018), addiction has become an epidemic. Moreover, process addictions of all kinds exist, with culture, systems, biology, and genetics as factors.

Families with addiction experience heartbreak of many kinds. Some feel shame, guilt, and regret; at other times, they feel resentment, anger, and embarrassment. They blame themselves and each other, and many feel isolated and alone. While leading monthly groups for families and clients at an inpatient treatment center, my (Claire’s) goal was to help family members develop empathy for one another and see each other’s point of view. It was critical to foster a safe environment, knowing that few people in the room could truly feel safe in their daily worlds. Creating and maintaining safety is challenging for families entrenched in addiction, long after treatment ends. For more information on counseling clients with addiction, see Chapter 9. See Sidebar 10.3 for information on recognizing addiction.







Case Example and Applications for Hope and Healing

One evening while Amy was on a walk with her neighbor, she stopped for a moment and said, “Hmmm. I am feeling a little short of breath.” Dr. Rishabh—Amy’s neighbor, friend, doctor, and chief of staff for geriatrics at a local teaching hospital—responded with “I need you to come to my office first thing in the morning.” This encounter began what turned out to be a deadly turn of events for Amy and the greatest nightmare of Amy’s family’s life.

Amy, a vibrant, life-loving woman, was diagnosed at age 83 with a heart condition. Dr. Rishabh and another cardiologist agreed that the condition would require major surgery. This diagnosis came as a surprise to Amy and her family, given that earlier that year she had been given a clean bill of health. The A+ report card on her health had been a point of celebration for Amy and her husband, Fred, who did not take their good health and good fortune for granted. Recognizing their blessings, they often marveled that waking up every day to a life well lived and with each other was a gift. They also appreciated their community and church, and they viewed their long-established medical team as contributing to the comfort of their lives.

Therefore, Fred was concerned when earlier that year Amy decided to transfer her care to Dr. Rishabh’s office, which was across town and connected to a large teaching hospital unfamiliar to them both. For context, Amy had grown up in a small town where family doctors made house visits and took special care of the community, and Dr. Rishabh’s actions and demeanor elicited those memories and engendered that trust. Amy would often say, “Dr. Rishabh is an excellent gerontologist. She is my friend, and she cares about me.”







Sidebar 10.3 • Recognizing Addiction

Addiction does not discriminate. Although genetics, family dynamics, mental health, culture, and other factors contribute to addiction, we cannot generalize the demographics of an addicted person. As a counselor, how do you recognize signs of addiction in your clients?






It did come as a surprise to Fred and Amy when Dr. Rishabh and the cardiologist told them she needed major surgery. However, when they both assured her and her family that a triple bypass surgery was common practice these days, particularly given what they described as Amy’s vitality, their fears were allayed. When Amy and the family brought up concerns about her age, their response was almost dismissive. “Don’t worry. You’ll be fine,” Dr. Rishabh said, adding, “and you’ll have the heart of a 25-year-old.”

Clearly, Amy did not expect to have the heart of a 25-year-old; however, she did trust Dr. Rishabh, and her doctor’s assurances carried tremendous power. Dr. Rishabh had taken a personal interest in Amy since the first day they met at a neighborhood gathering several months back, and they had enjoyed a friendly relationship. There was no talk of dual relationships or cautionary disclaimers when Dr. Rishabh became her primary care physician, and conflicts did not arise until Amy’s medical condition required the kind of attention and follow-through that Dr. Rishabh did not consistently or adequately provide.

As counselors, we are cautioned to avoid dual relationships and encouraged to communicate in our informed consent any potential threats to our client’s safety. Dr. Rishabh was a gerontology specialist who practiced under a separate ethical code than counselors. Like the ACA Code of Ethics (American Counseling Association [ACA], 2014), the American Medical Association’s (2016) Principles of Medical Ethics and the Gerontological Society of America’s (2002) Code of Ethics have provisions regarding dual relationships and patient harm. Amy, of course, had no context for understanding the power dynamics of their relationship and the negligent practice that came into play when Amy failed to recover as expected from her surgery, and how confusing these dual roles would come to be during a time of crisis.

For example, during those days after Amy’s surgery when she was home and physically struggling, Dr. Rishabh would walk over with a bowl of soup and tell her to continue doing her breathing exercises—again, assuring her she would be just fine—and to be patient. However, during those times when Amy would take yet another emergency trip to the hospital where she was admitted into the intensive care unit, Dr. Rishabh would repeatedly schedule times to meet with her, but then she repeatedly no-showed, often without advising Amy on the change of plans, leaving Amy to say, “I guess Dr. Rishabh is not coming tonight.”

Amy’s family witnessed their beloved matriarch endure 4 months of her doctor’s overconfident assurances and her own deeply disappointing trips back to the intensive care unit. Amy’s family felt helpless in their attempts to secure answers, and they felt angry at Dr. Rishabh’s disregard during such a critical time. They felt helpless in knowing Amy never once complained about her pain, treatment, or condition, yet she suffered so. Although they were generally capable and articulate, they felt inept in navigating the medical system within this teaching hospital, and their grief was compounded by the unanswered questions surrounding Amy’s condition. It was not until after her death that they learned the surgery itself caused damage, and she did not recover from these complications. Moreover, in addition to grieving their momentous loss, they felt hurt and anger in recalling that several evenings before her death, Amy quietly acknowledged, “I do not feel abandoned, but I am being abandoned [by Dr. Rishabh].”


Envisioning Yourself as Amy’s Family

We ask you to place yourself in this family’s position and to imagine that your deeply beloved parent, grandparent, or spouse had been functioning exceedingly well, and then, following a recent symptom and diagnostic procedure, she is advised by her new doctor and cardiac team that major surgery is necessary. She trusts this doctor/friend implicitly, and although you ask about more conservative treatment because of potential age-related risks, your concerns are dismissed. Days after the surgery, on the day before she is expected to return home, something goes terribly wrong.

For months, you see her go in and out of the hospital with alarming symptoms no one can explain. Teams of 10–15 residents, students, and doctors enter her room every day and leave without answers, and her own doctor/friend who coordinated the team is shockingly uninvolved. Then, 2 days before she is scheduled to be released again, she has an episode late at night, and when the nurses do not respond to the alarm, you run up and down the halls screaming for assistance. You run back in to see your loved one, and the last words you hear her speak are “Help me!” The next day, the team of doctors who responded to the emergency by performing another procedure on Amy call you into a room to let you know she did not survive. Amy’s doctor/friend, who is present at that point, matter-of-factly states, “I’m sorry. She is in a better place, and this happens with people her age.” Knowing that you, other members of the family, and Amy herself had raised concerns about her age— and these concerns were categorically dismissed by Dr. Rishabh and the team before the surgery—made this comment particularly devastating. van der Kolk (2014) has spoken to the medical trauma that family members experience in cases such as Amy’s, and counselors recognize the impact of these traumas on the family.



Envisioning Yourself as the Counselor

After you have taken the time to imagine yourself in Amy’s family’s place and are able to connect with the various systemic dynamics, we ask you to step back and figuratively switch gears. Imagine you are the counselor, and Fred and the children have sought your help. Amy was vibrant, healthy, and involved in life, hosting Christmas dinner and other events months before the surgery, and now she is gone. Furthermore, they have learned that the surgery, which ultimately took her life, was not medically necessary, in that other less invasive alternatives were not presented as options. Consider the impact of this shocking loss on them, and how you would support them in this time. What contextual, systemic, and logistical factors would you need to consider? What impact might this experience have on their trust in authority figures, and what would they need from you as their counselor, given their experience? We ask you to consider how you would imagine this family responding to a neutral or hierarchical relationship between you and them, as is often typical of many traditional therapies. Finally, we ask you to consider how you would see yourself helping them grieve and acclimate to life in a world without their beloved Amy.



A Relational-Cultural Response

When counselors work with people in crisis, who they are with their clients is as important as what they do. In addition, counselors consider any power dynamics that could exacerbate the impact of the crisis, and they reflect on how they can use their power well. RCT would refer to this process as sharing “power-with” another person. Counselors would also consider what relational images the family brings to the counseling session. For example, counselors working with Amy’s family could consider the “power-over” relationship that Dr. Rishabh ultimately had with Amy and her family and the impact of Dr. Rishabh’s management of her dual roles in their relationship. Amy’s family grieved their loss and what they saw as a premature and overreactive medical intervention, as well as the inhumane treatment of their wife, mother, and grandmother. A counselor working with Amy’s family can support them in their grief while also considering how the relational images created in the experience with Dr. Rishabh and others on the medical team could potentially color the counseling experience and relationship.

Counselors living in rural areas or communities where dual roles may be especially common are cautioned to recognize the power of carrying coexisting personal and professional roles. When a professional has a personal relationship with a client or patient, the onus is on the professional to protect the relationship and maintain the standard of professional care, and all helping professions are bound by the principle of “do no harm” (ACA, 2014). Relationally competent counselors are aware that people in crisis need relationships they can trust, and they strive to create authentic and empowering connections with them. They recognize the challenge of caring for a loved one in their suffering and of fighting alongside them for their lives. They understand that when the fight is unsuccessful and the medical treatment questionable or traumatic, a family’s grief can become what van der Kolk (2014) described as a medical trauma. Seeing a loved one in such a vulnerable position experience betrayal, indifference, and neglect can be exceptionally hurtful, and working through these feelings can take time.



The Healing

Families such as Amy’s who are experiencing crisis situations and tragedies need the space, time, care, and connection that can support them in their healing. Amy’s family came to recognize that caring for their loved one can also deeply connect them with their genuine beliefs on what is important in life, who they want to be, and how they want to ultimately love and show love. Processes such as these are not seamless. For example, at the onset of the loss, some members of Amy’s family grieved by withdrawing, striking out, and boycotting events, such as the viewing, that were not planned to their liking. Others grieved in disbelief of the loss and held on to one another for comfort. Like most families, they experienced some disconnections, and the family Amy so effortlessly supported and enjoyed seemed fractured and lost. Working through those disconnections was not always easy, and not all the rifts mended.

Still, in time, Fred and the children began to heal, and they did so together. Amy left behind a legacy of faith, love, joy, and laughter; and her children, in particular, used her example to navigate their grief. Prayer became an integral part of their lives, and they came together to read some of her favorite scriptures on her birthday. They were each intentional in describing her legacy, and one child remarked, “I’m not the most patient person, but knowing just how patient and loving Mom was makes me want to be better.” Another child talked about how courageous their mother was and how she found joy in the little things. “I want to be like Mom in that way,” she said. Fred acknowledges living life as best he can, and laments, “She was the best thing that ever happened to me, and I feel so lost without her. I guess I’m greedy. My life was perfect with her in it.” Fred adds, “I just miss her—particularly when the sun begins to set. But sometimes I’ll take out this old letter [a love note from Amy], and I’ll think to myself, ‘What a life! What a wife!’ And then I feel grateful.”









Future Directions and Emerging Research

Couples and families in crisis need the support and professionalism of their counselors. They need to trust their counselors, and they need their counselors to understand the impact of their use of power on them. Developmental relational counseling is a model that looks at the role of power, the degree of clarity and balance with which people respond to life situations, a person’s awareness of the impact of their behaviors and actions, and their compassion and clarity in relation to others (Duffey & Haberstroh, 2012). Exploring client perceptions of the therapeutic relationship using developmental relational counseling could be useful to counselors.

In addition, research is needed to explore crisis and trauma dynamics in non-traditional families, such as lesbian, gay, bisexual, transgender, and questioning (LGBTQ) families; multicultural families; or families with incarcerated members. The needs of other vulnerable groups, such as families in poverty or families with members with disabilities, are also salient. Moreover, researching the needs of families with economic privilege who suffer relational, systemic, and institutional crises is also warranted. Given the rise in school shootings in affluent areas, suicides following bullying experiences in higher socioeconomic school districts, and the pain families experience as a result of domestic violence and other abuses, attention to the needs of all demographic populations is critical.
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Multiple-Choice Questions


	Which is a core relational feature of intimate partner violence (IPV)?

	Power

	Unethical morals

	Mental health issues

	None of the above




	_____ out of 10 women experience IPV.

	Ten

	One

	Three

	Five




	What is one thing relational-cultural theory (RCT) counselors consider when working with IPV?

	Diagnosis of both partner

	Power dynamics

	Cognitive-behavior therapy (CBT) techniques

	The one at fault




	Children often experience _____ trauma(s) before reaching out to an authority figure.

	Two

	One

	Multiple

	10–15




	Which can be a great protective factor against suicide?

	Money

	Education

	Shelter

	Family relationships




	How many people in the United States lost their lives to suicide in 2016?

	500

	10,000

	45,000

	75,000




	One thing RCT counselors work on with families who experience suicide is

	REBT worksheets.

	DBT homework.

	Pushing past the grief.

	Letting the family grieve.




	Anticipatory grief includes mourning, coping, and planning for a loved one’s future death.

	False, because the person has not yet passed

	True, if the person is only an adult

	True, for all ages

	False, it does not include planning




	The developmental relational counseling (DRC) model explores

	The role of power.

	Medical outcomes.

	Dissociation.

	None of the above




	People can become addicted to

	Work.

	Alcohol and drugs.

	Shopping.

	All of the above




	What is the goal of using a creative intervention in an addiction treatment group process using RCT?

	Releasing anger

	Mutual empathy

	Resolving past family traumas

	Supporting an internal locus of control




	In this chapter, counselors living in rural areas are urged to be aware of

	Therapeutic rapport.

	Dual roles.

	Floods.

	Research.




	Systemic thinking—in particular, circular causality—can be misused by

	Blaming the victim.

	Approaching change with only a few family members.

	Recognizing the role of intergenerational trauma.

	Appreciating how member’s roles influence family change.




	Family members can experience the effects from an addiction as much as the addicted person.

	True, if the family is dysfunctional

	True, all the time

	False, because it is not a family issue

	False, the addicted person feels the effects more




	How many Americans struggle with addiction?

	1 in 20

	1 in 50

	1 in 12

	1 in 3











Essay Questions


	What is your reaction to the vignette about Kate and Bill? Intimate partner violence (IPV) may feel confusing and anxiety provoking. Have you ever worked with a client who has expressed being in an unstable relationship? How did you respond?

	Relationally competent counselors work to authentically connect with clients, and as counselors, our needs and experience cannot interfere with the work of our clients. How do you respond when your clients bring up concerns you also find challenging?

	Just as mental health issues can be stigmatized in society, suicide can also carry a stigma. How do you view suicide? If you have a family member or client struggling with thoughts of suicide, how would (or did) you respond?

	Consider the case in which you are working with family members whose loved one dies by suicide. How do you respond?

	Homeostasis within a family system involves attempting to maintain balance. How have you experienced homeostasis? Can you think of times when your family or community tried to maintain homeostasis?
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CHAPTER 11
Responding to Community Violence and Community Trauma

Thelma Duffey, Shane Haberstroh, and Deb Del Vecchio-Scully


Communities in crisis share many commonalities. For one, life as they have known it will never be the same. Two, their shared tragedy binds them in ways most members of the community would never have imagined. These trauma-bonds create an interconnectedness and shared experience unlike any other. Floods, earthquakes, tornadoes, and other natural disasters ravage communities with an unimaginable intensity, leaving people homeless and with an indescribable wreckage. Terroristic acts of violence, mass shootings, and other violently abusive acts bring horror and disbelief to communities whose fiber is often torn by the rampage. These events create chaos, strain community infrastructures, and require significant resources to manage the immediate damage and to support longer term recovery efforts. Whether the crisis is a result of a natural disaster, a mass shooting, terroristic attack, or the brutal assaults of hazing and other sadistic rituals, communities in crises are flooded with pain. They deserve the attention, focus, and care of well-trained and informed counselors committed to compassionate action.

This chapter addresses relationally based counseling interventions in communities following a collective crisis or trauma and some distinguishing features that characterize them. Collectively, we have participated in outreach efforts either through direct services or consultation following the 9/11 terrorist crisis in New York, Hurricanes Sandy and Katrina, the Sandy Hook Elementary School (New-town, CT) shooting, the Marjorie Stoneman Douglas (MSD) High School (Parkland, FL) shooting, the Pulse nightclub shooting in Orlando (FL), and the mass shooting at a church in Sutherland Springs (TX). We detail some of our own recent experiences and provide some organizational and conceptual strategies we found useful. We also emphasize that community needs are distinctive across settings and require support individualized to the community. Moreover, we suggest that supporting communities in crisis begins with a sense of humility and a desire to listen, learn, and respond to community needs rather than assuming we know what they are.







Natural Disasters

Throughout history, people have sought to predict, control, and explain the devastation natural disasters can bring. The raw power of a natural disaster can level a community in minutes, erasing all that was familiar and leaving the survivors stunned by the magnitude of their loss. Recent examples of natural disasters that triggered communal traumatic reactions include the California wildfires of 2018, which were the worst reported in history; Hurricanes Katrina and Sandy; the 2013 Moore, Oklahoma, tornado; and the 2013 Prescott, Arizona, wildfire, which killed 19 firefighters. Although the scope and destruction of natural disasters vary, similar general processes may underscore most disaster events. Wukich (2016) summarized these processes as “prevention, mitigation, preparedness, response and recovery” (p. 230). Before natural disasters strike, communities and agencies can focus on prevention, mitigation, and preparedness efforts, which could include developing response protocols, buttressing physical structures, and educating people about how to respond to disasters. The refinement of response and recovery protocols develops from experience, reflection, and strategic collaboration among disaster response agencies (Federal Emergency Management Agency [FEMA], 2016), and community interventions follow a timeline of recovery lasting years for some disaster events (see Figure 11.1)


FEMA Guidelines

FEMA published several resources to assist communities with disaster planning and recovery. The National Disaster Recovery Framework (FEMA, 2016) overviews this continuum of disaster planning and disaster recovery. FEMA’s (2006) disaster planning model follows seven core principles to follow when developing disaster response plans and designing community recovery efforts:


	Individual and family empowerment,

	Leadership and local primacy,

	Predisaster recovery planning,

	Engaged partnerships and inclusiveness,

	Unity of effort,

	Timeliness and flexibility,

	Resilience and sustainability, and

	Psychological and emotional recovery (p. 5).



These principles set a tone for transparency, local empowerment, and respect for families, and they support the psychosocial recovery of individuals and the community. Counselors often serve communities coping with anxiety, fear, and grief during these crises. The FEMA Community Recovery Management Toolkit is available as a resource (http://www.fema.gov/national-disaster-recovery-frame-work/community-recovery-management-toolkit). This resource offers specific recommendations for planning and disaster relief and provides the framework for counselors to work with clients experiencing distress.
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Figure 11.1 • The Disaster Planning and Responsiveness Timeline





Communal Trauma and Grief

Natural disasters and the sheer uncontrollable force of nature can evoke persistent hypervigilance and traumatic grief reactions in survivors. Victims and survivors grieve for the unimaginable loss of their loved ones and pets and reel from the destruction and loss of their homes and property while coping with a personal worldview that may now be radically different. They also experience what Arendt and Alesch (2015) have referred to as experiential incongruence.

Experiential incongruence occurs when disasters strike unexpectedly, out of context, or with incomprehensible magnitude (Arendt & Alesch, 2015). For example, experiencing 3 weeks of subzero weather in south Florida would be out of context for its residents, and the weather conditions would receive considerable media attention. The same cold spell in Greenland would be less newsworthy. Incongruence challenges worldviews and can destabilize a person’s sense of safety and security. Experiential incongruence can also complicate reactions to disasters and other traumatic events (Arendt & Alesch, 2015). According to the American Red Cross (2019), this challenge may be especially true for children. See Sidebar 11.1 for information on addressing communal loss.







Sidebar 11.1 • Communal Loss

Just as with other types of grief and loss, the communal loss experience varies across and within communities. How do counselors respect the unique experience of clients while supporting community in their healing?






People respond to disasters with a host of physical and emotional reactions. Some people find it difficult to concentrate, sleep, or garner energy. Although several people’s conditions improve in the short term (American Red Cross, 2019), other people isolate and continue to experience challenges in sleeping, eating, and in the affect regulation. In these instances, it is important that counselors avoid pathologizing their experiences. Rather, counselors provide an accepting space for clients to move through their grief at their own pace and understand that healing has its own timeframe. Counselors also recognize that behaviors that may appear maladaptive are actually strategies for survival. If supported, these strategies can transform into relational bonds that have the power to transcend the original trauma bond (Del Vecchio-Scully, 2018).

Aware of these dynamics, counselors assist people during all phases in the aftermath of disaster. They provide on-the-ground support immediately after a disaster and work with clients as they process their losses in longer term settings. The American Red Cross provides guidance to help responders, counselors, parents, and communities prepare for disasters and to navigate the aftermath of a crisis. Finally, when counselors approach disaster response systemically, they can appreciate that powerful traditions still drive many interactions, despite shattered infrastructures.

When Hurricane Katrina struck in 2005, more than 1,500 people died (FEMA, 2006), thousands more were displaced, and the damage to the New Orleans area was severe. In the aftermath, more than 10,000 people found their way to San Antonio, Texas (Reybold, Konopasky, Trepal, & Haberstroh, 2015). Many braved horrific situations and dangerous conditions on their journey. A local recently decommissioned Air Force base served as the focal point for the disaster recovery efforts and became a temporary home to thousands of displaced people. We (Thelma and Shane) volunteered with other members in our department to provide relief services for the evacuees. As we entered the facility, we were struck by the sheer magnitude of loss and uncertainty about how we could really be of any help. The need was high, and most social service agencies had only begun to establish themselves in this ocean of humanity. One local mental health group coordinating some of the intervention services asked us to walk around and identify people who seemed especially lost or in need of assistance. That first day, we helped people find their way to the restroom, looked for lost pets, and listened. Eventually, the triage systems came online, companies staffed cubicles with social workers and counselors, and the agency and professional hierarchies took root.

Communities are social systems composed of overt and unspoken interpersonal, economic, and cultural expectations. When disaster strikes, recovery efforts can infuse structure, support, and resources in the ensuing vacuum. Without compassionate and informed first responders and law enforcement strategies, the site of a natural disaster can breed opportunities for illegal and violent behavior. Violence spawned from a natural disaster can be real, and people can become targets of violence in the aftermath of an extreme natural event.









Community Violence

From small communities to large cities and nations, violence pervades the fabric of society. According to the Bureau of Justice Statistics (BJS, 2016), just more than 1 million people older than age 12 suffered from physical violence in 2014. Nearly 16,000 people died from murder in 2015, and just more than 9,600 of them (Federal Bureau of Investigation, 2015) were killed with a firearm. Homicide by firearm is the most common cause of violent death in the United States, killing roughly as many people who die in car accidents.

When a person is murdered, the effects ripple through a community. The effects of these losses can range from the devastation felt by close friends and family to widespread reactions when many people experience unexpected violence. Most people (68%) who have experienced a violent crime have developed social and economic problems (BJS, 2014). Thus, the toll that violence takes on a community can be profound, and the recovery process following a communal trauma must address long-term goals. Barron (2013) conducted a needs assessment of the Sandy Hook community and concluded, “We must adequately brace the support structures in the community that support the children in the community: Families, First Responders, Health Care Providers, Educators, Clergy, Arts and Recreation” (p. 11). Although the trends in violence seem to be decreasing, only about half of the victims report these acts to the police (BJS, 2014). These data suggest that many people suffer privately and perhaps alone.






Global Crises: War and Immigration

In recent years, hundreds of thousands of people have fled from the horrors of war. As we write this chapter, news reports detail the horrors of chemical warfare in Syria and a growing crisis on the southern border of the United States. Hundreds of thousands of people have died in that conflict, and hundreds of thousands of people are displaced, rejected, and suffering profoundly across the globe. It is not surprising then that many immigrants suffer from posttraumatic stress disorder (PTSD), anxiety, and profound traumatic grief (Graef-Calliess, 2017). They yearn for a home that may not exist anymore, struggle to find employment and connection in new cultures, and mourn their many losses (Villalba, 2009; Williams, 2003; Yakushko, Watson, & Thompson, 2008). These stressors are real, pervasive, and not easy to fix (Cárdenas, Taylor, & Adelman, 1993; Graef-Calliess, 2017). Counselors honor the pain, hear the losses, and work with immigrant clients to address the grief, trauma, and current situations (Nilsson, Schale, & Khamphakdy-Brown, 2011).

Given the chance, immigrants want to lead successful and productive lives in their host country. They benefit from guidance and resources to help them begin anew in a strange and sometimes intolerant community (Duffey & Haberstroh, 2018; Yakushko et al., 2008). Practical strategies, concrete suggestions, and training opportunities can provide some hope for people suffering from the horror, grief, and loss of war. Understanding these stories of loss from a relational framework provides counselors with conceptualization strategies to understand how forced disconnections, traumatic loss, and the intrusion of the media and others into a wounded community can make things worse. See Sidebar 11.2 for information on counseling immigrants.








The Relational Foundation for Responding to Community Violence and Trauma

From a relational perspective, disasters and violence forcibly separate people from others, shatter a sense of safety, and limit much needed access to resources. These abrupt disconnections from existing supports, comforting relationships, and familiar routines can shock people into isolation. The fracturing among communal trauma survivors often causes debilitating survivor guilt. At other times, people may not know how to speak to one another about their shared trauma. Avoidance, fatigue, and outright denial can freeze productive communication. Other community members may respond to these events with a desire to put the event behind them and move forward, and they may resent people who want to reflect on and discuss their common loss. The ways in which people relate to one another throughout the course of coping with a community trauma will characterize how, and the degree to which, they heal. When counselors live in a community ravaged by violence, their work becomes even more challenging. This work is further complicated when counselors are survivors themselves. The Sandy Hook community is small, and it is common for residents to have multiple roles in the community. Counselors practicing in Newtown had multiple relationships to the deceased and the survivors.


Counselors Living in Traumatized Communities: Connecting in Shared Trauma

Horrific violence, such as the shootings at Sandy Hook Elementary School, MSD High School, Sutherland Springs Church, and others affect local counselors deeply, and they share in a traumatic reality (Tosone, Bauwens, & Glassman, 2016). Communal trauma survivors are unique in their needs compared with other types of trauma survivors. Each communal trauma has its own characteristics and culture. Survivors are affected by media coverage, the criminal aspect and investigation, and perhaps the loss of body functions or body parts, as seen in the Boston Marathon bombings. Many experience the loss of homes and personal belongings in the aftermath of a natural disaster, such as Hurricanes Katrina and Sandy. To competently work with communal trauma survivors, we must understand and acknowledge cultural concerns, educate ourselves on the medical aspects of survivor injuries, and attend to our own reactions to the event(s).







Sidebar 11.2 • Counseling Immigrants

Some immigrants may suffer from posttraumatic stress disorder along with other social-cultural concerns, such as biases toward their native culture. They may also experience acculturation distress as they attempt to adapt to their new environment. In addition, immigrants may feel alone and worry about their homeland. Counselors can help support immigrants by offering understanding and acceptance for them to process their fears. What other factors may you need to consider when working with immigrants?






When, as counselors, we experience first-hand trauma exposure, by virtue of residing within the affected community, we may serve the traumatized community while attending to our own psychological wounds (Tosone, Nuttman-Shwartz, & Stephens, 2012). We experience our own traumatic process and need support to share the horrors we hear and see. As we listen to stories about people we know and psychological places they visit, we can potentially develop our own trauma reactions.


Existential Trauma

Counselors hear stories that hit close to home in almost every way. When counselors and clients connect in times of destruction, chaos, and horrific loss, we share in what is termed an existential trauma (Grand, 2013). There are times when we both struggle to find meaning and purpose in a circumstance that alters the moral fabric of a community. Acknowledging this existential trauma fosters the therapeutic bond with community members who reach out for counseling. When a shared and shattered reality is the tapestry for counseling work, we connect with our humanity; respect our need for wellness; and work through our own trauma with peers, counselors, and supervisors. There are times when our trauma reactions can be multifaceted, heart wrenching, and haunting to us throughout our work and personal life. Seeking support, recognizing when we do not have the resources to give our clients, and sharing healing experiences with others are vital to our health and well-being.



Shared Trauma

The nature of a counselor’s job is to share the burden of trauma, to help shoulder pain and confusion, and to provide compassion and strategies for healing. When counselors live in a shared traumatic space with clients, they experience what is called a primary trauma (Saakvitne, 2002). This trauma can be exacerbated when communities are overrun by the media, preventing access to travel and connection with others. This happened at the Sandy Hook Elementary School and the MSD High School shootings. Likewise, during the Boston Marathon bombings, the search for the perpetrators required that the city of Boston and surrounding suburbs close schools, businesses, and public transportation, extending the traumatization beyond the initial event. Counselors experiencing primary trauma experienced their own gut-wrenching feelings, worried for their loved ones, feared for their own safety, and struggled to make sense of a new terrible reality. As counselors live in their communities, they hear stories of others’ losses, and as they work closely with those in pain, they hear the intimate details of many losses. These stories clearly shape the hearts and minds of professional helpers.



Secondary and Vicarious Traumas

The effects of shared trauma on a counselor’s family, friends, and religious community can permeate these relationships and possibly erode once strong connections (Tosone et al., 2012). While dealing with a primary trauma, counselors may experience secondary traumatic effects that arise from a horrific communal event, such as the shootings at Sandy Hook Elementary School, the Orlando Pulse nightclub, the Denver theatre, MSD High School, and Sutherland Springs Baptist church. Secondary traumatization can happen in small and large groups and can occur among colleagues when one individual is more affected than another, among social groups, and within the community at large. Staff members at both Sandy Hook Elementary School and MSD High School described being triggered in staff meetings when listening to peers and affected by the reactions of others. Although the trauma-bond among school staff tends to be strong, the differences in their experiences—a direct witness, a gunshot survivor, or a staff member who sheltered in place—fracture the trauma-bond and lead to resentment and rupturing of the relationship (Del Vecchio-Scully, 2019).

Hearing others’ stories can open wounds, reinvigorate intrusive images, and deepen hopelessness. As counselors, we are not immune to the stories from our personal friends, colleagues, and social networks. These stories hit home and can reopen our pain. Finally, as counselors, we hear the private details of our clients’ losses. Our imagination can be flooded with horrific images and intimate information. Caring about clients, and really hearing their losses, opens counselors to vicarious traumatization. When, as counselors, we bear clients’ traumatic stories and share a common traumatic reality (Figley, 1995; McCann & Pearlman, 1990), we can be retraumatized and lose our way in this vicarious trauma. See Sidebar 11.3 for information on counselor self-care when assisting traumatized communities.




The Journey of Healing

How, then, do counselors begin this journey of healing with survivors? We believe it begins with a personal awareness that can be mirrored by those with whom we are connected and with an honest evaluation of our clinical competence. This work requires a commitment to enhancing our skills and training. It requires that we attend to our own wounds, personal experiences, and reactions to the communal trauma as well as the perpetrators, victims, and survivors. It calls for us to remain connected to others and to allow our relationships to support our own health and resilience. Healing following a communal trauma is complex and requires strength and courage far beyond what most individuals can imagine. Counseling communal trauma survivors requires clinical expertise in complex trauma, traumatic grief, and sound methods of caring for each other and one’s soul beyond traditional self-care. Professional helpers, depending on the relationship to the event itself, will experience a wide range of emotional reactions and will be personally and professionally affected.







Sidebar 11.3 • Counselor Self-Care in Traumatized Communities

Counselors in a traumatized community experience their own traumas, which can be complicated when they hear the experiences of those in their immediate world. Counselors need a social support system themselves. They may find people outside their community to debrief about their experiences as a traumatized member of the community and a helper to others. How would you seek social support and create personal parameters to give yourself moments of peace and respite if you were to experience communal trauma?






In my (Deb’s) experience in working with survivors of the September 11th terrorist attack, as well as the Sandy Hook Elementary School and MSD High School shootings, I noticed that communal trauma wounds were influenced by the type of event (natural disaster vs. violence or sudden unexpected loss), the physical and emotional proximity of the event, and the degree of impact. As a result, the scope of reactions can best be considered as a continuum from mild with low personal impact to severe with high personal impact. For example, whereas Hurricane Sandy deeply affected anyone living on the shoreline with loss of home and personal possessions, others experienced only severe weather. Although I was unable to work for a week because of widespread power outages, I was fortunate to escape unscathed from the storm. As counselors deal with power outages, lack of resources, family trauma, and their own feelings and shock, they venture out into the destruction, chaos, and pain, remembering to nurture themselves and others and apply all they have learned to help hurting communities.







Working With Communities in Crisis, Trauma, and Loss


Traumatic Grief

Not all traumatic events leave people with enduring grief, but all trauma contains elements of loss. When the loss is particularly unexpected, violent, tragic, or unexplained, traumatic grief can occur. Grief is considered a normal and healthy response to loss. However, when the symptoms of grief are overwhelming and disrupt normal daily functioning for an extended period, people may experience complicated grief (Duffey, 2014; Neimeyer, 2012). People experience this kind of grief as a persistent and heightened state of bereavement. They may not be able to stop thinking about the circumstances of the loss, or they may be at odds with making sense of its enormity. They are challenged in making the loss fit into their lives. The traumatic event seems so incongruent and so foreign that an awareness of absence becomes a primary characteristic of a complicated grief reaction (Shear, Frank, Houck, & Reynolds, 2005). Although survivors of communal trauma share similarities, there are differences in how they process the experience and in their available external and internal resources.







Communal Neurobiological Responses to Trauma and Neuroception

As we discussed in Chapter 4, a person’s autonomic nervous system springs into action during a traumatic event. Adaptive neurological responses happen automatically, and within milliseconds, the brain activates nervous system functions to help people avoid danger. A person’s heart rate increases, muscles tense, and stress hormones flood their system. These responses are commonly known as the fight, flight, or freeze response (van der Kolk, 2014), and they equip people to escape dangerous situations. Although these functions help people escape threats, they also can persist, characterizing some of the experiences of PTSD. Activation of the autonomic nervous system, triggered by memories and associations, may lead people to avoid addressing their trauma, remain hypervigilant, and suffer from insomnia and sleep problems (van der Kolk, 2014).

Conversely, other key brain structures deactivate to adapt to a threat. Usually, nontraumatic memories are routed through Broca’s area of the brain, which is responsible for language processing. During a traumatic event, Broca’s area essentially deactivates. This means that people experience traumatic memories in sensory form. Rather than remembering a traumatic event in words, they feel the bodily sensations of the trauma. The sounds, smells, tastes, and images remain as memories. Trauma survivors often struggle to provide a coherent verbal recall of the event, and they can grow increasingly anxious, hyperaroused, and dissociative if prompted to try. Simply thinking or attempting to talk about a traumatic event can activate and trigger the limbic brain. Further talking about it is unlikely to calm it. When discussing trauma, many people feel visceral feelings of hypervigilance and hyperarousal (Marich, 2014).

Porges (2004) discussed how these neurobiological processes operate within social contexts. When a person is in a state of distress, these autonomic systems engage, and they show anguish and fear through subtle and obvious physiological effects. In social situations, people read these reactions subconsciously as their brain scans for danger and safety. Subtle changes in a person’s face indicating distress generate autonomic reactions in those around them. Porges described this process as neuroception, and he explained stress contagion within traumatized communities. Facilitated through mirror neurons, neuroception can keep communities feeling on edge and explain people’s social vulnerability to traumatic triggers. Interventions that foster emotional relief and healing connections can soften the edges of shared anxiety.

Thus, effective treatment of complex trauma and traumatic grief requires specialized training and expertise in whole-brain, bottom-up treatment approaches. These include eye movement desensitization and reprocessing (Shapiro & Maxfield, 2002); brainspotting (Grand, 2013); mindfulness-based approaches; neurofeedback and biofeedback (Hodgdon et al., 2016; van der Kolk et al., 2016); somatic-based approaches, including somatic experiencing (Levine, 2005); emotional freedom techniques (Feinstein & Feinstein, 2010); and treatment based on the neurosequential model of therapeutics (Perry, 2006).


Timing and Type of Interventions

The immediate response to a community-based tragedy or natural disaster is referred to as disaster mental health (American Red Cross, 2019). Psychological first aid is considered the gold-standard model of response during this phase, and it consists of primary needs assessment of basic and mental health needs, promoting stabilization and coping, and targeted interventions (American Red Cross, 2019; Rudow, 2012). Victim services may vary from state to state, and for events that occur outside of the United States, the Office of Justice for Victims of Overseas Terrorism, U.S. Department of Justice, provides services and support to victims traveling abroad. These agencies are tasked with providing direct support to affected individuals, and it is important for counselors to be acquainted with the scope and types of services and methods to access victim services.

After the immediate disaster and basic community needs are assessed and stabilized, the intermediate phase begins (Del Vecchio-Scully & Glaser, 2018). It is in this phase that the creation of organized strategies and plans for individual and community recovery begin to take place. This involves identifying affected individuals and groups, targeting services, building resources, enhancing clinical capacity of existing organizations, and instituting trauma-informed training.









Factors, Approaches, and Interventions That Foster Healing and Resiliency


Creating the Newtown Recovery and Resiliency Team (NRRT)

The NRRT was formed with funding from a 7-million-dollar U.S. Department of Justice (2013) grant to address consequence management secondary to the Sandy Hook Elementary School shooting. Led by two licensed professional counselors, this was the first U.S. Department of Justice grant of its kind to address the mental health needs of an entire community following a school shooting. The team consisted of a community outreach liaison, clinical recovery leader/trauma specialist, project manager, and three part-time care coordinators.

The grant offered basic directives, and the team was challenged to create a project plan, goals, policies, and services while establishing best practices for a highly affected community. The initial task began with a comprehensive assessment of the community’s needs based on these characteristics. Reflecting on my (Deb’s) experience as the NRRT Clinical Recovery Leader, I see several principles as vital when establishing a communal trauma recovery team. For one, the team must be educated and operate from a trauma-informed lens. The physical structure should be designed, when possible, to support trauma survivors’ privacy and concerns. Safety is a primary concern among trauma survivors, and the Substance Abuse and Mental Health Services Administration (2009) has recommended safe physical environments with culturally familiar decorations, child-friendly spaces, a handicapped entrance and means of egress, handicapped bathrooms, private entrances, and well-lit parking areas with lockable doors.

Privacy is another major concern, requiring visible efforts to enhance confidentiality with secure, confidential, and double-locked client files and white noise machines and soundproofing. Furthermore, a long-term sustainability strategic plan is vital to not only engender trust in the community but also secure ongoing services beyond initial funding. When creating a recovery team, the members must have a high tolerance for public scrutiny, aggressive reactions, and others’ inability to acknowledge the value of members’ efforts and contributions. Team members must be educated in emotional tolerance to avoid taking such criticisms personally. Fostering team cohesion, mutual support, and self-care is vital to prevent vicarious traumatization (Chandra et al., 2011).

A large part of the Sandy Hook work involved meeting with individuals and families to listen to their stories, identify their needs, and match them with therapeutic supports. The team developed a comprehensive resource list of therapists, therapeutic services, and resources to aid in this process. As the NRRT Clinical Recovery Leader, I (Deb) was tasked with working with some of the most highly affected groups, and I was embedded in the Sandy Hook Elementary School as a staff support clinician.

Communal trauma recovery is complex and requires multiple types of counseling and social-emotional activities. We found that most needed the therapeutic support of a primary trauma-informed therapist and additional supplemental support of other interventions, including trauma-sensitive yoga, exercise, expressive art therapies (art, music, play, drama), and equine-assisted therapy, as well as meditation and mindfulness classes. Families who were directly affected by the Sandy Hook Elementary School shooting received comfort dogs, which were widely used in the schools to assist children when they returned to school following the shooting.

Although trauma is experienced individually, a traumatized community heals collectively. The NRRT worked to form partnerships with community and religious leaders as well as communal trauma experts, and we collaborated to provide community programs and services. One collaboration provided psychoeducation and support for Sandy Hook therapists, education leaders, and the Sandy Hook Elementary School staff and families.



The NRRT: Ongoing Recovery Support

Clearly, organizing an effort such as this is complex and requires a community. I (Deb) reached out to then–American Counseling Association President Thelma Duffey and sought her support in Newtown. She organized a team from the University of Texas at San Antonio (UTSA), and together we created a program for clinicians, survivors, faculty who were present at the shooting, faculty new to the community, staff, the school leadership, and the city’s first selectman. This began a collaboration between UTSA and the NRRT that continued beyond the work in Newtown. Later, when this group led efforts to support the Sutherland Springs community following the shooting in their neighboring community, I (Deb) provided support and consultation to them. Soon thereafter, UTSA became part of a larger coalition created by the Texas Governor’s Office, which continues to meet and offer services to Sutherland Springs and the surrounding community.



The Sutherland Springs Shooting: It Takes a Village

The shootings at the First Baptist Church of Sutherland Springs involved a massacre of exponential proportions while in a space where most people would expect to feel most safe. Children, parents, grandparents, aunts, uncles, and cousins were all beloved members of a small community that enjoyed the calm and tranquil beauty of this Central Texas town. As a community, Sutherland Springs was characterized by self-sufficiency, privacy, and congeniality. Following the shooting, national media and others descended on the area, while Sutherland Springs and the surrounding communities attempted to assess needs and care for their own.

Recognizing the importance of remaining respectful to the expressed needs of the community, we (Thelma and Shane) joined other nearby groups in a collaboration organized in part by the Texas Governor’s Office, which resulted in the formation of the Collaborated Response Team of South Texas. Given the diverse efforts and skills needed and available, one of the goals of the group was to, in providing support, optimize the skills and training of those involved. UTSA’s goal was to establish a center easily accessible to community members, and, with the unparalleled partnership of the Children’s Bereavement Center of South Texas (CBCST), we established a centrally located crisis clinic we called Paloma Place.

Quickly, our collective attention was drawn to (a) meeting with the community to learn more about how we could help, (b) building the infrastructure for this service, (c) collaborating with many sectors of the city and region through the Collaborated Response Team of South Texas, (d) navigating the UTSA administrative and legal offices, (e) successfully working with the CBCST to secure our center and create a structure, (f) identifying personnel to lead the effort onsite, (g) working with the CBCST during the development and groundbreaking stages of its opening, and (h) participating in ongoing events, including regular meetings with the Texas Governor’s Office and members of the Collaborated Response Team of South Texas.

As part of this work, and a grant secured by the U.S. Department of Justice, UTSA doctoral students serve clients in individual, group, and family crisis counseling, neurofeedback services, creative and expressive counseling, and older adult counseling. Recognizing the complexity of trauma, these services were designed to continue as long as services are needed.







Counseling Strategies

In the aftermath of a communal trauma, community-wide education on all aspects of trauma is needed. Education may include common communal reactions, treatment options, and access to treatment; available resources; and, in the event of a weather-related disaster or an event that disrupts housing, access to financial support, temporary housing, medical care, and activities of daily living needs. Public psychoeducation should be delivered as early as possible, repeatedly, and through a variety of delivery methods, including technology: automated phone calls, text messages, email communication, and media alerts. Collaborating with religious leaders is helpful in delivering information to individuals without access to technology.

Sensitivity to the needs of the community, as well as recognizing the fracturing between and among groups that can arise, is vital. For example, the burden of survivor guilt was a recurrent theme among survivors in Newtown. Navigating through the complexities of altered relationships, immeasurable grief, and guilt was among the bigger challenges the community faced. In response, we provided workshops, programs, resources, public forums, and panel discussions to clinicians, leaders, and residents of the Newtown community (Del Vecchio-Scully & Glaser, 2018). Furthermore, we strived to provide ongoing communication, because doing so is essential to the well-being of survivors tasked with managing the personal and psychological consequences of the traumatic event while also seeking services and resources for themselves and their families.

In another community response to tragedy, Orlando Pulse Shooting Survivor Counselors responded to the MSD High School community. Soon after the shooting, a group of these counselors formed Professionals United for Parkland (PU4P) to identify and meet the short- and long-term needs related to the mental health and well-being of South Florida. The group provided education for the general community and area professionals, clinical training, clinical services, support for clinicians, and more. This nonpolitical group works alongside other local organizations to ensure that they identify gaps in current services and that the needs of the community are adequately addressed (PU4P, 2018). As part of the coordination, they created a database of trauma-informed clinicians; sponsor, facilitate, and promote clinical trauma and grief training; assess the mental health needs of the community; and provide support (consultation, supervision, therapy, support groups) for mental health professionals in collaboration with other organizations with similar missions.

Similarly, the shootings at Sandy Hook Elementary School inspired several families to form nonprofit foundations in their children’s names. Some initiatives focused on their children’s interests, whereas others sought to further the understanding of the brain and its connection to the factors that lead to mass violence. For example, the Avielle Foundation, which was formed in memory of Avielle Richman, strives to prevent violence and to build compassion through neuroscience research, community engagement, and education. The foundation is also dedicated to community engagement and education initiatives that empower youth, parents, teachers, health care providers, law enforcement, and the everyday citizen to advocate for brain health in themselves and others (Avielle Foundation, 2019).

Community interventions also encourage connection and creativity. For example, the Avielle Foundation’s Brainstorming public events bring renowned speakers to Newtown and activities such as the Ragnar Relay, in which community members form teams, train for months in advance, and run in a 26.4-mile relay. These initiatives bring many groups together, fostering new friendships. The initial strategies for survival of isolation and disconnection in the early months and years following the shooting are transforming into relational bonds that transcend the original trauma bond. This is the power of healing in relationships and in community.






Case Example and Applications for Hope and Healing

The Newtown community suffered devastating losses following the school shooting on December 14, 2014. Through the U.S. Department of Justice grant, systems were set in place to support the community via the office of the NRRT. Herein we describe a collaborative event involving a psychoeducational and relationally based retreat designed to foster increased hope and healing within the community. The retreat included Newtown teachers, noncertified staff and their families, counselors in the community, school district leadership (principal, assistant principals, superintendent), and the town’s first selectman.

Tragedies such as these can bring people together or tear them apart. Sometimes, they do both. In this case, community members continued in their valiant efforts to find a pathway following the devastation, and the NRRT and UTSA collaboration was yet another support for them. Timing is an integral factor in how people process information, and there are times when information gleaned early on in a tragedy cannot be integrated into awareness. For this reason, the team reintroduced information that may have been previously challenging to process, introduced new information that could potentially help them make sense of their experiences and make shifts in their healing, and created a forum for everyone to share in the material and experience and to come together for a meal.

Disconnection is one of the casualties of communal trauma, and isolation is a frequent experience. Creating contexts that promote connection, compassion, and empathy was integral to the goal of the retreat. In addition, through large- and small-group presentations and discussions, participants were encouraged to learn and practice (a) self-care tools for managing and discharging stress, (b) the difference between trauma and grief reactions, (c) emotional self-regulation skills, (d) the brain’s reaction to trauma and traumatic grief, and (e) the ways in which a person’s personality style may affect his or her needs during a crisis and influence how the trauma is processed. We also provided concurrent support programs for spouses or significant others, as well as babysitting services.

To stand before a large group that experienced one of the most horrific tragedies in U.S. history was sobering. We recognized how we could not know their experiences, and we could not imagine awaking to this new reality. What we could connect with, however, was our sincere desire to help in whatever way we could and to provide information and shared time that could hopefully be of support. Our efforts were well received, and we discussed topics such as cultural contexts of trauma, trauma and the brain, descriptions of shared trauma, vicarious and secondary trauma, and differences between trauma (PTSD) and traumatic grief.

Given the relational challenges that communal trauma engenders, participants seemed to be curious about how it is that people respond so differently to trauma. “Why is it that my neighbor will barely speak to me now? I miss her company so much.” “How is it that one person wants to shut down all discussion on the tragedy, while others so badly need to talk?” We used a tool called the Enneagram Personality Typology to illustrate a perspective on how people respond to crises and traumatic events (Webb, 2013). Recognizing that some decisions that were made were not personal, but rather a result of a hard-wired response based on how a person’s personality responds to crises, diluted some painful feelings and brought context to the complexity of communal pain.

To conclude the event with a shared meal, where people sat and shared space with one another, and with us, was simply beautiful. It brought home the reality that we all need one another, and traumas may be too big for any of us to bear alone. It also illuminated the differences in how people process their experiences. There are times when we need others as well as times when we need to be alone. Yet, through it all, at various intervals in the process, we need each other. Moreover, we need the self-compassion to know that our path cannot be rushed or silenced.






Future Directions and Emerging Research

A common theme in this chapter and throughout this text is the importance of community. When communities are traumatized, the ripple effect of pain and wounding has large reaching effects. People often hurt in isolation, yet there is much potential for healing through community. Trauma is disconnecting by its nature, as people attempt to live with great loss. Research focusing on how counselors can respect and honor these disconnections while also creating and supporting opportunities for healing through community may be a salient aspect for future research.
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Multiple-Choice Questions


	Wukich (2016) summarized a natural disaster event to include

	Prevention, mitigation, and rebuilding.

	Preparing and rebuilding.

	Prevention, mitigation, preparedness, response, and recovery.

	Preparing, waiting, and responding.




	Which emergency agency published resources to assist communities with disaster planning?

	Federal Emergency Management Agency (FEMA)

	FEMMA

	State-mandated disaster planning

	Federal-published disaster plan




	Counselors mainly serve communities during _____ and _____

	Recovery, evacuation.

	The disaster, before the disaster.

	Response, evacuation.

	Response, recovery efforts.




	After a natural disaster, Arendt and Alesch (2015) stated that people experience

	Experiential incongruence.

	Crisis.

	Communal grief.

	None of the above




	People respond to a natural disasters by finding it hard to

	Concentrate.

	Have energy.

	Sleep.

	All of the above




	Communal trauma is devastating to

	Members of a community.

	People in other communities.

	Counselors working with trauma.

	All of the above




	What percentage of people who experience a violent crime tend to develop social and economic issues?

	10%

	80%

	68%

	1%




	Trauma can be intensified when communities are bombarded by media.

	False, this does not affect trauma

	True, only when the community is in a small city

	False, media helps trauma symptoms

	True, this can make it hard for connection with others




	According to the chapter, communal trauma may make counselors more open to

	Vicarious trauma.

	Travel.

	Biases.

	Empathy.




	Complicated grief refers to

	Numerous relationships.

	A heighted state of bereavement.

	Overwhelming grief.

	Both b and c




	Which area of the brain deactivates during a traumatic event?

	Prefrontal cortex

	Occipital lobe

	Broca’s area

	Sensorimotor strip




	Porges (2004) described _____ as the ability to detect subtle changes in a person’s face.

	Wisdom

	Neuroception

	A sixth sense

	Disconnection




	Which is considered the gold standard for response after a trauma?

	Mental first aid (MFA)

	Psychological first aid (PFA)

	First aid response (FAR)

	None of the above




	Communal trauma requires multiple types of counseling, including supplemental interventions of

	Nutritional therapy.

	Equine-assisted therapy.

	Dance therapy.

	Both b and c




	Community tragedies always brings people together.

	False, it can bring people together and tear them apart

	False, it always tears people apart

	True, because people always want to help

	True, if the tragedy is in the United States















Essay Questions


	Natural disasters can destroy whole communities in a matter of minutes. Have you ever experienced a natural disaster? If so, how did your community respond?

	Communal trauma may involve a collective experience of grief. The trauma may be a natural disaster different from the norm (e.g., cold spell in Florida). If you were a counselor responding to the need for crisis counselors, what would be your approach in securing counselors?

	Think about the personal experiences of the authors when they offered support to people who experienced Hurricane Katrina. What would it feel like for you to see thousands of people without a home? How could your community best support evacuees?

	According to the authors, trauma may be difficult for clients or people to process, and talking may trigger feelings of hypervigilance. The authors also mention mindfulness-based approaches and biofeedback as interventions. What are your thoughts about these alternative treatments?

	Creative thinking can help bring people together and support communities. For example, the Newtown Recovery and Resiliency Team (NRRT) and the University of Texas at San Antonio (UTSA) collaborated to help a community after a school shooting. Who would you collaborate with to help support a community? How could you creatively support a community?
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CHAPTER 12
Counseling Military Members and Families

Erin Kern Popejoy


Independent. Strong. Guarded. Autonomous. These are descriptors often attributed to military service members. In fact, the Army took this portrayal a step further and used it as part of their recruitment campaign in the early 2000s. With the slogan “An Army of One,” the Army targeted younger recruits and their ideals of individualism and independence (Dao, 2001). Interestingly, the military system is known to function best as a collective society built on strong group cohesion and ideals of selflessness (Hall, 2016). Perhaps as a tribute to a more cohesive environment, they modified the former campaign slogan to “Army Strong” (Burns, 2006).





The Relational Foundation of the Military

Although it may be easy to pigeonhole those who are trained in a “warrior” culture to be cold, unyielding, and completely self-reliant, to do so would be an egregious error. Military culture is complex and unique, and counselors must have insight into the specific actions, rituals, and values of the military to establish a broad understanding of its culture (Burk, 2008; Hall, 2011). Military cultural norms are, in fact, founded in relationship, connectedness, and trust (Burk, 2008).

Framing common military issues—such as emotional compartmentalization, the importance of connection with comrades, the challenges of hierarchy and authoritarian structure, and Western cultural expectations of heroism—within a relational-cultural framework can bring a great deal of insight to both service members and their families. Additionally, many service members marry partners quickly and at a young age. Clinicians using a relational approach are able to explore relational images, competence, and confidence with their clients, helping to strengthen marriages and endorse healthy relational skills (Miller, 1987).


Collectivism

Group cohesion and a collectivist mind-set are paramount for success in combat and are, therefore, an inescapable necessity within military culture (Burk, 2008; Hall, 2011, 2016). When service members enter their initial training, they are placed in situations that facilitate the development of a “bond that transcends all others, even the marriage and family bonds we forge in civilian life” (Tick, 2005, p. 141). Soldiers are trained to rely on each other and work as a team to achieve their goals; without this dynamic, combat would turn to chaos, and risk for fatalities would increase. Training is more than simply being able to work together and includes the knowledge that any one service member would give his or her life to protect the group. This is, in part, why many service members struggle with returning from combat. While in combat, members of the military know exactly who they can trust and to what extent. This sense of security and connection is powerful and is different from what most people experience within the civilian world. Leaving the military culture behind can be a great loss for some and can leave service members feeling unsure about whom they can trust (Junger, 2016).



Hierarchy

The value of group cohesion in the military is reflected in part through the “rigid hierarchical system based on dominance and subordination” (Hall, 2011, p. 11), which is designed to promote superlative functioning of the military system. Consequently, the expectations for obedience and respect for authority are high (Hall, 2016). Higher ranking members may choose to use their authority collaboratively with their lower ranking colleagues in situations in which there is no immediate threat. However, during combat situations, when defiance could cost lives, there is no room for disobedience or disrespect. Despite the power differential inherent in hierarchy, trust and cohesion remain a critical component of these relationships.



Masks and Compartmentalization

If trust and connection create room for a successful and safe mission, the Masks— a term coined by Mary Wertsch (2001)—are methods by which service members disconnect from others. The strict enforcement of hierarchy and focus on successfully completing the mission often result in service members keeping personal challenges to themselves. The ability to compartmentalize is necessary because personal issues may distract from the mission and, in the worst cases, can put service members and those serving with them at risk. The Masks of the military system, according to Wertsch, include secrecy, stoicism, and denial.

Secrecy within a military context involves the separation of work and home life and involves keeping problems in each area from overflowing into other areas of life. For example, service members experiencing stressors in their marriage may choose not to bring that information into their workspace. Unfortunately, service members are also shown to have low levels of help seeking for mental health care or other problems (Blais & Renshaw, 2013; Eaton et al., 2008). As a result, it is not uncommon for these individuals to try to handle challenges on their own, even when they may not be equipped to do so. This form of secrecy can also permeate the family system at times, creating distance between spouses who then feel that they are unable to share their full selves with each other (Slep, Foran, Heyman, & Snarr, 2011).

Acts of stoicism, such as maintaining an outward appearance of stability at all times, are another critical component to combat survival. Stoicism can foster trust in surrounding service members and provide reassurance to those who are facing stressors. Military rituals and ceremonies may help to support stoicism among service members and their families through “[controlling or masking] anxieties and ignorance [and affirming] solidarity with one another” (Burk, 2008, p. 1247). Although a military member’s outward appearance may be calm, the stress of constantly preparing for change can induce emotional havoc for service members and their families (Hall, 2011). Before deployments, family members may find that the service member develops an intense focus on preparation and readiness but is unable to discuss the possibility of death or injury. This refusal is not necessarily denial of the possibility but represents the mind-set the service member must have to perform successfully; exploring the possibility of death could allow for crippling fear and anxiety that may take focus away from the mission, thereby putting lives at risk (Hall, 2016).

Denial moves military members a step further from stoicism and involves hiding fear and anxiety from others and from him- or herself. This mask involves the complete rejection of stressors that could become problematic during combat to allow for full focus on the mission at hand (Hall, 2016). However, when military members continue to use denial as a coping mechanism after it is safe to explore the stressors, problems can arise for both service members and their families.

Deployments are a common source of stress for families, during which they may use masks of secrecy, stoicism, and denial. Deployments occur for different purposes (e.g., combat, peacekeeping, training) and often have varying levels of risk associated with them. The purpose of the deployment is likely to influence the family’s distress levels and the service member’s comfort with the deployment (Sheppard, Malatras, & Israel, 2010). Additionally, deployments vary in their duration depending on military branch, purpose, and ongoing conflicts. For example, during the most recent conflicts in Iraq and Afghanistan, the deployments (i.e., deployment, sustainment, and redeployment phases) typically ranged from 6 to 18 months, which are some of the longest deployments the U.S. military has seen since World War II (Hall, 2016; Sheppard et al., 2010).







The Deployment Cycle

All counselors working with military families need to have an understanding of the deployment cycle and its meaning to and impact on families. The cycle can be conceptualized in various ways but is most often sectioned into five distinct phases: predeployment, deployment, sustainment, redeployment, and postdeployment (Padden & Agazio, 2013; Pincus, House, Christensen, & Adler, 2001). Predeployment is the time during which (a) the service member is notified of an impending deployment, (b) the service member is training for the deployment, and (c) the family is preparing for the separation. This time is often busy for everyone involved because of the various issues that need attention (Padden & Agazio, 2013).

In lay terms, what is typically referred to as a “deployment” actually spans three discrete phases of time. Deployment is characterized as the first month of physical absence, in which the family and the service member adjust to their new roles and routines. Sustainment is the period of time during which family and the service member have adjusted to their new lifestyles and expectations. Sustainment lasts until the final month of the deployment, called redeployment, during which service members and families prepare for the service member’s return home (Padden & Agazio, 2013). After the service member has returned, the postdeployment stage begins. During postdeployment, which lasts 3–6 months, the service member rein-tegrates into the family. During this stage, the routines, roles, and responsibilities established during sustainment are often renegotiated (Padden & Agazio, 2013). See Sidebar 12.1 for information on creating connections before a deployment.








Reentry Into Civilian Life

Ease of reentry into civilian life depends on many interconnected factors. People serving as reservists or National Guard members may have an easier time transitioning into a fully civilian lifestyle because they already live as a civilian part of the time, and they may have an established civilian identity in conjunction with their military status (Hall, 2016). While serving, active-duty members can choose to live on a military post or off post within the surrounding civilian community. This may have a small degree of impact on reintegrating into the civilian world, because those who live off post must manage certain life skills such as paying rent or a mortgage and utility bills. There may also be a slightly higher degree of interaction with civilian neighbors than for those who live on post simply because of environmental proximity. Reentry to civilian life is often due to one of the following primary factors: (a) redeployment and postdeployment and (b) separation or retirement.


Redeployment and Postdeployment

During redeployment stage, a service member prepares to return home from a deployed status. This transition may be anxiety provoking for many service members, because they wonder how their families and home lives have changed without them while they were away. Spouses and partners have continued to live their lives during this time, and most have taken on many of the roles that the service member filled. Children have grown over the months that the service member was away. There may be a sense of disconnection or detachment from family and friends as service members try to renegotiate their place within the system (Faber, Willerton, Clymer, MacDermid, & Weiss, 2008; Pincus et al., 2001). Even if the individual is remaining in service, returning home can be a difficult adjustment, particularly if the deployment was to a combat zone or in an environment that posed a high threat of injury or death (Faber et al., 2008; Pincus et al., 2001).







Sidebar 12.1 • Creating Connection Before Deployment

Consider the value of being connected to loved ones, particularly to those who live far away. We often rely on technology to keep us connected and up to date on each other’s lives. However, deployed service members do not always have access to technology, and those who do may be permitted to only use technology sparingly. Strengthening connectedness before deployment, particularly with partners and children, is important. How might working toward connections help families through the deployment process? Brainstorm some ideas to help foster this attachment and connection in military families.






Postdeployment begins after the service member returns home. This occasion can be joyful but does not come without challenges. At this point, relationships may need to be redefined and reestablished. Spouses or partners must negotiate which roles and responsibilities they will take on or give up, and both may have trouble taking each other into account as they live their daily lives. Service members may have grown accustomed to having their freedom in an environment free of civilian tasks (e.g., paying bills, cooking, caring for children), and partners at home have become used to taking care of the household and other responsibilities on their own (Blaise, 2006). This period is often a time of ambiguous presence, during which the service member is physically present but psychologically absent (Faber et al., 2008). He or she may feel pressure to immediately fall back into predeployment roles, without considering that the family system has changed in their absence.

Spouses sometimes report feeling irritated with the service member, feeling as though they are in the way and having a desire to maintain their own personal space even after roles are renegotiated (Pincus et al., 2001). However, spouses also express irritation that the returning service member wants to spend time with other returning troops rather than spending free time at home. For the nondeployed partner who has had to take on everything while the service member was gone, this need to keep a strong connection to other service members can feel like an additional abandonment. Hall (2016) reported that service members may benefit emotionally from processing combat experiences with individuals with whom they served. Spouses often need help to understand that this connection and time spent with other returning military members may help their service member heal and readjust faster than if they tried to ignore their experiences (Hall, 2016).



Separation or Retirement

Separation or retirement from the military is the end of a military service member’s career. At this point, they no longer serve the military and fully reenter the civilian world. This reentry can be experienced in a variety of ways, most commonly through involuntary separation, voluntary separation, or retirement.


Involuntary Separation

If the service member did not want to leave service but was required to do so because of a medical reason or injury (physical or psychological) or because of disciplinary actions, the separation can be particularly difficult. These separations often happen quickly and may cause the service member to feel lost or without direction (Smith, 2015). Medical discharges, especially, can leave service members angry and upset that they are not being allowed to serve despite a strong desire to do so. These individuals may voice a longing to be with their military family, and some carry a great deal of hurt and anger, feeling that the discharge is a betrayal by the military (Devine, 2008). Additionally, some separations are due to disciplinary actions resulting in a general or dishonorable discharge, limiting or eliminating postservice benefits such as medical coverage for military-related disability or educational funding (Hall, 2016). The experience of involuntary separation can be traumatic, leaving some individuals struggling to find meaning and purpose in a civilian community.



Voluntary Separation

Voluntary separation occurs if a service member chooses to leave service before being eligible for retirement. Different branches of the military require different terms of service, and contracts vary in length (Hall, 2016). However, most military personnel are eligible to retire after 20 years of service. Given that not all service members enter the military to make it a lifetime career, many will separate from service after several years for various reasons. Some marry and want to settle in one place. Others have children and do not want to continue with frequent relocations, whereas still others entered the service with the purpose of serving a few years to acquire the means to pay for higher education (Henderson, 2006).

Although separation is voluntary in these cases, transition can still be a challenge for service members. They must leave their military family, and they may not stay in the immediate area (Hall, 2016). Individuals may return home to their family of origin, to the area where they grew up, or to an entirely new place, either alone or with a family of their own. In any of these cases, it is not uncommon for service members to feel disconnected, alienated, and misunderstood by their civilian counterparts (Demers, 2011).

It can be difficult for service members to connect with non–military affiliated civilians. There is a shared understanding of lifestyle and experience among military members and a strong “other” mentality regarding civilians (Demers, 2011; Hall, 2016). Military service members know and understand their culture and have often come to expect that civilians will not have a full comprehension of these experiences. Additionally, after being in a combat zone or areas of destitution, priorities and perceptions of what matter are inevitably altered. It is not uncommon for a military service member to become irritated or angry at a civilian for complaining about something they see as trivial. As a result, some service members may choose to limit their social interaction to those whom they are already close with.

I once worked with a client I will call Jacob, who served in the Air Force for 8 years and deployed to Iraq once and Afghanistan twice. Jacob voluntarily separated from service and moved to a city where he had few friends and no family. It was a challenge to find a meaningful career opportunity—potential employers told him that he had excellent experience, but his lack of a college degree was an obstacle. When Jacob applied for a part-time job at the local mall, he was met with resistance because managers were concerned he may not be able to take direction from coworkers who were much younger than him. Jacob was left stuck, with nothing to keep him busy and no friends or family in his geographical area. This was an awful feeling for someone who was used to a daily mission and purpose.

In response, Jacob filled his days with online video games—which gave him a renewed sense of meaning and connected him with a virtual friend group. In a sense, the missions in the game mimicked the military. However, Jacob still spiraled into a heavy depression. Jacob’s case reflects established research that military members may often feel a strong loss of identity after separation, even when they chose to leave (Demers, 2011).

Military service and lifestyle are ingrained in service members from the first day in basic training, and its loss can leave a service member feeling aimless and chaotic. In response, service members may seek out career opportunities that are closely affiliated with military service, such as government contracting or first-responder services (e.g., police, fire department, emergency medical technician) because they are knowledgeable about the field and are trained to operate in emergency situations. Although these types of environments can feel familiar and comfortable for prior service members, they can take time to transition into, and they are certainly not the only choice. Many service members choose to build completely new and different career paths for themselves, creatively using the skills they acquired while in service.



Retirement

Retirement within the military often occurs much earlier than retirement within the civilian world (U.S. Senate, Committee on Armed Services, 2014). Individuals who retire from military service face many of the same challenges encountered by those who separate. People who enter the military at 18 years old and serve 20 years are only 38 years old by the time they can retire, leaving them with the opportunity to enter into a completely new career if they wish. However, many individuals who retire do so with a sense of achievement and completion (Taylor, Schultz, Spiegel, Morrison, & Greene, 2007). These individuals have served their full time within the military, and although they may miss components of their time in service, retirement often marks a time of transition. Some service members, though, may resist retirement because they have not reached a certain rank or because they do not want to leave their unit behind. The decision to retire may result in a sense of not having completed their larger mission (Taylor et al., 2007).



Suicide and Substance Use

At any point during reintegration to the civilian world, suicide risk may be elevated (Pease, Billera, & Gerard, 2016). The process of reintegration may be chaotic and isolating, which can overwhelm the service member and leave them feeling extremely disconnected from others. This disconnection may feel insurmountable, which can lead to the possibility for suicidality. Use and abuse of substances are common to numb chronic physical pain from injuries as well as feelings of fear, depression, and posttraumatic stress or other trauma symptoms (Wilk et al., 2010). Substance use issues may cause conflict with family and friends, and the service member may believe that their loved ones are better off without them.








Losing a Family Member

There has been a heavy focus on trauma and posttraumatic stress disorder (PTSD) during wartime. However, research has not given the same attention to issues of grief and loss, which are inherent to many of the military population’s experiences. The military lifestyle is one of constant transition, which means loss occurs frequently. One of the most traumatizing losses facing the military can be that of a family when their service member does not return from combat.

Grieving the death of a parent, child, or sibling who dies in combat may produce feelings of ambiguous loss for those who are left behind. Ambiguous loss defies resolution or closure, and it often results in a prolonged state of confusion about the loss (Boss, 2016). With the increased use of improvised explosive devices and firearms that can do a great deal of damage to the body, it is possible that family members will not have the opportunity to view the deceased’s body after their return home. Viewing the body can be an act of closure, and without this ritual, individuals may find themselves stuck in a state of waiting for the service member to return home alive and safe (Lieberman, Compton, Van Horn, & Ghosh Ippen, 2003). Some individuals report hope that the deceased was not actually their relative but was misidentified because of the extent of damage to the body. Similarly, for those service members who are captured by enemy forces, their family may continue to hold out hope that they will return someday.

Children may also experience unique challenges when facing the death of a parent while in combat. Young children may exhibit jealousy or resentment toward other youth whose military parent returned safely, and they may show heightened concern for the safety and well-being of the remaining parent (Kaplow, Layne, Saltzman, Cozza, & Pynoos, 2013). Young children may also struggle to understand the permanence of death and express a desire for the deceased parent to come home. Older children and adolescents may develop intense separation anxiety mitigated by reunification fantasies, which has the potential to lead to suicidal ideation (Kaplow et al., 2013). The death of a spouse or parent not only brings immediate grief for individuals but also has long-lasting ramifications for the family unit. The loss of a military service member means that the family may lose their military identity when they must move away from the support of their military community (Holmes, Rauch, & Cozza, 2013).






The Effect of Traumatic Injuries

Combat stress “is not a by-product or side effect that can be sanitized away” (p. 13) but is inherent to combat (Nash, 2007). Unfortunately, the aftermath of such trauma can severely disrupt service members’ lives and the lives of those around them. Traumatic injuries include PTSD and moral injuries. Added traumas that may or may not occur during combat, but can occur at any time during military service, include military sexual trauma (MST) and domestic violence.


PTSD

In most incidences of trauma, survivors take a passive role as the trauma event is imposed on them. However, military service members play a uniquely active part in their own trauma (Van Winkle & Safer, 2011). This active role is thought to account for elevated arousal symptoms such as anger, aggression, and hostility. Although PTSD does not automatically result in violent behaviors, it is linked to higher rates of interpersonal aggression thought to be due to these elevated arousal symptoms (Van Winkle & Safer, 2011). Additionally, it is not uncommon for service members to abuse substances in an attempt to self-medicate and escape reminders of trauma (Wilk et al., 2010), which can result in lowered inhibitions and increased aggression toward others (Martin et al., 2010; Slep et al., 2011). With combat stress at the heart of war, “it is hard for warriors to not perceive stress symptoms of any kind as evidence of personal weakness and failure” (Nash, 2007, p. 17), because this is at the core of their identity and what they have been called on to do. See Sidebar 12.2 for information on a controversial treatment for PTSD.

Living with a service member who has PTSD can be challenging. The symptoms, which consist of avoidance behaviors, negative mood and cognitions, hyperarousal and reactivity, and intrusive thoughts and memories, can transform a loved one into someone unrecognizable (American Psychiatric Association, 2013). In these situations, family members are at risk for developing secondary traumatic stress, a reaction to indirect exposure to traumatic events that have happened to the service member (Renshaw et al., 2011; Yambo et al., 2016). The service member’s symptoms may also reduce individual functioning in certain situations, thereby restricting functioning for the entire family. For example, the service member may experience paranoia and be highly reactive in large crowds because of high levels of anxiety. This behavior can result in the entire family avoiding crowded restaurants, movie theatres, shopping centers, or concerts. Conversely, the family may choose to engage in such outings without the service member, possibly furthering a sense of disconnection and isolation.







Sidebar 12.2 • A Controversial Treatment

Posttraumatic stress disorder (PTSD) is prevalent in conversations related to military populations. According to Dr. John Krystal, who heads the Neuroscience Division at the U.S. Department of Veterans Affairs National Center for PTSD, only one in three combat veterans are effectively treated (Phillips, 2018). Recent research has explored novel therapeutics, including MDMA. Medical-grade MDMA is almost completely pure, with none of the potentially toxic fillers found in the street version commonly known as Ecstasy or Molly. The effects of MDMA include reduction of the “fight, flight, or freeze” fear response and augmented feelings of safety, trust, and relaxation— an ideal state for exploring and reexamining traumatic memories (Sessa, 2017). Here’s how it is proposed to work:

After several sessions of traditional counseling, MDMA is administered in office by a licensed professional. After taking the drug, the client lays down in a quiet, relaxing environment, with both a male and a female counselor present. Sessions will typically last a minimum of 5 hours (Sessa, 2017). The client is not allowed to leave the office until the substance effects have subsided—some offices will keep the client overnight. Other practices will allow clients to leave with a significant other. In following sessions, clients process through insights and emotions evoked during the MDMA session (Phillips, 2018). The client will take MDMA an additional 2–3 times, approximately 1 month apart, with traditional therapy sessions in between.

Initial trial results appear extremely effective, with most clients no longer meeting the criteria for PTSD after receiving treatment (Phillips, 2018). MDMA-assisted psychotherapy recently entered Phase 3 clinical trials, and if safety and efficacy results are replicated, it may be approved by the Food and Drug Administration for legal use by 2021.

This new and controversial treatment has many considerations. Discuss your own thoughts and feelings about the use of MDMA to aid in treating PTSD. What questions do you have? What are the potential benefits? Drawbacks? Think critically and challenge one another as you explore this possibility.








Moral Injury

Different from PTSD, moral injury is a more recently recognized concept. Moral injury is trauma that occurs when a service member must go against a deeply embedded moral belief or ideal, usually because of military orders or the environmental context (Litz et al., 2009; Shay, 2014). The military system symbolizes a highly ethical code of conduct, and during times of warfare, killing and violence are normal, acceptable, and expected behaviors. However, modern conflicts have been rife with ambiguity that can require unanticipated moral decisions from service members (Litz et al., 2009).

For example, children are sometimes used as weapons or a method of distraction during wartime conflict. When military convoys spot someone in their path, they may be unsure whether that person poses a threat. The child may be trying to signal them to stop for any number of benign reasons, strapped with explosives, or creating a distraction so that the convoy can be ambushed. Not knowing which of these situations is presenting, troops may yell at the child to move out of the way because stopping on an open road could be a major threat to safety. If the child does not move, the service members are faced with the option to shoot or to run the child over. Although this may make sense in the moment, service members often find themselves ruminating over these situations after they are removed from combat. They may feel intense guilt or shame, and they often replay the scene in their head wondering what could have been done differently.

Although PTSD and traumatic brain injuries have the potential to be horrific, researchers believe that moral injury is the crippling force that drives some service members to criminal actions, uncontrollable aggression, and suicidality (Shay, 2014). Moral injury is believed to “impair and sometimes destroy the capacity for trust. When social trust is destroyed, it is replaced by the settled expectancy of harm, exploitation, and humiliation from others” (Shay, 2014, p. 186). With these expectations, the individual can choose to always be on the attack, withdraw and isolate, or create deceptions and distractions in the attempt to keep themselves safe. These options create a difficult situation for those who are living with the service member, because families may bear the brunt of the resulting behaviors.



MST

Sexual harassment and assault have been present in the military for centuries but have recently gained public recognition in the news media during the recent conflicts in Iraq and Afghanistan. The Pentagon estimated that 26,000 experienced MST in 2012 (Farris, Schell, & Tanielian, 2013). Data collected from unrestricted reports of MST in 2012 showed that 78% of incidents involved a service member survivor, and 84% involved a service member perpetrator. Of the perpetrators, 25% were in the survivor’s chain of command (Farris et al., 2013). The military system creates a uniquely oppressive context for sexual trauma survivors in which (a) the assault occurs where the survivor lives and works, and where they will continue to have to live and work, usually with ongoing contact with the perpetrator; and (b) the survivor may feel unable to speak out about the assault because the perpetrator may be in a position of power over them and also because reporting the assault could damage the group cohesion necessary for successful unit functioning (Anderson & Suris, 2013). The challenging environment in which the MST survivor often lives may leave them feeling isolated and unable to reach out for help, creating complex responses to the original trauma.

Symptoms of PTSD have been found to be nine times more likely to manifest in female service members who are victims of MST than of female service members who do not have a history of sexual trauma (Street & Stafford, 2014). Additionally, sexual trauma during military service is known to heighten the risk of suicide attempt and completion (Kimerling, Makin-Byrd, Louzon, Ignacio, & McCarthy, 2016). Although MST reports are significantly higher among women, those men who report are twice as likely to complete a suicide attempt (Kimerling et al., 2016). The Veterans Health Administration has taken numerous steps to provide support and care for service members who have experienced MST, and the U.S. Department of Defense has established a zero-tolerance policy around sexual assault within the military (Farris et al., 2013; Kimerling et al., 2016). Unfortunately, the stigma around MST, and the fear of retribution by survivors, frequently prevents individuals from reporting and, subsequently, seeking help.

Family members of those who have suffered MST are affected by the trauma as well. PTSD symptoms may be apparent to both partners and children, and suicidality is known to have a devastating effect on the family. Additionally, physical touch and sexual intimacy may be difficult for these service members, creating barriers within their relationships. Because partners may become frustrated with the absence of physical intimacy, it can lead to other issues within the relationship, such as resentment, emotional disconnection, and infidelity.



Domestic Violence

In 2014, 16,287 reports of military spouse abuse were made, and 7,464 of these— less than half—were determined to be substantiated (U.S. Department of Defense, Family Advocacy Program, 2015). Of the substantiated abuse reports, 65% of the perpetrators were men. Additionally, nine of the 11 reported fatalities due to domestic violence were perpetrated by men on active-duty service. Two of these nine perpetrators had prior charges of abuse (U.S. Department of Defense, Family Advocacy Program, 2015). Most reports and research data reflect a higher level of male-perpetrated violence (Klostermann, Mignone, Kelley, Musson, & Bohall, 2011), but women certainly perpetrate against male partners as well, engaging in both physical and verbal or emotional abuse. Additionally, there appears to be a lack of research around the experience of domestic violence among gay and lesbian military couples.

The military system offers a unique context for domestic violence. The cultural values of hypermasculinity, aggression, group cohesion, hierarchy, and authoritarianism may converge to create a perfect storm when they are used abusively (Kern, 2017). Military training necessarily prepares service members to be com fortable with violence and killing and harnesses aggression and anger to be used within combat. Within the military lifestyle, though, work and home often converge, and this aggression and violence may permeate the family system (Hall, 2011; Kern, 2017). Additionally, the arousal symptoms of PTSD, crippling mistrust due to moral injury, and inhibitions lowered by substance abuse—often used to avoid trauma memories—can augment the risk of domestic violence.

The U.S. Department of Defense has pushed efforts to recognize and reduce incidences of domestic violence by establishing the Family Advocacy Program and other interventions and support systems (U.S. Department of Defense, Family Advocacy Program, 2015; U.S. Department of Defense, Task Force on Domestic Violence, 2003). However, the context for abuse is so deeply embedded within the necessary military training and structure that it is extremely challenging to eradicate this issue (Hall, 2016). Additionally, the military has invested a great deal of time and money into their service members, and the system operates in a way that protects perpetrators (Kern, 2017). Similar to MST, domestic violence frequently goes unreported because of perceived (and sometimes real) lack of support (Kern, 2017).







Counseling Strategies


Cognitive-Behavioral Therapy (CBT)

The most consistent approach to working with the military population is some form of CBT (Everson & Figley, 2011). This is due, in part, to the empirical evidence that suggests the effectiveness of CBT with trauma, depression, anxiety, and a variety of other challenges (Dass-Brailsford, 2007). The structure and strength-based nature of CBT is attractive to service members, who are often partial to straightforward and directive approaches. However, there is a risk that this type of approach may cause the counselor to miss important factors, such as failing to place marital and other important family relationships within a relational framework or glossing over issues of spirituality (Figley & Nash, 2007). Clinicians must make efforts to address these issues as they present and be sure that they are meeting the service member when they are in the process of healing.

Some clinicians have found that a combination of eye movement desensitization and reprocessing (EMDR) therapy with CBT has been particularly helpful for trauma processing (Foa, Davidson, Frances, & Ross, 1999). The ability to use EMDR in combat situations, directly after the trauma event, may significantly reduce PTSD symptoms and trauma effect (Wesson & Gould, 2009). However, it can be challenging to find time and space to conduct such an early intervention on the front lines, particularly when it is deeply embedded in military training to quickly compartmentalize traumatic events with the purpose of staying focused on the present situation (Wesson & Gould, 2009).



Solution-Focused Brief Therapy

Solution-focused brief therapy is another commonly used approach with service members, in part because of its structured nature and focus on client strength and resilience; it also emphasizes solution-oriented behaviors, which require the service member and family to remain in the present moment (Tews-Kozlowski, 2012). The brief nature of this approach is ideal for situations in which service members and their families need to take action and make changes quickly (Hall, 2016). Military service members may have a limited number of sessions because of insurance restrictions or as a result of trainings or relocations.



Relational-Cultural Theory (RCT)

War reporter and author Sebastian Junger (2016) detailed the innate human yearning for connection and belonging in his book, Tribe. Although he overviewed many different tribal groups, he focused particularly on the military unit and the paramount role that connection and cohesion play in the function and emotional well-being of this group. Foci such as these allow RCT to be used effectively with military populations.

Although many counseling theories underpin the need for autonomy and individuation to develop personal growth, RCT theorists postulate that growth and wellness are cultivated through growth-fostering relationships—those connections that allow for mutual authenticity, empathy, and collaboration (Miller, 1987). It is through these relationships that individuals gain awareness of self and others and further develop their relational competence and confidence. Many service members have come from an environment where they are connected with those who have served next to them but may feel an innate disconnection from the civilian population, believing civilians cannot genuinely understand their experiences (Junger, 2016).

The emphasis RCT theorists put on issues of power dynamics, the importance of context, the central relational paradox, the inevitability of disconnection, and the necessity of connection are all relevant to the effective functioning of the military unit and also to the emotional wellness of the individuals within (Miller, 1987).


Power

Military service members live in a culture where both power-over others and power-with others exist simultaneously (Hall, 2016). Military orders come down the chain of hierarchy, and power is used over subordinates to create quick and effective changes without mutuality or collaboration. This is frequently seen in combat and life-and-death situations, in which commands are given and acted on without question (Hall, 2016). This is necessary for the safety of troops and effective combat missions. However, there are also frequent acts of collaborative power, or power-with acts, in which change is accomplished through collaboration and mutual decision making. This may occur when split-second decisions do not need to be made, and higher ranking officials are able to take the time to discuss options within the military unit.

Counselors must have a firm understanding of how and when these types of power are necessary, because this will clarify the client’s relationships with other service members. Additionally, counselors may benefit from drawing parallels into family dynamics—because military families often become mini-units of their own. However, family units are different from military units, and power-over strategies often result in disconnection and relationship violations (Jordan, 1991, 2010). Helping clients to engage collaboratively with their families may reduce relational stress at home and encourage growth-fostering family relationships.



Connection and Disconnection

It is not uncommon for service members to feel isolated, particularly after separating from service. However, some may report feelings of isolation while serving—perhaps after returning from combat or after a diagnosis of PTSD or other mental health disorder. Service members may try to hide parts of their military identity from others, believing that it will result in rejection or disapproval. This is done in an attempt at furthering connection, but the inauthenticity instead drives disconnection (Jordan, 2010; Miller, 1988). This is a central theme of RCT, coined the central relational paradox: Individuals desire connection and will hide parts of themselves that they believe are unacceptable in an attempt to avoid rejection (consider the masks of secrecy, stoicism, and denial). However, connection is created through authentic relationship, and the act of hiding creates a disconnect (Jordan, 2010; Miller, 1988). Chronic disconnection results in isolation, which may be accompanied by feelings of shame, worthlessness, and a loss of empathy for one’s self. See Sidebar 12.3 for information on the necessity of authentic relationships.

Rather than pathologizing and labeling symptoms, relationally competent counselors normalize and validate individuals’ responses to the environment and stimuli to which they have been exposed (Jordan, 2010). Some service members may react negatively to an initial diagnosis—particularly PTSD—because of the negative stigma of weakness that accompanies mental health disorders within the military (Kim, Britt, Klocko, Riviere, & Adler, 2011). Framing the disorder, or symptoms of the disorder, as an adaptive human reaction may help the service member reduce feelings of shame. Taking a nonpathologizing approach may decrease feelings of isolation and increase self-empathy, thereby facilitating authenticity and increased perception of relational competence—the belief that one is able to engage competently in and bring value to various relationships (Jordan, 2010).







Sidebar 12.3 • The Necessity of Authentic Relationship

Humans are a social species, designed to co-regulate within small groups. Sebastian Junger (2016), author of Tribe, explored historical and current tribal communities to examine cultural norms of loyalty and belonging as well as their perspectives on combat and those who experienced it. He found that groups who welcomed soldiers back into the fold of the community, offering care and support, saw minimal, if any, symptoms of posttraumatic stress. Moving from the close-knit tribal community of a military unit, back into traditional Westernized society with its focus on autonomy and individual strength, may then play a part in the development and prolonging of posttraumatic stress in U.S. service members. Discuss how our highly individualized society might be detrimental for returning service members, and what relational systems could be implemented for a better transition.















Resources for Service Members and Their Families

There are a multitude of resources for the military population at the local, regional, and national levels. Resources will differ depending on region, but several national services are listed below:


	Family advocacy programming was established within each branch of the military in 1981 to address domestic violence issues. Programs are in place at each military post to support families through issues of marital stress, domestic abuse, and substance abuse. They offer education and awareness programming as well as seminars and workshops, new-parent support programs, counseling services, and public awareness campaigns. Contact information for various family advocacy programs will depend on location.

	Give an Hour was founded in 2005, and it helps to provide no-cost mental health counseling to military service members and their families. This nonprofit organization recruits licensed mental health professionals to provide at least 1 hour per week of free services to the military community. A fundamental belief of this nonprofit organization is giving back, and they ask that clients also donate their time within their own communities when they are able. Website: https://giveanhour.org/

	Military OneSource provides an overview of military life for the military community, along with policy and procedure updates from the U.S. Department of Defense. Their website includes numerous blogs and publications on the military lifestyle, which can be useful for new military families. Additionally, they offer references for counseling and medical services based on the area in which the service member is living. Website: http://www.militaryonesource.mil/

	U.S. Department of Veterans Affairs hospitals exist throughout the country and provide mental health counseling, psychiatric services, medical services, housing-related assistance, and some educational services. They also provide vocational rehabilitation services for service members who are seeking out new career opportunities. Website: https://www.va.gov/

	The Wounded Warrior Project connects wounded service members and provides free programs and services that help to bridge gaps in government care. The project’s mission is to honor and empower wounded warriors through their services and to create well-adjusted and well-rounded service members. The Wounded Warrior Project also helps to connect families and caregivers of wounded warriors in an effort to provide support to the entire family system. Website: https://www.woundedwarriorproject.org/








Fostering Healing and Resilience

A common military saying, originated in the 1980s film Heartbreak Ridge (East-wood, 1986) and unofficially adopted by the Marine Corps, is “improvise, adapt, and overcome” (Allard, 2009). So much of military life is centered on transitions— into the military, out of the military, deployments, personal and professional role changes, relocations, and much more—and constantly adapting to new environ ments. Within this adaptation is resiliency, a characteristic found among the vast majority of military personnel and their families. These individuals and families are often resilient to change, accepting what comes to them in stride with grace and flexibility (Asbury & Martin, 2012).

This resilience, though, is not an intrinsic toughness held as an individual characteristic. Instead, it comes through the authentic connections and support found within growth-fostering relationships—a concept known as relational resilience within RCT (Hartling, 2008). RCT theorists propose that all relationships are defined by the social and cultural environments in which they are formed (Hartling, 2008). The sociocultural environment of the military emphasizes the need for cohesion, trust, courage, loyalty, and strength. Therefore, it is likely that these values are imbued in each relationship formed within the military community, creating further resilience. Families and individuals are often well supported in their various transitions, and systems are in place to attempt to prevent isolation and withdrawal (Hall, 2016). Families are often connected with individuals in the service member’s unit when they transition to a new post, and they may have friends or family from a previous post nearby.

However, some military values may work to impede relational resilience. Walker (2008) noted that cultural contexts in which there are hierarches of dominant-subordinate systems of power may subvert opportunities to create growth-fostering relationships. Out of necessity for combat effectiveness and safety, the military must maintain their strict rank hierarchy. Additionally, implicit values such as secrecy, stoicism, and denial—perpetuated by stigma around help seeking and again reinforced by combat necessity (Wertsch, 2001)—can further diminish opportunity for relational resilience. In such instances, this resilience may be found in relationships among same-ranking individuals or within family units. Relational resilience can also be created within the therapeutic relationship. However, resilience, even with strong relationship and support, does not come without loss, trauma, or grief (Asbury & Martin, 2012; Hall, 2016). Honoring these difficult and often painful components of experience is likely to be a key factor in working toward healing for this population.

Trauma events, such as those described earlier in this chapter, have a significant neurological impact on the brain and body. Individuals meeting even partial criteria for PTSD demonstrate elevated heart rate, elevated blood pressure, and high levels of skin conductance when exposed to reminders of their trauma event (van der Kolk, 2000). Autonomic processes such as these are responsible for the fight, flight, or freeze phenomenon (Siegel, 2010).

Early neuroimaging research has demonstrated that individuals who are exposed to vivid narratives of their trauma experience depressed activity in the left inferior hemisphere of the brain (Rauch et al., 1996). This part of the brain—commonly known as Broca’s area—is responsible for speech production and language comprehension. Verbal communication is reduced during exposure to trauma narratives while right-brain activity increases, particularly in the areas responsible for emotional arousal (Homeyer & Sweeney, 2011; Rauch et al., 1996). This function of the nervous system therefore creates a challenge for verbalizing traumatic experiences before they are integrated across both brain hemispheres.

Sand tray therapy is a nonverbal and expressive technique in which the sand tray and miniature figures are the primary mode of communication. The client can project the traumatic event onto the miniature figures, creating a safe method to process through the event without becoming severely overwhelmed or distressed (Homeyer & Sweeney, 2011). This safety is a result of several distinct sand tray properties: (a) The use of miniatures creates a therapeutic detachment through symbolism of the event; (b) clients can play out various scenarios and take control of situations that they were unable to control during the trauma event; (c) the client can project difficult or overwhelming emotions through the miniature, instead of having to verbalize these feelings; and (d) this projection allows clients to express anger or sadness in a safe way, through the miniatures (Homeyer & Sweeney, 2011). These components of sand tray therapy are particularly salient for military personnel and their families, given the cultural stigma around seeking mental health care within the military. Service members cannot express intense anger toward those who are hierarchically above them, and natural trauma responses, such as fear or lack of control, may be interpreted as weakness (Kern & Perryman, 2016).

Sand tray therapy can implemented within any theoretical model. It works well with relational approaches that address both intra- and interpersonal factors, as described in the following case example.






Case Example and Applications for Hope and Healing

Imagine: You are in a hostile foreign country, thousands of miles from the familiarity and comfort of home. There is only heat, sand, and the constant threat of danger. You are a medic with the Marine Corps, deployed to Iraq during Operation Iraqi Freedom. Your purpose—what you have devoted your life to—is to heal the wounded and to save lives in combat. You and several of your men are gathering reconnaissance data for an area not too far from your forward operating base. You see a Humvee in the distance, one of your own, and welcome the sight of men returning safely. Suddenly you see a bright flash, and, soon after, a loud explosion rings in your ears. The Humvee is engulfed in flames, and the men around you begin jumping to action. Before you realize, you are running toward the Humvee, only thinking about the ability to save those inside. There is a gunnery sergeant screaming orders over your left shoulder, telling you to stop. He’s yelling that the area needs to be cleared before you can go in. You ignore him, your focus solely on treating the wounded. You reach the battered Humvee and realize the doors are sealed shut from the heat. A team of men pries them off, only to find casualties inside; the impact of the explosion knocked the bolts securing the seats loose, allowing the bodies inside to be thrown around mercilessly. There is no saving them.

This was Michael’s experience. He is a Marine corpsman, now separated from service, who presented to counseling with symptoms of PTSD. When we began using sand tray therapy in session to process his trauma, this was the first scene he chose to place in the sand. He created a literal map of the area—piling sand up into ridges, digging trenches, and drawing lines to show who was where, and when. He chose a goose with its wings spread to protect its young as a figure representative of himself, and a large, ugly monster to take the spot of the screaming gunnery sergeant. After the scene was created, he described the event in detail—his words choked through tears as he shared the experience of being unable to protect his men and the trauma of being told that he was disobeying orders and would be written up while trying to save others.

After Michael’s scene was created and he had processed through his original narrative, I asked him what various pieces might say if they could speak. He touched the goose and simply said, “I’m sorry.” We began to slowly rotate the tray to give Michael different perspectives of the scene he had created. He stopped me several times to rearrange figurines so that they were the appropriate distances from each other, to reflect the scene as he remembered it. He also mentioned, that as the goose and explosion figurines rotated away from him, he began to feel more anxious and protective over them until they rotated back around toward him again.

Finally, I asked Michael whether he would like to make any changes to the scene. He looked at it thoughtfully and removed the monster representing the gunnery sergeant, replacing him with a treasure chest he found on the figurine shelf. He was quiet for a moment and then explained that he did not want to remember that part of the event because it distracted from the loss of his brothers. Instead he chose to put that part of the memory in the treasure chest, silencing him and ridding himself of the fear and doubt that came from that part of the trauma memory. He said, “Now that it’s quiet, I can take care of my men properly.” When asked how he could take care of them, he responded, “I can know that I did everything I could to help them. And I can say goodbye.”

Michael continued to process other parts of this scene in future sessions, eventually moving on to other trauma events that occurred during his time in combat. The ability to distance himself from the trauma event using sand tray figurines was helpful to his storytelling process, and the opportunity to restory by changing components of his scene allowed him to begin moving out of the shame and guilt that surrounded the event.






Future Directions and Emerging Research

There has been a recent push for neurofeedback as a valid treatment option for service members who suffer from military-related trauma (Fragedakis & Toriello, 2014). Prolonged amounts of time are spent in states of hyperarousal as part of their training and in combat. This excessive responsiveness can lead to chronic maladaptive functioning in the autonomic and central nervous systems (Brosschot, Gerin, & Thayer, 2006). Neurofeedback technology provides clinicians the opportunity to study patterns of brain waves and to explore functioning of the central nervous system. At the same time, the service member can be trained to alter the electrical activity in their brain to appropriately correspond with neurochemical activity, creating an effect much like medication (Fragedakis & Toriello, 2014). Neurofeedback may be attractive to service members because of a common mistrust of medication (often stemming from the stigma of mental health issues and help seeking within military culture; Burk, 2008) as well as its structured training components—a format familiar to those who have served.

Animal therapies, particularly equine therapy, have also been suggested for use with service members. However, there appears to be a lack of current research— but a great deal of anecdotal stories—around equine therapy with the military population. Equine therapy uses the body as a tool for communication, to which the horse then responds. This modality of therapy emphasizes insight and emotional expression along with establishing trust and developing healthy relationships (Kirby, 2016). Equine therapy approaches are believed to be effective with nonmilitary populations, such as clients who struggle with disordered eating (Lac, Marble, & Boie, 2013), youth who have experienced trauma (McCullough, Risley-Curtiss, & Rorke, 2015), and adults who have been exposed to secondary trauma (Park & Arbaut, 2013). Equine therapy with military populations, specifically used in treating PTSD symptoms, has been tested through a pilot study conducted by the Equine Assisted Growth and Learning Association (2013) and another study led by Johnson et al. (2018). Results of these studies were positive, but more exploration is needed before the approach can be considered empirically validated.

Although the military system may appear to be founded in individual strength and resilience, it truly is a culture based in relationship (Hall, 2016; Junger, 2016). The cohesive nature of the military unit facilitates success both in and out of combat. This cohesion supports families and individuals during times of stress and transition, and it points to the power created within relational resilience. There are, however, experiences that service members may try to hide, both in general interpersonal interaction and within counseling, out of fear that they will be misunderstood or judged. A relational approach allows practitioners to honor these strategies of disconnection, normalize a variety of experiences, and build on the variety of connections that are an intrinsic piece of military life.
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Multiple-Choice Questions


	What are the stages of deployment (in order)?

	Predeployment, deployment, redeployment, sustainment, postdeployment

	Predeployment, deployment, sustainment, redeployment, postdeployment

	Predeployment, deployment, postdeployment, sustainment, redeployment

	Deployment, sustainment, postdeployment, predeployment, redeployment




	What are the “Masks” of the military system?

	Moral injury, PTSD, and trauma

	Collectivism, hierarchy, and retirement

	Secrecy, stoicism, and denial

	Warrior, parent, and spouse




	The death of a loved one in combat could result in this type of loss:

	Ambiguous

	Concrete

	Ambivalent

	Hierarchical




	When a family member returns from combat with PTSD symptoms, other family members may be at risk for developing

	Moral injury.

	Group cohesion.

	Substance use.

	Secondary traumatic stress.




	According to some researchers, this type of injury can destroy the ability to trust and cultivate expectations for harm and exploitation.

	Spiritual injury

	PTSD

	Moral injury

	Traumatic brain injury (TBI)




	Female service members who have experienced military sexual trauma (MST) are how many more times likely to develop symptoms of PTSD?

	Two

	Seven

	Nine

	Twelve




	What is the most consistent approach to working with military populations?

	Biofeedback

	Neurofeedback

	Solution-focused brief therapy (SFBT)

	Cognitive-behavioral therapy (CBT)




	Which counseling approach is often used for those who need to take action and make changes quickly?

	Solution-focused brief therapy (SFBT)

	Cognitive-behavioral therapy (CBT)

	Relational-cultural theory (RCT)

	Equine therapy




	When military members try to implement military strategies into their family units, they may use a power-over approach that can result in

	Connection and respect for authority.

	Obedience and group cohesion.

	Disconnection and relationship violations.

	Relational resilience and mutual empathy.




	Taking a nonpathologizing approach, such as RCT, may help develop an increased perception of

	Power-over techniques.

	Relational competence.

	The central relational paradox.

	Isolation and alienation.




	Reaching out to loved ones while in distress represents which RCT concept?

	The central relational paradox

	Mutual empathy

	Power-with techniques

	Relational resilience




	Why is talk therapy not always a good choice for individuals who have not yet integrated their trauma events?

	Because the part of the brain responsible for verbalization essentially shuts down when trying to access trauma memories

	Because these clients are often resistant and don’t like to talk about their trauma

	Because the right-brain hemisphere shuts down when accessing the trauma memories

	Because these clients prefer to use expressive arts techniques in counseling




	The most recent deployments to Iraq and Afghanistan were some of the longest since World War II. How long did they last?

	3–6 months

	6–12 months

	6–18 months

	18–24 months




	After reentry to the civilian community, it is common for service members to have the following feelings.

	Accepted, understood, connected to others

	Resilience, fear, exhaustion

	Disconnected, alienated, misunderstood

	None of the above




	It is not uncommon for service members to view combat stress or traumatic injuries as a

	Fabrication.

	Weakness.

	Normal response to an intense stressor.

	A badge of honor.













Essay Questions


	What were your initial biases about military service members before reading this chapter? How might those biases affect your work with this population?

	Describe the presence of grief and loss within the military lifestyle.

	How are traumatic events in the military community experienced differently than they might be in the civilian community?

	Discuss the importance of connectedness and cohesion, not only to military functioning but also to the mental well-being of the service members and their families.

	How do the key concepts of relational-cultural theory coincide with military cultural values and attitudes? Where are there discrepancies? What are some parallels?
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CHAPTER 13
Crisis Intervention and Prevention in K–12 Schools

Brenda Jones, Elias Zambrano, and Shane Haberstroh


Schools are social contexts where young people seek to find their place in a community of peers and adjust to ever-increasing responsibilities. Natural stresses abound. Students face heartbreaks, interpersonal conflicts, disappointments, and performance anxieties. Many youth shoulder the added weights of traumatic stresses and significant or chronic losses as they navigate death of a family member, addiction at home, abuse and neglect, and social rejection in the school setting (Reinbergs & Fefer, 2018). Some may suffer quietly, others may act out, and some students maintain a productive disposition unable to outperform their feelings of loneliness and shame. Losses, crises, and traumas complicate and exacerbate the developmental and academic stresses that students navigate. Examples of crises and trauma in schools include bullying; school shootings; natural or accidental death of a student, teacher, or principal; death by suicide; physical and sexual abuse; neglect; substance abuse; family violence; sexual orientation or gender identity; natural disasters; ineffective relationships; wars or threats of war; and cultural issues and historical trauma. Facing these alone only makes matters worse, and it appears that empathy and compassion may be waning among youth.

A major study of more than 13,000 people showed that college-age students were less likely to show empathic concern or engage in perspective taking (Konrath, O’Brien, & Hsing, 2011). This finding is profound because relational resilience reflects the courage to reach out when in pain or disconnection (Jordan, 2017). When a student reaches out into an empathic vacuum or is met with ridicule or dismissiveness, life can seem hopeless. Social disconnections can lead to abject misery, risky behaviors, violence, and suicide (Boullier & Blair, 2018). The rising mental health problems in schools (Horowitz & Graf, 2019) speak to the need to support school counselors, staff, and administrators to create compassionate learning spaces.

As a social microcosm, the school culture reflects the values of the communities it serves. Social-economic status, levels of neighborhood violence, and community mores contribute to the school ethos (Löfving-Gupta, Lindblad, Stickley, Schwab-Stone, & Ruchkin, 2015). Strong connections between schools and families can buffer some social strife and offer hope for communities and schools in need. The Compassionate Schools Project (https://www.compassionschools.org/program/) is one such endeavor that focuses on holistic wellness and students’ capacities to care for others and develop their own personal awareness. A compassionate school—focused on developing growth-promoting relationships, mind-body wellness, and resources to respond to inevitable crises—will be equipped to meet students and families when tragedies strike.





The Toll of Violence

Parents and other caretakers send their children to school each day with the hope that their children will enjoy positive learning and social experiences. However, statistics show growing incidences of violent acts performed at school, and even one school shooting, suicide, or story of a child suffering at the hands of a bully is one too many (Kress, Haiyasoso, Zoldan, Headley, & Trepal, 2018). Moreover, nearly 47% of children have experienced an adverse childhood event during their lifetime, and nearly 20% live with mental health issues (Boullier & Blair, 2018). Although school shootings and natural disasters are not a daily occurrence, life with traumatic stress can be. When school- or district-wide disasters strike, the chaos can destabilize safe environments and produce traumatic stress reactions.

Acts of violence in schools carry a heavy cost, and the traumatizing nature of such acts presents risks for students’ mental health concerns. These include heightened levels of anxiety, posttraumatic stress, acute stress disorder, complex trauma, secondary trauma stress, mood changes, prolonged grief, and depression (Beland & Kim, 2016; Hinduja & Patchin, 2017; Holland & Neimeyer, 2011; Johanneson, Lundin, Hultman, Frojd, & Michel, 2011; Kristensen, Weisaeth, & Heir, 2012; Turunen & Punamaki, 2016; Wilson, n.d.). Additionally, violence in or related to the school environment affects students’ cognitive, social, and emotional development; learning potential; and school attendance; as well as their engagement in career development (Banks, 2006, 2016; Pérez, Abrams, López-Martínez, & Asmundson, 2012; Zima et al., 2000). Therefore, it remains imperative that school personnel continue to obtain the knowledge and skills necessary to respond to and intervene when these acts of violence do occur. Equally necessary, schools must remain steadfast in working with students, school staff, and the community to build preventive capabilities before these violent occurrences.

In anticipation of a crisis, schools ideally create a thorough and collaborative crisis plan that allows the various personnel to understand potential risks and to implement a plan of action should a crisis occur (Brown, 2018). When crises arise at school, administrators must make quick decisions, often at the spur of the moment, to organize and manage those to stabilize and secure the campus and community. Without a well-vetted safety plan, a tumultuous situation can devolve into even more chaos. A comprehensive safety plan includes several key aspects. The U.S. Department of Education (USDOE, 2013) offers comprehensive planning services through the Readiness and Emergency Management for Schools website. Crisis planning in school settings is a major undertaking and involves buy-in from all levels, clear channels of communication, and investment from the community and administration. Key elements of developing a safety plan (USDOE, 2013) include (a) creating a planning team to identify and rank potential threats and (b) outlining strategies and resources to address potential crises. After the plan is developed, the team provides regular ongoing training to staff and evaluates the plan on a regular basis. Planning teams consider practical elements such as identifying evacuation procedures, establishing annexes to provide physical safety, and developing communication strategies to mitigate the spread of misinformation (USDOE, 2013).








The Relational Foundation for Crisis Intervention and Prevention in K–12 Schools

School personnel should create environments to help students thrive using “developmental, strength-based, contextually-focused, and wellness perspectives” (Duffey & Somody, 2011, p. 223). Engaged school professionals understand and respond with anticipatory empathy to the varied crises and traumatic experiences experienced by their students. From this spirit, they respect that interpersonal conflicts and experiences of bullying, rejection, or humiliation can create miserable situations for students, especially when their pain is ignored or dismissed.

When responding to students in distress, counselors consider the contextual factors that affect students’ ability to fully participate in the school community. These concerns may arise from troubling relational situations with peers, parents, or school personnel (Kress et al., 2018). An emphasis on growth-fostering relationships is an important relational-cultural theory (RCT) tenet inherent in the work of professional school counselors (Kress et al., 2018). Effective school counselors invest in relationships that empower students to develop accurate perceptions of themselves and their worth as well as the interpersonal skills that support meaningful connections with others (American Counseling Association [ACA], 2014; American School Counselor Association [ASCA], 2016; Gysbers & Henderson, 2012). See Sidebar 13.1 for information on supporting students.

Understanding the link between establishing healthy relationships and professional counseling emerges central for counseling efficacy (Duffey & Somody, 2011; Kress et al., 2018; Miller, 1986, 2003). RCT suggests that youth may engage in inauthenticity to survive a system that does not embrace or allow it (Duffey & Somody, 2011; Kress et al., 2018; Miller, 1986, 2003). Bullying and school shootings are formidable events that threaten students’ physical and emotional safety. When a school community faces violence and loss, healing grows when the people involved, and those outside the system, support one another in the immediate aftermath and maintain ongoing connection (Kress et al., 2018). This support can be especially poignant for students who experience complicated grief and posttraumatic stress reactions long after a crisis event occurs. School counselors anticipate that some students may experience prolonged or delayed reactions and respond with anticipatory empathy and nurture the relational resilience (Jordan, 2017) that students show when they reach out long after people say they should be over their loss.







Sidebar 13.1 • Supporting Students

Teachers, counselors, parents, and school staff may view a child’s concerns from different perspectives. Sometimes a teacher may blame a parent for a situation, or a parent may blame the school environment. Instead of blaming others, what could a counselor do to empower and support their students while creating a supportive atmosphere for all individuals involved?













Bullying

Bullying, which can erupt from unequal balances of power and influence, remains a prevalent form of violence on school campuses. Nearly one third of all students ages 12–18 reported having been bullied at school or on school buses (National Center for Education Statistics [NCES], n.d.). Bullying encompasses a variety of forms. Individual bullying occurs when one individual or a group bullies another person. Pack bullying, or bullying carried out by groups, is prominent in high schools and tends to last longer than bullying done by individuals. Bullying takes place in person or online as well as through emails, chat rooms, social networking services, text messages, instant messages, website postings, blogs, or a combination of these mediums.

According to Waasdorp, Pas, Zablotsky, and Bradshaw (2017), physical bullying includes physical abuse, threats of physical harm, and attempts to force individuals to act in ways against their judgment and values. Emotional bullying, most prevalent overall, includes attempts to demean, ostracize, or minimize others. Relational bullying, most prevalent among girls, involves the manipulation of social status or reputation. Bullies generally target particular youth who appear different because of sexual orientation; gender identity; religion; disabilities; and racial, ethnic, or immigration status (NCES, n.d.; Waasdorp et al., 2017). Victims of bullying and bystanders (individuals who witnessed the bullying event) experience low self-esteem, trust issues, lack of assertiveness, aggression, anger, and isolation (NCES, n.d.), which may last for many years following the bullying incidences.






School Shootings and Other Violent Acts

Shocking and startling headlines continue to plague the United States—“Thirteen lost their lives in one high school in Colorado; one killed and eight injured in another”; “Two students killed in a high school in New Mexico”; “A teacher and four students murdered with 10 others injured during a shooting spree in a small rural middle school”; “Twenty students and six adults killed at an elementary school in Connecticut”; “Two students killed at a high school in Arizona”; “Seventeen killed at a mass shooting at a high school in Florida.” Although these headlines are concerning, a larger question is, “What is the motivation behind these shootings?” Research shows that 71% of school shooting offenders experienced depression and suicidal thoughts and made suicidal threats, gestures, or attempts before committing the offense (Langman, 2015; Vossekuil, Fein, Reddy, Borum & Modzeleski, 2002).

Two studies by Gerard, Whitfield, Porter, and Browne (2016) and Wike and Fraser (2009) found that 54% of youth who bully had been victims of bullying, abuse, or neglect and had a history of violence. Vossekuil et al. (2002) also contended that students who bully experienced or perceived rejection from individuals or organizations (Wike & Fraser, 2009). Langman (2015) identified three broad typologies of school shooters. Although there were shooters who suffered from traumatic backgrounds, other perpetrators had relatively supportive upbringings, and some exhibited schizophrenic and delusional thinking. Drug and alcohol use appeared to be a common thread that underscored many school shooters’ histories. These startling statistics underscore the importance of mental health counseling in the public school systems and interventions to reduce access to lethal means for students at risk of harming others.






Prevention and Intervention

Professional school counselors address crisis and trauma events through evidence-based prevention and intervention programs. Comprehensive school counseling services support the domains of academic, career, personal, and social development (ASCA, 2016; Gysbers & Henderson, 2012; Texas Education Agency [TEA], 2018). These general services are available for all students, although some pupils may need additional and targeted program resources. School counselors provide interventions and support through (a) the guidance curriculum, (b) individual student planning, (c) responsive services, and (d) system support components (Gysbers & Henderson, 2012; TEA, 2018).

Briefly described, the guidance curricula help students acquire growth-supportive, age-appropriate competencies. Small to large groups support shared acquisition of these competencies. Individual planning focuses on individual students’ goal setting and planning in major life and academic domains. Responsive services target students whose personal concerns and problems may affect their development. Through this modality, students receive direct individual or group counseling, and counselors partner with and support caregivers and invested professionals in students’ lives. This responsive services team addressed any preventive, remedial, or crisis intervention issues in a student’s life. System support services focus on the enhancing processes and systems that support students’ success at institutional and district levels (ASCA, 2016; Gysbers & Henderson, 2012; TEA, 2018). Students receive a host of prevention and intervention activities through this program framework.


Prevention


Guidance and Classroom Activities

Students receive skills training to develop a repertoire of skills and knowledge to help them cope during potential crises and stressful situations. These involve developing communication and problem-solving skills to build and sustain relationships (i.e., using assertiveness skills, conflict resolution skills, and coping strategies to respond to peer pressure related to substance abuse, bullying, or other violent acts; TEA, 2018). Many counselors deliver age-level interactions focused on helping youth gain personal awareness and develop strategies to relate well with others in the school context.



Small Groups

Youth who experienced losses or abuse or those who struggle with mental health issues can find more intimate and tailored support in small group settings. In all these interactions, caring relationships seem to be the most powerful ingredient for helping pupils develop empathy, self-worth, and empowerment through authentic connections with others (Duffey & Somody, 2011; Miller, 1986, 2003). As students learn effective strategies and important information about their situations, they may begin to feel less alone and recognize that the counseling staff is a ready resource when crises and school stressors occur.




Intervention

Through individual and group counseling, students may begin to experience authentic relationships and develop mind-sets and skills necessary to address the stresses and problems in their lives. School counselors develop consultative relationships with parents, teachers, and support staff who can advocate for students as they make sense of traumatic incidents. In situations in which students experience a traumatic event and would benefit from ongoing care, approaches such as Cognitive Behavioral Intervention for Trauma in Schools provide psychoeducational modules, individual counseling, and skills training to mitigate the effects of trauma. Likewise, the Coalition for Grieving Students offers school personnel strategies to work compassionately and authentically with students who experienced loss.







Creative and Cognitive School Counseling Approaches

Children and adolescents often respond well to creativity in counseling, and counselors use creative modalities to connect with them in developmentally and culturally appropriate ways (Duffey & Somody, 2011; Gladding, 2015; Vernon & Schimmel, 2019). Creative and novel modalities provide a platform for culturally sensitive expressions that move students toward genuine authenticity and connections with others (Duffey & Somody, 2011; Gladding, 2015; Vernon & Schimmel, 2019). This stimulates engagement in counseling and promotes connections and change (Jacobs & Schimmel, 2013). Creative mediums (e.g., art, music, and poetry) heighten client personal awareness and encourage students to find their voices and explore novel ways to resolve concerns.

The cognitive aspects of rational emotive behavior therapy, motivational interviewing, and cognitive-behavioral therapy may help students explore and identify thought patterns and choices that lead to distress. Many students’ presenting problems appear to be centered on all-consuming, and sometimes paralyzing, thoughts. Students enter counseling with patterns of communication with others and inner dialogues that may lead to isolation from other people. Some youth may feel lost and alone and may not be clear on any one specific stressor that seems problematic. By gently exploring beliefs and developing effective skills, students may find their voice, ask for the kinds of connections they need to thrive, and learn that they truly matter to a mutually empathic school counselor.






Multicultural Concerns

Children and adolescents belong to various systems—families, schools, peers, and communities. Because they are dependent in many ways on these systems, alliances and connections with these systems make significant differences in students’ lives (Vernon & Schimmel, 2019). Children develop worldviews from the influences of culture and socialization (ASCA, 2016; Arredondo, 1999; Sue & Sue, 2019). They share diverse values, beliefs, gender, gender identity expressions, abilities and disabilities, age, sexual orientation, culture, race, ethnicity, religion, social class, economic status, lived experiences, and other influences. An enduring level of respect for the cultural complexities reflected in each client serves as a guiding principle. See Sidebar 13.2 for information on creating respectful environments for children.

Counselors uphold an ethical and professional responsibility to develop multicultural competence and to be sensitive to the many nuances of client diversity (ACA, 2014; ASCA, 2016; Arredondo, 1999; Sue, Arredondo, & McDavis, 1992; Sue & Sue, 2019). Counselors attend to their own cultural attitudes, conditioning, and experiences that affect counselor-client relationships. Additionally, school counselors understand that multicultural awareness and experiences with diversity inform students’ development. Counselors plan prevention and intervention activities with these ideas in mind (Pledge, 2004; Vernon & Schimmel, 2019).






Ethics and Legal Issues

State laws, school board policies, and standards of behavior expected of counselors in the community guide a school counselor’s work. These standards support a school counselor’s awareness of when to make appropriate referrals to medical, legal, and other counseling services (ASCA, 2016). Counseling relationships with minors require that counselors consider the specialized ethical obligations of confidentiality, parental consent, and counselor competencies needed for working with minors.


Confidentiality

Ethically, minors should be able to expect confidentiality in many instances; however, parents and guardians hold certain legal rights that limit confidentiality. Consequently, professional school counselors may find it challenging at times to ensure absolute privacy while working with other people and groups vested in a youth’s well-being. The ACA Code of Ethics (ACA, 2014) require “that counselors protect the confidential information of prospective and current clients. Counselors disclose information only with appropriate consent or with sound legal or ethical justification” (B.1.c). Counselors also

Recognize their primary ethical obligation for confidentiality is to the students but balance that obligation with an understanding of parents’/guardians’ legal and inherent rights to be the guiding voice in their children’s lives. School counselors understand the need to balance students’ ethical rights to make choices, their capacity to give consent or assent, and parental or familial legal rights and responsibilities to make decisions on their child’s behalf. (A.2.f)









Sidebar 13.2 • Respectful Environments for Children

Children come from diverse cultures and backgrounds. The school environment may be the first time a child interacts with someone different from them. If you were a school counselor, how could you implement a safe and respectful place for all children?






ACA (2014) and ASCA (2016) highlight exceptions to confidentiality. The general requirement that counselors keep information confidential does not apply when disclosure occurs to protect clients or identified others from serious and foreseeable harm or when legal requirements demand that confidential information must be revealed. Counselors consult with other professionals when in doubt about these exceptions (B.2.a and A.9.a–d). Although ethics and legal information can be complex, the ASCA ethical code contends that these concepts must be explained in developmentally appropriate terms through multiple methods such as student handbooks, school counselor department websites, school counseling brochures, classroom curriculum, and/or verbal notification to individual students (A.2.c).



Parental Consent

ASCA (2016) asserts that professional school counselors inform parents of the mission of the school counseling program and foci on relevant academic, career, and social-emotional domains. ASCA further emphasizes that parents and guardians become educated on the confidential nature of the school counseling relationship. Collaboration with parents is integral, and the confidentiality of counseling work is respected in accordance with the student’s best interests (B.1.e–g). Additionally, ASCA highlights that “even though attempts are made to obtain informed consent, it is not always possible. When needed, school counselors make counseling decisions on students’ behalf that promote students’ welfare” (A.2.c).







Factors, Approaches, and Interventions That Foster Healing and Resiliency

Two sample cases are presented next that describe work with students using the RCT lens. The first case describes a head counselor’s leadership while using a school-wide approach in meeting a campus need that minimized threats to students’ development. The second case describes a systemic city-wide approach focused on intervention and prevention.






Case Example Illustrating Applications for Hope and Healing

Times of crisis present a clear and salient need for campus administration to consult and collaborate with professional school counselors. Crises appear to be inevitable on a school campus, and advanced preparation remains the best plan for managing them. Without this preparation, educators face highly charged emotions in the midst of severe time pressures.

At approximately 2 p.m. on a school day, the school principal informed my (Brenda’s) staff and me of a student who collapsed at school and whom first responders rushed to the hospital. We were on standby because the student’s condition, after attempts of medical stabilization, seemed grim. About an hour later, the student died, and the counseling staff immediately followed our critical incident plan and assisted the campus in navigating the loss of a beloved student.


Death on Campus and the Need for Relational Responsiveness

Death of an individual on campus leaves a void, even for those who never met the deceased. Some students may experience emotions evoked from previous losses. Handling a death on campus can be a daunting task. It presents challenges to most counselors and engenders fear and sadness in teachers and administrators. Because of their lack of training in this area, some teachers and administrators may appear uncomfortable assisting students with intense, but normal, emotional responses to death (e.g., crying, shock, anger, and numbness). Nevertheless, when a campus faces a traumatic situation, a team approach involving all school personnel remains crucial to develop strength-based, contextually focused, and wellness-centered perspectives (Duffey & Somody, 2011). Many theoretical approaches support the idea that most individuals possess the innate potential to cope with death. RCT posits that individuals’ natural growth evolves through growth-fostering connections with others and offers a paradigm to support growth (Duffey & Somody, 2011; Kress et al., 2018; Miller, 1986, 2003).



First Steps

The principal and I prepared for an emergency meeting with the faculty and staff immediately after school. Before that meeting, we contacted the director of guidance and requested that additional district counselors be placed on standby. We prepared critical incident folders for these visiting counselors that contained name tags, a copy of the campus bell schedule, a map of the campus, a list of assigned rooms by class periods used for counseling, the approximate timeframe for counselors to meet with grieving students, a lunch and break schedule, and a sign-in sheet for grieving students.



Communicating With the School Community

By 4 p.m., I addressed 200 faculty, staff, and administration about this death that appeared to present a huge emotional impact on our campus. Our goal was to calmly support the professionals responsible for the 3,000+ student body who may experience and respond with intense feelings to this traumatic event. We let them know the relevance of their role in identifying students who might display immense grief. Recognizing that their own emotions and experiences could help or hinder the situation, we gave the faculty and staff a list of helpful responses for use with grieving students and unhelpful responses to avoid. Afterward, we collaborated in developing a memo prepared for all teachers to read to students in their first-period classes on the next school day. This memo included helpful hints for teachers and acquainted them with details on how to assist grieving students and teachers. Additionally, it informed them of counseling resources. See Sidebar 13.3 on supporting students during a school crisis.



Ongoing Responsiveness

Late that evening, we covered tables and wall areas with butcher paper and provided colored markers so students could express their grief nonverbally, with counselors facilitating. Finally, we reviewed the posters before presenting them as condolences to the family.







Sidebar 13.3 • Supporting Students During a School Crisis

When children get on the bus for school, they may not expect campus violence in their near future. Teachers are preparing their lesson plans and are not generally worried about a crisis. After a violent act, such as a school shooting, teachers and school staff comfort children while feeling their own emotions and loss. Can you imagine a school counselor’s thoughts and visceral distress as they see their school system in chaos? What would you see as ways to support students, teachers, and staff during and after a school crisis?












Steps to Provide Responsive Counseling Services

The following steps should be taken when providing responsive counseling services:


	First, seek accurate information from the campus principal before reacting and releasing. The principal confirms the facts of the incident by contacting the school superintendent and the public relation/communication director.

	If applicable, take the deceased student’s sibling(s) to a private office (e.g., the principal’s or counseling office) to receive the news preferably from a family member.

	Guide the family in giving the news of the death in a simple, direct, honest, factual, and supportive manner. Expect the sibling’s reaction to range from shock and silence to traumatic screaming.

	Answer only those questions that can be answered and allow the family time to not only emote but also express their feelings and reactions. Designate school counselors to remain with the family until the family goes home. Give community agency referrals if needed.

	Make plans to respond to other individuals in the deceased student’s immediate circle (i.e., contact the deceased student’s former schools so that they might get prepared to respond to family members or other students on their campus[es]). Contact the counseling office where the deceased student’s siblings attended as well.

	Designate rooms that will be used for visiting counselors; check-ins; counseling; and breakfast, snack, and lunch breaks.

	Assign a counselor to the deceased student’s classes all day the next day so that the counselor can respond quickly to those in need. Make plans to receive students in need of grief counseling. Establishing growth-fostering relationships remains crucial. Meet the diverse needs of students by offering individual sessions or homogeneous and heterogeneous groups in which mutual empathy occurs.

	Inform the principal that a substitute teacher might be needed for grief-stricken individuals who experienced close relations with the deceased (e.g., teachers, coaches, and school nurses).

	Make plans to escort students and teachers in need of grief counseling to the counseling center.

	Assign counselors to visit clubs and organizations that the deceased student participated in and respond to their needs.

	Because of the potential for high emotions, assign a counselor to be with the grieving family members when they arrive on campus to secure the student’s property from all lockers (those in classroom hallways and possibly those in the gymnasium).

	Make arrangements for grieving students who experienced immense grief to be picked up by parents.

	After receiving clearance from the principal, superintendent, or communications director, prepare to respond to television reporters. In responding to a death on campus, the principal may be more comfortable when a counselor serves as the campus spokesperson.

	Ask the administrative staff to contribute by providing lunch for additional counselors who arrived on campus to assist. Also ask administrators to remain available to assist, as the needs arise, with clerical or administrative details.

	Make plans to allow students to respond to this loss in a cultural, religious, or spiritual context. This may be comforting and reassuring to some individuals.

	On the day that the counselors implement a crisis plan response and after informing all classes of the student’s death, ask the principal to do a moment of silence announcement at the end of the day or the following day.

	Make plans (with the help of central office counseling staff) to debrief teachers, principals, and counselors (in like groups) at the end of the day that the counselor implemented the all-day response to this crisis. Also, be aware that monitoring the campus’s emotional climate should occur days after the death until the campus appears fully stabilized.








Case Example Illustrating the Impact of System-Wide Prevention

When a person dies by suicide after living with the torment of bullying, we are left with feelings of deep sadness and many questions. As counselors we look for ways to honor the lives of people who suffered so much and seek to make a difference in the lives of those who feel isolated, alone, and hurting. This investment underscored the ACA Impact Project, a program that emerged from ACA President Duffey’s national Anti-Bullying and Interpersonal Violence Presidential Initiative 2015–2016 (Duffey, 2015).

Many activities across the United States surfaced to address the spirit of the Impact Project. Among them was a week-long community effort I (Elias) organized. School district–level program leaders of school counseling programs in the larger San Antonio, Texas, metropolitan area met regularly to discuss support strategies for continual improvement of their districts’ school counseling programs. These leaders quickly embraced the idea of a city-wide effort to address the national antibullying and interpersonal violence campaign that was underway. The group adopted the principle of a “schoolwide foundation [that] provided students and staff with the supports and skills to develop and foster appropriate behaviors and healthy emotional adjustment” (USDOE, 2000, p. 7) as a framework for organizing their venture. Subcommittees structured a planned week-long campaign titled “Take the Challenge: Build Cool, Caring, and Inclusive Communities.” Further- more, this group aligned all planned activities to the Texas state guidance curriculum (TEA, 2018).

Subcommittees worked to address various tasks for a successful initiative. One member sent letters to all area school superintendents inviting district participation. Using activities aligned with the Texas model for comprehensive school counseling programs’ (TEA, 2018) guidance curriculum, activities were created for each day of the designated week; members then sent prepared packets to area schools through each district’s department of school counseling. Packets included instructions for procedures to follow, steps to use in debriefing activities daily with students, and worksheets needed for recommended activities. A brief description of each day’s activities follows:


Monday Activity: Drumming Up Diversity

The week’s kick-off activity emphasized cross-cultural effectiveness by encouraging students’ understanding and appreciation of differences and similarities among one another to support an inclusive community. The committee provided various developmentally appropriate activities designed to help students gain insight and awareness of self and others. Motivational readings on cross-cultural effectiveness for morning announcement time, using the school’s drumline during passing periods to highlight the morning’s reading, and providing experiential activities as lunch time activities helped students get to know others.



Tuesday Activity: Career Interest Dress Day: Be Uniquely U!

We designed the activity for the second day to support students’ self-confidence and to help them build personal empowerment against harmful behaviors. The committee provided an adaptable activity that addressed developmental differences in classroom guidance sessions. Additionally, the committee asked schools to encourage students to dress in clothing reflective of their current career interests—with a special emphasis on the word current—to highlight the fact that many students may not yet know where their interests lie. We offered activity instructions and materials for a puzzle used for the classroom guidance session. In this activity, the instruction called for students to answer questions such as “What is self-confidence?” “What do self-confident people look like? Sound like?” and “What are the benefits of self-confidence?” Facilitators allowed time for students to share responses with each other, expressing their thoughts about self-confidence in relation to interpersonal violence. Exercises such as these can offer students opportunities to explore the nuances of self-confidence.



Wednesday Activity: Pairing Up Against Put-Downs

Students demonstrated positive interpersonal skills by linking with others in support of safe and inclusive communities. The recommended age-appropriate activities underscored the idea of students standing together against bullying and interpersonal violence in support of peers who felt excluded or alone. Sample activities included reading motivational quotes throughout the day, structured classroom activities to give and receive positive affirmations to and from peers, and a fun dress day to wear matched crazy socks with friends or to dress identically with others.



Thursday Activity: Harmonious Heroes

Day 4 called attention to the importance of building healthy relationships with others by exploring personal and unique interests, aspirations, and goals. Learning more about each other discourages stereotypical thinking, teasing, and harassment. We addressed the importance of building harmonious school climates—safe climates that say “no” to bullying behaviors—and encouraged students to become change agents, or heroes, who support harmonious cultures. The committee suggested activities such as writing essays addressing how harmony can affect students’ schools, their communities, and the world. Students also explored the concept of heroes, writing or drawing images about how they could become campus culture heroes. Given the negativity that can arise around cultural differences, another activity invited students to discover a list of countries represented by the student body in their school. Students created and displayed a flag for each representative country in a place of prominence. One other sample activity instructed students to create a paper doll chain and to uniquely decorate each figure to represent the diversity found in their school and community.



Friday Activity: Commitment Day

The culminating event for the week provided an opportunity for students to commit to actions that contribute to safe, caring, and inclusive communities. The committee provided two versions of student commitment pledge forms—one for elementary school students and one for secondary school students—and recommended that the signing of forms be given school-wide attention to demonstrate the community effort. Schools were encouraged to formally announce this activity over a school-wide speaker system and to provide these forms with requests for participation in classrooms. The committee recommended school campuses use campus-wide venues (e.g., rallies in cafeterias, gymnasiums, or auditoriums) to sign the commitment form.



Project Results

Fourteen school districts participated in this modified curriculum at their campuses. One district used the packet as planned, whereas others adjusted activities to accommodate other previously scheduled functions. Many incorporated activities within existing school programs, such as advisory periods, athletic rallies, band performances, or art contests. One district celebrated the spirit of the project and its culminating event at its community performing arts center, sending invitations to students, parents, and faculty across all grade levels to attend.

These activities fostered an opportunity for students to experience balance, authentic communication, connectedness, belonging, support, and validation through positive relationships while navigating and coping with this trauma experience (Duffey & Somody, 2011; Kress et al., 2018; Miller, 1986, 2003). The unfolding of this endeavor demonstrated a level of appreciation and trust in the counseling staff who invested in creating and supporting this project to help the school community address the many crises students face on campus and in their communities. Crises do arise in schools, and when we take proactive approaches, we can send a message of hope and healing.









Future Directions and Emerging Research

Although the U.S. Department of Justice reported that overall school violence rates have decreased between 1992 and 2014, 841,000 students experienced nonfatal violent acts at school in 2016 (Zhang, Musu-Gillette, & Oudekerk, 2016). Moreover, mass school shootings are on the rise, with school shootings in the past 19 years outnumbering all shootings during the 20th century (Katsiyannis & Whitford, 2018). Researchers are exploring the ways that schools can enhance safety, engage in prevention programming, and intervene with students who are distressed or at risk for committing violent acts (Katsiyannis & Whitford, 2018; Price, Khubchandani, Payton, & Thompson, 2016). In a study examining perceptions of 350 high school principals related to the factors influencing violence in schools, they reported that minimal parental monitoring of those who may commit violence, inadequate mental health services in the schools, and easy access to firearms were their top concerns (Price et al., 2016). Future directions in research and practice could speak to augmenting school-parent connections, supporting school counselors as mental health professionals in school settings, and helping families limit easy access to lethal weapons.
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Multiple-Choice Questions


	A recent major study showed that more than 13,000 college-aged students were _____ to show empathic concern than previous generations.

	Not at all likely

	More likely

	Equally likely

	Less likely




	Around _____ of children have experienced an adverse childhood event during their lifetime.

	47%

	20%

	10%

	60%




	Acts of violence in schools can put students at risk for developing

	Secondary trauma stress.

	Mood changes.

	Depression.

	All of the above




	Which is a key element of a school safety plan according to the U.S. Department of Education?

	Rank potential threats

	Set goals

	Make sure the government knows about the plan

	None of the above




	According to this chapter, which relational-cultural theory (RCT) tenet is important for professional school counselors to consider?

	Cognitive dissonance

	Fault thinking patterns

	Growth-fostering relationships

	Pushing students to heal after a crisis




	According to the National Center for Education Statistics, almost _____ of students are bullied.

	33%

	75%

	5%

	10%




	Bullying has three different types, which are

	Physical, emotional, and relational.

	Physical, psychological, and family.

	Emotional, relational, and family.

	None of the above




	What percentage of school shootings were from offenders who experienced depression and suicidal thoughts?

	10%

	20%

	71%

	60%




	Which is a commonality among school shooters?

	Drug and alcohol use

	Geographic location

	Supportive family

	All of the above




	The American School Counselor Association’s (2016) ethics state that limits of confidentiality must be

	Explained through creative modalities.

	Updated.

	Exclusively explained to the parents.

	Explained in a developmentally appropriate manner.




	What is a counselor’s first step in providing services after a death of a student?

	Make a plan

	Designate rooms for visiting counselors

	Seek accurate information from the principal

	Ask the administrative staff to contribute to providing lunch




	Responsive services include

	Targeting students whose personal concerns may affect healthy development.

	Helping students to acquire growth-supportive competencies.

	Preparation and then responding to only the needs of the parents.

	None of the above




	Counselors establish _____ relationships with parents to help support students after a traumatic event at the school.

	Real

	Consultative

	Counseling

	Direct




	After a traumatic school event, music and poetry may help students to find their voices and

	Replace math and science.

	Increase personal awareness.

	Explore novel methods for working through their concerns.

	Both b and c




	A national American Counseling Association antibullying initiative created by President Duffey in 2015 was called

	The Impact Project.

	The Kindness Project.

	Antibully Initiative.

	None of the above











Essay Questions


	Think back to your school environment. Did this feel like a safe time for you, or did it feel daunting and unsafe? What do you remember about the teachers you liked and didn’t like? What were the crisis response preparations your schools used?

	As a school counselor or school staff member, how might you encourage students to be authentic and help them be aware of bullying in a school system that may not embrace authenticity? How do you help them in connecting to their true self?

	Movies about school environments can be funny (Mean Girls) and sometimes emotionally intense (13 Reasons Why). How could you, as the counselor, spread awareness about movie media and its depiction of the school environment?

	What are your thoughts about the Impact Project? How do you see this potentially creating change in the school system?

	Do you envision cyberbullying becoming worse or better over the next decade? What about other types of bullying?
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CHAPTER 14
Crisis Intervention and Prevention in Higher Education

Nathaniel Ivers


For many students, college and university campuses may be viewed as bastions against many of the ills and plights common to society—places where enlightenment and transcendence occur unabated. Although such a vision of higher education as sanctuaries nestled among manicured campuses appears idyllic and ideal, it does not recognize many realities faced by many students, staff, faculty, and administrators in these settings. For other students, they may have little time to enjoy campus communities and resources as they balance full-time work; family obligations; and the stresses of class attendance, homework, and the inevitable life stressors. These stressors are prevalent in college populations. In a recent study of more than 53,000 presenting concerns at college counseling centers, Pérez-Rojas et al. (2017) found that students listed their top concerns as anxiety, depression, stress, family issues, academic performance, relationship problems, self-esteem, adjustment, and sleep problems. Students, faculty, and staff at colleges and universities navigate these academic and vocational transitions and stresses while often facing incidents of bullying, sexual harassment, sexual assault, and physical violence.





Higher Education Settings and Contexts

There are more than 4,500 college and university communities in the United States (National Center for Education Statistics, 2019) and nearly 20 million students enrolled in these institutions in the fall of 2019. Given the unique campus contexts, student demographics, and institutional supports available in higher education settings, students, faculty, and staff may enjoy ready access to prevention resources and campus climates supportive of mental health needs. Other higher education systems may be woefully underfunded and unable to support their community during times of routine stresses and crises (Katz & Davison, 2014). For example, students attending community colleges had access to fewer mental health services when compared with peers at 4-year universities (Katz & Davison, 2014). They also presented with more pressing mental health concerns, such as schizophrenia, bipolar disorder, and substance use disorders (Katz & Davison, 2014), and reported lower frequencies of professional care for these concerns. Given that community college populations represent people who are first-generation students, are single parents, and have limited social economic resources, these students could benefit from extra support and targeted services from counselors and professionals in local communities (Kalkbrenner, Brown, Carlisle, & Carlisle, 2019). As you consider working with students in higher education settings, it is important to assess the availability of on-campus resources with a recognition that the programs may be limited. In this chapter, I explore crises and traumas in these myriad higher education contexts. I also discuss preventative measures and interventions that may be used to address these concerns.








Relational Foundations for Work in Higher Education Settings

I frame these crises and traumas experienced on college and university campuses from a relational-cultural lens. In Chapter 2, Jordan and Duffey provide a thorough and clear overview of the core principles of relational-cultural theory (RCT). I highlight a few principles salient to college and university campuses. RCT discusses the importance of authentic connection, recognizing that relationships continuously shift between connection and disconnection. College students, especially those in their first year of college and those who recently transferred colleges, can be particularly susceptible to feelings of disconnection as they attempt to create new friendships and social networks in their new setting. This sense of disconnection may contribute to loneliness, homesickness, and isolation.






Bullying in Higher Education

A common image of bullying is that of elementary school children on a playground at recess being harassed, intimated, or physically attacked by one or more of their peers. However, bullying can happen at all ages and in every setting where people interact, including higher education settings. On college and university campuses, bullying takes many forms and can cause a great distress for those who are targets of such intimidation, harm, or coercion.


The Many Forms of Bullying on Campus

Bullying may occur between and among students, professors, staff, and administrators. It can rise on an individual level, such as when an administrator intimidates or coerces a faculty member, or it can occur on an organizational level, such as when faculty members within a department intimidate, harm, or attempt to coerce members of another department. Bullying can occur between individuals sharing similar levels of power and prestige (e.g., assistant profes sor to assistant professor, sophomore student to sophomore student, department chair to department chair) as well as between individuals in which a clear power differential exists (e.g., professor to student; wealthy, popular student to poor, unpopular student). See Sidebar 14.1 for information on bullying in higher education.

Bullying can take many diverse forms, including overt and covert bullying; direct and indirect bullying; on-ground and online bullying; and physical, psychological, and social bullying. Overt bullying can be physical, verbal, or social, such as hitting, kicking, name calling, or deliberately excluding others. Covert bullying includes subtle acts of aggression or intimidation, which may take many forms, such as nonverbal gestures, threatening looks, gossiping, divulging secrets or private information, furtive attempts to exclude or isolate, and microaggressions (Lloyd-Hazlett, Pow, & Duffey, 2016). Direct bullying consists of intimidation that occurs directly between the aggressor and the target, whereas indirect bullying involves multiple people, usually to harm another person’s reputation, exclude him or her from social groups, and damage his or her sense of self-worth. On-ground bullying involves subtle or overt acts that occur in person. Cyberbullying (or online bullying) involves the use of electronic devices to harm others and can take many forms. Some common experiences, according to the U.S. Department of Health and Human Services (2018, para. 1), include the following:


	Posting comments or rumors about someone online that are mean, hurtful, or embarrassing

	Threatening to hurt someone or telling them to kill themselves

	Posting a mean or hurtful picture or video

	Pretending to be someone else online to solicit or post personal or false information about someone else

	Posting mean or hateful names, comments, or content about any race, religion, ethnicity, or other personal characteristics online

	Creating a mean or hurtful webpage about someone

	Doxing, an abbreviated form of the word documents, is a form of online harassment used to exact revenge and to threaten and destroy the privacy of individuals by making their personal information public, including addresses; social security, credit card, and phone numbers; links to social media accounts; and other private data









Sidebar 14.1 • Bullying in Higher Education

Have you ever thought about the bullying experience in higher education? There are several power dynamics at work within a university setting. This chapter talks about some of them (e.g., professor vs. student, department chair vs. professor, supervisor vs. supervisee). Most individuals in universities or community colleges are striving for academic success; however, bullying behaviors occur. How do you navigate the system? Are there times when you have seen (or experienced) bullying in higher education?






Physical bullying involves acts of violence toward another person, such as pushing, punching, or kicking. Psychological bullying, also called verbal bullying, includes name calling and using threatening remarks. Relational bullying (or social bullying) includes attempts to sully individuals’ reputations, rupture their relationships, exclude them from social situations, and isolate them (Chester, Spencer, Whiting, & Brooks, 2017).



Frequency and Consequences of Bullying

Limited studies have provided some insight into the frequency of bullying in higher education settings. Chappell et al. (2004) sampled 1,025 undergraduate students and reported that 25% witnessed on occasion a student bullying another student, 5% had occasionally been bullied by a fellow student, 13% witnessed an instructor bully a student, and 4% reported that they had been bullied by an instructor. Although cyberbullying was occurring when the aforementioned study was published, access to and use of electronic devices to communicate have proliferated greatly since 2004. Exploring bullying in online settings, MacDonald and Roberts-Pittman (2010) surveyed 439 college students and found that 38% knew someone who was cyberbullied, 22% were targets of cyberbullying, and 8.6% engaged in cyberbullying themselves. The most prevalent media forms used to bully online were social media networks, followed by text messages, email, instant messaging, chat rooms, and websites.

Consequences of bullying for students on college campuses may include low academic motivation and success, feelings of anxiety and depression, relational difficulties (e.g., inhibition, shyness in intimate relationships), alcohol and drug abuse, aggressiveness, nonsuicidal self-injury, and suicidal thoughts and behaviors (Young-Jones, Fursa, Byrket, & Sly, 2015). Bullied university employees experience lower productivity, psychological pain, loneliness, and job resignation (Hollis, 2015). Employees of color and sexual minorities may be particularly vulnerable to persistent acts of harassment, intimidation, and threats. These may be overt acts, such as disrespectful hand gestures and racial epithets, or covert acts, such as microaggressions. It is important to note as well that bullying on college campuses is not always a unidirectional process from individuals with more power bullying those with less power. Bullying also may occur in the other direction, particularly with faculty of color, such as when students group together to harass or intimidate the professor.

Bullying on college campuses, although similar in many respects to bullying in other settings, may have some important differences to consider. First, in contrast to elementary and secondary school settings, college instructors may be less attuned to classroom management issues, particularly interpersonal dynamics between and among students. Moreover, for some students, it is the first time they have been away from home for an extended period of time. They may have fewer supports and opportunities to nurture their relational resilience (Jordan, 2018) as they face overt and subtle forms of bullying in a new and unfamiliar context. Additionally, when bullied by a roommate, people may feel trapped in an abusive relational living situation.









Sexual Harassment

Sexual harassment permeates the social context on many higher education campuses (Wood, Hoefer, Kammer-Kerwick, Parra-Cardona, & Busch-Armendariz, 2018). Although it has been prevalent for years, it has received heightened attention in the last few years because of the Me Too Movement. The toxicity of sexual harassment can sap relational and cognitive reserves and lead to impaired academic performance, isolation, and increases in the use of alcohol and other substances (Wood et al., 2018). College faculty, staff, and administrators also can be targets of sexual harassment, which can create an unsafe and hostile work environment, resulting in lower work satisfaction, decreased productivity, increased distress, and higher employee turnover. Inappropriate or negligent responses by institutions relative to sexual harassment claims also may have legal and accreditation ramifications.

The most common form of sexual harassment is sexual remarks, such as sexually implicit or explicit comments about a person’s appearance or vulgar sexual jokes (Yoon, Stiller Funk, & Kropf, 2010). Excessive, unsolicited touching, such as the touching or rubbing of a person’s shoulders, also is a commonly reported form of sexual harassment. Another form of sexual harassment on college campuses is quid pro quo harassment (Smith, 2015). In quid pro quo sexual harassment, harassed individuals receive pressure from an individual with evaluative powers over them to engage in sexual behaviors in exchange for some benefit. A common example is a professor giving a student a desired grade on an assignment or in a class in exchange for a sexual activity. For staff and faculty members, supervisors may provide the opportunity for promotion or advancement in exchange for sexual favors.

Up-to-date information is sparse regarding the prevalence of sexual harassment on college campus. However, in 2005, Hill and Silva conducted a study with male and female undergraduates. Results revealed that 62% of female undergraduates and 61% of male undergraduates experienced one or more forms of sexual harassment during college. Moreover, 41% of women and 36% of men experienced sexual harassment in their first year of college. College students are more likely to be harassed by their peers (Cantor et al., 2015), although faculty to student sexual harassment also occurs, as well as work supervisor to student harassment (Wolff, Rospenda, & Colaneri, 2017). In addition, women, sexual minorities, individuals working in low-paying and entry-level jobs, and younger students are more likely to be sexually harassed than men, heterosexual people, individuals employed in professional positions, and older students (Wolff et al., 2017). See Sidebar 14.2 for information on sexual harassment on campus.







Sidebar 14.2 • Sexual Harassment on Campus

For some students, living in on-campus housing is their first experience in being away from home. Sexual harassment may be the last thing they expect to happen to them. However, sexual harassment can happen anywhere and anytime. How would you support students in these instances?






The backdrop of the college experience may contribute to undergraduate students’ susceptibility to sexual harassment. People newly graduated from high school come together and interact, largely without supervision. Many may consume alcohol during social interactions, which may increase the “opportunity for and occurrence of sexual harassment and assault” (Wolff et al., 2017, p. 362). Working college students may be particularly susceptible to sexual harassment because they often work in entry-level, low-paying jobs in which they have little influence or power. The hierarchical nature of higher education also may create an environment in which sexual harassment can thrive (Wolff et al., 2017).






Sexual Assault

Sexual assault is also pervasive on college campuses and, like sexual harassment, has received a great deal of recent attention. Sexual assault is defined by a range of nonconsensual behaviors, from touch to rape (Neilson et al., 2018). Recent statistics of sexual assault on college campuses indicate that 11.2% of undergraduate and graduate students experience sexual assault. For undergraduate students specifically, 23.1% of female students and 5.4% of male students are raped or sexually assaulted. Female and male college-age students (ages 18–24) are 78% and 20%, respectively, more likely to be the victims of sexual assault compared with nonstudents of the same age. In addition, 21% of college students who identify as transgender, genderqueer, and nonconforming have experienced sexual assault (Rape, Abuse, and Incest National Network [RAINN], 2019).

Sexual violence is more prevalent on college campuses than other types of crime, such as robberies. In fact, for every robbery on college campuses, there are two sexual assaults. College student survivors of sexual violence often do not report the offense to law enforcement. Approximately 20% of female students, compared with 32% of nonstudent females who are the same age, report sexual violence to law enforcement. Reasons given for not reporting sexual violence, in order of most frequent, include undisclosed reasons, the belief that the event was a personal matter, fear of retaliation, the belief that the event was not sufficiently significant as to warrant a report, not wanting the perpetrator to get in trouble, the belief that police are unwilling or unable to be helpful, and the report was given but not to law enforcement (RAINN, 2019).

People who were sexually assaulted may experience anxiety, depression, dissociation, eating disorders, sleep disorders, posttraumatic stress disorder (PTSD), or other mental health issues. People also may experience relationship difficulties as well as an increased likelihood of engaging in risky behaviors, such as excessive alcohol consumption, drug use, self-harm behaviors, and suicide. Survivors of sexual assault also may struggle academically. Although the effects of sexual assault can be serious and debilitating, it is important to note the strengths of survivors, encourage relational resiliency, and understand that not all survivors of sexual assault experience PTSD or other mental health disorders (Bryant-Davis, Ullman, Tsong, & Gobin, 2011).

Title IX, established as part of the Education Amendments of 1972, requires that all educational institutions that receive federal funding respond to and correct all forms of discrimination in educational settings, which includes sexual offenses. This means that institutions are responsible for stopping the discrimination, including sexually inappropriate behavior, putting into place mechanisms to pre vent the behavior from reoccurring and addressing the negative effects of the discrimination. Title IX protects students, staff, faculty, and administrators against sexual harassment, gender-based discrimination, discrimination against pregnant women and parenting students, and sexual assault (Wood et al., 2018).

Other laws that protect students against sexual assault on college campuses include the Clery Act of 1990, the Campus Sexual Violence Elimination Act of 2013 (Campus SaVE), and campus climate surveys (Richards, 2016; Wood et al., 2018). The Clery Act is a federal law that overlaps with Title IX. It was named after Jeanne Clery, a student who was raped and murdered on a university campus in 1986. Following their daughter’s murder, Jeanne Clery’s parents lobbied the government to require schools to provide vital information about campus safety to students and employees. The act is aimed at promoting awareness of campus crimes by requiring higher education settings to report crime statistics on campus, alert members of the campus community about potential dangers, and publish annually a campus security report that is to be shared with current and prospective students as well as employees of the university (Wood et al., 2018).

Campus SaVE is a 2013 provision of the Clery Act. It states that domestic violence and stalking must also be incorporated into campus security reports. Like Title IX and the Clery Act, Campus SaVE applies to all educational institutions that receive financial aid. Under this act, higher education institutions must keep records of dating violence, sexual assault, domestic violence, and stalking on campus. Colleges and universities also must ensure that victims of violence receive appropriate protections and accommodations. These accommodations and protections must be granted even when a survivor does not report the offense to law enforcement. Examples of accommodations may include helping survivors find a new place of residence, different transportation options, a new academic class schedule, and different work situations. Institutions must also ensure that victims are aware of and know how to access supportive services on campus, such as health care, mental health counseling, and legal assistance.

Campus climate surveys, along with providing information about students’ general beliefs and attitudes of campus, provide information about sexual assault and campus violence. These surveys are important because they allow colleges and universities to understand the unique factors that contribute to safety or sexual violence on their campuses. The U.S. Department of Justice, Office on Violence Against Women (2016) has provided recommendations for best practices to improve the utility of these surveys. These practices include ensuring confidentiality, developing action plans with long-term goals, making the surveys accessible to electronic devices such as tablets and smartphones, providing incentives for participating in the survey, and developing questions in the survey that allow for the collection of specific data related to sexual violence on campus.






Violence in Higher Education Settings

Violent acts such as mass shootings or intimate partner violence (IPV) occur on college campuses and can cause significant emotional, physical, and psychological distress. These events also can greatly affect individuals’ sense of and actual safety, security, and connection to others. In this section, I discuss IPV, also called dating violence or domestic violence, as well as indiscriminate mass shootings.


Interpersonal Violence

People who inflict IPV may threaten, demean, or control their partners. They may also engage in physical or sexual harm. It is more common among college couples than it is with any other group (Karakurt, Keiley, & Posada, 2013), with the prevalence of IPV on college campuses being between 21% and 32% (National Coalition Against Domestic Violence, 2016). The physical effects of IPV can range greatly and may include such injuries as bumps, bruises, headaches, broken bones, chronic pain, and death (Anasuri, 2016). Psychological effects of IPV may include depression, anxiety, PTSD, and attachment issues (Sutherland, Fantasia, & Hutchinson, 2016). In addition, IPV victims may engage in self-injury, withdraw from others, and experience suicidal thoughts. They may also engage in smoking, risky alcohol behavior, using drugs, and risky sexual behaviors (Anasuri, 2016; Hays, Michel, Bayne, Neuer Colburn, & Smith Myers, 2015). People with few peer supports are more likely to remain in unhealthy relationships. Reasons why people engage in IPV against their partners are multilayered and complex. However, alcohol and drug intoxication are correlated with IPV, although not necessarily the causes of it. Moreover, unhealthy attachments in childhood, as well as fear of abandonment, may contribute to IPV behaviors (Anasuri, 2016).



Mass Shootings

The term mass shooting has been defined in various ways by different organizations. The Federal Bureau of Investigation defined it as an incident in which four or more people are killed during one event or in multiple places that are in close proximity of each other (Krouse & Richardson, 2015). In 1966, at the University of Texas, a gunman shot at individuals indiscriminately for 96 minutes from the observation deck of a tower, killing 14 people on campus and wounding 31 others (Neuberger, 2016). This shooter had shot and killed his wife and mother the night before. Forty years later, at Virginia Tech University, a gunman killed 32 students and faculty members and injured another 17 individuals in a classroom and dorms (Hong, Cho, & Lee, 2010). Rampage shootings, which may also be classified as mass shootings, take place on school premises or at functions connected with a school. They are carried out by a current or former student or employee. In these events, the shooters target specific students, staff, or faculty members because of some type of symbolic significance these individuals have to the shooters (Newman & Fox, 2009). Between 2002 and 2008, there were five rampage shootings that occurred on college campuses in the United States (Newman & Fox, 2009).







Prevention and Intervention Strategies

Strategies that institutions of higher education can use to prevent and intervene in crisis situations will vary on the basis of the crisis under consideration. However, what is important is that colleges and universities develop strategic and comprehensive initiatives that focus on both prevention and treatment. In this section, I discuss preventative approaches and interventions that universities may consider related to bullying, sexual harassment, sexual assault, IPV, and other forms of physical violence.


Bullying Prevention

Bullying is underemphasized on university and college campuses. Bullying on university campuses, compared with elementary and secondary school campuses, is frequently complex, indirect, and subtle, making it more difficult to observe and treat compared with bullying occurring in elementary and secondary school settings. Given that bullying on campuses involves adult-to-adult interactions, these power-over dynamics can threaten academic achievement and career progressions and can profoundly undermine the learning process. Many schools lack clear policies, definition, and sources for support to help people find relief from this form of abuse (American Educational Research Association, 2013).

Individual and organizational preventative measures can be used to curtail bullying on college campuses. On the individual level, students, staff, and faculty may consider the following recommendations:


	Talk with a trusted friend, family member, or mentor about the threatening, intimidating, or coercive behavior.

	If the threatening behavior is from a roommate, consider discussing concerns with a resident adviser or a residence life official.

	Consult a Title IX officer if the behavior is discriminatory or may be considered sexual harassment.

	If the behavior is cyberbullying, consider ways to reduce exposure to the behavior, such as temporarily suspending social media sites, increasing privacy settings on these sites, or reporting the offensive and inappropriate behavior to the social media sites. If the cyberbullying is occurring via cell phone, consider blocking the phone number.

	Consult a counselor to process the emotional and psychological effects of the bullying as well as to discuss and possibly role play helpful methods of responding to the bullying.

	If the behavior is illegal, consider reporting it to law enforcement.

	If the behavior is between employees at the university, the target of the bullying should consider contacting human resources for support.



On the organizational level, the following recommendations may be helpful:


	Consider the hierarchical structure and power imbalances of the institution as a whole and of individual programs and departments. Discuss ways to reduce institutional injustices that may advantage some individuals or groups over others.

	Ensure that intimidating, threatening, and coercive behavior is clearly addressed in policies and procedures at the university and that violations of such conduct will not be tolerated.

	Develop safe and simple strategies for students and employees to reach out for assistance should they experience bullying.

	Provide periodic trainings on bullying for students, faculty, staff, and administrators that explicitly address diverse forms of bullying and ways to intervene should it be observed.

	Initiate an antibullying campaign on campus that sheds light on its diverse forms and provides recommendations for creating a culture in which bullying is not supported (Everfi, 2019).





Prevention and Intervention Strategies for Sexual Harassment and Sexual Assault

Prevention and intervention strategies for sexual harassment and sexual assault share some commonalities with those of bullying. However, there are additional campus resources available for bullying that takes the form of sexual harassment or sexual assault. First, the Title IX office is available to students, staff, and faculty who experience gender-based discrimination, of which sexual harassment and sexual assault are an important part. The Title IX coordinator can help the individual determine whether the behavior constitutes sexual harassment and help the individual connect to helpful resources, such as the counseling center or human resources. The Title IX coordinator will also help survivors of sexual assault reach out to and connect with campus and community resources, such as law enforcement, legal representation, health care workers, and mental health counselors. The Clery Act also requires that colleges and universities report crime statistics, including sexual assaults, annually to prospective and future students as well as campus employees. These reports not only help individuals know what crimes are being committed on or around campus but also give campus leaders important information on which policies and procedures to develop to make campuses safer. The following recommendations can help institutional leaders reduce sexual harassment and sexual assaults on university campuses:


	Raise awareness of the problem and provide education on what constitutes consent. The Me Too Movement has greatly increased the collective awareness of sexual harassment and sexual assault, but the education needs to continue. Awareness campaigns tied to Sexual Assault Awareness Month can help, but it is important to raise awareness throughout the year. In fact, the peak times for sexual assault on college campuses is between August and November of each year (RAINN, 2019), whereas Sexual Assault Awareness Month occurs in April.

	Know the resources available to survivors of sexual harassment and sexual assault as well as to allies and supporters. A few helpful resources include the following:

	Culture of Respect (https://cultureofrespect.org/)—this organization is dedicated to reducing sexual violence in higher education settings.

	It’s On Us (https://www.itsonus.org/)—this national movement is dedicated to eliminating sexual violence.

	National Sexual Violence Resource Center (https://www.nsvrc.org/)— this center provides resources and education to help survivors of sexual assault.

	RAINN (https://www.rainn.org/)—among other things, this website provides a 24/7 online hotline, safety and prevention tips, as well as warning signs for students and loved ones.

	SAFER (http://safercampus.org/)—this group is dedicated to helping student organizations combat sexual violence on university campuses.




	Consider a comprehensive approach to preventing sexual violence on campus, such as the Centers for Disease Control and Prevention’s Comprehensive Campus-Based Prevention Strategy (Dills, Fowler, & Payne, 2016). In this model, preventative approaches are considered from all levels of a social-ecological model, including the individual, relationship, community, and societal levels. For example, on the individual level, approaches include helping students develop healthy interpersonal and relationship skills and educating them on appropriate attitudes and beliefs about gender, sex, and violence. On this level, a multisession intervention for incoming students also is recommended. On the community level, campus leaders are engaged to promote a culture of respect and safety. At this level, hot spot mapping occurs to identify areas on campus that may be unsafe (Dills et al., 2016).





Strategies Addressing IPV

Much of the information related to sexual violence provided earlier can be translated to physical violence. It is important that a comprehensive approach that includes preventative measures and interventions be implemented at all social and ecological levels. Title IX coordinators are important resources on IPV because they can help survivors tap into resources to keep them safe as well as to help them deal with the potential psychological and social effects of the violence.



Preventing and Responding to Mass Shootings on Campus

The recent shooting at the University of North Carolina at Charlotte where two people were murdered is another stark reminder that university settings are not immune to senseless acts of violence. Because of that shooting and others, campus leaders on many college campuses worked to develop strategies for dealing with rampage shootings and mass shootings. Regarding prevention, it is important that university faculty and staff be trained in recognizing signs that people are in crisis and ways to compassionately respond to them. In the event of an active shooting, it is important that individuals consider safety options, such as knowing where exits are in their classrooms or buildings as well as determining appropriate steps such as fleeing, hiding, or fighting. See Sidebar 14.3 for information on campus safety.


Emergency Operations in Higher Education

In 2013, the U.S. Department of Education, Office of Elementary and Secondary Education, Office of Safe and Healthy Students published guidelines for developing emergency and crisis response protocols and systems for institutes of higher education. The first step to prepare for emergencies and crises on campuses is to develop a threat assessment team composed of representatives from various departments and programs within the institution. Given that the scope of a campus emergency may include destabilization related to academic, legal, psychosocial, public health, infrastructure, transportation, and housing sections, this team provides buy-in and representation from individuals representing these areas.







Sidebar 14.3 • Campus Safety

Mass shootings may be debilitating for students, staff, professors, and college counselors. Just as college students may not think about violence or other traumatic events happening on their campus, college counselors may not either. However, it is important that college counselors remain knowledgeable about the campus safety plan, examine their campuses and learn the most effective method for escape, identify the safety annexes on campus, and provide psychological first aid when needed.






Once assembled, this team develops a comprehensive plan to assess potential threats, risks, and annexes for campus community members to shelter in place or receive care; the team then develops lockdown protocols and plans to maintain communications and operations and to account for community members. Next, the collaborative planning team develops training protocols to disseminate this information to relevant stakeholders. Once implemented, the campus safety and emergency response team follows up and modifies the campus safety plans as new hazards emerge or become prioritized. The team also reviews processes used during drills and actual crisis and emergency situations (U.S. Department of Education, Office of Elementary and Secondary Education, Office of Safe and Healthy Students, 2013).



Conducting Threat Assessments

To learn of a campus community member or other person who threatens violence to themselves or others can be a frightening situation. In that moment, you will need to conduct a threat assessment, involve other entities as needed, and determine immediate and short-term safety issues. Van Brunt (2015) described the various methods in which threats are made on campuses. For example, leakage can occur during an intake session or counseling session with a client. The client may share plans to hurt others. In other instances of leakage, students may become concerned about a peer’s text messages or social media content. Van Brunt has contended that many violent acts toward others are often premeditated, and when this information leaks to others, a potentially dangerous situation can be prevented from occurring.

Determining the lethality and potential of a threatening comment, or indirect behavior, can seem elusive in some instances. Some people may use threatening language as a form of catharsis or emotional processing but will not actually follow through with their thoughts and feelings (Van Brunt, 2015). Others, however, do initiate their attacks and may follow a process in which they justify to themselves the need for violence following a perceived grievance. Van Brunt (2015) has outlined the pathway to violence that perpetrators often take, beginning with a perceived grievance and ideation, as noted earlier. After a person has convinced themselves of the need to act out, they begin to plan their retribution and seek out the means to do so. In the actual act of violence, these perpetrators may attempt to circumvent procedures and physical contexts that keep people safe. They then attack in these vulnerable spaces (Van Brunt, 2015). When working with students and others expressing violent ideation, we can work with the behavioral and crisis response teams on campus to assess the severity of an individual’s threats to others and the campus community. We then work with people in counseling who have been targeted and hurt by those with malintent and violent actions using strategies discussed in Chapters 5 and 6.




Counseling Approaches for Students Experiencing Crisis or Trauma

Several counseling approaches may help students or campus employees who experienced crises and abuse. Using a biopsychosocial framework may be particularly helpful because it allows counselors to consider clients’ presentation from multiple perspectives. With many of these crises, biological, psychological, and sociocultural effects are operative. Cognitive-behavioral approaches also may be helpful for individuals whose experiences have caused behavioral excesses or deficits as well as cognitive distortions associated with themselves and others. Trauma-focused cognitive-behavioral therapy may be indicated for individuals who exhibit symptoms of PTSD (Cohen, Deblinger, & Mannarino, 2018). Narrative therapy, which focuses on clients’ strengths and resources as well as a constructivist approach to understanding situations, also may be helpful because it empowers individuals to rewrite their narrative, or their way of viewing and responding to situations (Den-borough, 2014). Humanistic-existential approaches also could be valuable because they can help individuals consider ways to increase their internal locus of control as well as process existential meanings that they have derived from their situations (Schneider, 2016). Most important, when working with college students or college employees who are experiencing or have experienced crises, it is important that counselors work diligently to develop a strong therapeutic alliance that is built on trust, nonjudgment, authenticity, and mutual empathy. The therapeutic relationship will be essential to the healing process, especially for individuals who were hurt by trusted peers, mentors, or supervisors.

According to RCT, relational connections enhance resilience, which can facilitate healing and growth. Discussing relational and controlling images can help people process how they view themselves in relationship with others and within a sociocultural context. An authentic and mutually empathic relationship can be a grounding, orienting, and corrective experience for clients. Many people enter the counseling space with controlling and negative relational images associated with the traumas they have experienced. Our emphasis on empowerment brings truth and connection in disempowering relationships with peers, roommates, intimate partners, mentors, or individuals in positions of authority and trust.







Case Example and Applications for Hope and Healing

Maria is in her sophomore year of college and is hoping to be accepted into the engineering program. Maria identifies as Hispanic and heterosexual. Her parents are first-generation U.S. citizens, having immigrated to the United States as adults from Chile.

Six months ago, Maria began seeing a counselor at the college counseling center. Her initial presenting concern was roommate and friendship difficulties. However, after a few months of meeting, Maria disclosed that she was in an unhealthy, intimate relationship with a fellow student. After some gentle probing questions from the counselor, Maria shared that her boyfriend, Martin, would yell at her when he perceived that she was “overly friendly” or “flirtatious” with other men. She also shared that Martin pushed her and threatened to hit her recently. After Maria expressed her thoughts and feelings about the relationship, the counselor gently asked Maria how she would like to proceed in the relationship. She answered that she would like to end the relationship but that she was too afraid. She said she cares about Martin and worries that, if she breaks up with him, he will hurt himself or try to hurt her.

The counselor expressed empathy for Maria’s situation and provided her with resources, including helplines she can call and online information related to IPV. The counselor also shared with her legal recourses she could take, such as getting a restraining order against him. The counselor also introduced Maria to the Title IX office on campus and noted that the office was available to help students navigate situations similar to hers.

After a few additional weeks, Maria reported that she was still dating Martin and that he again pushed her, this time knocking her to the ground. She also shared that, on a different occasion, he had not stopped touching her and trying to kiss her, although she told him she was not in the mood for physical contact. She said that it had not been the first time that he had pressured her to engage in sexual activities after she had said no. Maria also reported that her grades were slipping and that she was feeling more and more isolated, depressed, and anxious.

In the following session, Maria presented as agitated and fatigued, and she reported that she had broken off the relationship with Martin. She reported feeling a wide variety of emotions, ranging from sadness, depression, and anxiety to relief, embarrassment, shame, and exhaustion. The counselor asked Maria whether she felt safe, to which she answered that she did. She said that she had blocked Martin’s phone number so that she would not receive any more harassing text messages and that she had unfriended him on her social media sites. She also said that she had talked with the Title IX coordinator, as suggested by the counselor, but did not want to file a report of sexual assault because she did not want to harm Martin.

The principal concern in Maria’s situation was the abuse she experienced in relationship to her boyfriend, Martin, in which he verbally, physically, and sexually assaulted her. Although Maria’s desire was to end the relationship, she struggled with fear that Martin would hurt himself or exact reprisal on her. As the relationship continued, Maria’s sense of self-worth, mood, and academic performance dwindled. Moreover, because of the abuse, Maria was unable to be fully authentic in her relationship with Martin, or with others, for fear that she might upset him.

I also sensed this pulling away at times, as Maria appeared guarded and selective at times with the feelings and information she would share in session. As Maria’s relationship with Martin became increasingly abusive, she struggled with the idea that she was to blame for his anger and violent behavior. She grappled with controlling images she had learned about women’s roles in relationships. Moreover, as her support network became smaller, she began to feel increased isolation.

In counseling, we cultivated a relationship of trust, mutual empathy, empowerment, and authenticity. This relationship contrasted the painful relationship she experienced with Martin. Through our relationship, we explored the relational images she had about herself. She considered ending the relationship with Martin. We discussed resources related to IPV, which helped her consider new perspectives. Following the breakup, Maria began to reconnect with friendships she had neglected and developed new friendships that would empower and strengthen her. I also periodically checked in with Maria to assess her sense of safety, and we brainstormed strategies she could use to remain safe.






Future Directions and Emerging Research

Many crises and traumatic events occur on college and university campuses, including bullying, sexual harassment, sexual assault, IPV, and other acts of violence. For each of these concerns, a comprehensive response, reflective of work proposed by Dills et al. (2016) for sexual violence, is needed. In that model, specific preventions and interventions associated with social and ecological levels, including the individual, relationship, community, and societal levels, are listed and addressed in counseling.

Much of the research and resources on bullying focus on elementary and secondary school settings or work settings. Research on bullying at colleges and universities is sparse, notwithstanding the unique aspects of bullying in higher education settings. More research exists related to sexual harassment on campus, but much of that research combines sexual harassment with sexual assault. Although a correlation exists between the two concepts, clear differences also exist. A vast amount of research and resources are available related to sexual violence, including sexual assaults and rape on college campuses. However, because of the high prevalence of sexual violence on campuses, more research needs to be done that will facilitate the development of more effective preventative approaches and intervention models. Research regarding interpersonal violence on college campuses is strong, but more information is needed to counteract the high prevalence of IPV for couples in higher education settings. Lastly, in the age of mass shootings and rampage shootings, research is sorely needed to better understand how to identify individuals in crisis who may be susceptible to acts of violence. Moreover, additional knowledge needs to be developed and trainings done on how individuals can protect themselves and others in active-shooter events.
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Multiple-Choice Questions


	Bullying occurs with

	K–12 students.

	Staff and administers.

	Faculty members.

	All of the above




	Covert bullying can be

	Nonverbal gestures.

	Gossiping.

	Excluding people.

	All of the above




	According to the U.S. Department of Health and Human Services (2018), cyberbullying does not include

	Posting rumors about someone.

	Posting mean pictures of someone.

	Asking others to join in a group.

	Posting a mean comment on a webpage about someone.




	What type of bullying focuses on excluding others from social situations?

	Relational bullying

	Physical bullying

	Violence

	Excluding bullying




	Chappell et al. (2004) reported that _____ of 1,025 undergraduate students witnessed bullying.

	10%

	80%

	25%

	2%




	What is the most common form of sexual harassment?

	Sexual assault

	Sexual remarks

	Small talk

	Quid pro quo




	_____ female and _____ male undergraduate students experience one or more forms of sexual harassment during college.

	50%, 50%

	62%, 61%

	30%, 20%

	85%, 5%




	Female undergraduate students are _____ more likely to experience sexual assault when compared with nonstudents.

	20%

	50%

	3%

	78%




	What is a reason, according to the Rape, Abuse, and Incest National Network (RAINN), for a student to not report sexual assault?

	Belief that the event was a personal matter

	Memory loss

	Grades

	Society




	The Clery Act requires schools to

	Provide students and employees with classes.

	Provide students and employees with information about campus safety.

	Accept all students.

	Provide grants to students.




	A 2013 provision of the Clery Act is known as the

	Campus Sexual Violence Elimination Act.

	Campus Awareness Project.

	Violence Elimination Project.

	None of the above




	The prevalence of IPV on college campuses is

	Highly reported.

	Underreported.

	Unfairly reported.

	Never reported.




	What is correlated with IPV, although not necessarily the cause of it?

	Anxiety

	Alcohol and drug intoxication

	Depression

	All of the above




	Which office on a college campus can help a student determine whether a behavior is sexual harassment?

	Title IX

	Title X

	Office of Violence

	Campus Title IV




	What is/are courses of action that a university can take to reduce sexual assault?

	Raise awareness about the problem.

	Know the resources available to survivors of sexual assault.

	Visit www.itsonus.org.

	All of the above











Essay Questions


	If you were a counselor on a campus, how would you work with a student that confided in you about sexual harassment?

	In this chapter, you learned about Title IX, the Clery Act, and Campus SaVE. Were you aware of these responses to sexual harassment? How do you feel your university does at educating students about their rights?

	Creating a supportive and inclusive university setting is no easy feat. Students, staff, and professors all come from different backgrounds and worldviews. If you were a university president, how might you create change and promote a safe environment for the university community?

	After reading this chapter, what are your thoughts or feelings about the violence and harassment that can take place in higher education settings? Do you know of peers who experienced bullying or harassment of some kind? If so, how did the university respond?

	Many students do not report sexual harassment. The chapter gives some reasons as to why this is. What other factors do you think can lead to a student deciding not to report?
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CHAPTER 15
Raising Our Resilience in Times of Risk

Linda Hartling, Evelin Lindner, Thelma Duffey, and Shane Haberstroh


As this is the final chapter in this book on crisis and trauma, we felt it fitting to discuss the important concept of resilience and the hope we have for one another following a critical or traumatic life experience. We live in a world in which countless stressors, crises, and traumatic experiences are becoming commonplace—where national and international news permeate our psyches with information on murders, hurricanes, floods, and violent acts. We are flooded almost daily with the kind of news that can threaten our sense of safety and comfort, and there are times when these experiences hit closer to home.

In a recent survey, the American Psychological Association (2017a, 2017b) reported that two thirds of Americans say they are stressed about the future of the United States. Americans noted multiple sources of stress that are “very or somewhat” significant, including the current political climate (57%) and concerns about personal safety (34%). In 2016, 71% of Americans in this survey reported at least one symptom of stress. This rose to 80% by January of 2017 and included symptoms such as headache (34%), feeling overwhelmed (33%), feeling nervous or anxious (33%), or feeling depressed or sad (32%). The economy (44%), terrorism (34%), and mass shootings and gun violence (31%) were cited as concerns that have added to American’s stress levels in the past decade. Feeling it the most are women, younger generations, and lower income Americans.

In this chapter, we use a relational frame to explore how people can strengthen their resilience and transform their experience through creative change cultivated through mutually supportive relationships. We discuss some traditional modes of thought on emotional strength and what it means to be resilient. We distinguish these concepts from perspectives that carry a nuanced relational context. We ask you to explore your own understanding of resilience and consider the ways in which connected creativity can support the resilience of all who suffer from adversities and trauma. We look at the lived experiences of people enduring serious conditions of stress, crises, trauma, and loss, and we discuss the complexity of resilience. Through this discussion, we also consider those situations in which people are able to transform pain into purpose and consider the relational conditions that support this transformation.

For example, the organization Mothers Against Drunk Driving (MADD) was born out of tragedy. A mother who lost her 13-year-old daughter to a drunk driver launched MADD to improve laws against drunk driving and to keep more people safe on the roads (MADD, 2019). Undeniably, there are people who experience tragedy and are able to move forward with their lives—changed, of course, and with purpose. At the same time, there are people who, in spite of the best efforts of all involved, including their own, do not survive their traumatic experiences (Chapter 7 addresses the trauma of suicide). In these cases, words like “resilience” can sound insubstantial. Using relational-cultural theory as a foundation, and the principles of the Human Dignity and Humiliation Studies (HumanDHS) organization as context, we view resilience as fostered relationally and experienced collectively.





The Relational Foundation for Fostering Resilience After Crisis and Trauma

As counselors, we speak of resilience in ways that hold hope for a light at the end of the tunnel—for meaning in life after adversity or loss. As counselors, we question why it is that some people find their way through trauma, whereas others do not. We consider the protective factors that support a person’s resilience and the relational dynamics that support resilience. We wonder, “How do we identify resilience?” and “How is it garnered?” See Sidebar 15.1 for more information on resilience.


Traditional Resilience Models

Resilience is traditionally viewed as a function of some innate, internal quality or constellation of qualities that will somehow see people through the darkness (Volk, 2014). Biological, environmental, and personal factors—such as temperament, intelligence, self-esteem, internal locus of control, mastery, and social support—are common characteristics cited as important in the resilience literature (Hartling, 2008). In fact, popular culture often depicts the image of a stoic, self-contained, and self-sufficient person who overcomes tragedies and seemingly un-surmountable losses independently (Sehgal, 2015). Western culture is replete with images of a person “bouncing back,” as would a rubber ball, after great tragedies. These images support a general expectation across U.S. culture that life will return to “normal,” or at least to a close-enough semblance of normalcy, after the horror of a significant loss or catastrophe. In this respect, people are often encouraged to build their “emotional muscle” and to develop individual internal qualities that can support them during times of loss and struggle. Howbout resilience is not enough. Moreover, we believe it can and does obstruct progress toward crucial social change.







Sidebar 15.1 • Resilience

Some theorists contend that resilience is an inner trait that people possess. A person is either resilient or they are not. In this chapter, the authors contended that resilience is relational and social in nature. Just as people can move in and out of connections, people can move in and out of resiliency. How do you see resilience changing?






As New York Times writer Parul Sehgal (2015) has suggested, the popular notion of resilience is a convenient catchword, placing the focus on a person’s individual character while distracting them from critically examining social conditions that isolate and oppress. Without an awareness of the social conditions that impede human resilience, it is all too easy to assume that one’s failure to be resilient is a failure of one’s character. This is akin to assuming that alcoholism is an individual problem stemming from a lack of will power, which ignores the interrelated biopsychosocial conditions that contribute to this disease.

Furthermore, Sehgal (2015) observed that “demands for resilience have become a cleverly coded way to shame those speaking out against injustices” (para. 10). She reminds us that idealizing individual resilience can be a subtle, but effective, way to silence those whom society might deem insufficiently resilient because they protest hardships induced by social injustice, inequality, and discrimination.



Relational Resilience

Counselors working with people experiencing crises, stress, and trauma have an opportunity to compassionately offer a wider perspective on resilience by acknowledging and strengthening the crucial social and relational conditions that contribute to their client’s capacity to be resilient. Moving beyond an individualistic approach, relational-cultural theory offers a new way of thinking about resilience (Jordan, 2018). Jordan (2018) proposed that resilience develops and is strengthened through relationships; specifically, relationships that cultivate the mutual growth and development of all involved.

The Native American indigenous people’s metaphor of the sick forest (White Bison, 2002) we discussed in Chapter 3 speaks to the power of shared resilience and the ways that systems can poison or nourish the roots of people’s growth and resilience. With this in mind, individualistic views of resilience seek to strengthen a tree removed from a sick forest and then expect that tree will thrive once placed back in its diseased ecological system. Sure, it may survive a while longer than others, but the tendrils of a sickness will eventually seep in, constricting the life and vibrancy of the individual tree, eventually suffocating all hope and growth. Counselors attuned to the systemic and shared nature of dysfunction and healing see how resilience makes sense in context and the ways that helping professionals have collective power to enact social change. We work to heal the forest. See Sidebar 15.2 for more information on counselor advocacy.







Sidebar 15.2 • Counselor Advocacy

The structures of social systems are embedded in communities and cultures. Counselors can use their power and voice for those with less power to create systemic changes. What are some ways counselors can advocate for others?






Relationally framed, people strengthen their resilience when they have opportunities to connect with others in a mutually beneficial way (Hartling, 2005; Jordan, 2018). This framework is in contrast to traditional models on resilience that speak to social supports but do not often describe specific relational processes that nurture resilience. These models typically view social support as one-directional, rather than a two-way, growth-promoting experience (Jordan, 2004, 2018). In contrast to these individualistic views of resilience, Jordan (2018) defined a relational view of resilience as “the capacity to move back into connection after disconnection, and the capacity to reach out for help” (p. 37). In other words, when people reach out in times of distress and are supported, they nourish and build their capacity for resilience.



Courage and Relational Resilience

Throughout this text, we explored the many kinds of stressors, crises, and traumas that profoundly disrupt people’s lives, including systemic injustices that exert the full weight of oppression and disenfranchisement, interpersonal and sexual violence that shatters the heart of connection, and invalidations that alienate those deemed different. Not only do these experiences disconnect people from helpful relationships but they also disconnect people from their core sense of dignity as a human being. With an appreciation for the strategies people use to survive traumatic disconnection, we walk with them throughout the chaotic and disheartening journey to reconnect with themselves and others.

Courage in the face of such losses is hard won. Experiences of humiliation, betrayal, and attacks on our dignity—individually, within families, socially, and globally—cause damage to our psyches and hearts and threaten our potential to positively contribute to the world. In addition, these experiences profoundly disrupt our ability to be resilient. However, our potential for healing and resilience can be strengthened through the connections we form and through the support and care we offer one another during times of crisis and loss. We respect the courage it takes for a person to reach out from within traumatic and isolating contexts.

As counselors, we are in the ideal position to help our clients discover and cultivate the interpersonal lifelines that make their lives begin to work for them again. Working together, we can help our clients generate a relational refuge during times of hardship. However, what happens when abuse persists and people face insidious forms of discrimination, humiliation, and debasement that characterize too much of modern living? The many faces of mistreatment, financial hardship, discrimination and persecution, workplace harassment and exploitation, unaffordable housing, food insecurity, and manipulation and abuse in relationships profoundly disrupt people’s lives.

Cara was a beautiful young woman who fought with all her heart to transcend experiences of trauma from abuse and her addiction to drugs. Cara’s tenacity and courage in forging meaningful connections, her wit and keen intelligence, and her efforts to practice authenticity and genuineness contributed to several years of growth in connection to loved ones following years of trauma, drug abuse, and loss. However, in addition to her history of substance abuse, she had an especially heartbreaking Achilles’ heel: unrequited love. Cara fought for a special relationship and did her best to gain perspective when it did not work out. Throughout her work in therapy, and during those times when life would throw her one more brutal blow, Cara appeared to face these circumstances with all the guts, connectedness, vulnerability, and raw honesty she could muster.

It had been several months since Cara had attended counseling when news spread about her death. How could this be? In spite of her sadness over that relationship, she was engaged in life and relaunching her career, and she appeared hopeful. Beloved by so many people, and deeply supported by her own parents and loved ones, her death came as a complete shock. Was it suicide? Did she relapse? We do not know. Rather, what we know is this beautiful person fought the hard fight against countless adversities. She fought with the kind of courage few are able to carry, and she did so authentically and in connection with those she trusted. We can’t know what happened at the end of Cara’s life. What we do know is the amazingly powerful way in which she lived beyond many, many hardships. Cara’s life is a reminder to all of us that resilience can be fragile.







Roots of Resilience: Dignity

There may be many relational roots that foster resilience, yet one of the most promising paths is actively and consistently recognizing the dignity of all people. This is the quest of the global network HumanDHS, which strives to fully understand the dynamics of dignity as well as its violation through many forms of humiliation. HumanDHS is a transdisciplinary community committed to stimulating “systemic change, globally and locally, and to open space for dignity, mutual respect and esteem to take root and grow” (HumanDHS, 2019b, para. 1). HumanDHS brings together the work of scholars, researchers, lawyers, policy makers, artists, practitioners, and others from all backgrounds. These collective efforts emphasize the creation of tangible changes across varied social arenas, including art, architecture, business, microfinancing, politics, and global conflict, bringing the concepts and practices of dignity to fruition (HumanDHS, 2019b). Evelin Lindner, the founding director of HumanDHS, received nominations for the Nobel Peace Prize in 2015, 2016, and 2017, recognizing the impact of this network to bring about peace and dignity across the globe.


Humiliation

Humiliation is one of the most powerful forces that can damage dignity by breaking down the systemic relational conditions that allow people to be more resilient. On the basis of more than 40 years of global living and scholarship, Lindner (2006) has observed that humiliation may be “the strongest force that creates rifts between people and breaks down relationships” (p. 171). HumanDHS (2019b, para. 2) defined humiliation as the experience of being deeply devalued, demeaned, denigrated, or dehumanized, a sense of violation involving being cruelly or brutally “put down.” Many dominance-based hierarchical systems are designed to keep people in their place, consigning them to subservience, stigmatization, and compliance through covert and overt forms of humiliation that can include violence. Arrogance, privilege, and the quest for power and dominance over others fuel presumptions of supremacy, creating boundaries, walls, and social structures to obstruct relational equality in dignity, thus perpetuating the privilege of a few while maintaining abusive status quos (Hartling & Lindner, 2016). Because relational re silience thrives in mutuality, dignity, authenticity, and respect, HumanDHS scholars and practitioners challenge these systems of indignity.

Linda M. Hartling, the Director of HumanDHS, articulated a course of action for all of us to take as we navigate these contentious times that can damage the dignity each of us needs to be resilient (Hartling & Lindner, 2017). She joins Lindner in suggesting that it is profoundly helpful to move from a language and identifiers of division that separate us from each other and separate us from our planet. Instead, we can think in terms of relational ecology, putting the quality of our relationships—with people and the planet—at the center of our concern. This is in contrast to the “me-versus-you” language and thinking that generate ruthless competitive achievement and distinct separate entities vying for limited power and resources. We especially need to decentralize the supremacy of economism (Norgaard, 2011) and strive to decouple our sense of worth and dignity from material forms of wealth, status, and power.



Relational Dialogue

Taking a relational approach, the HumanDHS community has learned to approach contentious and divisiveness issues with a methodology derived from appreciative inquiry (Hartling, 2010; Klein, 2004; Srivastva & Cooperrider, 1990). This method mobilizes the energy of curiosity and the skill of engaging in mutually dignifying dialogue—dialogue that resists verdict thinking or snap judgments (S. M. Miller, 2012). HumanDHS strives to access the strength of shared wisdom, collective intellect, and lived experience to thoughtfully examine and discuss the diverse global issues that require systemic change. Finally, HumanDHS efforts exemplify the enormous benefits of effectively “waging good conflict,” a concept and practice introduced to us by relational psychiatrist, Jean Baker Miller (1976/1986, 1983). J. B. Miller observed that conflict is inherent to change, recognizing that all of us can differ in opinions without devolving into aggression. These relational skills act as guideposts that set the stage for creative exchanges. These exchanges lead to practical ideas, plans, and actions that emerge from a spirit of mutually, honesty, advocacy, and care for the dignity of all involved. Dignity is at the root of resilience. It is the social fabric we need to support resilience as a shared responsibility. Dignity is the seed that generates the creativity needed for positive change—the creativity needed in counseling.







Resilience Is Necessary for Creativity in Counseling

The second law of thermodynamics posits that closed systems will always naturally devolve into chaos rather than order (National Aeronautics and Space Administration, n.d.). The odds are minute that a deck of cards thrown into the air will reorder itself back into its original stack. Known as entropy, this process explains the seemingly chaotic nature of reality, the degradation of systems over time, and the courses of aging and death. Human creativity is the opposing process to entropy. From this perspective, counseling is clearly a creative endeavor. Indeed, it is a co-creative endeavor between the counselor and the client. Together, this sometimes lifesaving relational engagement seeks to make sense of disorder, chart new ways to live, offer dignity to our experiences and each other, and create light in the darkness of chaos. Although creativity in counseling draws on our innate ingenuity, imagination, and resourcefulness, it differs in some ways from other practices of creativity.


Creativity in Counseling Defined

Creativity in counseling is defined as “a shared counseling process involving growth-promoting shifts that occur from an intentional focus on the therapeutic relationship and the inherent human creative capacity to affect change” (Duffey, Haberstroh, & Trepal, 2016, p. 449). As a characteristic human experience, the creative process can serve to express or process deep pain, isolation, and the darker aspects of human experience. It is also true that human creativity can be mobilized in destructive ways. For example, people can find ways to seek revenge, take actions that use weapons of mass destruction, develop self-serving and other-oppressive financial schemes, and concoct ingenious ways to inflict pain and suffering on others. In complete contrast, creativity in counseling is antithetical to these dehumanizing forms of ingenuity. Counselors express creativity by creating safe spaces to strengthen the dignity and resilience of clients, supporting their psychological growth and their increasingly healthy sense of belonging, which, ideally, leads to positive action in their lives and in the world (Hartling & Lindner, 2016).



Creativity in Action

So how does creativity in counseling look in practice, and how can it help in times of stress, crises, and trauma? Creativity in counseling makes use of the full range of human expression, resourcefulness, and imagination to facilitate growth. It helps clients see issues and problems in a new light so they can engage in creative restorative social actions that increase their sense of dignity and ability to be resilient in the face of past experiences and going forward in their lives. Although creative counselors use a wide variety of media and techniques within their scope of training and ethical practices, many engage in creativity when we offer reframes, have brainstorming sessions, and seek novel solutions to seemingly intractable problems and complex difficulties. Professionally, creativity also drives the creation of best practices in counseling, including revisions to ethical codes, client care, and systemic change. I (Shane) was reminded of the power of creativity to address dire situations when a guest speaker from the Department of Child Safety (DCS) presented on their procedures for reporting child abuse. I expected to hear about the legalities, processes, and stories of a failing society and the stresses of casework, and I did learn about many of these topics. However, it was also inspiring to see how the presenter shared his creativity and resourcefulness.



Resourcefulness and Divergent Thinking

Imagine a loving family living in abject poverty—no running water, no heat or air conditioning, persistent food anxiety, children with a set or two of old worn and dirty clothes. The middle school children attend the school in the nearby town and are subjected to routine bullying, ostracization, and humiliation. Without access to basic necessities, the children appear unkempt, dirty, and neglected. At some point, the DCS intervenes, prompted by a call from the school. Rather than tearing the children from their parents, as is often the response, the DCS staff used their creativity to find a more helpful solution to the problem that addressed the situation while preserving the relationships in this family. The DCS staff realized the children in this family could use the school showers early in the mornings before school in privacy. With DCS and school-coordinated support, this creative idea allowed the children to dramatically improve their self-care. Additionally, the DCS staff connected the family with social services to provide food and other basic necessities. Clearly, those with the power to make a change could have turned away from the real needs of this family; they could have inflicted a humiliating intervention or offered meager resources.

By thinking creatively, the DCS staff was able to repurpose and use the available resources beyond their conventional use for the benefit of a struggling family, not only improving the well-being and dignity of all involved but also cultivating the relational health of the entire system, the family, the school, and the service providers. Their creativity changed a system, strengthened the resilience and dignity of the family, and reduced the risk of further isolation and dehumanization of these children. See Sidebar 15.3 for more information on finding creative solutions.







Factors, Approaches, and Interventions That Foster Healing and Resilience

Societal expectations and perspectives on coping can skew our sense of how things need to be, distorting our trajectory for healing. In that respect, understanding the dynamics of resilience, the contexts in which our capacity for resilience grows, and the relevance of self-compassion (Neff, 2003) can be a source of comfort and support and bridge our understanding of how human beings survive critical losses and heartbreaks. It is important to consider the social and relational factors that can support a person’s genuine strength and resilience (Hartling, 2005; Jordan, 2018) and the ways that people can appear strong and resilient while hurting inside, devastated, and alone. By breaking the bonds of isolation, stigma, and rejection, we can invite life back into a bleak existence.

Loss and trauma can bring what is truly important into sharp focus. We can never return to the comforts of what was lost. We cannot undue horrible truths. The bitter facts of loss can still leave us breathless, and the hope for posttraumatic growth seems rarely worth its price. Despite the pain that crises and traumas can bring, there is hope for the future for many people. van der Kolk (2014) wrote that recovery from traumatic experiences is more than just learning tools to deal with reactions and memories. It is engaging in the true possibility for living life fully again, or perhaps for the first time. There is the prospect of posttraumatic growth. Tedeschi and Calhoun (2016) found that posttraumatic growth leads to greater appreciation of personal strength through vulnerability, greater valuation of relationships, spirituality, and embarking on new life courses.







Sidebar 15.3 • Finding Creative Solutions

At times, it may feel (and possibly is) easier to go “by the book” and follow set plans. Think about the Department of Child Safety (DCS) story. Instead of the DCS staff taking the children away instantly from their parents, they used their creative thinking to come up with a plan that honored the family’s dignity and met their need for basic necessities.











Relational Resilience: From Planting Seeds of Dignity to Cultivating Global Creativity

To address the crises humanity is facing today, we need everyone’s help! We need to become a world of relational bridge builders, composed of people, communities, and organizations that have the resilience to persevere through the daunting obstacles that undermine human dignity, inflict humiliation, and poison the planet in ways that obstruct our immediate and long-term social-global solidarity (Lindner, in press). We need everyone’s creativity to find new solutions to surmount not only problems threatening our communities but also problems that threaten all life on earth. Counselors are among the most skilled relational bridge builders. We are in one of the best positions to help people find dignifying ways to contribute their creativity!

HumanDHS is one example of a community that strives to build relational bridges that strengthen resilience while planting seeds of dignity that lead to courageous creativity. HumanDHS is unique as a transdisciplinary community of concerned scholars, researchers, educators, practitioners, creative artists, and others who all collaborate in a spirit of mutual support to understand the complex dynamics of dignity and humiliation (http://www.humiliationstudies.org/). We (Linda and Evelin) feel privileged to share an introduction to this work with you.For more than 15 years, HumanDHS’s efforts have focused on stimulating systemic change, globally and locally, to open space for dignity, mutual respect, and esteem to take root and grow. From the start, HumanDHS emphasized a radical notion: putting the quality of our relationships first. The work is the outgrowth of HumanDHS’s energy through the quality of these relationships. Our goal is ending systemic humiliation and humiliating practices, preventing new ones from arising, and opening space for feelings of humiliation to nurture constructive social change so that we all can join in healing the cycles of humiliation throughout the world. We do our best to cultivate a relational climate characterized by dignity, by walking our talk, and by encouraging mutual personal growth." id="Page_To address the crises humanity is facing today, we need everyone’s help! We need to become a world of relational bridge builders, composed of people, communities, and organizations that have the resilience to persevere through the daunting obstacles that undermine human dignity, inflict humiliation, and poison the planet in ways that obstruct our immediate and long-term social-global solidarity (Lindner, in press). We need everyone’s creativity to find new solutions to surmount not only problems threatening our communities but also problems that threaten all life on earth. Counselors are among the most skilled relational bridge builders. We are in one of the best positions to help people find dignifying ways to contribute their creativity!HumanDHS is one example of a community that strives to build relational bridges that strengthen resilience while planting seeds of dignity that lead to courageous creativity. HumanDHS is unique as a transdisciplinary community of concerned scholars, researchers, educators, practitioners, creative artists, and others who all collaborate in a spirit of mutual support to understand the complex dynamics of dignity and humiliation (http://www.humiliationstudies.org/). We (Linda and Evelin) feel privileged to share an introduction to this work with you.

For more than 15 years, HumanDHS’s efforts have focused on stimulating systemic change, globally and locally, to open space for dignity, mutual respect, and esteem to take root and grow. From the start, HumanDHS emphasized a radical notion: putting the quality of our relationships first. The work is the outgrowth of HumanDHS’s energy through the quality of these relationships. Our goal is ending systemic humiliation and humiliating practices, preventing new ones from arising, and opening space for feelings of humiliation to nurture constructive social change so that we all can join in healing the cycles of humiliation throughout the world. We do our best to cultivate a relational climate characterized by dignity, by walking our talk, and by encouraging mutual personal growth.


Relational Bridge Building

To address the crises humanity faces today, we propose becoming advocates for our communities and each other. We propose moving from language and division that separate us from each other and from our planet. In contrast, we propose movement toward relational ecology, putting the quality of our relationships—with people and the planet—at the center of our concern. This is opposed to the “me-versus-you” language and thinking that generate ruthless competitive achievement and separate entities vying for limited power and resources (Hartling & Lindner, 2017). We support decentralizing the supremacy of economism (Norgaard, 2011), which emphasizes our fundamental worth and dignity as tied to wealth, status, and power.

For more than a decade, our relational approach has been sustainable. It has offered a new model of collaborative action, a replenishing relational-organizational climate that is constantly evolving and growing with, rather than at the expense of, the people involved. Our work is a labor of love and maintained entirely by volunteers who give their time and energy as a gift. All our efforts are pro bono and not-for-profit endeavors, and Evelin Lindner’s 2015, 2016, and 2017 Nobel Peace Prize nominations for the work of HumanDHS gave all our members great courage. It has been lifesaving for many who risk their lives and livelihoods to advance dignity in the world.

The HumanDHS currently includes approximately 1,000 personally invited members from all continents, more than 7,000 friends on our address list. Through the creativity and support of so many HumanDHS friends, we launched our World Dignity University Initiative (http://www.worlddignityuniversity.org/) in 2011 and our not-for-profit publishing house Dignity Press in (http://dignitypress.org/) in 2012. We organize two conferences per year: We gather for one global conference at a different location each year, which has led us since 2003 to Europe (Paris, Berlin, Oslo, and Dubrovnik), Costa Rica, China, Hawai’i, Turkey, Egypt, New Zealand, South Africa, Rwanda, Chiang Mai in Northern Thailand, and Indore in Central India. Then we come together a second time each December for our Workshop on Transforming Humiliation and Violent Conflict at Columbia University in New York City, with the late Morton Deutsch as our honorary convener since 2003. We have brought people throughout world together to join us for more than 30 conferences since 2003 (HumanDHS, 2019a). Furthermore, individual members of our community have countless books, articles, and projects supporting this effort.



Global Creativity in Counseling

Our work might be thought of as a type of global creativity in counseling in the ways we encourage relational resilience as we turn ideas into action for the benefit of people and the planet. Our creative work challenges us to ask the following questions: How do we as a human species sustainably arrange our affairs on our planet? Will we be able to offer our children a dignified future? Where do we stand? Is it possible to manifest relationships imbued with dignifying mutuality among all people on our planet? Is it feasible to believe that we can cooperate globally to solve our global challenges? Through our work, we counsel the global Zeitgeist so to speak, and we affect the global social-cultural climate. Even though individual counseling is not the focus, our members and the participants in our conferences often experience a profound consolidation of their ability to be resilient in facing the world.

The global scope of this work provides a deep sense of meaningfulness to people who feel dejected in the face of saddening news about social and ecological degradation at a global scale, and the experience of meeting people from all continents united in dignifying mutuality nourishes everybody’s soul. Michael Britton, HumanDHS member since 2006, wrote on July 18, 2015: “I feel fortunate to have found a home in HumanDHS where the labours of inquiry, honesty, integrity, dignity, trust and trustworthiness, humility are at the heart of who we are and what we do.”







Future Directions and Emerging Research

None of us are exempt from the crises and trauma situations that arise in life. Tragedy and wounds to our humanity can strike at a moment’s notice, upending our worlds. Resilience is often offered during times of adversity and great loss, yet the pathways to resilience are often unclear. Recognizing our pain; acknowledging our right to grieve; and understanding the systemic, societal, and cultural influences that either support us in our healing or heighten our pain and feelings of humiliation are important variables.

As you work with people living in a world saturated with injustice, we invite you to consider Evelin Lindner’s pledge (HumanDHS, 2019b, para. 4):


	I am committed, to the best of my abilities, to realizing the values enshrined in the first sentence of Article 1 of the Universal Declaration of Human Rights: “All human beings are born free and equal in dignity and rights.” Furthermore, the HumanDHS invites us to pledge the following:

	I am committed, to the best of my abilities, to striving for self-reflection and alliance with like-minded friends to detect where I might be blind to my own shortcomings.

	I am committed, to the best of my abilities, to encouraging and supporting the dignity of all people, and to counteracting and transforming practices of humiliation at all levels, from personal to systemic levels.



No doubt, crises and traumatic experiences can be catastrophic. However, when we recognize the impact of others on our resilience and our impact on theirs, we are supported in our loss, ultimately increasing our capacity for resilience with and through one another. We (Thelma and Shane) feel deeply privileged to collaborate with our esteemed colleagues and global bridge builders, Linda Hartling and Evelin Lindner, on this chapter. Together, we bring you expanded perspectives on resilience and invite you to partner with us in creating and expanding spaces and places where dignity and resilience thrive.
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Multiple-Choice Questions


	According to Hartling (2005) and Jordan (2004), some individual traits of resiliency include

	Social support and intelligence.

	A collectivistic mind-set.

	Diagnosis and pathology.

	None of the above




	Using a relational-cultural theory (RCT) viewpoint, resiliency would include

	Cognitive dissociation.

	Coping skills.

	The ability to connect and reconnect after disconnections.

	Setting boundaries.




	What is a vital aspect of relational counseling, like RCT, that fosters healing?

	Dogmatism

	Individuation

	A focus on pathology

	Creativity




	The viewpoint of the individualistic approach to resilience as of “bouncing back” after a crisis can be

	An inadequate image and feel unreachable.

	The best coping skill.

	Unique to the U.S. culture.

	None of the above




	According to Jordan (2018), relational resilience includes

	Never developing PTSD.

	The ability to never let stressful events bother you.

	The ability to move back into connection after disconnection.

	The strength to never give up.




	According to the chapter, which is a global network of people committed to stimulating systemic change and creating a space open for mutual respect?

	The Humane Society

	The Human Dignity and Humiliation Studies (HumanDHS)

	The Peace Corps

	The Human Rights Project




	Which is a course of action of Linda Hartling and the HumanDHS?

	Setting strict laws

	Recognizing our independence

	Decoupling our worth from status

	Exerting our power over others when needed




	Cognitive processing therapy is best delivered by _____ therapists.

	New

	Regimented

	Stoic

	Creative




	Which is an evidence-based suggestion for incorporating creativity into sessions?

	Be open to your creativity

	Embody metaphors

	Meditate

	All of the above




	Tedeschi and Calhoun (2016) discovered that _____ leads to greater appreciation of life.

	Posttraumatic growth

	Trauma

	Family

	The workplace




	Whole body approaches may help integrate sensory and fragmented memories.

	True, if the trauma is not too intense

	False, because every person only needs cognitive therapy

	True

	False, integration comes with time only




	Creativity always leads to positive outcomes that benefit society.

	False, it tends to lead to destructive ideas

	False, it can sometimes lead to oppression

	True, it is always a benefit

	True, if the society is financially stable




	What is one commitment of the Evelyn Lindner’s pledge?

	Always being on time

	Striving for self-reflection

	Striving for research on CBT

	None of the above




	It is not correct to be present and connected with someone during their disconnection.

	True, because a person needs space

	True, because a person has lost all hope

	False, if we stay by their side, hopefully reconnection can occur

	None of the above




	People may be _____ if they do not recover fully from a traumatic event.

	Weak

	Fragile

	Resilient

	Inadequate











Essay Questions


	This chapter explores resilience as developing in relation to others. Do you feel your relationships contribute to your resilience? Why or why not?

	The authors talk about how the U.S. culture values people who can “bounce back” after a traumatic event. What are your thoughts about this viewpoint? Think about your professional and personal life. Have you ever felt pressure to bounce back? How did this mind-set help or hurt you?

	Think about the case of Cara. What feelings or thoughts did this bring up for you?

	The chapter explores creativity and divergent thinking. The Department of Child Safety used creative thinking when solving a problem with children having their basic needs. Have you ever used your power or creative thinking to create a policy change?

	Relational courage is reaching out for help, even when a person feels isolated or altered by a traumatic experience. Can you think of a time you displayed relational courage? Or when a client reached out for help?
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