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Welcome to Light University and the “Traumatic Grief, Loss and Crisis 2.0” program of study. 
 
Our prayer is that you will be blessed by your studies and increase your effectiveness in 
reaching out to others. We believe you will find this program to be academically sound, 
clinically excellent and biblically-based. 
 
Our faculty represents some of the best in their field – including professors, counselors and 
ministers who provide students with current, practical instruction relevant to the needs of 
today’s generations. 
 
We have also worked hard to provide you with a program that is convenient and flexible – 
giving you the advantage of “classroom instruction” online and allowing you to complete your 
training on your own time and schedule in the comfort of your home or office. 
 
The test material can be found at www.lightuniversity.com and may be taken open book.  Once 
you have successfully completed the test, which covers the units within this course, you will be 
awarded a certificate of completion signifying you have completed this program of study. 
 
Thank you for your interest in this program of study. Our prayer is that you will grow in 
knowledge, discernment, and people-skills throughout this course of study. 
 
Sincerely, 

 
Ron Hawkins 
Dean, Light University 
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The American Association of Christian Counselors 
 

 Represents the largest organized membership (nearly 50,000) of Christian counselors and 
caregivers in the world, having just celebrated its 25th anniversary in 2011. 
 

 Known for its top-tier publications (Christian Counseling Today, the Christian Counseling 
Connection and Christian Coaching Today), professional credentialing opportunities offered 
through the International Board of Christian Care (IBCC), excellence in Christian counseling 
education, an array of broad-based conferences and live training events, radio programs, 
regulatory and advocacy efforts on behalf of Christian professionals, a peer-reviewed Ethics 
Code, and collaborative partnerships such as Compassion International, the National 
Hispanic Christian Leadership Conference and  Care Net (to name a few), the AACC has 
become the face of Christian counseling today. 

 

 With the needed vision and practical support necessary, the AACC helped launch the 
International Christian Coaching Association (ICCA) in 2011, which now represents the 
largest Christian life coaching organization in the world with over 2,000 members and 
growing. 

 
 
Our Mission 
 

The AACC is committed to assisting Christian counselors, the entire “community of care,” 
licensed professionals, pastors, and lay church members with little or no formal training. It is 
our intention to equip clinical, pastoral, and lay caregivers with biblical truth and psychosocial 
insights that minister to hurting persons and helps them move to personal wholeness, 
interpersonal competence, mental stability, and spiritual maturity. 
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Our Vision 
 

The AACC’s vision has two critical dimensions: First, we desire to serve the worldwide Christian 
Church by helping foster maturity in Christ. Secondly, we aim to serve, educate, and equip 
1,000,000 professional clinicians, pastoral counselors, and lay helpers throughout the next 
decade. 
 
We are committed to helping the Church equip God’s people to love and care for one another. 
We recognize Christian counseling as a unique form of Christian discipleship, assisting the 
church in its call to bring believers to maturity in the lifelong process of sanctification—of 
growing to maturity in Christ and experiencing abundant life.  
 
We recognize some are gifted to do so in the context of a clinical, professional and/or pastoral 
manner. We also believe selected lay people are called to care for others and that they need 
the appropriate training and mentoring to do so. We believe the role of the helping ministry in 
the Church must be supported by three strong cords: the pastor, the lay helper, and the clinical 
professional. It is to these three roles that the AACC is dedicated to serve (Ephesians 4: 11-13). 

 
Our Core Values 
 

In the name of Christ, the American Association of Christian Counselors abides by the following 
values: 
 

VALUE 1: OUR SOURCE 
We are committed to honor Jesus Christ and glorify God, remaining flexible and responsive to 
the Holy Spirit in all that He has called us to be and do. 
 
VALUE 2: OUR STRENGTH 
We are committed to biblical truths, and to clinical excellence and unity in the delivery of all our 
resources, services, training and benefits. 
 
VALUE 3: OUR SERVICE 
We are committed to effectively and competently serve the community of care worldwide—
both our membership and the church at large—with excellence and timeliness, and by over-
delivery on our promises. 
 
VALUE 4: OUR STAFF 
We are committed to value and invest in our people as partners in our mission to help others 
effectively provide Christ-centered counseling and soul care for hurting people. 
 
VALUE 5: OUR STEWARDSHIP 
We are committed to profitably steward the resources God gives to us in order to continue 
serving the needs of hurting people. 
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Light University 
 

 Established in 1999 under the leadership of Dr. Tim Clinton—has now seen nearly 200,000 
students from around the world (including lay caregivers, pastors and chaplains, crisis 
responders, life coaches, and licensed mental health practitioners) enroll in courses that are 
delivered via multiple formats (live conference and webinar presentations, video-based 
certification training, and a state-of-the art online distance teaching platform). 
 

 These presentations, courses, and certificate and diploma programs, offer one of the most 
comprehensive orientations to Christian counseling anywhere. The strength of Light 
University is partially determined by its world-class faculty—over 150 of the leading 
Christian educators, authors, mental health clinicians and life coaching experts in the United 
States. This core group of faculty members represents a literal “Who’s Who” in Christian 
counseling. No other university in the world has pulled together such a diverse and 
comprehensive group of professionals. 

 

 Educational and training materials cover over 40 relevant core areas in Christian—
counseling, life coaching, mediation, and crisis response—equipping competent caregivers 
and ministry leaders who are making a difference in their churches, communities, and 
organizations. 

 
 
Our Mission Statement 
 

To train one million Biblical Counselors, Christian Life Coaches, and Christian Crisis Responders 
by educating, equipping, and serving today’s Christian leaders. 

 
 

 

Academically Sound • Clinically Excellent • Distinctively Christian 
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Video-based Curriculum 
 

 Utilizes DVD presentations that incorporate over 150 of the leading Christian educators, 
authors, mental health clinicians, and life coaching experts in the United States. 
 

 Each presentation is approximately 50-60 minutes in length and most are accompanied by a 
corresponding text (in outline format) and a 10-question examination to measure learning 
outcomes. There are nearly 1,000 unique presentations that are available and organized in 
various course offerings. 

 

 Learning is self-directed and pacing is determined according to the individual time 
parameters/schedule of each participant. 

 

 With the successful completion of each program course, participants receive an official 
Certificate of Completion. In addition to the normal Certificate of Completion that each 
participant receives, Regular and Advanced Diplomas in Biblical Counseling are also 
available.  
 

 The Regular Diploma is awarded by taking Caring For People God’s Way, Breaking 
Free and one additional Elective among the available Core Courses. 
 

 The Advanced Diploma is awarded by taking Caring For People God’s Way, Breaking 
Free, and any three Electives among the available Core Courses. 

 
 

Credentialing 
 

 Light University courses, programs, certificates and diplomas are recognized and endorsed 
by the International Board of Christian Care (IBCC) and its three affiliate Boards: the Board 
of Christian Professional & Pastoral Counselors (BCPPC); the Board of Christian Life Coaching 
(BCLC); and the Board of Christian Crisis & Trauma Response (BCCTR). 
 

 Credentialing is a separate process from certificate or diploma completion. However, the 
IBCC accepts Light University and Light University Online programs as meeting the 
academic requirements for credentialing purposes. Graduates are eligible to apply for 
credentialing in most cases. 
 

 Credentialing involves an application, attestation, and personal references. 
 

 Credential renewals include Continuing Education requirements, re-attestation, and 
occur either annually or biennially depending on the specific Board.  
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Online Testing 
 

The URL for taking all quizzes for this course is: http://www.lightuniversity.com/my-account/. 
 

 TO LOGIN TO YOUR ACCOUNT 
 

 You should have received an email upon checkout that included your username, 

password, and a link to login to your account online. 

 

 MY DASHBOARD PAGE 
 

 Once registered, you will see the My DVD Course Dashboard link by placing your mouse 

pointer over the My Account menu in the top bar of the website. This page will include 

student PROFILE information and the REGISTERED COURSES for which you are 

registered. The LOG-OUT and MY DASHBOARD tabs will be in the top right of each 

screen. Clicking on the > next to the course will take you to the course page containing 

the quizzes. 

 

 QUIZZES 
 

 Simply click on the first quiz to begin. 

 

 PRINT CERTIFICATE 
 

 After all quizzes are successfully completed, a “Print Your Certificate” button will appear 

near the top of the course page. You will now be able to print out a Certificate of 

Completion. Your name and the course information are pre-populated. 
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Continuing Education 
 
The AACC is approved by the American Psychological Association (APA) to offer continuing 
education for psychologists. The AACC is a co-sponsor of this training curriculum and a National 
Board of Certified Counselors (NBCC) Approved Continuing Education Provider (ACEPTM). The 
AACC may award NBCC approved clock hours for events or programs that meet NBCC 
requirements. The AACC maintains responsibility for the content of this training curriculum, 
which also meets the qualifications for continuing education credit for MFTs and/or LCSWs as 
required by the California Board of Behavioral Science (#3552). The AACC offers continuing 
education credit for play therapists through the Association for Play Therapy (APT Approved 
Provider #14-373), so long as the training element is specifically applicable to the practice of 
play therapy. 
 
It remains the responsibility of each individual to be aware of his/her state licensure and 
Continuing Education requirements. A letter certifying participation will be mailed to those 
individuals who submit a Continuing Education request and have successfully completed all 
course requirements. 
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Presenter Biographies 
 
Daniel Sweeney, Ph.D., is the founder and director of the Northwest Center for Play Therapy 
Studies. He is also a tenured professor of counseling and program director for the Clinical 
Mental Health Counseling program in the Graduate Department of Counseling at George Fox 
University. He holds his doctorate in counseling from the University of North Texas, where he 
also served as an assistant director of the Center for Play Therapy. Dr. Sweeney has a master's 
degree in marital and family therapy, is a licensed professional counselor (LPC), marital and 
family therapist (LMFT), and is an Approved Clinical Supervisor (ACS). He has extensive 
experience with children, couples, and families and is a national and international speaker and 
author of multiple works, including articles and book chapters. In addition, Dr. Sweeney has 
served on the pastoral staff of several churches and is an ordained minister. 
 
Heather Gingrich, Ph.D., is a professor of counseling at Denver Seminary. Dr. Gingrich 
specializes in the treatment of complex trauma, including adult survivors of abuse, and has 
done research, writing, and clinical work in the area of dissociative disorders and trauma. She is 
a clinical member of the International Society for the Study of Trauma and Dissociation, the 
Rocky Mountain Trauma and Dissociation Society, and a professional affiliate of Division 56 
(Trauma Psychology) of the American Psychological Association. Dr. Gingrich also serves as an 
advisor for the Philippine Association of Christian Counselors and the Philippine Society for the 
Study for Trauma and Dissociation. During her 30-plus years in the counseling field, Dr. Gingrich 
has divided her time between clinical work and teaching. She has lived in Canada, Pakistan, the 
Philippines, and the United States. Dr. Gingrich earned a Ph.D. from the University of the 
Philippines, an M.A. from Wheaton College Graduate School, and a B.A. from Carleton 
University in Canada. She recently authored, Restoring the Shattered Self: A Christian 
Counselor’s Guide to Complex Trauma. 
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Abstract 
In this presentation, Daniel Sweeney explains the neurobiological impact of trauma on children 

and how expressive therapies can be used to help them recover. Traumatic experiences impact 

children in different ways than adults. Oftentimes, children are neurobiologically unable to 

discuss the trauma in words. When trauma occurs, the child’s brain is impacted. Different 

chemical responses in the brain hemispheres can affect how the child can express him or 

herself. Expressive therapies such as play therapy, art therapy, or sand tray therapy can help 

the child use actions to tell the story that words will not express. Dr. Sweeney presents an in-

depth look at the consequences of trauma on a child’s brain and discusses the many different 

types of therapy that can be used to effectively help children return to a functioning lifestyle.  

 

Learning Objectives 

1. Participants will define and describe what trauma is and how it impacts children, 

including the neurobiological effects. 

 

2. Participants will understand the basic principles of treating trauma in children. 

 

3. Participants will hear an overview of maladaptivity in traumatized children.  
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I. Therapy with Children  

A. The importance of working with children 

1. There are too few counselors working with children. 

 Family Counseling programs often do not require coursework related to children. 

 

2. Nearly 21% of children and adolescents in the US have a diagnosable mental or 

addictive disorder. 

 

3. 70% of children with a mental or addictive disorder do not receive mental health 

services. 

 

4. Every 21 seconds a child is arrested. 

 

5. Every 47 seconds a child is confirmed as abused or neglected. 

 

6. Every 8 minutes a child is arrested for a violent crime. 

 

7. Every 4.5 hours a child/adolescent commits suicide. 

 

8. Every 5.5 hours a child is killed by abuse or neglect. 

 

 

B. Traditional Adult Therapy 

1. Vocal therapy may not work with children. 

 

2. Traditional adult therapy assumes the client has the ability to engage verbally, 

cognitively, and process abstract thought.  
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3. It makes sense that traumatized or not, children need a different approach in 

therapy. 

 

4. Children and adults need different things in therapy. 

 

 

C. Expressive Therapy 

1. Play therapy 

 Play is how children naturally communicate. 

 This concept is true worldwide. 

 This is true for the verbally precocious child.  

 

2. Empathy 

 The greatest empathy in the history of mankind was the incarnation.  

 If the Lord was not “too good” to come to our level as a human, perhaps we are 

not “too good” to go to a child’s level of play. 

 

3. Play therapy allows clients to speak without verbalizing. 

 

4. Safety: without the feeling of safety, there will be no growth. 

 

5. When clients engage kinesthetically, which is typical in play therapy, there is a 

calming effect.  

 

6. Limits the necessity of verbalization. 

 Some people use words as a defense mechanism.  

 Trauma can inhibit the ability to verbalize. 
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D. Play Therapy Defined  

 

Play therapy is a dynamic, interpersonal relationship where the therapist is fully trained 

in Play Therapy. The therapist provides selected play materials and facilitates the 

development a safe relationship. –Gary Landreth  

 

Simply stated, traumatic & neglectful experiences … cause abnormal organization & 

function of important neural systems in the brain, compromising the functional 

capacities mediated by these systems … Matching the correct therapeutic activities to 

the specific developmental stage and physiological needs of a maltreated or traumatized 

child is the key to success. –Bruce Perry  

 

 

II. Trauma 

A. Brain Plasticity  

1. Despite trauma’s negative effects, the brain is plastic and can change. 

 

2. Plasticity refers to the way that the brain creates, strengthens and discards synapses 

and neuronal pathways in response to the environment. 

 

3. This means that the brain is capable of changing in response to experiences, 

especially repetitive and patterned experiences. 

 

4. It’s easier to build a child than repair an adult. 

 

 

B. The Impact of Trauma on Children 

1. Trauma forever changes children. 
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2. Trauma affects the ability to cope. 

 

3. Trauma may limit or arrest a child’s development. 

 

 

C. Primary Goals for Working with Children 

1. Providing hope for children and parents. 

 

2. Provide children and families with a safe, reparative, and relational place. 

 

 

D. Trauma Treatment Principles 

1. Trauma is by nature intrusive; therapy should not be intrusive. 

 The therapist’s interventions should be facilitative and not a recapitulation of 

this intrusion. 

 Promotion of child self-expression provides freedom to explore and grow.  

 

2. Trauma always occurs within the context of families and systems. 

 

3. Trauma affects people in physiological, neurobiological, cognitive, and spiritual ways.  

 

4. Clinical work in the area of trauma often involves direct encounters with horrible & 

horrifying circumstances.  

 The professional & personal impact of this on the therapist should never be 

underestimated. 

 Take care of yourself to avoid vicarious traumatization and burnout. 

 

5. The focus of treatment should be the child, not the trauma.  

 

6. Treatment takes time. 
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E. The Ten Cs 

1. Calmness – combats fear and promotes safety and growth 

 

2. Connective – relationship based 

 

3. Child-Appropriate – developmentally sound 

 

4. Consistent – safety in patterned repetition 

 

5. Cadenced – benefits of rhythm 

 

6. Control-Giving – client regains lost control 

 

7. Courage – on the part of therapist and client 

 

8. Congruent – match the theory/personality of the therapist 

 

9. Culturally Sensitive – respectful of culture 

 

10. Competence – adequate training and response 

 

 

F. Defining Trauma 

1. Trauma is physiological, psychological, sociological, spiritual harm caused by external 

stimuli or the withholding of external stimuli, which results in external and internal 

impairment.  
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“Soul murder- the dramatic term for circumstances that eventuate in crime — the 

deliberate attempt to eradicate or compromise the separate identity of another person . 

. . sexual abuse, emotional deprivation, physical and mental torture can eventuate in 

soul murder . . . Children are the usual victims. For the child’s almost complete physical 

and emotional dependence on adults easily makes for possible tyranny and therefore 

child abuse”. –Leonard Shengold  

 

 

G. Factors Impacting Childhood Trauma 

1. Severity of the traumatic event 

 

2. Developmental level of the child 

 Younger children are more vulnerable to damage. 

 

3. Child’s genetic predisposition/resiliency 

 

4. Phenomenology (perception) 

 Each child’s experience is unique. 

 

5. Premorbid functioning (trauma history) 

 

6. Quality of attachment 

 

7. Family functioning 

 

8. Onset of intervention 

 Early intervention prevents strengthening of defenses and coping strategies. 
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“With play, we have an inexpensive & efficient means to help children develop. Proactive 

is better than reactive. Simple music & movement activities provided early in life for 

high-risk children, for example, appear to have powerful & positive impact on young 

children. We must teach young mothers & caregivers how important it is to play with 

their young children. The best toy for a young child is the invested, caring adult – 

someone to pay attention, to engage and to play with the child using words, song, touch 

& smile”. – Bruce Perry, Ph.D 

 

 

H. Two Basic Responses to Trauma 

1. Abnormal, heightened response to trauma-specific stimuli 

 

2. Having an abnormal heightened response to stimuli not related to the trauma 

 

 

III. Neurobiology 

A.  Basic Neurobiological Effects of Trauma 

1. Increased levels of neurotransmitters, specifically catecholamine’s, resulting in 

increased SNS activity 

 

2. Increase sympathetic nervous system activity 

 

3. Limbic system stimulated 

 

4. Resultant decrease in corticosteroids and serotonin, resulting in the inability to 

moderate the catecholamine-triggered fight, flight, or freeze response 
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5. The mortality rate of those who have been traumatized is higher than the general 

population.  

 Increased suicidal rate 

 Lowered immune system  

 

6. Increased baseline cortisol levels  

 

7. Neuronal atrophy  

 

8. Increased levels of endogenous opioids, resulting in pain analgesia, emotional 

blunting and memory impairment 

 

9. Chronic exposure to stress/trauma affects acute/chronic adaptation of these 

chemicals- it permanently alters how an organism deals with its environment on a 

daily basis. 

 

10. Endogenous opioids, which inhibit pain & reduce panic, are secreted after prolonged 

exposure to severe stress.  

 The dissociation and stress-related analgesia experienced by trauma victims may 

be related to this. 

 

11. Medications that stimulate ANS arousal may precipitate visual images and affect 

states associated with prior traumatic experiences. 

 

 

B. Social Responses  

1. Traumatized children can present as what we think of as ADHD. 
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2. While people with PTSD tend to deal with their environment by emotional 

constriction, their bodies continue to react to certain physical and emotional stimuli 

as if there were a continuing threat of annihilation. 

 

3. People who suffer from trauma and PTSD tend to push others away. 

 

4. Traumatized people go immediately from stimulus to response without being able to 

make the intervening psychological assessment of the cause of their arousal, which 

causes them to overreact and intimidate others. 

 

 

C. Further Neurobiological Effects of Childhood Trauma 

1. Children with PTSD often have smaller intracranial, cerebral, prefrontal cortex, 

prefrontal cortical white matter, right temporal lobe volumes, & areas of the corpus 

callosum & its sub-regions. 

 

2. MRI scans of abused & neglected children showed that over half showed evidence of 

cortical atrophy or ventricular enlargement 

 In fact, the longer the trauma exposure, the smaller the volume. 

 

D. Brain Hemispheres 

1. Maltreatment appears to impede normal development of the left hemisphere.  

 

2. Abused children are less able to use both hemispheres. 

 

3. Abnormalities in the corpus callosum the fiber tract connecting the two 

hemispheres, may explain the challenges in lateralization that abused children 

sometimes experience 
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4. Trauma seems to be more located in the right hemisphere. 

 

5. “Metaphor” – the language of the right hemisphere – is ideally suited to accessing 

and expressing trauma.  

 

“To have a coherent story, the drive of the left to tell a logical story must draw on the 

information from the right.  If there is a blockage, as occurs in PTSD, then the narrative 

may be incoherent”. – Daniel Siegel  

 

6. Simple words may be entirely inadequate 

 Not that the entire therapeutic process needs to or should be wordless 

 Give the client additional options for expression. 

 

 

IV. The Impact of Early Trauma 

A. Prenatal Exposure to Maternal Stress/Trauma 

1. Acute changes in maternal hormones cause long-lasting changes in the fetal brain. 

 The changes in the fetal brain are not necessarily permanent. 

 

2. High levels of maternal corticotrophin-releasing hormones during pregnancy 

negatively affect fetal neural development. 

 An infant whose mother has been exposed to trauma needs to process the 

trauma. 

 

3. This reduces later postnatal capacities to respond to stress. 

 

 

B. Parental Trauma Impacts Attachment 

1. All counselors should have an attachment focus of some kind.  
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2. Counselors need to be aware of effect of trauma on the mother. 

 It can be difficult for a traumatized mother to attach to her child.  

 The experience can be similar to the difficult a mother with postpartum 

depression having difficulty attaching. 

 There is a risk of neglect in this situation. 

 Counselors must be aware of these risks. 

 

 

C. Maladaptivity 

1. Children who experience trauma have become adapted to maladaptivity. 

 This is particularly true for children who experience extended trauma.  

 

2. Children may have difficulty coping in “normal” situations since they are used to 

maladaptive situations.  

 This is something that foster and adoptive parents need to be aware of.  

 Christian foster and adoptive parents may believe that all the child needs is 

unconditional love and Jesus, which is true, but a child whose brain is attuned to 

maladaptivity will react maladaptively even in a healthy environment.  

 In this scenario, the issue is neurobiological, not related to the new home 

atmosphere.  

 

3. Counselors need to educate and prepare themselves to provide services that 

address maladaptivity.  

 Research has shown that intensive services can be incredibly valuable. 

 One study found that 10 play therapy sessions in 2 weeks led to the same 

amount of improvement in the clients as 10 weeks of sessions.  
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D. Therapy in Light of Neurobiological Response  

1. Neuroimaging study with PTSD clients showed: 

 Deactivation of the prefrontal cortex (executive functioning) − interfering with 

the ability to formulate a measured response to a threat. 

 Increased activation of the limbic system. 

 Decreased activation in the Broca’s area in the brain (related to verbalization). 

 

2. When PTSD clients are reliving their trauma, they have substantial difficulty putting 

their experiences into words. 

 

3. Traumatized people suffer speechless terror.  
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Abstract 
In part 2 of this presentation, Daniel Sweeney will continue to share insight regarding the 

impact of trauma on children. This portion of Daniel Sweeney’s lecture will focus on best 

practices in expressive therapy for traumatized children. Expressive therapies such as play 

therapy, art therapy, and sand tray therapy will be explored and insight provided on how to 

best provide these services to traumatized children. The goal of helping traumatized children 

find ways to make life more bearable is discussed as groundwork for later meaning-making.  

 

Learning Objectives 

1. Participants will identify the different forms of expressive therapy. 

 

2. Participants will contrast child-centered play therapy with forms of therapy that 

encourage the child to verbalize their thoughts and feelings. 

 

3. Participants will explore the purpose of play therapy as effectively helping children 

return to a place where life is bearable, laying the groundwork for further meaning-

making. 
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I. Interventions Overview 

“No matter how much you talk to someone, the words will not easily get translated into 

changes in the midbrain or the brain stem.” – Bruce Perry & Jennifer Pate 

 

A. Treatment of Trauma: Principles 

1. In regard to plasticity, not all parts of the brain are “as plastic” as others. 

 The cortex is more plastic than the midbrain and the limbic system. 

 When working with children, the cortical area of the brain is not fully developed, 

so interventions cannot rely entirely upon words.  

 

2. Interventions must address the totality of the child's life, providing frequent, 

consistent "replacement" experiences so that the child's brain can begin to 

incorporate a new environment – one that is safe, predictable and nurturing. 

 

3. All Trauma is Sensory in Nature 

 Therapy ought to be sensory in nature 

 

 

B. The Parent-Child Relationship 

1. Impaired affect regulations 

 

2. The parent’s inability to help the child through their trauma can be re-traumatizing 

for the child. 

 

3. Mutual negative attributions 

 Changed mental representations 

 Traumatic expectations 

 

4. Parent and child as traumatic reminders for one another 
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C. Variety of Trauma Interventions  

1. Respite care 

 

2. Filial therapy 

 

3. Play Therapy  

 

4. Behavior management 

 

5. Pharmacotherapy 

 

6. Sand Tray Therapy 

 

7. Art Therapy 

 

8. CBT [TF-CBT] 

 

9. Drama Therapy 

 

10. Psychoeducational Training  

 

11. Group therapy 

 

12. Other Expressive Therapies 

 

13. Animal-assisted therapy 

 

14. Sensory Integration (OTR) 
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15. EMDR 

 

16. Diet, Sleep and Physical Exercise 

 

17. Social support 

 

 

D. Expressive Interventions 

1. The best interest of the child is the most important. 

 

2. Theoretically based, not theoretically bound 

 

3. Evidence Based  

 Applied correctly for age and diagnosis 

 

4. Three Questions to ask Regarding Technique: 

 Is this technique therapeutically appropriate? 

 What’s the theoretical basis? 

 What’s the therapeutic intent? 

 

5. Theory alone is inadequate. 

 

6. Technique without theory is recklessness and potentially dangerous. 

 

 

E. Expressive Therapy with Traumatized Children (Schaefer, 1984) 

1. Symbolism  

 Children can use the media (e.g., art, puppet, miniature, etc.) to represent an 

abuser or perpetrator. 
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2. “As if” Quality 

 Children can use the pretend quality of play therapy play to act out events as if 

they are not real life. 

 In therapy, children can manage the unmanageable and control the 

uncontrollable.  

 

3. Projection 

 Children can project intense emotions onto the play media, which/who can then 

safely act out these feelings. 

 This fosters safety in expression of these feelings. 

 

4. Displacement  

 Children can displace negative feelings onto the media (art, puppet, miniatures, 

etc.) rather than expressing them toward family members or others. 

 

 

F. Traumatized Children’s Play  

1. Reenactment of the trauma without movement towards resolution is not helpful 

and could be dangerous.  

 Counselors need to monitor and facilitate the play.  

 

2. In play, children can slowly assimilate traumatic experiences by reliving them with 

appropriate release of affect. 

 

3. Re-traumatizing play may need to be interrupted (use caution and be aware of 

projection). 

 Use the least intrusive method.  
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4.  Children deal with stress and traumas by playing out similar situations and gradually 

achieving mastery over them. 

 

5. In play, the child is in control of the events and there is less anxiety because it is just 

pretend. 

 The helper could feel anxiety and incorrectly feel the need to interrupt. 

 It is important to ask yourself if the anxiety is the child’s or your own.  

 

6. Processing trauma (either verbally or nonverbally) is the goal. 

 

7. Meaning-making is important, but to Dr. Sweeney, it is not as important as 

processing trauma so that life becomes tolerable and manageable. 

 Making life tolerable can take precedence over cognitive restructuring. 

 Making life tolerable can lay the groundwork for cognitive restructuring.  

 

8. The need for safety extends beyond therapy. 

 The child does not need an additional investigator.  

 

 

G. Psychopharmacology  

1. Medications may be helpful in dampening out-of-control emotional/behavioral 

arousal. 

 

2. This may create a window for psychotherapeutic interventions to succeed. 

 

3. Medications cannot, however, replace the specific & repetitive patterns of brain 

activation need for traumatized children. 

 



Traumatic Grief, Loss and Crisis 2.0 

Light University                                                                                      33 

“We can contain behavior by regulating emotional dysfunction with medications, but we 

cannot create new, healthy neural networks”. – Bruce Perry  

 

 

H. Empathy 

1. When children are overwhelmed with emotions, neural connections [e.g., limbic to 

prefrontal] can be insubstantial & fragile, leaving them vulnerable to limbic surges. 

 

2. Stress systems become overactive, leaving children unable to develop self-

regulation.  

 

3. Without empathy, neurochemicals of stress continue as opposed to connection 

flow. 

 

4. The therapist’s communication of empathy [i.e., compassion & care] activates 

systems of bonding. 

 

5. Empathy causes children’s brains to release oxytocin and GABA, which calms fear, 

anxiety & anger. 

 

6. New neural pathways begin to develop. 

 

7. The raw circuits of pain are thus replaced by the development of resonance circuits. 

 

 

I. Mirror Neurons & Expressive Therapies – Tracking  

1. There are mirror properties in the nervous system – the way our brains process its 

perception of the intentional behaviors of others. 

 

2. This mirror neuron activity is part of the broad network of resonance circuits.  
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3. The tracking and reflection which occurs in the play therapy experience fosters this. 

 

4. The communication of acceptance & safety is therefore a neural connection of 

resonance in addition to its emotional & relational benefits. 

 

5. Children who experience neglect often experience a poverty of words. 

 

6. This is in addition to the negative language they have endured. 

 

7. The neural systems which mediate language & social interaction therefore do not 

receive adequate patterned, repetitive stimulation. 

 

8. Neural systems – and, children – change with repetition (Perry, Van der Kolk). 

 

9. Tracking in play therapy works on these impoverished neural systems. 

 

 

J. Rhythmic Activities  

1. Music, dancing, drumming, EMDR are all very rhythmic activities. 

 

2. Repetitive, rhythmic, & archetypal activities have long been part of aboriginal 

cultures in healing & grief rituals. 

 

3. The brainstem can be soothed thru rhythmic activity that provides neural 

stimulation at 80 beats per minute. 

 

4. This matches the prenatal experience of the mother’s heart rate. 

 

5. Every play room should have a drum and additional musical instruments. 
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K. Benefits of Physical Activities 

1. Physical activity promotes serotonin and dopamine production. 

 

2. Decreases dysphoric feelings & increases euphoric feelings 

 

3. Can have modulatory effects on mid-brain over-reactivity 

 

4. Soothes body in chronic fight/flight mode 

 

5. Promotes synaptic plasticity 

 

6. Increases ability to cope with stress 

 

7. Research indicates that exercise benefits hippocampal integrity. 

 

 

L. Expressive Therapy: Child-Centered Play Therapy 

1. Developmentally recommended for younger children. 

 

2. Allows the child to lead – placing the therapist in a facilitative role, rather than 

directional one. 

 

3. It is more than an application of specific rapport-building techniques, but rather a 

complete therapeutic system. 

 

“The child-centered play therapist believes deeply in and trusts explicitly the inner person 

of the child. Therefore, the play therapist’s objective is to relate to the child in ways that 

will release the child’s inner directional, constructive, forward-moving, creative, self-

healing power”. – Daniel Sweeney and Gary Landreth  
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“God has placed in children what they need to grow. When counselors provide the right 

environment (communication, acceptance, compassion, empathy), allowing them to 

communicate in their form of communication (the world of play) what is already in 

children comes forth.” – Daniel Sweeney 

 

 

M. Case Study – J 

1. Came into therapy at age 9 

 

2. In residential treatment or hospital ½ of his life 

 

3. First psychiatrically hospitalized at age 2 

 

4. Multiple diagnoses: RAD, ODD, CD, ADHD, Bipolar, MDD, GAD, Schizophrenia 

 

5. At referral, lived with bio father [depressed, cannabis abuse] & stepmother 

[depressed]. 

 

6. Reported IQ of 54 

 

7. Maintained at home/school for 2 years while in therapy [primarily through play 

therapy] 

 

8. Results: in small increments, J increased in self-control, both in therapy and at home.  

 

9. Research shows that children are in play therapy for an average of 16-18 sessions, 

very close to the therapy average of 15-17. 
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N. Group/Family Art Therapy 

1. Can be used for both assessment & treatment 

 Adapted from H. Landgarten  

 

2. Materials Needed: 

 Smooth Drawing Surface – Table/Wall 

 Colored Markers [Enough Colors for Every Family Member] 

 Video Recorder 

 

3. Instructions: “In this exercise the whole group/family will work together on the same 

sheet of paper. Each person should choose one color, & not trade for any other 

color. While drawing – there should be no talking, signaling, or writing notes.” 

 

4. Directed or Non-Directed 

 

5. Allow 15-20 minutes for the drawing. 

 

6. Members of the group/family indicate that they are done by putting down markers. 

 

7. Following completion of the drawing, the group is asked to give a title to the 

drawing. 

 

8. Therapist processes drawing with the group/family, asking questions in an age-

appropriate manner. 

 

 

O. Sand-Tray Therapy 

1. Just as in play therapy, where play is the language & toys are the words – in sandtray 

therapy, the sandtray therapy is the language, & miniatures are the words. 
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2. Similar to art therapy, but the client uses a sandtray as the palette & the miniatures 

as the paint. 

 

“Sandtray therapy is an expressive and projective mode of psychotherapy involving the 

unfolding and processing of intra- and inter- personal issues through the use of specific 

sandtray materials as a nonverbal medium of communication, led by the client(s) and 

facilitated by a trained therapist.” – Linda Homeyer & Daniel Sweeney 

 

3. Materials Needed: 

 Sandtray 

 Standard = 30” x 20” 

 Various Shapes 

 Sand 

 Various textures and colors 

 Miniatures 

 Typically 400+ 

 Some therapists have 1000s, and that can be overwhelming for clients 

 People, animals, buildings, fences, cartoon characters, religious and spiritual 

images 

 Grouped into categories on shelves or in boxes  

 Scale not an issue 

 Regional/cultural sensitivity 

 Water 

 Preferable, but not mandatory  

 

4. Verbiage: “Create a World” or “Create a Scene” 

 

5. With adolescents: use movie dialogue  

 “Could you make a scene that depicts what it is like to ________” 
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6. Non-directive or directive 

 

7. The primary task is to provide a free and protective space. 

 

8. Temenos is the boundary between the sacred (in therapy) and the profane (outside 

of therapy). 

 Both the process and product should be honored.  

 

9. Use the sandtray as a springboard for discussion. 

 Ask questions about the placement, "what" has the most power, why miniatures 

were chosen, etc. 

 If you have enough information to ask a question, you have enough information 

to make a statement.  

 Point to miniatures, do not touch.  

 

10. Look for changes both in and outside of the therapy room 

 

- Images have been excluded from video reproduction for client privacy    - 

 

 

II. Conducting A Session  

A. Key Elements 

1. Room preparation 

 

2. Introduction to the client(s) 

 

3. Creation of the tray 

 

4. Post-creation 
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5. Sandtray clean-up 

 

6. Documenting the session 

 

 

B. Introduction: “Non-Directed” 

1. Create a world; build a world 

 

2. Create your world; build your world 

 

3. Create a scene; build a scene 

 

4. “Look at the shelves until you find something that speaks to you and put it in the 

tray.  Add to it as you wish.  Tell me when you’re done.” 

 

 

C. Introduction: “Directed” 

1. Consistent with therapeutic issue 

 

2. Purpose for doing the sandtray 

 

3. “Make a scene in the sand that shows what it’s been like after the divorce. Tell me 

when you’re done.” 

 

 

D. The Therapist’s Primary Task 

1. Observe the process of the making of the scene 

 

2. Provide a “free & protected space” 
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3. Temenos – Jungian term 

 

4. Honor the process and the product 

 Validates clients’ perspective – their reality 

 Client(s) are always communicating 

 “Entering” the sandtray with the client (s) 

 Silent capacity to enter into the creation of the client’s world can repair isolation.  

 

 

III. Conclusion 

“As long as children are unable to talk about their traumatic experiences, they simply have no 

story, and instead, the trauma is likely to be expressed as an embodiment of what happened. 

The task of therapy is to help these children develop a sense of physical mastery and awareness 

of who they are and what is happened to them, to learn to observe what is happening in the 

present time and physically respond to current demands instead of recreating the traumatic 

past behaviorally, emotionally, and biologically.” –Bessel Van der Kolk 

 

“It is the relationship which enables access to parts of the brain involved in social affiliation, 

attachment, arousal, affect, anxiety regulation, and physiological hyperactivity. Therefore, the 

elements of therapy which induce positive changes will be the relationship and the ability of the 

child to re-experience traumatic events in the context of a safe and supportive relationship.” –

Bruce Perry & Jennifer Pate 
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Abstract 
Complex trauma survivors (e.g., adult survivors of child abuse, intimate partner violence, 

torture, kidnapping, sex trafficking victims) present unique counseling challenges. Intrusive, re-

experiencing post-traumatic symptoms, such as flashbacks, nightmares, and terrifying 

emotions, can be overwhelming not only for counselees, but also for their counselors. The 

primary focus of this presentation will be how such post-traumatic symptoms can be stabilized 

when dealing with complex, relational trauma, both in the initial phase of counseling, as well as 

the trauma processing phase. The concept of dissociation is examined in order to explain both 

the psychological mechanism by which such intrusive symptoms develop, and how they can be 

contained. How and when to use explicit spiritual resources are also to be examined. 

 

Learning Objectives 

1. Participants will identify intrusive post-traumatic symptoms and explain how they 

develop. 

 

2. Participants will describe how to stabilize intrusive post-traumatic symptoms, including 

flashbacks, nightmares, terror, memory gaps, and physical pain.   

 

3. Participants will recognize how to use spiritual resources appropriately with complex 

trauma survivors. 
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I. Introduction 

A. Based on Restoring the Shattered Self: A Christian Counselor’s Guide to Complex 

Trauma 

 

 

B. Outline of The Presentation 

1. Background to Heather Gingrich’s Approach 

 

2. Difference between PTSD and CTSD 

 

3. Dissociation and its Relevance 

 Definition 

 Use as a defense mechanism 

 How the capacity to dissociate develops 

 BASK model of dissociation 

 

 

C. Three Phases of Treatment for CTSD 

 

 

D. How the Church can Help 

 

 

II. Background to Heather Gingrich’s Approach 

A. Sexual Abuse Survivors 

 

 

B. Dissociative Disorders 
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C. Other Trauma Survivors (see Gingrich, 2002) 

 

 

D. Research on Dissociation and Trauma in the Philippines 

 

1. Lived there for eight years 

 

2. Taught at a seminary 

 

3. Did Ph.D. research on trauma and dissociation  

 

 

E. Recognition of Overlap in Treatment Techniques 

 

 

III. Difference between PTSD and CTSD 

A. Posttraumatic Stress Disorder 

1.  Even Single Exposure 

 Natural disasters 

 Rape incidents 

 Witnessing violence 

 Combat veterans 

 

2. Primarily Cognitive-Behavioral Treatments 

 

3. International Society for Traumatic Stress Studies (ISTSS) 
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B. Complex Traumatic Stress Disorder (Disorders of Extreme Stress) 

1. Literature currently using “Complex Stress Disorder,” but in the past, sometimes 

referred to as “Disorders of Extreme Stress.” 

 

 

2. Multiple Exposures 

 Incest survivors 

 Child abuse and rape 

 Often over many years 

 

 

3. Complex Traumatic Stress Disorder Still Not an Official Diagnosis  

 

 

4. Multi-faceted Treatment Approaches 

 

 

5. International Society for the Study of Trauma and Dissociation (ISSTD) 

 

 

C. DSM-5 – Change in Criteria A for a PTSD 

1. Sexual Assault Listed as a Possible Traumatic Event 

 

 

2. Response of Fear, Helplessness, or Horror No Longer Included  
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D. DSM-5 – Additional Symptom Cluster 

1. Negative Thoughts and Mood or Feelings 

 A persistent and distorted sense of blame of self or others 

 Estrangement from others or markedly diminished interest in activities 

 An inability to remember key aspects of the event  

 

 

E. DSM – 5 – Dissociative Subtype 

1. Chosen when PTSD is Seen with Prominent Dissociative Symptoms 

 Depersonalization (experiences of feeling detached from one’s own mind or 

body) 

 Derealization (experiences in which the world seems unreal, dreamlike or 

distorted) 

 

 

F. Importance of Subjective Evaluation of Event 

1. Someone who has been through a classically traumatic event may not necessarily 

have PTSD. 

 

 

2. What is traumatic for one individual is not necessarily experienced as traumatic for 

another 

 An Apparently “Big T” trauma may not be  

 A Seemingly Minor Event may be 

 

 

IV. Dissociation and its Relevance 

A. Why Talk About Dissociation? 

1. Used by victims of all kinds of trauma 
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2. There is a well-documented association between trauma and posttraumatic 

dissociation. 

 

3. DSM-5 now lists a dissociative subtype.  

 

 

B. Definition 

1. DSM-V – Definition of Dissociation: 

 Disruption of and/or discontinuity in the normal integration of consciousness, 

memory, identity, emotion, perception, body representation, motor control and 

behavior. 

 

2. Simply Put: 

 Dissociation is compartmentalization or disconnection among aspects of self and 

experience – both psychological and physical. 

 

 

C. Normal vs. Pathological Dissociation 

1. Normal 

 Automatisms (example- brushing your teeth). 

 Absorption (so involved in a project you lose track of time). 

 Imaginative involvement (can almost imagine yourself as one of the characters in 

the book or movie). 

 

2. Pathological: Dissociative Symptoms and Disorders Will Be Described Later 

 Especially a consideration in cross-cultural research. 

 What is considered pathological in one culture is not necessarily pathological in 

another. 

 This consideration was one of the reasons for including Objective 2 in this study. 
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D. Continuum of Dissociation 

 
 
 

 
 
 

E. Developing the Capacity to Dissociate  

1. We Are Born Unintegrated (i.e., dissociated) 

 For example, when a newborn is hungry or their diaper needs to be changed, 

they will cry, and as soon as they receive what they need, there is an almost 

instantaneous change 

 

2. Healthy Attachment Leads to Integration of Behavioral States 

 For example, a young child may be able to wait to eat when promised by a 

parent that a meal is coming in a set amount of time. 

 

 As parents are teaching children these things through their relationship, this 

brings about integration.  

 

3. Impact of Child Abuse 

 In instances of child abuse, dissociation is more likely. 
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4. Dissociation as a Defense 

 For example, an incest survivor who is regularly abused at the same time each 

day may mentally check out and immediately forget what has happened.  

 A child can appear to live a normal life as if everything is okay. 

 

5. Mental Disorder 

 Dissociative disorder/other disorder with dissociative symptoms. 

 

 

F. BASK Model of Dissociation 

1. Behavior, Affect (Emotions), Sensation (Physical), Knowledge 

 Full, integrated memory includes all four re-associated components. 

 

2. BASK – Knowledge 

 The cognitive knowledge of an experience. 

 Trauma survivor has full or partial cognitive knowledge of traumatic event. 

 Cognitive knowledge of the trauma is dissociated from behavior, affect and 

sensation. 

 Generally what people mean when they say, “I remember.” 

 

3. BASK – Behavior 

 Behavior is dissociated from other aspects of memory. 

 Individuals act in a certain manner without knowing why. 

 Examples: 

 Avoiding intimate relationships 

 Vomiting after sexual intercourse 

 Dislike of particular foods 
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2. BASK – Affect 

 Affect is dissociated from other aspects of memory 

 Example: 

 Feeling fear for no apparent reason 

 There are no feelings attached to the cognitive knowledge of the memory 

 Flat affect 

 Matter-of-fact tone of voice 

 E.G. Can talk about being raped as though discussing the heat of the coming 

summer 

 

3. BASK – Sensation  

 Physical sensation is dissociated from other aspects of memory 

 Individual may have cognitive knowledge of the traumatic event, be aware of 

related affect, and understand some behavior, but not remember the pain or 

pleasure associated with the trauma  

 Examples: 

 Body Memories- physical symptoms such as bleeding or severe pain occur in 

the present but are unexplained 

 Sexual Excitement 

 

 

V. BASK MODEL 

                                                         

Behavior Affect 

Sensation Knowledge 
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VI. Three Phases of Treatment for CTSD 

A. Rationale for Phase-Oriented Model 

1. Premature Trauma Processing Can Lead to Destabilization 

 Hospitalization 

 Inability to Function in Job 

 Difficulty Parenting 

 Basic Coping Capacities Can be Overwhelmed 

 

 

B. Phase I – Safety and Stabilization 

1. Safety within the Therapeutic Relationship 

 Developing Rapport 

 Facilitative conditions 

 

 Becoming a Safe Person 

 Remember that every client is unique 

 Know your limitations 

 Do not promise anything you cannot deliver 

 Give advance warning of events such as going out of town for a conference 

or changing offices 

 

 Remaining a Safe Person 

 Keep appropriate therapeutic boundaries 

 This is vitally important  

 Consult 

 Protect confidentiality  

 For example, PTSD can be a very long term process 
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2. Safety from Others 

 Identifying healthy vs. unhealthy relationships 

 Helping clients find physical safety 

 

3. Safety from Themselves 

 

4. Making Sense of Symptoms 

 Symptoms as attempts at coping 

 Warning signals 

 Can be viewed as invitations to heal 

 

5. Therapeutic use of Dissociation 

 Potentially assess use of dissociation 

 Somatoform Dissociation Questionnaire (SDQ-5 or SDQ-20) (Nijenhuis, 1999) 

 Dissociative Experiences Scale-II (DES-II) (Putnam, 1997) 

 Structured Clinical Interview for DSM-IV Dissociative Disorders-Revised (SCID-

D-R) (Steinberg, 1993) 

 

 Use “Parts of Self” language 

 Ask all parts of them to listen in 

 

 Contracting 

 Symptom management 

 Day-to-day activities 

 Suicide 

 Symptoms can be contained and controlled temporarily 

 

 Ideomotor signaling 
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C. Phase II – Processing of Traumatic Memories 

1. Readiness for Phase II Work 

 

2. Memory Work 

 Nature of memory 

 Accessing dissociated memories 

 Deciding where to start 

 When specific memories do not surface 

 

 Is Memory Recovery the Goal? 

 

 Facilitating the Integration of Experiences 

 The importance of details 

 Titrating the process 

 Extent to which re-experiencing is necessary 

 Grounding techniques 

 Checking in 

 Memory containment 

 Structuring the session and counseling relationship 

 

3. Why Dwell On The Past? 

 Nehemiah 2:11-18 

 Many years after the Jewish exile in Babylon, Nehemiah is given permission go 

back and re-build the walls of Jerusalem. 

 Before beginning the project, Nehemiah goes from gate to gate viewing that 

which was broken and destroyed. 

 Afterwards, he gathered the men together and shared his vision and plan for 

rebuilding. 

 One has to know the extent of the damage before knowing how to make repairs 
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4. Facilitating Integration of Self and Identity 

 

5. Working through Intense Emotions 

 General Principles 

 Understanding and Dealing with Specific Emotions 

 Mourning: Denial, anger and depression 

 Guilt, shame and self-hatred 

 Fear of abandonment 

 Anxiety, terror and fear 

 

6. Roadblocks for Counselors 

 

7. Keeping Perspective 

 

8. Example of Tamar  

 2 Samuel 13: 1-19 tells the biblical account of the incestual rape of Tamar by her 

half-brother Amnon. 

 When she realizes he intends to rape her, Tamar’s shame is apparent as she begs 

him, “Don’t do this wicked thing.  What about me?  Where could I get rid of my 

disgrace” (vs. 13). 

 Her depression and despair are apparent in vs. 19 where Tamar put ashes on her 

head, tore her robe and, “went away, weeping aloud as she went,” and in vs. 22 

where we are told she, “lived in her brother Absalom’s house, a desolate woman.” 

Behavior Affect 

Sensation Knowledge 
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9. Levels of Integration of Self 

 

 

 

 

    

 

 

 

 

                    No Integration                          Partial Integration                        Full Integration 

 

 

10.  Integration of Self and Experience 

 

 

 

11. Dealing with Spiritual Issues 

 All phases, but particularly Phases II and III. 

 Gradual, often difficult process. 

 Allow client to set pace. 

 There are often questions re: why God did not protect from the trauma. 

 In time, clients can often see that God was there and is currently involved in 

their healing process. 
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 In highly dissociative clients, some parts of self may have a relationship with 

Christ, while others may not. (e.g., internal Bible study) 

 Distinguish between parts of self and demonic 

 Ultimately gift of discernment necessary 

 Potentially VERY destructive to attempt deliverance ministry 

 

 If any kind of deliverance/exorcism ritual is decided upon, make sure that the 

following factors are incorporated (Bull, Ellason & Ross, 1998): 

 Permission of the individual 

 Non-coercion 

 Active participation by the individual 

 Understanding of DID dynamics by those in charge 

 Implementation of the procedure within the context of psychotherapy 

 

 See “Not All Voices are Demonic” (Gingrich, 2005b) 

 

 

D. Phase III – Consolidation and Restoration 

1. Consolidating Changes 

 

2. Development of New Coping Strategies 

 

3. Learning to Live as an Integrated Whole 

 

4. Navigating Changing Relationships 

 Marriage and Parenting 

 Friendships 

 Relationship to God and Church Congregations 

 Community 

 Family of Origin 
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5. Employment 

 

6. Confronting the Perpetrator 

 

7. Forgiveness 

 

 

VII. How the Church can Help 

A. Educating about CTSD 

 

 

B. Providing Emotional and Spiritual Support 

 

 

C.  Churches and Christian Mental Health Professionals in Partnership 

 

 

D.  Specific Suggestions 

1. Determine your role (i.e., counselor, friend, support person, prayer partner, etc.). 

 

2. Decide on your level of involvement. 

 

3. LISTEN! 

 

4. Be available, but set limits. 

 

5. Pray, encourage, casually visit (if not the counselor). 

 

6. Point them to other resources (books, therapists, support groups, crisis numbers, 

etc.) 
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E. Do Not… 

1. Preach 

 

2. Give pat answers 

 

3. Make decisions for the person 

 

4. Judge 

 

5. Touch without permission 

 

6. Expect too much too soon! 
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