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Clergy are more likely than ever to be called on to respond to community trauma, sitting

alongside trauma survivors after natural disasters, racial violence, and difficult losses. In

Trauma-Informed Pastoral Care: How to Respond When Things Fall Apart, pastoral

psychologist Karen A. McClintock calls clergy to learn and practice "trauma-informed care" so

they can respond with competence and confidence when life becomes overwhelming.Weaving

together the latest insights about trauma-informed care from the rapidly shifting disciplines of

neuropsychology, counseling, and theology, she explains the body's instinctual stress patterns

during and after trauma, guides readers through self-reflection and self-regulation in order to

care for others and lower the risk of obtaining secondary trauma, and suggests culturally

sensitive models for healing from overwhelming experiences.McClintock particularly attends to

the fact that across a lifetime in ministry, clergy accumulate and need to regularly heal multiple

traumatic wounds. As a pastor and psychologist, she is perfectly positioned to help clergy

recognize symptoms of trauma and commit to healing individual, community, and generational

trauma with care and cultural sensitivity.



Praise for Trauma-Informed Pastoral Care“I was gripped by the prologue to this book and could

hardly put it down as each chapter unpacked the what, why, and how of trauma-informed

pastoral care. And the book’s subtitle is so timely: How to Respond When Things Fall Apart. It

fits our society’s current reality—managing the Covid-19 pandemic, reckoning with racial

trauma, and dealing with political polarization and many other traumas church leaders and

those we serve are experiencing. But as Karen McClintock points out, our faith uniquely equips

us to address these challenges if we learn how to recognize and respond to trauma, whether

personal, generational, or secondary. This book both inspires and equips clergy and other

congregational leaders and servants to become trauma informed.”—R. Lawson Bryan, resident

bishop, South Georgia Area, The United Methodist Church“McClintock’s work illustrates the

importance of understanding trauma in a world deeply wounded by living through pandemics,

natural disasters, systemic injustices, and interpersonal trauma. Her experiences ground her

work as she provides insight into trauma theory and recovery, while also offering strategies for

clergy, first responders, and others involved in pastoral and spiritual care. McClintock is not

afraid to tackle challenging issues as she offers possibility and the hope of thriving for those

who know trauma and for those who care for self and others.”—Joretta Marshall, emerita

professor of pastoral theology and care, Brite Divinity School, and coauthor of Practicing Care

in Rural Congregations and Communities“In Trauma-Informed Pastoral Care: How to Respond

When Things Fall Apart, Karen McClintock offers an in-depth look through the lens of trauma

at current events, including the Covid-19 pandemic, natural disasters, racism, and sexual

abuse. She reminds us that experienced trauma is about what happens inside us as a result of

what happens to us. Certainly in the church, we have an obligation to offer healing. We also

have much to learn as a society to become trauma informed and to always reflect compassion

in our response. This is essential reading for anyone interested in understanding the impact of

trauma in one’s life.”—Becky Posey Williams, senior director for sexual ethics and advocacy,

General Commission on the Status and Role of Women, The United Methodist ChurchTrauma-
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the glass doors, elongating my shadow on the carpeted living room floor where I sat. I watched

the moon dip down behind silhouetted mountains. I’d draped my daughter’s Winnie-the-Pooh

afghan around my shoulders and cradled my knees, which were shaking despite my arms

being around them. In this upright fetal position, I rocked and breathed more deeply with each

motion. In breath, rock back. Outbreath, rock forward. After the shaking subsided, I released

sighs and tears I’d suppressed for hours.Instinctively, I began singing, although I don’t recall

which song. I have a “go-to” collection of comforting songs in my head, and since I have been a

sign language interpreter at church, I have memorized more than one hymnal’s worth of lyrics.

In the darkness on my living room floor, I needed a calming and reassuring song. Perhaps it

was the one that went “Don’t be afraid. My love is stronger, my love is stronger than your

fear . . .” from the Iona Community in Scotland. I breathe more slowly and deeply whenever I

sing it. Even now as I write about this experience and hum the tune, lingering trauma lets go

again, reminding me that, without volition, I have carried this night in my body for a very long

time.I was exhausted, coming home off the night shift as the on-call chaplain at a regional

medical center where I worked while I completed my doctoral studies in psychology. The

previous evening, my pager had gone off as I finished my supper at home. I changed clothes

quickly, got into my car, and drove not far behind an ambulance headed in the same direction. I

didn’t know it at the time, but the ambulance was transporting a slight, blond, six-year-old boy

who minutes before had been struck down by a car while crossing the street near his home.

The driver hadn’t seen him run out into the street, and—blessedly, I could say (but might not)—

it was over fast.By the time I’d parked behind the ambulance and entered the emergency room,

his parents knew for certain that he could not be saved. I introduced myself to them, and we

were ushered into an unadorned, nine-by-ten-foot windowless room with one hospital bed and

a bench along the opposite wall. While the boy’s father paced the halls, his mother climbed up

onto the bed and cradled her son in her arms. She touched him so very gently. I stood in the

doorway, resisting a scene I didn’t want to move closer to. I pushed back fears about the

unimaginable sudden loss of my daughter, letting this inevitable transference wash through me.

After I shivered. The boy’s mother said she wanted me to stay with them, so I sat down on the

bench. Every fiber in my body wanted to run, knowing that I could catch this trauma and that I

inevitably would catch it. We were in the room for hours.I listened when she occasionally

spoke. I silently prayed when she cried. I was not there to intercede, to interview, or to preach.



It was my job to witness.I had another job that night—keeping the coroner at a distance. He’d

come to “retrieve the body,” he told me in the hall. He didn’t have all night, he added, placing

his hands on his hips for emphasis. His face became red and angry, instinctively designed to

intimidate me.I want to point out here that I am a small female, acculturated to be kind and

polite and to do what males in authority tell me to do. But not this time. I channeled the

subpersonality my writing friends call “she who will not be moved.”“You can go and come back,

or you can wait, but we are not telling that mother that she has to give up her sweet baby boy

until she is ready!”I think now, in writing this, about the way elephants grieve their dead family

members, about people whose dead loved ones are laid out in the family parlor for visitors to

come see, and about how people speak quietly and respectfully around the deceased. In other

cultures, there wouldn’t be a coroner knocking on the door, cruelly hastening the separation of

the living from the dead.An hour or two later, a nurse cracked open the door to our tomb and

said the coroner was still in the waiting area, fuming. And I went out to him again and repeated

my she-bear speech about how he wasn’t getting the body anytime soon—or maybe soon, but

it was the mother’s decision. The nurse thanked me. Maybe I’d been silently singing my “go-to”

hymn about standing on the rock of my savior. I didn’t feel personally strong; I was only acting

on instinct, like the elephant family. Just sit. Just sit there and embody the compassion within

God’s grieving heart.I never asked or knew anything about the mother’s beliefs, her church

background, or how she would mend her soul after this trauma. Around 3:00 a.m., she

released the boy and stood beside his bed, caressing his face and neatly folding the sheet

around him. She looked over at me and said she would like a few minutes alone, and I stepped

into the hall. In a short while, she cracked open the door and asked me to send in her husband.

They said goodbye to their son in a room without candles or stained glass, a cold barren space

nearly as dark as the morgue. About twenty minutes later, they emerged, heads down, and

took a seat in an impersonal lobby to talk to a nurse about the next steps and to sign some

necessary papers.The staff, I learned, had all been trauma debriefed hours before by a

psychologist I knew from the community. He had gathered them around a small lunch table and

asked them to talk about their feelings and responses to the child’s death. There were boxes of

tissues on the table—largely still unopened.Learning about the meeting, I was miffed. I thought,

“Great, I’ve been the one in the room with the trauma and grief, and the debriefing was over

hours ago. Who is going to debrief me?” The therapist had gone home, and the staff had

moved on to other crises. (Much later during my career as a psychologist, I would learn that

this type of immediate debriefing can do more harm than good, but no one knew that at the

time.) I felt abandoned and alone. I walked numbly to my car and headed home.I didn’t get far

into my house before I ended up rocking, crying, and singing on my living room floor. I looked

out those sliding glass doors, desperate to see evidence that the sun would come up as

always. Nearly an hour later, I called my sweet sister, a nurse who lived in Ohio at the time. The

three-hour time difference meant she was awake, dressed, and ready for her commute to work.

After she answered, I felt a little stupid for calling; I was not ready to tell much of the story. I

needed what Piglet needed from Pooh: “I just wanted to be sure of you”—loving, reliable

attachment. I asked her to pray for me and for the family throughout the day. It was a short call

because she had to hit the road. Most people were blithely beginning a normal day. I sat

unmoving long after she said goodbye, until my shadow faded as the eastern sunrise finally

threw golden light across the hills.Chapter OneThe Growing Need for Trauma CareGracious

and loving Spirit, we give you thanks for this time apart to read and reflect. We depend on your

presence. We turn to you for your steady and constant love in the midst of so much pain in our

souls, our communities, our nation, and our world. Grant us full awareness of your wide



embracing love as we turn our thoughts to victims of trauma and to our own experiences of

traumatic injury and pain. Give us insight and courage. Equip us to better serve those who

have been traumatized as we dedicate this time to them.I am writing this book, and you are

likely reading it, in the most trauma-inducing years of our adult lives—years that include

millions of worldwide deaths and lockdowns due to the pandemic; job losses; food insecurity

and houselessness on massive scales; exposed racial injustices; political and social unrest.

Catastrophic wildfires are consuming farms, homes, and wildernesses; ice storms, tornadoes,

and hurricanes are becoming more destructive, and more frequent. I know that many of these

traumatic experiences are causing pain and grief for you and the members of your faith

community.In this book, you will read about people with different types of trauma, including

some who carry unique traumatic burdens. You will become familiar with trauma’s initial and

long-lasting mental and physical symptomology. You will learn to recognize and heal lingering

traumatic shadows from the pandemic. You will inevitably explore your own trauma, from the

recent past to as far back as your immigrant or Indigenous ancestors. And then you will learn

ways to heal trauma and build trauma resilience. Each chapter is designed to help you serve

others by bringing trauma awareness to all aspects of your pastoral care.What Is Trauma?Let’s

begin by exploring trauma’s two main components. Trauma can be the result of circumstances

outside of our control—things that happen to us—like a car crash, a physical assault,

earthquakes, a pandemic, and such. These life-disrupting, painful experiences shake us to the

core and cause us to rethink goals, relationships, core beliefs, and faith. This is the first

component.But trauma also has a second component—what happens inside our bodies during

those experiences, the way our central nervous system fires up so we can escape pain or

death and live to talk about it another day. Life-threatening experiences activate and forever

change our brains’ prefrontal cortex (the area that manages impulse control, story formation,

and executive functioning) along with our bodies’ inner processing centers that energize us

during fear and calm us down thereafter.Trauma expert Bessel Van Der Kolk’s classic book is

aptly named The Body Keeps the Score. Trauma is initially an external experience with an

internal response, but without therapeutic intervention—and even sometimes with it—trauma

lingers in our bodies. Trauma then becomes an internal experience with an external

response.The Diagnostic and Statistical Manual of Psychiatric Disorders (DSM-5) avoids any

single definition of the word trauma and instead identifies symptom clusters that appear after a

traumatic single event or multiple events. When those symptoms persist, causing mentally and

physically uncomfortable reactions, they are fit into categories called disorders, which we will

take a look at in the next chapter. Trauma is defined by what takes place inside us when we

become alarmed and afraid, but it can also be identified in the physical and emotional scars it

leaves behind.Becoming Familiar with TraumaFor the next few pages, I invite you to notice the

different types of trauma I describe. See if you can identify the trauma symptoms I illustrate and

the trauma-relieving strategies I include in each story.A few years ago, my husband and I

bought our first SUV to expand our horizons with a road trip. We went to Arizona in December

to visit family and then on to Los Angeles to spend Christmas Day with friends. The next

morning, we had planned to head home to Oregon, but the I-5 freeway, called “the Grapevine,”

was packed with snow, ice, and stranded vehicles and was not expected to be clear for several

days. We had time on our hands, so we took the scenic drive, not realizing that everyone else

heading north would take it too.We drove in stop-and-go traffic for six hours from LA to Santa

Barbara, stopped for a meal, and since hotels were all full, decided to push farther north. As

the traffic cleared about an hour later, drivers were like caged animals whose gates had been

thrown open. On a curvy divided four-lane highway, the traffic thinned out and sped up. Then it



suddenly stopped. A person two cars ahead of us made an overly fast lane change, forcing

everyone to brake. We heard screeching tires and a crash. My husband tried frantically to avoid

the car ahead by pumping the brakes and steering us toward the uncertain terrain of the center

island, but we still crashed into the car ahead.Thoughts flashed through my mind so fast I

couldn’t tell you what they were. Next thing I knew, we were checking in with each other. “Are

you okay?” “Yes. Are you?” “Yes, I think so.” The inside cabin was remarkably intact, and as my

husband got out to check on the woman in front of us, the OnStar lady provided some relief: “It

appears you’ve been in a crash; do you need an ambulance?” “No,” I said, sighing deeply,

letting my shaking body ease up a bit. “Where are you?” she asked. I hadn’t a clue. Now, this is

a GPS system, right? “Maybe you can tell me,” I said. The irony helped me laugh away more

tension.A saintly highway patrol officer found us a hotel, and the next day we left the car in San

Luis Obispo for three months of major repairs. A rental car and clearer roads took us home to

rebalance our equilibrium by reconnecting with friends and family. In the first few weeks, I told

the story a dozen times or more, each time reliving and releasing it.What’s Going on Here?A

car crash is a good example of a singular traumatic experience—a life-threatening moment

over which one has no control. Eighty percent of the time, people who experience this type of

uncomplicated, short-lived trauma do not go on to develop a diagnosable mental illness. Most

recover fully.During and immediately after the crash, I never lost consciousness, I didn’t

witness my husband or anyone being seriously injured, and I soon knew that everything was all

right. After the crash, I slept well, and my memories about that day were easily and comfortably

retrieved. Did this trauma linger? Yes, on rare occasions when road conditions deteriorate and I

consider driving, my pulse goes up and my hands get clammy—a few physical remnants. It

would be a chicken-and-egg debate to explore whether my memories of the crash lead to

these physical symptoms or I have unconscious physical symptoms that arise and prompt me

to think, “It’s dangerous out there; maybe I shouldn’t go.” The good news is that I can sort out

those old anxieties. I have learned to reduce and release them in order to get in the car for

another trip.Relax and BreatheReading this section, you may have noticed tension in your

body, especially if you have experienced a frightening car accident. Before going on, take a

minute to breathe deeply, stand up and walk around the room, scan your environment through

your senses (touch, sound, smell, sight, taste). These mindfulness techniques can ground you

in the present moment and will help you focus on the reading. Give yourself permission to take

a longer break if you need to shake off and release old memories or awakened physical

symptoms.Exploring Trauma in the PandemicWhile I write this book, the Covid-19 pandemic is

still raging around the world, but US deaths have slowed as vaccinations have become widely

available. The pandemic has caused millions of deaths, and studies about the trauma legacy it

leaves behind will be forthcoming. Unlike the trauma from a single incident, Covid-19 trauma

has consumed several years and has been full of multiple traumatic moments and prolonged

stressors.Covid-19 brought contagion fear, disrupted routines, tragic losses, and disconnection

from typical sources of comfort—our family and friends. With little data to go on and

misinformation rampant, our basic belief that we could protect ourselves from harm

disappeared. For the foreseeable future, many people will still be grieving. People who carried

multiple traumas with them into the pandemic felt even greater triggered physical and mental

anguish. Safety and connection, trauma’s healing opposites, were just not consistently

available.So many lives were disrupted by the pandemic that as we come out of it, we need to

create safety nets for basic welfare such as jobs, housing, health care, and mental health

treatment. Psychologist Abraham Maslow developed a well-known theory in the late 1940s that

suggested a hierarchy of human needs. He proposed that psychological and spiritual well-



being can be tended to only after our basic physical needs (health, shelter, and food, for

example) are taken care of. Jesus worked from a similar hierarchy in service to others. He

healed the sick, visited the incarcerated, fed the hungry, and then tended to their broken

hearts. It’s good spiritual care and good trauma-informed care.Pandemic TraumaEarly in the

pandemic, along with many others, I became addicted to “doomscrolling” (the tendency to track

anxiety-producing “bad” news by reading newspapers online and scrolling through social media

sites). Psychologists who study people’s attitudes about misery have discovered that the adage

“misery loves company” is true only if the company is miserable too. In other words, misery

loves miserable company. Doomscrolling seemed helpful at first—distraction can lower anxiety

—but it also leads to unproductive avoidance. It is actually a trauma response that

psychologists call hypervigilance. When we don’t feel safe, we scan the environment for

enemies, so we’ll be ready to run or hide if we need to. In Covid-19 we had nowhere to run, so

we read and watched and listened to more news.The New York Times online, my primary

source, offered me a smorgasbord of misery, posting charts with Covid-19 case numbers from

around the world as US deaths climbed unimaginably higher, tapered off, and surged again.

Pictures and interviews told stories about racial discrimination and social inequity. Many of us

read and cried and railed against false narratives, flawed vaccine distribution, a conflicted

congress, and delayed or confounding national and local responses. Numerous personal

losses and reports from chaplains, doctors, and nurses on the front lines broke our

hearts.Coping StrategiesTo get me out of the house safely in the pandemic’s first months, my

husband bought a map of our southwestern Oregon college town with the goal to walk every

street. We spent lockdowns walking and talking to relieve our misery, and afterward highlighting

those streets on the map. Passing through the downtown area provided us with a reality check

on Covid-19’s economic devastation—businesses were closed, signs on every door described

safety protocols, and restaurants posted new “food to go” menus.Walking through the railroad

district was like taking a pilgrimage or prayer walk. People had hung Black Lives Matter flags

and memorial T-shirts on the chain link fence, naming innocent people killed by police—

Breonna Taylor, Stephon Clark, Botham Jean, and Aura Rosser. The name George Floyd

would soon be added. By year’s end, nearly our whole city map was highlighted. But while the

walking helped, we didn’t walk off our grief or all of our stress.Cortisol relentlessly pumped

through our bodies. Would we make it through the pandemic alive, or would we die alone,

gasping for air on a respirator at the hospital? Nature appeared to be random, but I was less

physically vulnerable than my husband, so I took on the task of protecting us both by going out

infrequently. I paid local businesses over the phone and asked clerks to leave my purchases in

bags on the sidewalk. I said, “Sorry, I don’t share air” and frequently told my husband to order it

(whatever it was) online because it was “not worth dying for.” We experienced feelings our non-

White neighbors have felt on a daily basis throughout their lives—substantially unsafe every

day.1We distracted ourselves as often as possible, had our first gin and tonics in years (one

each), and ordered the Disney Channel. These strategies helped, but they couldn’t wipe out

the trauma load. The traumatized body seeks reassurance, but we weren’t comforted by our

“normal” connections. We reached out to our single friends who felt this loneliness even more

acutely. We were reminded with every text, email, and video call that loved ones and dear ones

were getting sick, suffering ongoing symptoms, and dying. Grieving our nation’s health care

abuse legacy, we felt ashamed and outraged that Black, Brown, Indigenous, and other

marginalized communities were grossly discriminated against throughout the pandemic—in the

availability of hospital beds, respirators, treatments, and vaccines—and died at exponentially

higher rates than White people in the United States.Pandemic DenialDepending on where any



of us lived at the time, our political affiliation, our ethnicity, and our religious affiliation, we may

have approached the Covid-19 threat differently. A large swath of the American public and

people on social media platforms decried the pandemic as “fake news.” Denial and

minimization are protective functions people use to avoid pain. Denial that Covid-19 was

anything worse than a flu was a defense mechanism many people used to repress fear. No

small number of people refused to admit or recognize that something life-threatening was

occurring. A woman who lived in a community where the pandemic was often scoffed at as

“overblown” and “exaggerated” told a friend that her grandmother had died in a board-and-care

facility. Her companion asked, “Did she have Covid?” The woman replied, “Well, she had Covid,

but she didn’t die of it.”For many people, traumatic components of Covid-19 led to social

withdrawal and deteriorating mental health (i.e., increased suicidality, addiction, and anxiety).

Domestic violence and child abuse were underreported while increasing exponentially. Other

people fought against social isolation by taking risks and became sick after attending social

gatherings, funerals, or worship. When voluntary vaccinations lagged, and the Delta variant

spread, family members and faith communities became politically divided.Fear was

understandably prevalent among vulnerable populations. American Indians and Alaska

Natives, Black people, and Latinx people who caught the virus were far more likely to be

seriously ill and hospitalized than non-Hispanic Whites and were more than twice as likely to

die.2 At the start of the pandemic, a high percentage of all Covid-19 deaths occurred in senior

care facilities, severing the bonds between beloved elders and their families forever. People

who developed serious neurological disabilities and other conditions known as “long haul”

symptoms told their stories to the press in order to combat those who claimed that the virus

was no worse than an ordinary flu. These people could not ignore or deny their overwhelming

losses or their pain.While chaplains and clergy on the front lines helped people die with dignity

and grieved family members’ deaths, many of them resided in communities where Covid-19

was minimized or denied, worsening their trauma. I liken this to a young woman who goes

home at the holidays and finds the courage to tell her family that as a preteen she was

molested by a family member, only to be told that she was “making it all up.” At that point she

experiences retraumatization.RetraumatizationRetraumatization is a physical or emotional

reaction to a situation, interpersonal encounter, or current event that replicates an original

trauma. Responses to current stimuli are intensified by one or more previous traumatic

experiences. For example, when a victim’s story (pain, abuse, trauma) is denied, this re-

creates the lack of control and powerlessness that occurred during the victim’s initial

trauma.Many people were retraumatized during the pandemic. When a nurse got off her shift

late one night and went to the grocery store, she saw a person in line behind her without a

mask and, seeing a stack of them nearby, offered to buy the mask for him and asked him to put

it on. He scoffed at her and said, “I would wear one if I needed to.” She had watched a man his

age die just hours before. She was retraumatized and didn’t feel safe. She left the store without

her food and went home in tears. Similar moments disheartened healthcare workers trying to

save unvaccinated patients in intensive care units months after vaccinations had become

widely available.Although people have responded to the pandemic in a variety of ways,

psychologists can say that for the first time since the 1918 Spanish flu, millions of people

around the world simultaneously experienced trauma. Even people who denied or underplayed

the seriousness of the pandemic had their lives disrupted by it. Some of them responded with

anger, aimed at victims, politicians, and medical workers because they didn’t know how to

blame a virus for their psychological anxiety. Everyone responded with fear, whether they

named it or sublimated it. When I told people I was writing a book on trauma during the



pandemic, people asked, “Where do you start?” or said, “That’ll be a long book!”What’s Going

on Here?Trauma is an experience that overwhelms normal coping mechanisms. To protect us

during repeatedly stressful times, our bodies remain on high alert. They co-opt the executive

functions in the frontal lobes of our brains. A new normal emerges as trauma slows down

operational memory, interferes with retention, and makes it harder to multitask. Experts

suggested that during the worst months of the pandemic, most of us started each day at about

30 percent arousal (in fight, flight, or freeze) due to our bodies’ natural inclination to protect us.

Our bodies instinctually responded to fear by shutting down the frontal lobes in our brains,

including the rationalizing, planning, and organizing systems. Thus, the term “Covid fog” came

into popular usage.Bearing this anxiety load over many months of living with Covid-19, we did

not grow more at ease. Being “stuck” together presented us with relational challenges. Locked

at home together, couples got in each other’s way, felt irritable about petty things. Families

home schooling children were perhaps even literally “climbing the walls.” The media coined yet

another term, “Covid fatigue,” aptly applied to the state of physical and mental exhaustion

people felt during the pandemic’s prolonged stress. Many people just ran out of bandwidth for

going anywhere or hearing one more sound bite of sad or frightening news. This was another

signal that the pandemic had created long-term trauma fatigue.Clergy in the PandemicAs

clergy, you personally faced many of the challenges I have described. You also cared for

trauma victims and survivors. Was it emotionally exhausting? Were you disconnected from

people and experiences that typically nurture you while you handled other people’s grief? Who

did you miss the most? Who died in your extended family? What was it like to face the

pressure to speak prophetically about pandemic trauma and loss? Did you feel prepared for

this role?We all hope to never face a pandemic on this scale again. But the pandemic has

provided new insights about trauma care on a massive scale. More work lies ahead as people

heal their traumatic grief and as we work to correct the social injustices the pandemic laid bare.

We now have an obligation and opportunity to become trauma healers in the days, weeks, and

years ahead. It might be tempting to put these years of pandemic trauma into the past with

relief and without examination or intentional repair. This would do a disservice to every person

who died, every community unjustly impacted, and the nation at large.The church has been

and will always be a place of healing and renewal and the training ground for social justice

movements. As with other traumatic experiences, we will not be the same hereafter. Business

as usual has been exposed as inherently racist and classist. Underresourced people and

millions of unemployed people need the church to step up at this time, not to retreat back into

the safety that power and privilege offer. The only way forward from here is for clergy and

congregations to become trauma-informed and to work for personal, community, and national

healing.How will we, as clergy who care, ease our own and others’ lingering trauma? Those

doomscrolled images will remain seared in our memories long after the pandemic is over. We

will need rituals for remembrance, times when we safely let ourselves grapple with what just

happened and talk about it. We will need to tell many stories and be heard many times. Now

that we can worship “live” and in person again, we can even more effectively assist people in

our communities who remain financially devastated, grief stricken, or otherwise devastated by

this pandemic.The Healing BeginsIn the chapters ahead, I invite you to look through the

trauma lens with me. I will introduce you to clergy who provide trauma care in diverse settings.

By the end of the book, you will have learned to recognize trauma symptoms in yourself and

others, along with ways to foster healing from trauma. You may be a pastor or rabbi serving a

congregation, a hospital chaplain, or another faith leader with a commitment to serving others.

You know the risks and rewards of these roles. You have likely cherished moments when



someone trusted you enough to share their private wounds and said, “I’ve never told anyone

this before. . . .” You have already witnessed tremendous pain and miraculous healing. But

there is much more work to do, and this resource will help you deepen your understanding of

the trauma within every individual you care for. It will help you assess the secondary trauma

you have unwittingly “caught” by being with trauma victims. And it will lay out strategies to help

you become more trauma resilient in your work.Perhaps you took a psychology course in

college. Your professor likely warned you to avoid self-diagnoses. As you read this book on

trauma, you will inevitably recognize your own trauma history. You may want to keep a journal

to help you identify any past or present traumas as they reveal themselves to you along the

way. As you read through each chapter, pay close attention to physical sensations and feelings

that arise and note them in the journal too. I have added exercises throughout the book to help

you remain calm as you read stories or contents that could be triggering. If you feel

increasingly unsettled in any way, set the book aside for a while or talk over the material with a

spiritual director, trusted loved one, or therapist.Chapter TwoTrauma-Informed Pastoral CareAn

Adapted ModelSource of life, solid ground beneath our feet. The Psalms proclaim your ever-

present comfort. Where can we run from your love? If we climb to heaven, you are there; when

everything goes to hell, you are there too! Even the darkness is as light to you. When we

awaken at dawn, you welcome us with opportunities for love and service. Trusting this, we

breathe in your spirit deeply, we exhale gratitude, and we turn strong to meet the day.—Psalm

139:7–12, adaptedThink with me for a moment about how complex trauma can be. Trauma can

start with one life-threatening incident or be caused by repeated incidents. Trauma can arise

from witnessing violence as well as being a victim of violence. When a current trauma

intersects with past traumas, our bodies remember, relive, and reenact the old ones. Luckily, as

clergy who care for and about others, it’s not up to us to diagnose people or label them by their

mental health conditions. But the more we learn about trauma’s aftereffects, the better

prepared we are to recognize and respond to trauma victims appropriately, by avoiding reinjury

and facilitating healing. This is called trauma-informed care.Trauma-informed care is a specific

treatment approach in the mental health field. In the past two decades, social work programs,

drug and alcohol treatment facilities, and mental health care clinics have been training their

staff to recognize and treat trauma. We who are clergy regularly and instinctively respond to

traumatic situations, but we often do so without specific training. As the old saying goes, we

rely on a wing and a prayer. While we have wisdom and experience to build on, we have a lot

to learn about trauma and trauma care.Borrowing from the theory and guiding principles of

trauma-informed care in other fields, we can learn to respond proactively rather than reactively

during and after traumatic situations. While we are not technically first responders, a role that

implies medical intervention, we are frequently first responders when it comes to mental and

spiritual health. We help individuals, congregations, and communities by coming alongside

people during highly stressful times and are often the first to receive a call in an

emergency.Due to their traumatic contents, I clearly recall the times in my local church ministry

when I received desperate calls. A woman called me after she had gone to the garage and

found her boyfriend dead by suicide. She had stumbled into her kitchen, grabbed the phone,

and dialed 911. I was the next call. The evocative image she described has blessedly faded

away for me. What I do clearly remember is the view out my window while I took the call.I can

also picture the wood paneling in another church office on the day when a social worker

brought a preteen to my office, enlisting my help as she told the girl that her mother had died in

a car crash that morning. I remember the parsonage kitchen where I took a mother’s call from

a specialty hospital to tell me her daughter had just died from a rare form of cancer. These are



all situations in which I served as a first responder. It was my job to wait on the line until an

ambulance came, to offer calm, logical support when trauma made it impossible for these

people to think clearly, to help them plan their next steps. I offered emergency spiritual and

mental health care.During these past years of prolonged pandemic trauma, systemic racial

violence laid bare, and natural disasters like floods and fires, you have probably responded

with various levels of skill and experience in trauma care when reaching out to hurting people

who have asked for your help. Since all trauma upends faith, you may have listened to a

victim’s uncertainties about God and anger within their grief. Many of you know intuitively and

through training in pastoral care or clinical pastoral education how to advocate for others. While

you may not have framed your ministry this way, you have already been providing trauma care.

As you read ahead, you will learn a good deal more about effective care strategies and some

pitfalls to avoid.This book is designed to help you cherish the blessings in this first-responder

role and be consciously competent. When you were called by God to your vocation, it wasn’t a

call to the role of EMT, and yet the times demand you play this role. How you respond in these

circumstances can influence a trauma survivor’s long-term recovery—for the worse if your care

is delivered in a trauma-insensitive manner and for the better if you are trauma-informed.The

“Trauma-Informed” Care ApproachIn 1994, the US Substance Abuse and Mental Health

Services Administration (SAMHSA) began publishing information and guidelines for service

organizations about a model for patient care that they called “trauma-informed.” The term is

now being used in most areas of public service and by mental health professionals. It indicates

that every helping professional needs to understand trauma’s toll on children, adults, and

communities in their care. While different service agencies and mental health professionals

define trauma care differently, the overall principles are similar across fields. These principles

are designed to minimize client retraumatization and provider burnout through secondary

trauma while enhancing trauma healing and building trauma resilience among the people

served.SAMHSA urged service providers to follow four guiding principles called the “Four Rs.”

As a person trained in ethics, I think these can be viewed as ethical principles. They weren’t

meant to establish specific services (i.e., treatments or outcomes) but rather to offer education

about trauma symptoms and recovery in order to improve care. Faith communities and clergy

may adopt these principles as well.The Four Rs of Trauma-Informed CareRealize trauma’s

impact on individuals and groups.Recognize the signs and symptoms of trauma.Respond to

trauma with supportive services.Resist retraumatization by creating safe, supportive, and

collaborative partnerships with victims/survivors.1Trauma-informed clergy learn ways to foster

healing and ways to avoid harm. We are open-hearted and open-minded. We recognize

physiological symptoms in people with mental health challenges or difficult personalities and

get curious about what trauma lies beneath individual behaviors. We learn to step back while

looking at people and avoid making judgments about them. We stay open to learning about

each person’s trauma legacy before jumping to ignorant conclusions. We affirm the wisdom in

James Baldwin’s observation: “People are trapped in history and history is trapped in

them.”2Trauma-informed care is compassionate in the fullest sense of the word—grounded in

our call to abide with suffering people. It is a way to serve individuals, congregations, and

communities by understanding as much as possible about trauma and seeing people we are

called to serve through a trauma lens. Everyone we work with, worship with, and reach out to

has a trauma history, and some are currently symptomatic. We can become wise about the

implications of their history and symptoms, particularly when generational trauma and injustice

trauma are front and center. Once we grasp the underlying role trauma plays in most human

interactions, we can educate staff, lay leaders, and congregants about best practices in trauma



care.Trauma-informed clergy serve their communities through collaborative partnerships with

nonprofit and governmental agencies to assist people. We recognize that people of color (while

not monolithic) are more likely than not to have a personal history of trauma and generational

trauma. Trauma-informed clergy have studied the US history of violence and oppression

causing Black-bodied trauma and racialized, White-bodied trauma. We familiarize ourselves

with the traumatic residue carried by sexual abuse survivors, victims of domestic violence,

immigrants, LGBTQ community members, and other groups who are frequently targeted,

assaulted or killed, and denied justice. We recognize that for every traumatized person, friends,

family members, and communities at large are also traumatized and that as congregations and

communities overlap, they need one another because healing trauma takes the whole

village.Trauma-informed clergy have studied trauma’s biological, psychological, social, and

spiritual characteristics and use that knowledge to inform their ministry.We have to take good

care of ourselves in order to do this work, and a future chapter is dedicated to this topic. We

can never fully avoid the spillover stress that trauma care potentiates, but we can learn stress

inoculation techniques. By recognizing our own reactive states and learning to regulate our

bodies’ trauma response systems, we can become some of the calmest people in the room

when strong emotions or violence erupts. Unconscious trauma arousal patterns lead us to

avoidance behaviors, shame, or emotional disconnection when we are helping others, but

conscious awareness can overcome these dynamics and help us remain level-headed,

compassionate, and present.While most clergy are not trained therapists, all of us have a

uniquely important place in trauma care. We provide a specific healing modality known as

pastoral care. We explore spiritual issues that arise in trauma, we speak about trauma in

sermons and blogs, and we carry a faith-based belief that even after great pain, suffering, and

loss, full recovery is possible. Once fully trained, we competently and confidently provide

trauma-informed pastoral care. We do this work trusting that more often than not, even

devastating traumatic events lead to healing and remarkable transformation.Trauma-Informed

Care in ActionRear Admiral Chaplain Margaret Grun Kibben, a Presbyterian (USA) minister,

began her work as chaplain to the US House of Representatives on Sunday, January 3, 2021.

On the following Wednesday, January 6, she went to the US Capitol for a historic event—the

confirmation of the national election. She entered the House chamber and soon after stood at

a speaker’s dais to deliver an invocation on what she knew was likely to be a contentious day.

She bowed her head and read from Psalm 46, “God is our refuge and strength, a very present

help in trouble.” Her text foreshadowed the day.3Angry protestors near the White House had

gathered that morning and were watching President Donald Trump make his case that the

election had been stolen. At his urging, they began marching toward the Capitol. They pushed

past security barriers, climbed outer walls, and broke in through windows. Armed with assault

rifles and wearing helmets and riot gear, they filled halls and passageways in the labyrinthine

building. As their fear and anger escalated, they became violent. Chaplain Kibben heard them

shouting and the chamber doors being thrashed and assaulted with makeshift weapons. The

Capitol Police were outnumbered. Congress members and clerks stacked desks and chairs

high against inside doors to the chamber but couldn’t hold the intruders back for long.
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Darryl W. Stephens, “Timely, relevant, and essential reading for clergy. This book is essential

reading for clergy. McClintock is a trusted guide for addressing trauma, shame, and grief. Her

wisdom and humility invite readers to become aware of their own traumatic responses as they

learn to accompany others recovering from trauma. She also brings much needed attention to

natural disaster care, racial violence, and secondary trauma. I highly recommend this book to

all church leaders.”

The book by Karen A. McClintock has a rating of 5 out of 5.0. 2 people have provided

feedback.
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