
Grief, Loss, Crisis,
and Trauma

Core question: How do we offer spiritually grounded care that is clinically informed, ethically bounded, and humanly 
present?
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Learning outcomes
What students should be able to do after the lecture

Differentiate

grief, bereavement, mourning, crisis, trauma, and traumatic grief.

Use models

to guide assessment: grief tasks/processes, crisis stabilization, trauma-informed care.

Practice skills

of presence, lament, grounding, safety planning, ritual, referral, and follow-up.

Integrate wisely

clinical knowledge with pastoral theology, culture, ethics, and community care.

1-hour flow: concepts → models → skills → cases
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Four territories, one pastoral vocation
Each domain overlaps, but the first response differs

Loss

An event or transition that removes a valued attachment, 
role, future, place, health, or identity.

Grief

The whole-person response: emotional, embodied, 
cognitive, relational, cultural, spiritual.

Crisis

A time-limited disequilibrium when usual coping is 
overwhelmed and choices narrow.

Trauma

The wound of overwhelming threat or violation that 
persists in the body, memory, and meaning system.

Pastoral task: name the wound accurately before prescribing spiritual 
meaning.
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The pastoral stance: presence before interpretation
A ministry of accompaniment, not explanation management

THREE ANCHORING PRACTICES

1. Stabilize

Create safety, slow the pace, reduce immediate isolation, assess urgent risk.

2. Witness

Let pain be narrated without correction, comparison, cliché, or forced hope.

3. Discern

Ask what care fits now: ritual, practical support, therapeutic referral, communal 
response.

Graduate-level caution: theological truth can become pastoral 
harm when offered before attunement.
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Models of grief: from stages to adaptive movement
Use models as maps, never as rules

Avoid: “You are in stage 3.” Prefer: “What is grief asking of you now?” Ask: “What helps you stay connected and live 
forward?”

Worden: tasks

Accept reality; process pain; adjust to life; find enduring connection while moving 
forward.

Dual Process

Oscillation between loss-oriented coping and restoration-oriented coping.

Continuing Bonds

Healthy grief may include ongoing inner, symbolic, ritual, and communal 
connection.

Meaning Reconstruction

Loss disrupts assumptive worlds; care supports story, identity, and meaning-
making.

Teaching move: normalize nonlinearity. People often grieve in loops, waves, anniversaries, and embodied reminders.

5Sources: Worden; Stroebe & Schut; Klass, Silverman & Nickman; Neimeyer.



Grief assessment: expected pain vs. clinical 
concern
Do not pathologize grief; do not ignore impairment

Acute / expected grief

Waves of yearning, sadness, anger, guilt, 
numbness, relief, bodily symptoms; 
gradually integrates into life.

Complicated risk pattern

Function narrows; avoidance dominates; 
substance misuse, isolation, severe guilt, 
trauma symptoms, suicidality.

Prolonged grief disorder

Persistent, impairing 
yearning/preoccupation and related 
symptoms beyond cultural norms; DSM-5-TR 
timing differs by age.

Pastoral assessment questions

• What changed after the loss? What still feels unreal?
• What supports are present or absent?
• What beliefs feel threatened? What rituals matter?
• Any wish to die, self-harm, violence risk, neglect, or inability to function?

6Sources: APA, Prolonged Grief Disorder; DSM-5-TR.



Grief is whole-person disruption
A pastoral lens attends to more than emotion

Body

sleep, appetite, fatigue, aches, agitation

Mind

rumination, disbelief, memory gaps, 
intrusive images

Emotion

sadness, anger, guilt, relief, anxiety, 
numbness

Relationships

role shifts, conflict, loneliness, changed 
belonging

Spirit

lament, anger at God, doubt, meaning, hope, 
silence

Practice

rituals, prayer, work, caregiving, daily 
rhythms

Pastoral error to avoid: treating grief only as a spiritual problem, only as a mental health problem, or only as a social problem.
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Pastoral grief care: companioning and meaning-
making
Care that helps mourners remember, lament, and re-enter life

Name the loss

Use concrete language: “died,” “divorce,” “miscarriage,” “job ended.” Let the mourner choose terms.

Invite lament

Make space for protest, anger, absence, and unanswered questions without moralizing.

Support continuing bonds

Letters, anniversaries, graveside rituals, memory tables, blessings, communal storytelling.

Restore agency

Small choices, practical support, scheduled check-ins, re-entry plans, social reconnection.
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Losses that often go unseen
Disenfranchised, ambiguous, cumulative, and traumatic grief

Disenfranchised

Grief not socially recognized: miscarriage, infertility, divorce, 
estrangement, addiction death, hidden relationships.

Ambiguous

Unclear or unresolved loss: dementia, missing persons, deportation, 
emotional absence, uncertain prognosis.

Cumulative

Layered losses: death plus home, role, income, community, identity, 
safety, future.

Traumatic

Loss accompanied by violent, sudden, horrifying, preventable, or 
morally injuring circumstances.

Care principle: before offering interpretation, ask whose grief is being missed, silenced, or socially punished.

9Source: Doka on disenfranchised grief; Boss on ambiguous loss.



Case discussion: “I should be over this by now”
Practice differential pastoral response

Vignette

Maria, 44, lost her spouse 10 months ago after a sudden cardiac 
event. She attends worship but leaves before coffee hour. She says, 
“Everyone tells me he is in a better place. I know that, but I am angry 
and exhausted. I can’t sleep. I keep replaying the ambulance 
arriving.”

Small group prompts

• What signs suggest grief, crisis, trauma, or all three?
• What would you say in the first 90 seconds?
• What spiritual language would you avoid?
• What referrals or supports might be appropriate?

Report-out rule: name one “do,” one “don’t,” and one follow-up question.
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Crisis: when coping is overwhelmed
Crisis is often time-limited, dangerous, and full of possibility

1 Precipitating event 2 Subjective distress 3 Failed usual coping 4 Narrowed options 5 Intervention window 6 New equilibrium

Pastoral contribution

Calm presence, concrete support, meaning-sensitive language, connection to 
community, and fast referral when safety or function is compromised.

Clinical contribution

Risk assessment, diagnosis when appropriate, evidence-based stabilization 
and treatment, crisis services, hospitalization or higher care when needed.

Crisis care aims to restore enough safety and agency for the next faithful step.
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Pastoral crisis intervention: a six-move model
Simple enough to remember under pressure

1. Approach

Calm, respectful, non-anxious presence.

2. Stabilize

Slow breathing, orient to place/time, reduce 
stimulation.

3. Assess

Safety, suicidality, violence, medical needs, 
supports, spiritual distress.

4. Connect

Trusted people, crisis line, emergency care, 
community resources.

5. Plan

Next 24 hours: concrete actions, means 
safety, supervision, food, sleep.

6. Follow up

Document, consult, revisit, refer, and remain 
pastorally connected.

Rule of thumb: the more immediate the danger, the more directive and collaborative the caregiver becomes.

12Sources: Roberts crisis intervention model; WHO Psychological First Aid.



Safety, suicide risk, and scope of practice
Pastoral confidentiality is not a suicide prevention plan

Ask directly

“Are you thinking about killing yourself?”
“Do you have a plan, means, or intent?”
“Have you tried before?”

Act collaboratively

Do not leave the person alone if imminent 
risk is present. Involve emergency 
services, crisis teams, family/supports, or 
988 where applicable.

Document & refer

Record concerns, actions taken, 
consultation, referrals, and follow-up. 
Know local mandated reporting and duty-
to-protect rules.

RED FLAGS NEEDING URGENT CONSULTATION OR REFERRAL

• Plan + access to lethal means + intent
• Psychosis, intoxication, severe agitation, domestic violence risk
• Unable to care for self or dependents
• Child, elder, or vulnerable-adult abuse disclosures

In the U.S., 988 is the Suicide & Crisis Lifeline. 
Outside the U.S., use local crisis services.
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Psychological First Aid: what helps immediately
Humane, supportive, practical care after serious stress

Look

for safety, urgent needs, severe distress, who may need specialized help.

Listen

with calm attention; do not force disclosure; respect silence and culture.

Link

to loved ones, information, practical resources, spiritual/community supports, 
services.

Avoid compulsory single-session emotional debriefing or 
forcing people to retell details before they are ready.

14Sources: WHO Psychological First Aid; NCTSN/NCPTSD PFA; WHO on debriefing caution.



Trauma: wound, not weakness
A trauma-informed lens asks, “What happened to you?” and “What helps you feel safe?”

Overwhelming threat

actual or perceived danger, violation, powerlessness, horror, betrayal

Aftereffects

intrusions, avoidance, hyperarousal, shutdown, dissociation, shame, mistrust

Meaning impact

God-image, self-image, world assumptions, moral injury, belonging, hope

Pastoral implication: do not mistake survival adaptations 
for character defects.

15Sources: APA; VA National Center for PTSD.



PTSD, complex trauma, and traumatic grief
Recognize patterns without overstepping into diagnosis

PTSD pattern
Exposure to actual/threatened death, serious injury, or sexual violence; intrusion, avoidance, negative 
mood/cognition, arousal/reactivity, impairment.

Complex trauma pattern
Often repeated/interpersonal trauma; affect dysregulation, relational mistrust, shame, identity 
disruption, somatic distress.

Traumatic grief pattern
The loss itself is entangled with traumatic images, guilt/blame, horror, preventability, or unsafe 
circumstances.

Pastoral care can stabilize, support, ritualize, and refer. It should not attempt trauma processing without training, consent, 
and scope.

16Sources: DSM-5-TR PTSD criteria; ICD-11/DSM-5-TR clinical literature.



Trauma-informed pastoral care
A community posture, not a technique

Safety

physical, emotional, spiritual, digital

Trustworthiness

clarity, predictability, consent

Peer support

connection with non-shaming witnesses

Collaboration

power shared; choices honored

Empowerment

voice, agency, strengths

Cultural humility

history, context, identity, justice

Trauma-informed ministries ask: “Could this practice unintentionally re-create powerlessness, shame, secrecy, or 
coercion?”

17Source: SAMHSA Concept of Trauma and Guidance for a Trauma-Informed Approach.



Phase-oriented care: safety before story
Trauma work must be paced

1. Safety & stabilization

grounding, resources, sleep, support, 
boundaries, risk reduction

2. Processing / mourning

specialized therapy, narrative integration, 
grief work, moral repair

3. Reconnection

identity, vocation, community, spiritual 
practices, future orientation

Pastoral role across phases: reliable presence, consent-based spiritual practices, ritual repair, community 
belonging, referral partnership.

18Source: Herman, Trauma and Recovery; trauma-informed clinical practice literature.



Spiritual struggle after loss and trauma
The wound often reaches God-language, community, and identity

Theodicy

“Why did God allow this?”

Abandonment

“Where was God?”

Shame / contamination

“I am ruined, dirty, unforgivable.”

Moral injury

“I violated or witnessed violation of what is sacred.”

Community betrayal

“The church protected the wrong person.”

Pastoral response: receive protest, protect dignity, refuse cheap 
certainty, and help the person find truthful practices of lament, 

repair, and hope.

19Sources: Pargament; moral injury literature.



An integrative pastoral model: CARE
A memorable framework for grief, loss, crisis, and trauma

C
Contain

Create safety, regulate pace, reduce isolation, assess risk.

A
Attend

Listen to grief, body, culture, story, spirit, and supports.

R
Ritualize / Refer

Use prayer, lament, blessing, memorial, practical help; refer beyond scope.

E
Endure with

Follow up, mark anniversaries, support reconnection, advocate for justice.

CARE is not a therapy protocol; it is a pastoral discernment rhythm.
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Community care after death, disaster, or violence
Pastoral caregivers work with systems, not only individuals

First 24–72 hours

verify facts, protect privacy, coordinate care team, stabilize worship/community rhythms, communicate 
clearly.

First month

memorials, practical support, small groups, school/work supports, referrals, anniversary planning.

Long arc

trauma-informed policies, restorative justice when needed, support groups, rituals of remembrance, 
leader care.

Caution: communal urgency can become pressure on survivors to perform 
forgiveness, closure, testimony, or resilience.
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Culture, power, and pastoral humility
Do not universalize your grief script

Culture

mourning practices, time, emotion, ancestors, family roles, gender 
expectations

Power

racism, poverty, violence, medical mistrust, migration, incarceration, 
clergy abuse

Theology

images of God, afterlife beliefs, lament traditions, forgiveness, sin, 
justice

Consent

touch, prayer forms, disclosure, group sharing, photographs, social 
media

HELPFUL QUESTIONS

• “Who should be included in decisions?”
• “What practices would honor the loss?”
• “What should I not assume about your faith, family, or culture?”
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Referral and collaboration: knowing your lane
A strong pastoral identity includes limits

Pastoral care lane

presence, prayer, ritual, community support, 
moral/spiritual discernment, practical help, 
follow-up

Clinical lane

diagnosis, psychotherapy, psychiatric 
medication, trauma processing, higher level 
of care, substance-use treatment

Shared lane

safety planning, psychoeducation, coping 
skills, bereavement support, care 
coordination, advocacy

Make referrals warm: explain why, reduce shame, offer options, ask permission when appropriate, and 
follow up.
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The caregiver is part of the care system
Vicarious trauma, compassion fatigue, and moral stress

Watch

irritability, numbness, cynicism, intrusive images, overfunctioning, isolation, rescue 
fantasies.

Structure

supervision, peer consultation, Sabbath/rest, case boundaries, documentation, referral 
lists.

Practice

lament, confession of limits, embodied regulation, joy, therapy/spiritual direction when 
needed.

You cannot be an unbounded sanctuary. Sustainable care 
requires limits that protect everyone.
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Integrative case lab: first 20 minutes of care
Apply models under real-world constraints

Scenario

A youth leader calls: a 17-year-old in the congregation died by 
suicide last night. Parents are in shock. Peers are posting online. 
The pastor is asked to speak at a school vigil tonight.

Your task

• What do you do in the first hour?
• Who must be contacted or protected?
• What words would you use with parents? with youth?
• What should be avoided at the vigil?
• Where do referral, documentation, and follow-up enter?

Use the CARE model: Contain • Attend • Ritualize/Refer • Endure with
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Seven takeaways for pastoral practice
What to carry into ministry

1 Presence before interpretation.

2 Safety before story.

3 Ritual without coercion.

4 Lament before meaning-making.

5 Referral as care, not failure.

6 Culture and consent in every intervention.

7 Follow-up after the crowd leaves.

Pastoral care at its best does not erase grief, solve crisis instantly, or explain trauma away. It helps people survive, be witnessed, 
and find faithful next steps.
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Selected references and resources
For further study and course integration

• American Psychiatric Association. (2022). DSM-5-TR; APA Prolonged Grief Disorder overview.
• Boss, P. (1999/2006). Ambiguous Loss; Loss, Trauma, and Resilience.
• Herman, J. L. (1992/2015). Trauma and Recovery.
• Klass, D., Silverman, P. R., & Nickman, S. L. (1996). Continuing Bonds.
• National Child Traumatic Stress Network & National Center for PTSD. Psychological First Aid, 2nd ed.
• Neimeyer, R. A. (2001). Meaning Reconstruction and the Experience of Loss.
• Pargament, K. I. (1997/2007). The Psychology of Religion and Coping; Spiritually Integrated Psychotherapy.
• SAMHSA. (2014). Concept of Trauma and Guidance for a Trauma-Informed Approach.
• Stroebe, M., & Schut, H. (1999). Dual Process Model of Coping with Bereavement.
• Worden, J. W. (2018). Grief Counseling and Grief Therapy.
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Image note: original AI-generated visuals created for this lecture deck.
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