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Trauma Informed Care

“A program, organization, or system that is trauma-informed realizes the
widespread impact of trauma and understands potential paths for
recovery; recognizes the signs and symptoms of trauma in clients,
families, staff, and others involved with the system; and responds by
fully integrating knowledge about trauma into policies, procedures,
and practices, and seeks to actively resist re-traumatization”

(SAMHSA’s Concept of Trauma and guidance for a Trauma-Informed Approach, 2014
http://store.samhsa.gov/shin/content/SMA14-4884/SMA14-4884.pdf)




What iIs Trauma?

® Can be single event.

® More often multiple events, over time
(complex, prolonged trauma).

® |nterpersonal violence or violation, especially
at the hands of an authority or trust figure, Is
especially damaging.

I ® Event, Experience, Effect (SAMHA) I



® Chronic trauma interferes with neurobiological
development (see article by Ford, this issue) and the
capacity to integrate sensory, emotional and cognitive
Information into a cohesive whole. Developmental
trauma sets the stage for unfocused responses to
subsequent stress. (Van der Kolk, )




Trauma Specific v. Trauma Informed

® Trauma Recovery/Trauma Specific Services
® Reduce symptoms
® Promote healing
® Teach skills

® Psycho-empowerment, mind-body, other modalities.

® Trauma Sensitive

® Bring an awareness of trauma into view
® Trauma lens

® Trauma Informed Care

® Guide policy, practice, procedure based on understanding of trauma

® Assumption: every interaction with trauma survivor activates trauma
response or does not.

® Corrective emotional experiences.
arallel process




T The service system has often been activating

Why Is it Iimportant?
® Trauma Is pervasive.

® Trauma’s impact is broad, deep and life-
shaping.

® Trauma differentially affects the more
vulnerable.

® Trauma affects how people approach services.

-traumatizing.



Prevalence in high risk
populations

® National sample — 60% of 0-17 experienced or withessed maltreatment, bullying, or assault
within year.

® By 48 month 1in 4 exp. trauma.
® Expulsion rates 3 times higher for pre-k vs k-12
e 155 Head Start 66% community violence

® Nurse Family Partnership of 209 mothers 41% or mothers and father had 2-3 ACE.

® Males who experienced maltreatment prior to 12 years of age, 50-79 percent became involved
in serious juvenile delinquency

® Incarcerated women were more likely to report a history of childhood sexual or physical abuse

® That most pre-teen and adolescent youth who participated in a homicide offense have histories
of severe childhood maltreatment

http://www.justicepolicy.org/images/upload/10-07_REP_HealingInvisibleWounds_JJ-PS.pdf37




Prevalence

A study of children held in a Chicago detention center found that over_half of them had
experienced more than six traumatic_events prior to their detainment.

Males who experienced maltreatment prior to 12 years of age, 50-79 percent became
involved in serious juvenile delinquency.

Incarcerated women were more likely to report a history of childhood sexual or
physical abuse.

That most pre-teen and adolescent youth who participated in a homicide offense have
histories of severe childhood maltreatment.

70% of women age 18-69 in three prisons report sexual abuse - rape
79.8% of males incarcerated in NJ had hx of traumas

Men more trauma in last 12 months

Incarceration is less safe for men and safer for women.

Trauma frequently follows solitary confinement (Kupers, 1999)

http://www.justicepolicy.org/images/upload/10-07_REP_HealingInvisibleWounds_JJ-PS.pdf37
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Social Workers, Domestic Violence and Sexual Assault:

65 % had at least one symptom of secondary traumatic stress (Bride, 2007).
* 70% experienced vicarious trauma (Lobel, 1997).

Hospice Nurses:

« 79% moderate to high rates of compassion fatigue;
83% didn’t have a debriefing support after a patient’s death (Abendroth & Flannery, 2006).

Immigration Judges:

« Higher burnout levels than hospital physicians and prison wardens (Curtis, 2010).

Law Enforcement:

. 33% showed high levels of emotional exhaustion and reduced personal accomplishment; 56.1 percent
scored high on the depersonalization scale (Hawkins, 2001).

. Only 15% of LE professionals were willing to seek personal counseling as a result of vicarious trauma vs.
59 % of mental health professionals (Bell, et al., 2003).

Child Welfare Workers:

« 50% traumatic stress symptoms in severe range (Conrad& Kellar-Guenther, 2006).

Preschool Teachers:
. 30% of annual turn over

http://www.olgaphoenix.com/statistics-painful-truth-about-vicarious-trauma/



What it doesn’'t mean

® |t doesn’t mean excusing or permitting/justifying
unacceptable behavior

® Supports accountability, responsibility

® |t doesn’t mean just being nicer
® Compassionate yes, but not a bit mushy

® |t doesn’t ‘focus on the negative’
e Skill-building, empowerment

I ® Recognizing strengths l



The Framework
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Our Work Is to

® Prevent trauma

® Prevent re-traumatization — to increase
engagement — to prevent trauma

® Recognize early warning signs
® Know your work/population

® |ntervene — deescalate
® Multi-level — micro, macro




Trauma Informed Care

Trauma Informed Care (TIC) recognizes that traumatic experiences terrify, overwhelm, and violate the
individual. TIC is a commitment not to repeat these experiences and, in whatever way possible, to restore
a sense of safety, power, and worth

o N

Commitment to Trauma Awareness Understanding the Impact of Historical Trauma

Agencies demonstrate Trauma Informed Care with
Policies, Procedures and Practices that

Create Safe Context Restore Power Promote Self Worth
through: through: Collaboration

Physical safety Choice Respect
Trustworthiness Empowerment Compassion

Clear and consistent Strengths perspective Mutuality

boundaries Skill building Engagement and
Transparency Relationship
Predictability Acceptance and Non-

Choice judgment



SAMHSA’s Concept of TIC

3 E’s of 4 R’s 6 Key 10 Implementation
Trauma Key Assumptions Principles Domains

1. Events 1. Realization 1. Safety 1. Governance and
Leadership

2. Experience 2. Recognize 2. Trustworthiness |5 policy
3. Effects 3 Responds and Transparency 3. Physical Environment

3. Peer Support 4. Engagement and

i . Invol t
4. Resist Re 4. Collaboration and R

I I . 5. Cross Sector Collaboration
traumatization Mutuality .
6. Screening, Assessment,
5. Empowerment, and Treatment Services

Voice, and Choice 7. Training and Workforce

6. Cult | Development
! . ‘ura ! 8. Progress Monitoring and
Historical, and Quality Assurance

Gender Issues 9. Financing

10. Evaluation

Substance Abuse and Mental Health Services Administration. SAMHSA'’s Concept of Trauma and
~ Guidance for a Trauma-Informed Approach. HHS Publication No. (SMA) 14-4844. Rockwlle MD:
ce Abuse and Mental Health Services Administration, 2014. .
http://store.samhsa.gov/shi




Impact of Trauma

What we know ...... for now.....
(what everyone needs to know)



The Scilence

Neurobiology
Epigenetics
Adverse childhood experiences

Resilience

Laura Porter — Rob Anda




Trauma and Social Location
Adverse Childhood Experiences Historical Trauma/Embodiment

Juabida ‘seiq i dwi ‘suoissaibbeosoiy

Trauma and social location

connection.com/blog/adding-layers-to-the-aces-pyr
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When Trauma Happens....

Freeze, Flight, Fight, Fright
® Hand brain

Chronic Trauma, Complex trauma overtime
Stress — Distress - Toxic stress

How does this “look” in clients and in staff?

-~




® Hormonal soup causes blunt affect, high and lows,
® Catecholamine — prevents rational thought
® Cortisol — give you energy to react
® QOpiates “natural morphine” — to numb pain = flat affect
® Oxytocin — positive feelings

® Make memory consolidation and recall challenging

® Tonic mobility happens - coulda, shoulda, wouldsa, was actually
not possible

® If you can't flee or fight your system goes on overload and
“shuts down” = tonic immobility shown as, paralysis,
trembling, incapacity to scream, numbness sensation of cold
, fear, feeling disconnected from oneself and surroundings

Campbell, R. (2012). The Neurobiology of Sexual Assault.
http://nij.gov/multimedia/presenter/presenter-campbell/Pages/presenter-campbell-transcript.aspx




Sensory |/ Perception & Trauma Brain

More sensitive to incoming sensory information — sounds are louder, smells are
stronger.

Sensory information act as triggers

Top down input may be distorted — not available

Connecting to behavior: Do you notice survivors are more aware or bothered by
sensory input?

Attention & Trauma Brain

Selective attention is worse in general but better for threatening stimuli

Divided attention — hyper vigilance — not wanting to inhibit distractors

2= Connecting to behavior: Do you notice survivors have a harder time foct

distracted?




Sensory Perception

Visual

» Least accurate of all
senses

* Does not reach full adult
functioning until age four

Olfactory (Smell)
Can detect around 10,000
smells
= 75% of what you taste has to
do with smell
Only sensory input that is
nnected to I|mb|c

Auditory
* Processing problems @
have some connection to \L’

autism and dyslexia

Taste

« 2,000-5,000 taste
buds

» Four types of taste:

Touch

 First of five senses to
develop and most

prominent at birth

Critical part of gro




Memory & Trauma Brain

- Short term (Working memory) isn’t very good — frontal lobe activation is decreased

- LT Declarative memory is usually impaired — damage to hippocampus and problems with working
memory

- HOWEVER - LT - Implicit memory is strong for threatening stimuli

- Connecting to behavior: Do survivors forget appointments, treatment plans, what was discussed last
time? But, is their memory for threat situations or details good?

Executive Function & Trauma Brain

- Frontal lobe function is impaired — affecting judgment, decision making, planning, reasoning
- Impulse control is more difficult

- Needed regulation is not online - attention and emotion can get out of wack
- Anxiety related, perseverative loops - OCD

Connecting to behavior: Do survivors perseverate, fixate? Do they show problems with impulse control?
Struggle with making decisions or planning




Neurobiology Take Aways

Simple to complex — Survival mechanisms act first and
faster than the thinking brain.

Communication is challenging: dominance of RH

® Decreased verbal (left hemisphere) — hypersensitive to
nonverbal (right hemisphere) — prone to misinterpret.

When we are threatened — brain moves resources away
from thinking toward survival. Heightened arousal/emotional
state.

When amygdala senses threat, it creates emotional
memories in response to particular sounds, images, and
sensations it connects to a significant threat and is likely to
‘respond to those as a trigger.



Left brain expression Right brain expression

(Academic) . (Creative)
detail oriented —— — — — — — — ——— — P — — — l — — 'big picture’ oriented
(Looks at parts) — — — — — — — — — TS g _ AT K29 ———'-‘——- (Looks at wholes)
Logical —— — — — — — —— — - BP0 N — — — — — —— Random
Sequential — — — — — — —— = @ [— : , e e e oo e = Intuitive
Rational — — — — — — =P : e . —— —— Holistic
math and scienee — — — — ‘ ~ e e - — - philosophy & spiritualism
can comprehend — — — — 8 3t ; % — can 'get it' (the meaning)
Analytical — — — — — — - it | % N _ Synthesizing
Objective — — — — — vy 4 4 o f= e\ . — — — — -Subjective
uses logic ————— e i} ' J} % ~ O To N | uses feeling
facts rule —— — — —— { l? i IS . — — — imagination rules

words and language — — — — symbols and images
present and past — — — ‘ \ e — present and future
knowing — — — — — : / il O F R e — — — —- believes
acknowledges — — — ' 4 “otucl, TR R N S — — — — appreciates
knows object name — s RS 47 LW knows object function
reality based — — — - Py — — — — fantasy based
forms strategies — — - / .— presents possibilities
order/pattern perception - 4 "W — . spatial perception

practical/planned — — — — 3 — — impetuous/spontaneous
sife —— ————— PN N —— — — — — — — adventurous
cautious —— — — — — — ——~ R N —y . — — — carefree/risk taking

lllustration by: VaXzine "% Written and slide design by Dr C Daniels 2008



Top Down Processing

® Pre-existing knowledge is used to rapidly organize features into a
meaningful whole

® Past experiences, motives, contexts, or suggestions prepare us to
perceive in a certain way (Perceptual Expectancy)

“We don’t see things as they are.
We see them as we are”

Anais Nin




Impact of Trauma

Relational _ ,
I Fight, Flight...... &
Emotional Reactions Tenedt ggd Befriend (Taylor,

® F[eelings — emotions, regulation
® Alteration in consciousness
® Hypervigilence

Psychological and Cognitive Reactions
® (Concentration, slowed thinking, difficulty with decisions, blame

Behavioral or physical
® Pain, sleep, iliness, substance abuse,

Beliefs
® (Changes your sense of self, others, world
® Relational disturbance

o0 how this intersects with



A Trauma Lens

What might the NON Trauma informed system say about
this person?

Using a trauma lens — what could be going on?
1.
2.
3.

TRAUMA EDUCATION STATEMENT:

What we know about trauma is __[that trauma survivors
often started using substances] because/to [either

ent feeling greater pain, to feel something, or
them “



TIC Application
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So what do we do about 1t?

® Positive interactions which communicate
safety and connection are foundational to
changing unproductive brain patterns.

® Every interaction the survivor has with a provider
system has the potential of

® adding to the trauma experiences,
® reactivation of trauma memories,

® or providing a sense of safety and enhancing
emotional regulation.




Create Safe Context

PhyS|caI Safety

What does physical space
look like?

® Where and when are
services?

® \WVho is there/allowed to
come?

® Attend to unease.

Is there anything | can do
to help you feel more
safe?



Create Safe Context cont...

Emotional Safety

® (Clear & consistent
boundaries

® Be able to state and
model

® Allowed to speak up re:
vicarious trauma

® Transparency
® Explain the “why”

® Eligibility written out and
explained

® Predictability
® What next?




Empowerment
® Advocate, model
® May need to do for first

Choice

® As much as possible

® 3 options

Strengths Perspective

(trauma)

® [ocus on the future

Skill building

® Every encounter

Restoring Power




Value the Individual

® Respect
® |ife experience valued

® Collaboration
® Referrals, teams, meetings

® Compassion

® Not an excuse but an
explanation

® Self Care

® Relationship

® Modeling, boundaries,
learning, partnering

vision




Examples:

® Intake forms

® Rules that don’t have a “why” attached

® Assessing trauma & related skills — timing, skills to support
® Trauma education

® Scripts for response

® De-escalation protocols - practiced

® Vacation policies

® Hiring scenarios

® TIC statement from agency

® Supervision
* FEEDBACK

-
—




Scripts -

“Your drug screen is dirty” I’'m dirty. | failed. “Your drug screen shows the
presence of drugs”

“Did you take your pills today” What's wrong with me. No “Are the medication your dr
one cares how the drugs Rx working well for you?
make me feel.

Individuals are scared and Increase agitation. Provide schedule; ways to

required to wait before move while waiting.

appearing.

Participant is asked to share  Intimidation, fear, shame, Allow to approach bench, do

intimate details without embarrassment. outside of full courtroom.

acknowledging impact on

others.

Signs instruct about what not  Intimidating, lack of respect, Eliminate all but most

to do. treated like a child. needed. Word to be
Confusing. respectful.

To witness: “You can’t talk Worries they will mess up; My job is to stop if you go to

about.....” increase anxiety far....

Adapted from Essential Components of Trauma Informed Judicial Practice, SAMHSA



Words or Phrases that
activate




HotSpots

® Groups based on place in care continuum.

®* What may cause activation from first point of contact to
exit for those you serve? (contributes to the behavior)




® Think about the first point of contact for the family.

® \What are you doing well to promote safety, power, value?
® \What could be improved?

® Do you need support from others?




Parallel Process

: I



What is required to Provide
TIC?

Secure, healthy adults;

Good emotional management skills;
Intellectual and emotional intelligence;
Able to actively teach and be role model;
Consistently empathetic and patient;

Able to endure intense emotional labor:;

Self-disciplined, self-controlled, and never likely to
abuse power.




The Reality

We have a workforce that is under stress.

We have a workforce that absorbs the trauma of the
consumers.

We have a workforce populated by trauma survivors.

We have organizations that can be oppressive.

All of this has an impact

® \We have organizations that come to resemble the
behavior we're trying to help.




Concepts

® Professional Burnout

® Multi-state exhaustion resulting from chronic exposure to suffering — progressive,
ind-pop-org; emotional exhaustion, depersonalization, reduced sense of
accomplishment

® Vicarious Trauma

® Aprocess of cognitive change resulting from empathic engagement with TS; change
in sense of self and world — safety, trust, control, spiritual beliefs

® Secondary Traumatic Stress

® Behaviors and emotions resulting from knowing about a T event experienced by a
significant other or helping a TS; PTSD

® Compassion Fatigue
® Syndrome = combo of STS and PB

® Transference — countertransference




Protective Factors

® Team spirit

® See change as a result of your work
® Training

® Supervision

® Psychoeducation on these topics

® Balanced caseload

® SIT through education




Strategies

® Reduce isolation — connecting with others

® Say hello to each other

® Peer consultation groups

® Knowledge — book groups — questions in meetings
® Bring the positive back to consciousness

® Feedback from consumers

® Limit exposure

®* Rituals

~ * Wellness — vicarious prevention plans




Implementing TIC

® OHA Policy

® |n effect last July. Will start to audit this summer.
® Demonstrate a plan for becoming more TI.

® Becoming trauma informed is often a collection of
small adjustments that begin to shift organizational culture.




Implementation Map

Prioritize —
Work Plan

Recognition Foundational : Process & Gather Implement
. . Readiness . Infrastructure Information & Monitor

& Awareness Knowledge

Adopt

policy -
practice




How did they do it?

® Staff Training and
Information

® Common language
® Motivation, buy-in

® Management Support
® FEarly & ongoing commitment

® TICWorkgroup

Assess
Prioritize
Communicate
Recommend




How did they do it?

® |dentified Priorities in S e

Core Domains of TIC:  TRAUMA INFORMED CARE h

® Made Realistic
Changes:

Trauma Informed Care (TIC) recognizes that traumatic experiences terrify, overwhelm, and violate the individual. TIC is a

P h y S I C a I a n d E m Ot I O n a | commitment not to repeat these experiences and, in whatever way possible, to restore a sense of safety, power, and worth.

Safety e ]
74 ¥

Power, Choice

Human Value and

Re I ad t | ons h | p Agencies Demonstrate Trauma Informed Care with Policies, Procedures and Practices that:

{ R

® | ow Cost, High Impact




What difference does it make?

® Participants can participate in their own care.

® Participants (and staff) gain skills for self-regulation and
self-advocacy.

¢ Participants (and staff) can remain engaged even when
there are bumps in the road.

® The work is more rewarding.

® Participants follow through is improved

uma/worker stress |




