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“The field of mental health is in a tremendously exciting period of growth and conceptual reorganization.
Independent findings from a variety of scientific endeavours are convergamgiferdisciplinary view
of the mind and mental webeing’ Bessel Van der Kolk
Van der Kolk, M.CThe Body Keeps the Score — Brain mind and body in the healing of trauma, Viking 2014

“Bees have two waggle dance talk variations to direct other colomgbmes to the food source when it is
closer to their hive. The round dance has a number of circular movements that are narrow and this dance
tells other bees that the food is located within 165 feet of their hive.
This dance movement only conveys the diioecof the food source, not its distance.
The other movement is called the sickle dance and its pattern is cretwgred. This dance communicates
that the food supply is between 165 feet to

Hive & Honey Apiarflow Honey Bees Communicate With The Waggle Dance Talk -
http://www.hiveandhoneyapiary.com/TheWaggleDanceTalk.html

Often an idea is route-marched to a new place by necessity.
It might still be the best in the category, but that’s little comfort of the category is shrinking.
This forces even the most myopic thinker to search beyond his normal demarcated zone.
Here cross-pollination can take place,

and that vastly increases the chance of a sturdy hybrid emerging.
John Hunt and Sam Nhlengethwa; the art of an idea — and how it can change your life; Zebra Press; 2009
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Note: This section, like all the others is prepared in such a way that the experts in their fields primarily tell the story.
The sources are clearly displayed and the reader can seek them out for further interrogation of the subject matter.

This is a brief introduction to a rapidly growing body of knowledge and implementation criteria. The serious enquirer
is advised to read the following as a bare minimum:

Van der Kolk, M.CThe Body Keeps the Score — Brain mind and body in the healing of trauma, Viking 2014

Kezelman, C., Stavropoulos,Practice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Delivery. Adults
Surviving Child Abuse (ASCA) 2012

Substance Abuse and Mental Health Services Administratianmalnformed Care in Behavioral Health Servic&seatment Improvement
Protocol (TIP) Series 57, 2014

Substance Abuse and Mental Health Services Administr&AMMHSA’s Concept of Trauma and Guidance for a Trauma-Informed Approach.
HHS Publication No. (SMA) 14-4884. Rockville, MD: Substance Abuse and Mental Health Services Administration, 2014.

Substance Abuse and Mental Health Services Administration, Trauma and Justice Strategic. BAAHS8A's working definition of trauma
and guidance for trauma-informed approach. Rockville, MD: Substance Abuse and Mental Health Services Administration; 2012.
SAMHSA’ s Trauma and ;SAMHSAIsCorceptof Traanta and Guitlande fori a Traumd-Infarmeed Approach; July 2014

William Steele, Psy@nd Caelan Kuban, LMSWHvancing Trauma-Informed Practices Bringing trauma-informed, resilience-focused care to
children, adolescents, families, schools and communities. The National Institute for Trauma and Loss in Children.

Gordon R. Hodas MD Statewi@hild Psychiatric Consultant, Pennsylvania Office of Mental Health and Substance Abuse Services
RESPONDING TO CHILDHOOD TRAUMA: THE PROMISE AND PRACTICE OF TRAUMA INFORMED CARE; February 2006

Creating Cultures of Trauma-Informed Care (CCTIC): A Self-Assessment and Planning Protocol Roger D. Fallot, Ph.D. and Maxine Harris, Ph.D.
July, 2009

(SAMHSA) National Registry of EvideHzased Programs and Practices (NRERBYjew Process;
http://www.nrepp.samhsa.gov/ReviewQOR.aspx

The most important statement that can be made is that Trauma-Informed Care (T-IC) has been developed to support
not just Mental Health Trauma, but the co-existent issues of Substance Abuse and HIV/Aids. It is suggested
elsewhere in this proposal that this in turn will assist in dealing with other co-existent social health problems —
Poverty and Violence.

Notes on Trauma-Informed Treatment

1. As yet T-IC has developed neither diagnostic definitions nor protocols for dealing with group criteria —
communities and cultures for instance. There is a very urgent need to do so.

2. Despite being in common global usage — and a requirement to join any international rescue team —
Psychological First Aid has been endorsed nor acted upon by any official SA agency.

3. A rough diagrammatic grouping of therapies for individual trauma has been made on page 22. This basically
follows SAMHSA’s analysis but is purely for document organisational purposes. Critically clients should
receive individualised care based on personal symptoms and this invariably would mean drawing from many
of the solutions that are rapidly evolving.

4. Herbal remedies have not been addressed. The cannabis/marijuana debate is alive and well on the internet
and for the moment that is where it should stay until more official opinion has been given. However, it is
noted that many activists are campaigning for appropriate herbal remedies.

5. SAHMSA’s National Registry of Evidence-based Programs and Practices (NREPP) represents and ongoing
interdisciplinary study of Trauma solutions evidence. This represents a free resource to TRISI.

6. The ever growing confidence in body/mind and self-help therapies represents an opportunity for South
Africa. It is not the specifics that are important as there is no knowledge for example if there could be any
resonance between sectors of our population and e.g. Mindfulness. However, the possibility exists to create
“therapeutic” interventions that can be administered by non-psych professionals. In the context of our
minimal human resources this represents a major possible breakthrough.
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Jeannie Campbeklxecutive Vice President, National Council for Community Behavioral Healthcare; “ACE”ing Trauma-informed Care; Breaking
the Silence Trauma-informed Behavioral Healthcare

‘What can behavioral health organizations do to improve care? ACE Study findings strongly suggest a shift in the
paradigm of behavioral health and medical care from a focus solely on biological to a true biopsychosocial approach.
All consumers of medical and behavioral health services should be asked early in the assessment process about
childhood stressors and traumatic experiences, which, if necessary, must then be addressed through prevention or
trauma-informed treatment and systems of care.’

Bloom, S & FarragheRestoring Sanctuary: A new operating system for trauma informed systems of care, Oxford University Press, 2013

‘We can now connect the psychobiology of trauma to the social determinants of health. Never before have we had
an integrative framework that allows extensive and specialised bodies of knowledge to be connected to each other
within a human rights context as well as a public health challenge.’

Kezelman, C., Stavropoulos,Practice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Delivery. Adults
Surviving Child Abuse (ASCA) 2012

‘Widespread lack of understanding of trauma including within the health system as it currently operatesns not
only that clients may themselves be unaware of the links between “past’ traumatic experience and current problems
of living, but so too may their healthworkers.Since people living with the impacts of trauma often present to
multiple services over a long period of time, care received is frequently fragmented and lacking in co-ordination
between services. Referral and follow-up pathways are often deficient. The resulting ‘'merry go round’ of
unintegrated care risks re-traumatisation and compounding of unrecognised trauma, in ways that are costly in all
respects — emotional, financial and systemic; ie not only to the individuals directly affected but to society as a whole.

‘Movement towards more decentralised models of care, commurigsed service consumer participatioand
recoveryoriented practiceénave been evolving themes of successive National Mental Health Strategies. They are now
embedded principles in mental health care, and in the National Mental Health Plan. But the gap between these goals

and their implementation is also consistently reiterated. To the extent that envisaged principles and practice are not
simultaneously and explicitly traumaformed-ie embedded into both the philosophy and functioning of all levels of
servicedelively — co-ordinated assistance towards client recovery will remain lacking.’

A. Kathryn PowerMEd, Director, Center for Mental Health Services, Substance Abuse and Mental Health Services Administration, U.S.
Department of Health and Human Services; Breaking the Silence; Breaking the Silence Trauma-informed Behavioral Healthcare

‘No one organization or federal agency can do this work alone. The effects of trauma spill over into our hospitals,
our jails, and our social welfare systems, and these organizations also must be part of a comprehensive solution.

As we go forward, our work is about bringing to scale the visibility, understanding, and response to trauma
throughout the lifespan and across multiple experiences (e.g., maternal depression, combat exposure, etc.). Healing
and integrated care must respect, honor, and validate survivors’ experiences in a positive way. Above all, we must
follow the wisdom of Winston Churchill, who reminded us, “Courage is what it takes to stand up and speak; courage
is also what it takes to sit down and listen.” | learned long ago that when trauma survivors have the courage to speak
about their fear, their isolation, and their pain, we must have the courage to listen. Together, we will be healed.’




What is being Trauma-informed?
“.when | began to work at the ment al heal t h
“trauma freak", but in the clinic they did
another Dutch for a year, and he also wantedtotread o pl e af ter tr auma,
cases for hi m.PioftDanayB8ronsmmThedstaedi Centenfer’Psychotrauma

Galia Plotkin Amram@Genealogy of 'national trauma', looping effect and different circles of recognition of new professional
category; National Trauma Discourse in Israel; ethics.tau.ac.il/en/wp-content/uploads/.../national-trauma-gp.docx

Wisconsin; USA Practical Guide for Creating Trauma-Informed Disability, Domestic Violence and Sexual Assault Organizations — 2011

‘The 21st century is well underway. An exciting and transformative component of 21st century work among
disability, domestic violence and sexual assault services organizations is the recognition that together we have the
capacity to positively impact the intervention with and recovery and healing of so many individuals with disabilities
who have experienced or currently are experiencing violence in their lives.

A key element of this collaborative transformation involves meaningful systemic change taking place throughout
Wisconsin and nationally through the active integration of trauma-informed practices within and among our
respective service systems. The positive impact of a trauma-informed approach to disability-related, domestic
violence and sexual assault services cannot be understated. It highlights the realities of violence experienced by so
many individuals with disabilities and equips systems that directly serve and respond to victims/survivors with
disabilities with a philosophical framework that impacts nearly everything we do.

Trauma-informed work is not just a philosophy; it’s a philosophical framework that results in shifting how we think of
and respond day-to-day in our interactions. Understanding how trauma experiences and their impact change the
lens through which we see, hear and work with victims/survivors with disabilities is the journey we take throughout
this guide.’

‘The positive impact of a trauma-informed approach to disability-related, domestic violence and sexual assault
services cannot be understated. It highlights the realities of violence experienced by so many individuals with
disabilities and equips systems that directly serve and respond to victims/survivors with disabilities with a
philosophical framework that impacts nearly everything we do.’

Substance Abuse and Mental Health Services AdministratianomalInformed Care in Behavioral Health ServicEseatment Improvement
Protocol (TIP) Series 57, 2014

‘Trauma-informed: A trauma-informed approach to the delivery of behavioral health services includes an
understanding of trauma and an awareness of the impact it can have across settings, services, and populations. It
involves viewing trauma through an ecological and cultural lens and recognizing that context plays a significant role
in how individuals perceive and process traumatic events, whether acute or chronic.’

‘Becoming trauma aware does not stop with the recognition that trauma can affect clients; instead, it encompasses a
broader awareness that traumatic experiences as well as the impact of an individual’s trauma can extend to
significant others, family members, first responders and other medical professionals, behavioral health workers,
broader social networks, and even entire communities.’

Klinic Community Health Centr€€anadaTrauma-informed - The Trauma Toolkit Second Edition, 2013

‘At its core, the trauma-informed model replaces the labelling of clients or patients as being “sick,” resistant or
uncooperative with that of being affected by an “injury.” Viewing trauma as an injury shifts the conversation from
asking “What is wrong with you?” to “What has happened to you?’

The Thrive litiative; Main, USASystem Of Care Trauma-Informed Agency Assessment (TIAA)© Overview

‘Why be Trauma-Informed? Research shows that traumatic experiences are pervasive among youth receiving public
mental health services, underscoring the importance of early trauma screening, identification and assessment.
Having a trained trauma-informed staff not only reduces the potential for re-traumatizing youth and families, but
also helps make their entire service experience less overwhelming and more effective, and potentially less costly in
the long run. Organizations also benefit internally from learning how trauma affects staff. Trauma-informed
workplaces have the resources to reduce “burnout” and mitigate “vicarious trauma.” Such support for employee
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well-being helps morale, retention and productivity, and strengthens the organization’s reputation as a respectful
workplace. The result should be an increased ability of the agency to attract high quality staff.’

‘The Four “R’s: Key Assumptions in a Trauma-Informed Approach - A program, organisation, 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 in the system; and
Responds by fully integrating knowledge about trauma into policies, procedures and practices and seeks to actively
Resist Re-Traumatisation.’

‘Six Key Principles of a Trauma-Informed Approach:

Safety

Trustworthiness

Peer Support

Collaboration and mutuality
Empowerment, voice and choice
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Cultural, historical and gender issues’

Linda Rosenberg/SW, President and CEO, National Council for Community Behavioral Healthcare; We Must Do More; Breaking the Silence
Trauma-informed Behavioral Healthcare

During every incarcer at i on;ordeeed drugytreatimend progiamn, tit wasralawdys z
the same: | was always treated like a hopeless case. All people could see was the way | looked or the way | smelle
wa s n il finallynentered a recoveriented, traumainformed treatment program a little more than four years
ago, where | felt safe and respected, t hat | coul d
instead of ‘ WhatldnierCamr ong with you?’'"”

‘Why is a focus on trauma important?

First, we know that violence is pervasive.

Second, we know the physical and psychological consequences of violence are highly disabling.
Third, we know that trauma is shrouded in secrecy and denial and is often ignored.’

‘We must adopt a systemic approach which ensures that all people who come into contact with the behavioral
health system will receive services that are sensitive to the impact of trauma. They must be able to receive such
services regardless of which “door” they enter or whether they ever find their way to a trauma-specific treatment
program. We can begin by recognizing the primacy of trauma as an overarching principle. Being trauma informed
means realizing that the vast majority of people we come in contact have trauma histories. Trauma must be seen as
the expectation, not the exception, in behavioral health treatment systems.’

Kezelman, C., Stavropoulos,Practice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Delivery. Adults
Surviving Child Abuse (ASCA) 2012

‘It is striking that the research implications for trauma-specifictreatment of individualshave their correlate in the
organisational shifts required for health systemsto operate as trauma-informed Paralleling the “bottom-up’ as well

as ‘top down’ approach to optimal psychotherapy for trauma, is the suggestion that achievement of “a truly trauma-
informed’ health system requires no less than “a process of reconstitution within our organizationstop b ot o m
an arresting illustration of the applicability of insights of trauma-specific approaches to potential institutional
change, Bloom contends “that applying concepts from trauma theory to organizational function can serve multiple
purposes




Traumalnformed Care

Anthony SalerncPhD, Technical Assistance Specialist, SAMHSA-HRSA Center for Integrated Health Solutions at the National Council for
Community Behavioral Healthcare; The Rest of the Story; Breaking the Silence Trauma-informed Behavioral Healthcare

‘What is trauma-informed care? What does it mean when an organization says that they are committed to becoming
a trauma-informed organization? Some behavioral healthcare providers may only tangentially recognized the role of
adverse life experiences in the wide array of mental health, substance use, and physical health difficulties facing
clients. They may believe that trauma-informed care means the provision of trauma-specific services for clients with
specific trauma histories delivered by professionals with specialized competencies. Undoubtedly, the presence of
trauma-specific services is one important dimension of trauma-informed care, but that is just a part of the story. The
rest of the story tells us that an organization committed to integrating the philosophy, principles, and practices of
trauma-informed care takes on the challenging task of examining its core processes, routine practices, well
established policies, and basic organizational habits that challenge the organization’s equilibrium set point. As our
knowledge and experience of trauma-informed care increases, we face the challenge of integrating this knowledge
into the policies, practices, training programs, and day-to-day operations of a healthcare organization.’

Mental Health Coordinating Council (MHCC) 20mr3uma-informed Care and Practice: Towards a cultural shift in policy reform across
mental health and human services in Australia, A National Strategic Direction.

‘(TIC) is a paradigm shift in service delivery culture, and an integral part of recovery-oriented practice. It
acknowledges and clearly articulates that no one understands the challenges of the recovery journey from trauma
better than the person living iThis requires that practitioners are attuned to a person’s experience and to the
dynamics of trauma and acknowledge, respect and validate that experience.’

‘(TIC) is a strengths-based framework that is responsive to the impact of trauma, emphasising physical,
psychological, and emotional safety for both service providers and survivors, and creates opportunities for survivors
to rebuild a sense of control and empowerment. It is grounded in and directed by a thorough understanding of the
neurological, biological, psychological and social effects of trauma and interpersonal violence and the prevalence of
these experiences in persons who receive mental health services.’

Substance Abuse and Mental Health Services Administrattanmalnformed Care in Behavioral Health Servic&geatment Improvement
Protocol (TIP) Series 57, 2014

‘Trauma-informed care: TIC is a strengths-based service delivery approach “that is grounded in an understanding of
and responsiveness to the impact of trauma, that emphasizes physical, psychological, and emotional safety for both
providers and survivors, and that creates opportunities for survivors to rebuild a sense of control and
empowerment” (Hopper, Bassuk, & Olivet, 2010, p.82). It also involves vigilance in anticipating and avoiding
institutional processes and individual practices that are likely to re-traumatize individuals who already have histories
of trauma, and it upholds the importance of consumer participation in the development, delivery, and evaluation of
services.’

Laura Morrison, AmaradAlcantara, Kelly Conover, Anthony Salerno, Andrew Cleek, Gary Parker, Mary McKay, Cheryl Sharp, Linda Ligenza;
Harnessing the Learning Community Model to Integrate Trauma-Informed Care Principles in Service Organizations; Copyright © 2015 The

McSilver Institute for Poverty Policy and Research, New York University Silver School of Social Work, All rights reserved.

‘TIC stems from the recognition that trauma frequently underlies and/or co-occurs with the conditions for which
individuals present at behavioral health, health, or social services systems. In her 1992 book, Trauma and Recovery,

Judith Herman explained the devastating impact trauma has on survivors’ sense of agency and attachment:

“’Traumatic events call into question basic human relationships. They breach the attachments of family, friendship,
love, and community. They shatter the construction of the self that is formed and sustained in relation to others.
They undermine the belief systems that give meaning to human experience. They violate the victim’s faith in a
natural or divine order and cast the victim into a state of existential crisis.” As a result, trauma survivors not only
struggle to function within societal boundaries, but they are also often slow to trust those who might help them and
are particularly vulnerable to unintended re-victimization.’

‘Despite the challenges, becoming trauma-informed is worth the significant investment. Creating a safe and
supportive environment for trauma survivors enables them to recognize what has happened to them and facilitates
their connection to evidence-based interventions so they can heal. It also strengthens staff, who themselves may be
trauma survivors, and has the potential to pay off in improved client outcomes.’



Ann Jenning®hD, Founder and Executive Director, Anna Institute Interview by Linda Ligenza for National Council Magazine; Promises to
Keep; Breaking the Silence Trauma-informed Behavioral Healthcare

‘What advances have you witnessed in the field of trauma-informed care? Thinking about the advances made in this
field over the past 25-30 years, in the public sector where | have been most involved, a few things stand out for me:
advances in scientific research reflecting a paradigm shift in how we think about mental illness and addictions;
growth in public and professional awareness of the prevalence and impacts of trauma over the lifespan;
development of trauma-specific treatment models and trauma-informed approaches; focus on creating trauma-
informed cultures in service settings and communities; increase in personal disclosures of traumatic experiences and
the impact, and multiple paths to healing.’

‘What direction would you like to see the field go? Basically, we have an epidemic of trauma in our society. The
prevalence and impacts of childhood trauma and violence in this country represent a public health crisis of
enormous proportions. Like AIDs—this epidemic has continued to grow and spread, in large part because it has been
denied, ignored, or minimized for so long — or simply because we lack the will to do anything about it. My hope is
that we will soon come to recognize childhood trauma as the major public health crisis it is, underlying many of our
most pressing and costly problems, and that the necessary fiscal and policy structures will be put in place to support
programs that teach parents about trauma and its impacts, and help us learn how to heal ourselves, and how to
protect and nurture our children and build their natural resilience. One important issue that needs addressing is the
imbalance of research, in the U.S. especially, with research into biological causes outweighing social causes by about
fifteen to one. For example, of 1,284 publications about childhood schizophrenia only five relate to child abuse and
eight to poverty.’

Gordon R. Hodas Mfdatewide Child Psychiatric Consultant, Pennsylvania Office of Mental Health and Substance Abuse Services ;
RESPONDING TO CHILDHOOD TRAUMA: THE PROMISE AND PRACTICE OF TRAUMA INFORMED CARE; February 2006

‘The term, trauma informed care, conveys a purposeful, therapeutic approach to individuals exposed to trauma, and
can operate on many levels. “Trauma informed care” involves the provision of care that, borrowing from the field of
cultural competence, is “trauma competent.” Trauma informed care must begin with the provision of safety, both
physical and emotional, by adult caregivers to the traumatized child. In the absence of safety, the child will be unable
and often unwilling to alter behavior, consider new ideas, or accept help. Children concerned about their survival
cannot broaden their focus, engage in self-reflection, or allow themselves to be emotionally vulnerable. In general,
trauma informed care can be provided to a child within any level of care — Inpatient, RTF, Partial Hospital,
community based residences, foster care, shelters, detention, secure juvenile treatment facilities, schools, and home
and community. As discussed below, trauma informed care is based on public health concepts of prevention. Trauma
informed care can be implemented as part of group interventions, and also as part of individualized responses to
specific children.

‘Trauma informed care involves the closely interrelated triad of understanding, commitment, and practices,
organized around the goal of successfully addressing the trauma-based needs of those receiving services.

Understanding Trauma

Understanding trauma includes appreciating its prevalence and common consequences. The experience of trauma
“changes the rules of the game,” with the person’s functioning and development typically skewed and now
organized around “the horrific event or events” (p.12). Trauma is thus “a defining and organizing experience that
forms the core of an individual’s identity,”

Understanding the Consumer-Survivor (the Child)
Service providers need to understand the whole child, not just focus on problems and concerns. Understanding a
child also involves understanding the child’s familial, social, and community contexts.

Understanding Services
Services represent more than a mechanism to address symptoms and behaviors. In a broader sense, services need to
promote understanding, self-control, and skill building.’
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Naina Khanna and Suraj Madoddntangling the Intersection of HIV and Trauma: Why It Matters and What We Can Do; The Body -
Complete HIV/AIDS Resource; http://www.thebody.com/content/73194/untangling-the-intersection-of-hiv-and-trauma-why-.html

Understanding Trauma-Informed Care

‘Trauma-informed care is an emerging concept in the treatment field, best described as an overarching framework
that "emphasizes the impact of trauma and that guides the general organization and behavior of an entire
system."X® Maxine Harris describes a trauma-informed service system as: "a human services or health care system
whose primary mission is altered by virtue of knowledge about trauma and the impact it has on the lives of

consumers receiving services."

Based on an extensive literature review of trauma-informed care, primarily in mental health, substance use and
homelessness fields, Hopper et al. developed this consensus-based definition of trauma-informed care: "Trauma-
Informed Care is a strengths-based framework that is grounded in an understanding of and responsiveness to the
impact of trauma, that emphasizes physical, psychological and emotional safety for both providers and survivors,
and that creates opportunities for survivors to rebuild a sense of control and empowerment."

Thus, "trauma-informed care" describes a care system that philosophically recognizes the pervasiveness of trauma
and demonstrates a commitment to identify and address it early, to the extent possible, throughout the system.
Further, a trauma-informed care approach seeks to understand the connection between presenting symptoms and
the individual's past history.

Hence, trauma-informed care involves accurate identification of trauma and related symptoms as part of a path
toward healing, as well as a commitment to minimizing re-traumatization, in particular by employing a "do no harm"
approach that is sensitive to ways in which institutions may inadvertently re-enact traumatic dynamics. This requires
building cultural competence among staff and institutional capacity to respond to trauma as key components of a
successful system.

Trauma-informed care is not limited to the delivery of Trauma-specific services -- interventions designed to directly
address the impact of trauma, with the goals of decreasing symptoms and facilitating healing -- although it may
support, facilitate or refer to delivery of those services. Rather, trauma-informed care requires creating an
environment which can sustain delivery of such services and further supports positive outcomes for clients receiving
those services. Importantly, trauma-informed care operates on an empowerment model, emphasizing strengths and
resiliency of clients, and seek to minimize the power imbalance between the individual seeking services and the
provider.’

THRIVEMaine’s Trauma-informed System of Care; Final Evaluation Report; Prepared by Hornby Zeller Associates, Inc.

‘THRIVE data strongly suggest that participation in the Trauma-informed System of Care resulted in improved
outcomes and symptom reduction among youth and family with trauma histories, despite their higher
likelihood of exhibiting clinical trauma symptoms at intake when compared to youth and families who do not
report trauma backgrounds. Specifically, THRIVE’s Family Partnering Program appeared to have a positive effect
on child/youth trauma symptoms such as depression and dissociation, particularly in families experiencing
intergenerational trauma.

Overall, the findings suggest that service providers who take into account the trauma history of the entire
family as a whole, not just the child/youth who is the subject of services, will achieve better outcomes. This
does not necessarily mean that direct clinical services must be provided to the whole family, but rather that the
trauma-informed approach to service delivery, which in this case included Family Support Partners, may well
improve service engagement and ultimately parental functioning. Future systems of care should be closely
aligned with the trauma-informed approach.’

‘Families who participated in THRIVE’s Family Partnering Program were most likely to receive targeted case
management services both before and after enrolment. The utilization of emergency room services, crisis support
and outpatient hospital services all decreased immediately after enrolment, as did the proportion of children and
youth using inpatient mental health services. These shifts in service utilization had a desired effect in reducing costs
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by more than 30 percent one year after enrolment, for a total savings of $450,000 and averaging $787 monthly per
participant.’

The findings also suggest that THRIVE’s Family Partnering Program was most effective at serving families with an
intergenerational trauma history. Moreover, the children of adult trauma survivors appear to be more effectively
served by other community-based services when their parents have access to peer supports such as trauma-
informed family support partners, and at an overall lower cost. Isolating the families where one or both family
members had experienced trauma the average cost savings are even greater. For those where both the caregiver
and the child experienced trauma the savings was 51 percent six months after services were over whereas when the
parent alone had experienced trauma it was 53 percent for the same time period.

As demonstrated in the previous chapter, children and youth enrolled in THRIVE’s Family Partnering Program
showed improved outcomes in reduced trauma symptoms. This chapter has shown that achieving better outcomes
was also associated with a shift away from inpatient hospital services, which resulted in a total cost-savings among
children and youth enrolled in THRIVE’s Family Partnering Program. Moreover, the average cost-savings was greatest
among families where the parent had experienced trauma as a child, again demonstrating the need for aligning
children’s mental health services with the trauma-informed approach, and one which addresses and supports all
family members.’

Traumalnformed Services

“ Tr a-informed services are designed specifically to avoid
retraumati zing those who come seeking

Roger D. Fallot &axine Harris,Creating Cultures of Trauma-Informed Care (CCTIC): A Self-Assessment and Planning Protocol’
(WashingtonDC: Community Connections, 2009), p.2. http://www.annafoundation.org/CCTICSELFASSPP.pdf

Mental Health Coordinating Council (MH@@)3, TraumaInformed Care and Practice: Towards a cultural shift in policy reform across
mental health and human services in Australia.

‘When a human service program seeks to become trauma-informed, every part of its organisation, management,
and service delivery system is assessed and modified to ensure a basic understanding of how trauma impacts the life
of an individual who is seeking services. By facilitating recovery through trauma-informed care, re-victimisation can
be minimised and self and community wellness and connectedness can be promoted.’

‘Responding appropriately to trauma and its effects requires knowledge and understanding of trauma, workforce
education and training, and collaboration between consumers and carers, policy makers, and service providers and
crosses service systems. It involves not only changing assumptions about how we organise and provide services,
build workforce capacity and supervise workers, but creates organisational cultures that are personal, holistic,
creative, open, safe and therapeutic.’

Kezelman, C., Stavropoulos,Practice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Delivery. Adults

Surviving Child Abuse (ASCA) 2012

‘There are now numerous sendtmdels, the majority developed in the United States, which are tranfoemed as

well as traumaspecific. Many of these are not only “applicable, replicable, and appropriate for use in public sectc
serviceset ngs’ , but are specifi‘cally tailored to compl e:

‘Trauma-informed services "are informed about, and sensitive to, trauma-related issues’. They do not directly treat
trauma or the range of symptoms with which its different manifestations are associated. The possibilityof trauma in
the lives of all clients/patients/consumers is a central organizing principle of trauma-informed care, practice and


http://www.annafoundation.org/CCTICSELFASSPP.pdf
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service-provision. This is Irrespective of the service provided, and of whether experience of trauma is known to exist
in individual instances.
A trauma-informed service is one which:

I Commits to and acts upon the core organising principles of safety, trustworthiness, choice, collaboratiamd
empowerment

9 Has reconsidered and evaluated all components ofhe system'in the light of a basic understanding of the
role that violence plays in the lives of people seeking mental health and addictions services’

1 Applies this understanding “to design service systems that accommodate the vulnerabilities of trauma
survivors and allows services to be delivered in a way that will avoid inadvertent retraumatization and...
facilitate consumer participation in treatment’

Requires ('to the extent possible’) close “collaborative relationships with other public sector service systems
serving these clients and the local network of private practitioners with particular clinical experience in
“traumatology”

‘Trauma-specificservices are designed to directly treat ‘the actual sequelae’ of trauma experiences and related
symptoms and syndromes. Interventions of services which are trauma-specific include provision of ‘grounding
techniques which help trauma survivors manage dissociative symptoms, desensitization therapies which help to
render painful images more tolerable, and behavioural therapies which teach skills for the modulation of powerful
emotions’.

‘Trauma-specific services (among which programs designed for survivors of child abuse would be included) are
‘consistent’ in emphasising:
9 Client and worker safety, both physical and emotional
9 The importance of respect for clients, provision of information, possibilities for connection and instillation of
hope
1 Recognition of symptoms as adaptiverather than pathological
9 The need for collaborative work with clients which is affirming of their strengths and resources’

‘Trauma-specific services recognise the extent to which childhood trauma, abuse and neglect can lead to relational
impairment, enduring fear, betrayal, and distrust. They operate from the premise that “[rlecovery cannot occur
i s ol ,290 and thdt it needs to be assisted in a context which does not replicate elements of the initially
traumatising experience(s).

Trauma-specificservices clearly intersect with the philosophy and practice of care which is trauma informed (most
notably in emphasising the centrality of a context which is facilitative of healingd which operates in ‘a trauma-
integrated manner’).291 The systemiaeforms that this requires (ie across all aspects of service-delivery) reveal both
the intersectoral linksecessary for environments which are supportive of healing, and the range and scope of the
changes required.

National Association of State Mental Health Program Direc8bigiing the Light on Trauma-informed Care;
Breaking the Silence Trauma-informed Behavioral Healthcare

‘The psychological effects of violence and trauma are pervasive and highly disabling, yet largely ignored. Responding
to the behavioral healthcare needs of all trauma survivors across the lifespan is crucial to treatment and recovery
and should be a priority of state mental health programs; the prevention of traumatic experiences is a fundamental
value held by state mental health authorities. Toward this goal, it is important to implement trauma-informed
systems and trauma-specific services in mental health systems and settings. The experience of violence and trauma
can cause neurological damage and can result in serious negative consequences for an individual’s health, mental
health, self-esteem, potential for substances use, and involvement with the criminal justice system. Indeed, trauma
survivors can be among the people least well served by the mental health system as they are sometimes referred to
as “difficult to treat”— they often have co-occurring mental health and substance use disorders, can be suicidal or
self-injuring, and are frequent users of emergency and inpatient services.

Trauma crosses service systems and requires specialized knowledge, staff training, and collaboration among
policymakers, providers, and survivors.’

n
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Laura Morrison, Amanda Alcantara, Kelly Conover, Anthony Salerno, Andrew Cleek, Gary Parker, Mary McKay, Chery!| Bigemgd;inda
Harnessing the Learning Community Model to Integrate Trauma-Informed Care Principles in Service Organizations; Copyright © 2015 The
McSilver Institute for Poverty Policy and Research, New York University Silver School of Social Work, All rights reserved.

‘There is a growing recognition that TIC should be a standard practice among service organizations. The fact that it is
not more widely implemented speaks to the challenges of adopting a paradigm shift that requires sweeping
organizational change.

To help service organizations make the transition to being trauma-informed, there is a need for executive will and
access to evidence-based technical assistance.’

‘Not having strong buy-in from senior leadership and staff reluctance to adopt TIC principles were among the most
common challenges participants reported. Some organizations struggled with administration or staff who believed
implementing TIC would create additional work or feared that asking trauma-focused questions during screening and
assessment would “open a can of worms.’

Gordon R. Hodas Mfdatewide Child Psychiatric Consultant, Pennsylvania Office of Mental Health and Substance Abuse Services ;
RESPONDING TO CHILDHOOD TRAUMA: THE PROMISE AND PRACTICE OF TRAUMA INFORMED CARE; February 2006

‘Service provision is not an impersonal process. On the contrary, “Human services are delivered in the context of a
relationship” (p. 18). Therefore, there is appreciation by staff that “trust and safety, rather than being assumed from
the beginning, must be earned and demonstrated over time” (p. 20). Progress is best achieved through collaboration
and a sense of partnership.’

‘The recognition of trauma as both a central and a mediating force in the development of serious emotional
disturbances, maladaptive coping, and deviations of psychosocial development is relatively new. Similarly, the study
and implementation of trauma informed care is in its early stages as well. Previous mention has been made to the
parallel between trauma-based care and the incorporation of cultural factors in caregiving, in that each of these
areas seeks to achieve a level of competence in practice. It might be beneficial to take the parallel further, and to use
“the cultural competence continuum” (lsaacs-Shockley et al, 1996) as the basis for a similar typology for trauma
informed care.’

‘Values that Differentiate Trauma Informed Services from Traditional Services:

Power and Control
The focus of services is on empowerment, not management and control.

Authority and Responsibility
There is responsibility for staff to offer psychoeducation to the consumer, not just expert interventions.

Goals
Consistent with the provision of psychoeducation to promote understanding and coping, the goal of trauma
informed services involves growth and change.

Language
Language is a significant — although not the only — means of communication with consumers, and the choice of
language conveys many messages to them, whether intentional or not.’
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Traumalnformed Domains

SAMHSA’' s Tr a u Bmateginirdtiatielduly 2014£SARMHSA’s Concept of Trauma and Guidance for a Trauma-Informed Approach

‘The guidance for implementing a trauma-informed approach is presented in the ten domains described below. This
is not provided as a “checklist” or a prescriptive step-by-step process. These are the domains of organizational
change that have appeared both in the organizational change management literature and among models for
establishing trauma-informed care. What makes it unique to establishing a trauma-informed organizational
approach is the cross-walk with the key principles and trauma-specific content.

GOVERNANCE AND LEADERSHIP

POLICY

PHYSICAL ENVIRONMENT OF THE ORGANIZATION
ENGAGEMENT AND INVOLVEMENT OF PEOPLE IN RECOVERY, TRAUMA SURVIVORS, PEOPLE RECEIVING
SERVICES, AND FAMILY MEMBERS RECEIVING SERVICES
CROSS SECTOR COLLABORATION

SCREENING, ASSESSMENT, AND TREATMENT SERVICES
TRAINING AND WORKFORCE DEVELOPMENT
PROGRESS MONITORING AND QUALITY ASSURANCE

. FINANCING

10. EVALUATION’

PwWNPE

© oo N W

Laura Morrison, Amanda Alcantara, Kelly Conover, Anthony Salerno, Andrew Cleek, Gary Parker, Mary McKay, Chery!| Bigamgd;inda
Harnessing the Learning Community Model to Integrate Trauma-Informed Care Principles in Service Organizations; Copyright © 2015 The
McSilver Institute for Poverty Policy and Research, New York University Silver School of Social Work, All rights reserved.

‘To guide organizations in making the transformation to trauma-informed, several scholars and agencies have
prescribed “domains,” comprised of standards, policies and practices.53-55 The National Council for Behavioral
Health, drawing on common elements in the literature, has set forth seven domains for being a trauma-informed
organization:

Seven Domains for Being Trauma-Informed
OkEarly Screening and Comprehensive Assessment of Trauma

OConsumer Driven Care and Services

@Trauma-lnformed, Educated and Responsive Workforce

OProvision of Trauma-Informed, Evidence-Based, and Emerging Best Practices
OCreate a Safe and Secure Environment

@Engage in Community Outreach and Partnership Building

O0ngoing Performance Improvement and Evaluation’
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Traumalnformed Organisations

“.whbeeghn to work at the ment al health station

but in the clinic they did not see (any cases of trauma). Before me there was another Dutch for a

year, and he also wanted to tirerdt pecapese fadrn el

astonished méProf Danny Bromm The Israeli Center for Psychotrauma

Galia Plotkin AmramGenealogy of 'national trauma’, looping effect and different circles of recognition of new professional
category; National Trauma Discourse in Israel; ethics.tau.ac.il/en/wp-content/uploads/.../national-trauma-gp.docx

The National Center for Trauma Informed Care (NCTIC) http://www.nasmhpd.org/NCTIC.cfm

‘Changes to a traumnformed organizational service system environmilit be experienced by all involved as a
profound cultural shift in which consumers and their conditions and behaviours are viewed differently, staff
respond differently,and the dayto-day delivery of services is conductddferently.’

Kezelman, C., Stavropoulos,Aractice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Delivery. Adults
Surviving Child Abuse (ASCA) 2012

‘It is striking that the research implications for trauma-specifictreatment of individualshave their correlate in the
organisational shifts required for health systemso operate as trauma-informed Paralleling the “bottom-up’ as well

as ‘top down’ approach to optimal psychotherapy for trauma, is the suggestion that achievement of “a truly trauma-
informed’ health system requires no less than "a process of reconstitution within our organizations top to
bot t onman &résBing illustration of the applicability of insights of trauma-specific approaches to potential
institutional change, Bloom contends ‘that applying concepts from trauma theory to organizational function can
serve multiplgour poses’

Wisconsin Department Of Health and Family Services & New Partnerships For WomeuniacSummit May 31, 2007

‘Trauma-informed organizations, programs, and services are based on an understanding of the vulnerabilities or
triggers of trauma survivors that traditional service delivery approaches may exacerbate, so that these services and
programs can be more supportive and avoid re-traumatization.’

Substance Abuse and Mental Health Services Administratiauma-Informed Care in Behavioral Health Services. Treatment Improvement
Protocol (TIP) Series 57

‘Creating a trauma informed organisation is a fluid, ongoing process; it has no completion date....A trauma informed
organisation continues to demonstrate a commitment to compassionate and effective practices and organisational
re-assessments, and it changes to meet the demands of consumers with histories of trauma.’

Alameda Count¥rauma Informed Care - http://alamedacountytraumainformedcare.org/

‘Organizational settings that do not recognize or refuse to accept the severity and pervasiveness of traumatic
experience in the population they are serving are likely not providing the social support that is required for providers
to do adequate work, maintain appropriate boundaries, and practice good self-care.’

Monroe CountyResearch to Practice Council White Paper: Creating a Trauma-Informed System of Care
‘Examples of Trauma Informed Organisations
Trauma-Informed Behavioral Health Treatment

In behavioral health, trauma informed services are those that are designed to acknowledge the impact of violence
and trauma on people’s lives and the importance of addressing trauma in treatment.

Trauma-Informed Child Welfare System

Increasing the knowledge and building skills among caseworkers and other child welfare personnel are critical to
identifying and providing early intervention for children traumatized by maltreatment.

Trauma-Informed Juvenile Justice System


http://www.nasmhpd.org/NCTIC.cfm
http://alamedacountytraumainformedcare.org/
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Studies show that most youth in detention have significant histories of trauma exposures which can continue
following entry into the juvenile justice settings such as arrest, detention and processing. Exposure to verbal and
physical aggression can exacerbate fears or traumatic symptoms.

Trauma-Informed Schools

A Trauma Informed School operates on the principlethat* y ou cannot teach the mind

Trauma-Informed Health Care System

Increasing awareness within the health care system is very important because many children are regularly seen by
their paediatrician or health provider. In addition, traumatic stress reactions may develop to pain, serious illness and
medical procedures.

Trauma-Informed Law Enforcement/ First Responder System

Children exposed to domestic violence may experience traumatic stress in response to events they perceive to be
dangerous or threatening. A few simple actions at the scene of a domestic violence call can positively impact the
lives of children.

Calibrnia Center of Excellent® Trauma Informed Care http://www.trauma-informed-california.org/
Which organisations need Traumiaformed Care Systems?

‘Regardless of its mandate, every system and organization is impacted by trauma and will benefit from being
trauma-informed. Service organizations are confronted by the signs and symptoms of trauma every day, and yet
often fail to see it and make the necessary connections. Trauma hides in plain view. Every system and organization
has the potential to re-traumatize people and interfere with recovery - and to support healing.” Trauma-informed -
The Trauma Toolkit Second Edition, 2013 (Klinic Community Health Centre - Canada)

‘All publicly funded programs can be trauma-informed. This is especially true for social services, such as programs
addressing mental health, substance abuse, child welfare, foster care, domestic violence, sexual assault,
homelessness and criminal justice but also schools, hospitals, libraries, public transportation, environmental health
and animal control. Where public money is spent, there are higher rates of trauma and trauma-related behaviours
that affect safety and behavioral change. Therefore, understanding the impact of trauma improves programming
and services and makes them more cost-effective.’

Traumalnformed Practice

“All traumaspecific serviecenodels, including those that habeen researched
and are considered emerging best practivedels,
shouldbe delivered within the context of a relatiorsgdproach

that is based upon the empowerment of the survenod the creation of new connectians
Ann JenningsModels for Developing Trauma-Informed Behavioral Health Systems and Trauma-Specific Services’, Report produced
by the National Association of State Mental Health Program Directors (NASMHPD) and the National Technical Assistance Center for
State Mental Health Planning (NTAC) United States, 2004, p.16 http://www.annafoundation.org/MDT.pdf

Kezelman, C., Stavropoulos,Practice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Delivery. Adults
Surviving Child Abuse (ASCA) 2012

‘Practice models of trauma-specific and trauma-informed care are themselves evolving in light of current and
ongoing research. For this reason, guidelines cannot be regarded as finished or fixed. At the same time, there is
ample research evidence from which core principles and recommendations can now be derived, even as their


http://www.trauma-informed-california.org/
http://www.annafoundation.org/MDT.pdf
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continuous refining will also take place. Thus a strong foundation exists for articulation of guidelines which can be
operationalised in practice, in which task ASCA is highly qualified to take a leading advisory role.’

SAMHSAeading Change: A Plan for SAMHSA'’s Roles and Actions 2011-2014 SAMHSA Technical Assistance Package or Access to Recovery
(ATR) grantees

‘TIC is not an additional practice. TIC is an approach, a philosophy, and a cultural change in the way current practices
are delivered.

e By addressing the vulnerabilities that so often lead clients to relapse and return to use, TIC can improve
engagement, retention, and successful outcomes, thus making services more effective.

¢ By providing alternatives to traditional attempts to break through clients’ defences and directing attention and
care to providers’ own risk of secondary trauma, TIC minimizes staff fatigue and capacity for compassion fatigue
and burnout.’

California Center of Excellence ficauma Informed Care - http://www.trauma-informed-california.org/

‘Any agency can choose to become trauma-specific. However, if an agency is conducting trauma-specific
interventions without assessing itself for trauma-informed practice, the likelihood of that intervention working is
reduced considerably.’

Wisconsin; USA Practical Guide for Creating Trauma-Informed Disability, Domestic Violence And Sexual Assault Organizations —2011
‘Trauma-informed work is not just a philosophy; it’s a philosophical framework that results in shifting how we think
of and respond day-to-day in our interactions. Understanding how trauma experiences and their impact change the
lens through which we see, hear and work with victims/survivors with disabilities is the journey we take.’

‘Infusion of trauma-informed practices will change the training needs of staff and volunteers so that they feel
equipped to serve in their roles competently and confidently. It will change the criteria we use to evaluate
prospective candidates and hire new employees. It will change what our written policies and procedures say so that
they now reflect her perspective—the trauma survivor’s perspective. Our forms, which often drive our procedures
and processes, will reflect a new awareness and understanding about how each question, each bit of information
might impact a woman seeking our support.’

The Thrive Initiative; Main, USB8ystem Of Care Trauma-Informed Agency Assessment (TIAA)© Overview

‘What Is Trauma-Informed Practice? Trauma-informed practice is grounded in specific education and training
supported by policies, included in, but not limited to the areas of: human resources, supervision and crisis
management. Other components include:

9 Integrated universal trauma screening, assessments and service planning;
9 A strengths-based focus on resiliency, recovery and skills building; and,
9 Continuous quality improvement’

‘Whether provided by an agency or an individual provider, trauma-informed services may or may not include
trauma-specific services or trauma specialists (individuals who have advanced training and education to provide
specific treatment interventions to address traumatic stress reactions). Nonetheless, TIC anticipates the role that
trauma can play across the continuum of care—establishing integrated and/or collaborative processes to address
the needs of traumatized individuals and communities proactively.’

OhioDisability Rights - http://www.disabilityrightsohio.org/

‘A program that provides Trauma Informed Treatment is made up of the following components, or parts:

ATreatment and care providers who understand the dynamics of trauma and violence.

AStaff training about trauma and violence issues, and how to provide treatment and care to individuals who have
experienced trauma or violence.

ATreatment and care providers understand and recognize that the use of seclusion and restraint and the forcing of
intramuscular shot medications is re-traumatizing.

AAssessment of an individual's experiences with trauma and violence prior to admission to the program.

ATreatment planning that facilitates consumer choice, control, and participation in: treatment, program/policy
development, and evaluation.

AAn environment that is physically and practically designed to avoid re-traumatization.


http://www.trauma-informed-california.org/
http://www.disabilityrightsohio.org/
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AAn environment that is safe and nurturing.
AAn environment that is empowering.
AAn environment that is culturally competent.’

Gordon R. Hodas Mf@atewide Child Psychiatric Consultant, Pennsylvania Office of Mental Health and Substance Abuse Services ;
RESPONDING TO CHILDHOOD TRAUMA: THE PROMISE AND PRACTICE OF TRAUMA INFORMED CARE; February 2006

‘It is important that administrators, programs, and others not respond to the call for trauma informed care in
unrealistic extremes. One extreme involves viewing the necessary transformation to establish trauma informed care
as unrealistically daunting, as exemplified in the statement, “These are nice ideas, but we are just in no position to
make this happen.” In reality, the shift to trauma informed services, as pointed out by many sources cited in this
paper, is essentially a worker-like process, where an organized, persistent effort can lead the way. To be sure,
creativity and flexibility are quite helpful, but the basic process involves accumulating information and knowledge,
embracing the values and making the commitment, and then following this up with systematic training of all staff,
systems of accountability, ongoing supervision and monitoring, and use of the basic principles of quality
improvement.

1) Trauma destructiveness
This is the most negative end of the continuum, and involves extremely negative attitudes, policies, and practices
destructive to children who have been adversely affected by trauma.

2) Trauma incapacity
There is no conscious desire to be trauma destructive, but the program lacks the capacity to help symptomatic
and behaviorally challenged children who have been trauma exposed.

3) Trauma blindness
Trauma blindness is midway in the continuum. The program is well intentioned and tries to be therapeutic, but
does not recognize the central role of trauma as both an independent variable and a contributing (and, at times,
confounding) variable in relation to psychiatric and substance abuse disorders.

4) Trauma precompetence (trauma sensitivity)
There is significant understanding of the role of trauma in the lives of children, as well as a desire to address it.
Efforts have begun but remain limited.

5) Basic trauma competence (trauma informed care)
There is genuine commitment to provide trauma informed care, offer individualized interventions, and make the
necessary organizational and cultural changes.

6) Advanced trauma competence, or trauma proficiency
Trauma informed care is consistent, with continuous quality improvement.’

Patricia K. Kerig, Ph.Dniversity of UtahTrauma-Informed Assessment and Intervention; National Child Traumatic Stress Network

‘It may seem surprising, given the wealth of research devoted to the association between trauma and delinquency
(see Kerig & Becker, 2010; Kerig, 2012), but not all mental health professionals who provide psychological
evaluations to the court are themselves trauma-informed; therefore not all include trauma assessments in their
evaluations, nor are all of them actually trained to do so. Therefore, a fully trauma-informed juvenile justice system
would ensure that all mental health professionals who perform court-ordered evaluations are knowledgeable,
skilled, and specifically trained in the assessment of trauma in adolescents.’

‘In sum, although in the best of all possible worlds the local mental health system providing assessment and
treatment services to each court would already be trauma-informed, the reality is that this is not always the case.
However, those involved in the juvenile justice system at every level can be knowledgeable about the need, and
prepared and empowered to take leadership on this issue. For example, as Judge Howard (Howard & Tener, 2008)
outlines in his description of the Stark County experience, juvenile court judges can insist that trauma screening
and/or assessment be included in the evaluations of all youth who come before their bench, and that all disposition
plans that include treatment for trauma involve referrals to clinicians trained in evidencebased interventions
specifically designed and shown to be effective for trauma among young people and their families. The NCTSN
website provides a number of helpful resources for this purpose, including descriptions of the interventions that are
considered to be evidence-based and best practices in the field.’
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Compiled by the Wisconsin Children’s Trust Fund.; Creating Trauma-Informed & Developmentally Appropriate Systems of Care in Child
Abuse and Neglect Prevention

‘Developmentally appropriate services consider the physical, social, emotional, and intellectual development of each
child in all aspects of service delivery and understand both universal age appropriateness — predictable sequences of
growth in children.’

Traumalnformed Systems

The Thrive Initiative; Main, USWhy Trauma-Informed Care Matters—. www.thriveinitiative.org

‘System-wide efforts to become “trauma-informed” aim to improve health outcomes early and reduce the otherwise
long-term costs of unaddressed traumatic experiences to individuals and society.’

OhioState- http://www.disabilityrightsohio.org/trauma-informed-treatment

‘Trauma Informed Care Systems

Systems without Trauma Sensitivity

A Misuse or overuse displays of power — keys, security, etc.

Higher rates of staff turnover and low morale

Disempowering and devaluing consumers

Consumers are labeled and pathologized

Focused on what’s wrong with you

Systems with Trauma Informed Care

Recognition that coercive interventions cause trauma and re-traumatization
Awareness/training on re-traumatization and vicarious trauma

Value consumer voice in all aspect of care

All inclusive of survivor’s perspective and recognition of person as a whole
Focus on what has happened to you

> > > > >

v v > > D>

Wisconsin Department Of Health and Family Services & New Partnerships For WonBraukha.Summit May 31, 2007

‘A trauma informed and responsive system is one in which all components of a given service system have been
reconsidered and evaluated in the light of a basic understanding of the role that violence plays in the lives of people
seeking health and human services.”

Greater Buffalo Trauminformed System of Care Community PRrauma-Specific Interventions
‘A “trauma-informed” system

1 is one in which all components of a given service system have been reconsidered and evaluated in the light
of a basic understanding of the role that violence plays in the lives of adults, children and adolescents and
families or caregivers seeking mental health and addictions services (Harris & Fallot, 2001).

9 uses that understanding to design service systems that accommodate the vulnerabilities of trauma survivors
and allows services to be delivered in a way that will avoid inadvertent re-traumatization and will facilitate
consumer participation in treatment.

9 requires, to the extent possible, closely knit collaborative relationships with other public sector service
systems serving these clients and the local network of private practitioners with particular clinical expertise
in “traumatology” (Harris & Fallot, 2001).”


http://www.thriveinitiative.org/
http://www.disabilityrightsohio.org/trauma-informed-treatment

18

National Center for Child Traumatic Stress (NCCadisplex Trauma and Mental Health of Children Placed in Foster Care Highlights from the
Core Data Set; December 2011

‘A trauma-informed child and family-serving system is one in which all parties involved recognize and respond to the
impact of traumatic stress on those who have contact with the system, including children, caregivers, and service
providers. Programs and agencies within such a system infuse and sustain this trauma awareness, knowledge, and
skills into their organizational cultures, practices, and policies. They act in collaboration with all those who are
involved with the child, using the best available science, to facilitate and support the recovery and resiliency of the
child and family. A service system with a trauma-informed perspective is one in which programs, agencies and
service providers would:

(1) routinely screen for trauma exposure and related symptoms;

(2) use culturally appropriate evidence-based assessment and treatment for traumatic stress and associated mental
health symptoms;

(3) make resources available to children, families, and providers on trauma exposure, its impact, and treatment;

(4) engage in efforts to strengthen the resilience and protective factors of children and families impacted by and
vulnerable to trauma;

(5) address parent and caregiver trauma and its impact on the family system;
(6) emphasize continuity of care and collaboration across child-serving systems; and

(7) maintain an environment of care for staff that addresses, minimizes and treats secondary traumatic stress and
increases staff resilience.’

‘A trauma-informed service system and/or organization is one in which all components of the system have been
reconsidered and evaluated in the light of a basic understanding of the role that violence and trauma play in the lives
of people seeking mental health and addiction services.

Substance Abuse and Mental Hedhtbrvices Administratiorauma-Informed Care in Behavioral Health Services. Treatment Improvement
Protocol (TIP) Series 57

‘A ‘trauma-informed’ organizational environment is capable of supporting and sustaining ‘trauma-specific’ services
as they develop.

A trauma-informed system recognizes that trauma results in multiple vulnerabilities and affects many aspects of
a survivor’s life over the lifespan, and therefore coordinates and integrates trauma-related activities and
training with other systems of care serving trauma survivors.

A basic understanding of trauma and trauma dynamics...should be held by all staff and should be used to design
systems of services in a manner that accommodates the vulnerabilities of trauma survivors and allows services
to be delivered in a way that will avoid re-traumatization and facilitate consumer participation in treatment.

A trauma-informed service system is knowledgeable and competent to recognize and respond effectively to
adults and children traumatically impacted by any of a range of overwhelming adverse experiences, both
interpersonal in nature and caused by natural events and disasters.

I There should be written plans and procedures to develop a trauma-informed service system and/or trauma-
informed organizations and facilities with methods to identify and monitor progress. Training programs for this
purpose should be implemented.” Source: Jarings, 2009, pp. 11112’
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Traumalnformed Culture

Kezelman, C., Stavropoulos,Practice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Delivery. Adults
Surviving Child Abuse (ASCA) 2012

‘Current research suggests that ‘creating a trauma-informed culture in and of itself could help staff and clients make
better recoveries than has previously been possible’. To the extent that the large numbers of people who experience
trauma-related problems access a range of diverse services (ie not only those of health and mental health) it is
critical that the full range of service delivery introduces the trauma-informed principles which are supported and
advocated in this research.’

‘The protocol for trauma-Informed services developed by Fallot and Harris provides organisational guidelines both
to assess current work practices and track progress in implementation of trauma-informed service provision.
Empbhasis is on creation of the cultural change within organisations which needs to take place if trauma-informed
service-provision is to occur. An advantage of this "Self-Assessment and Planning Protocol’ is that self-monitoring can
be “built into the change process’ (thus simultaneously addressing quality assurance).’

‘The five core principles of trauma-informed care (ie safety, trustworthiness, choice, collaboration and
empowerment, see Pt 2, Section 1, "Philosophy and Vision’) are also elaborated in the assessment and planning
protocol developed by Fallot & Harris. "CreatingCultures of Trauma-Informed Care (CCTIC): A Self-Assessment and
Planning Protocol’ is helpful in suggesting how these principles might be implemented in the context of service
provision. In this protocol, each of the five principles is applied to a specific ‘"domain’, and key questions are
proposed to assist organisations to review the extent to which objectives of service-provision are being met.’

Harris, M. and Fallot, R. (Eds.) (20Qkjng Trauma Theory to Design Service Systems. New Directions for Mental Health Services. San
Francisco: Jossey-Bass.

‘The Creating Cultures of Trauma-Informed Care approach to organizational change is built on five core values of
safety, trustworthiness, choice, collaboration, and empowerment. If a program can say that its culture reflects each
of these values in each contact, physical setting, relationship, and activity and that this culture is evident in the
experiences of staff as well as consumers, then the program’s culture is trauma-informed.’

‘Organizational culture reflects what a program considers important and unimportant, what warrants attention, how
it understands the people it serves and the people who serve them, and how it puts these understandings into daily
practice. In short, culture expresses the basic values of a program. Culture thus extends well beyond the introduction
of new services or the training of a particular subset of staff members; it is pervasive, including all aspects of an
agency’s functioning.’

California Center of Excellence for Trauma Informed Care - http://www.trauma-informed-california.org/

‘Trauma-informed transformation is a cultural shift, a move toward safety-focused, strength-based, consumer-
driven, empowerment-rich programming that allows consumers to take charge of their recovery, addresses unsafe
behaviours and prioritizes safety as a platform for recovery.’

Wisconsin Department Of Health And Family Services & New Partnerships For WomaamaSummit May 31, 2007

‘An environment or culture in health and human services in which all individuals feel physically, psychologically,
socially and morally safe; where members manage their emotions appropriately, acknowledge and deal with loss
and grief and focus on creating a positive future so individuals do not have to disclose a trauma history to receive
services in a healing environment. It is respectful of gender, sexual orientation age, race, disability, cognitive
capacity, ethnicity, sexual orientation, socioeconomic status, religious affiliation, etc. of all members.”

Monroe County Research To Practice Council White Rapeting a Trauma-Informed System of Care

‘Taking a Systems View: A community that succesfully transforms to one that is trauma-informed requires all sytems
to embrace a trauma informed culture as well as use trauma informed interventions in providing services and
supports.’

‘We want to achieve a fundamental shift | thinking and practice in our community that will result in the creation of a
Trauma-Informed Child-Serving System paradigm shift, where the following beliefs are incorporated into the work of
each system partner:

9 Trauma is viewed as a core life event around which behaviour and subsequent development organizes.
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T  Symptoms are understood not merely as problems but primarily as attempts to cope and survive.
9 The primary goals of prevention and intervention are growth, empowerment, resilience and life skills
development based on beliefs and values.’

Laura Morrison, Amanda Alcantar&elly Conover, Anthony Salerno, Andrew Cleek, Gary Parker, Mary McKay, Cheryl Sharp, Linda Ligen:
Harnessing the Learning Community Model to Integrate Trauma-Informed Care Principles in Service Organizations; Copyright © 2015 The
McSilver Institute for Poverty Policy and Research, New York University Silver School of Social Work, All rights reserved.

‘With the support of the LC, CITs worked to embed TIC into the culture of their organizations so that it did not
appear to be something “extra” that staff needed to do. One participant reported, “staff were reluctant to become
trained in TIC at first because of the time commitment, but once they began to learn about it, they loved it.’

Commonwealth of Pennsylvania, Office of Mental Health and Substanse SbuwviceStrategies for Promoting Recovery and Resilience and
Implementing Evidence-Based Practices; October, 2006

‘The Sanctuary Model® is a trauma-informed method for changing an organization’s culture to promote healing from
psychological and social traumatic experience. Originally developed in an acute inpatient setting, it has been adapted
for use in longer-term state hospitals and private psychiatric hospitals, as well as for children in residential settings.
Other settings include domestic violence shelters, group homes, outpatient settings, substance abuse programs, and
parenting support programs.’

Traumalnformed Treatment

General Concerns

Kim T. Mueser, Shirley M. Glyhiaye the potential benefits of CBT for severe mental disorders been undersold? World Psychiatry 13:3 -
October 2014

‘In the field of mental health, researchers usually think about the utility of interventions in very different ways from
clinicians. In their zeal to prove that psychotherapy can be studied just as rigorously as medication, psychotherapy
researchers have typically adopted a “gold standard” control group modelled after the placebo used in randomized
pharmacological studies. The rationale for using a control psychotherapy intervention is not based on the presumed
inertness of the intervention, but rather that it controls for “non-specific treatment factors” common across all
psychotherapies.’

‘Psychotherapy researchers are under tremendous pressure to adopt research designs that compare a specific
psychotherapy model (e.g., CBT) with a potentially active control psychotherapy (e.g., supportive therapy,
befriending), rather than treatment as usual, because such designs are considered to be more “rigorous” or
elucidating of the mechanisms underlying the experimental treatment by reviewers. However, the answers obtained
using this research design typically have limited practical utility to settings where supportive therapy or befriending
are not the standard of care.’

‘Comparing a psychotherapeutic intervention to another “control” psychotherapy is informative about the relative
benefits of one intervention over the other, but not about the absolute benefit of the experimental intervention
when added to usual services, the primary question at stake. Research (including meta-analyses) that concludes that
CBT offers little more than a control condition such as supportive therapy inadvertently misses the critical issue for
most clinicians: is there a strong probability that this intervention will improve outcomes for the individuals with
serious psychiatric illnesses with whom | work?’
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VIVEKODATTAMD, MPH Psychiatry and the Problem of the Medical Model — Part 1; December 21, 2014;
https://www.madinamerica.com/2014/12/psychiatry-problem-medical-model-part-1/

‘One of the biggest criticisms of psychiatry is that ‘treatment’ often involves coercion and that psychiatrists are
agents of social control. | don’t believe any meaningful treatment can occur within a coercive setting, and find it
troubling how often force is used, and how comfortable psychiatrists seem to feel with its use. As a lowly intern, |
found myself accused of “insubordination” for refusing to write an order for compelling intramuscular neuroleptics
for a patient. Involuntary ‘treatment’ and drugging occurs far too often and is often avoidable. For almost 60 years,
we have known that the organization of psychiatric units which foster an “us” and “them” mentality between
patients and staff leads to inappropriate use of force and can be re-organized for the better. Non-hospital residential
alternatives to hospitalization such as Soteria House have also successfully shown than in the majority of cases,
violent behavior can be managed without recourse to coercive practices.”® Unfortunately, there do not appear to be
models of care that have successfully avoided coercive practices in those who are actively dangerous to themselves
or others altogether.’

‘Some critics of coercion in psychiatry seem to ignore the reality that coercive practices occur in all of medicine, and
in many occasions more often. In the institutions where | have worked, mechanical and chemical restraint of
patients overwhelmingly occurs in the emergency room or medical wards, with no psychiatric involvement. Although
there have been some recent studies exploring use of restraints in the medical (as opposed to psychiatric) setting,
including identifying racial biases, the use of coercion in these settings comes under far less scrutiny or study than in
psychiatric settings, despite these patients not being involuntarily detained.’

‘Similarly, physicians in all fields are agents of social control. In addition to caring for patients, physicians have the
sometimes conflicting task of protecting the public. This includes determining safety to drive, fitness to care for
children, and control of infectious diseases. Those who refuse treatment for TB can be detained against their will and
forced to have treatment against their will or face legal repercussions. In the recent Ebola panic, Kaci Hicox was
inappropriately quarantined in a misguided attempt to protect the public from a disease she did not have. In the
case of the HPV vaccine for schoolgirls, Rick Perry as governor of Texas tried to force all school girls to have the
vaccine, which appears to have been motivated from kickbacks he received from Merck, the makers of the vaccine.’

Kezelman, C., Stavropoulos,Practice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Delivery. Adults
Surviving Child Abuse (ASCA) 2012

‘Current ability to correlate subjective experience with activity in the brain is leading to reconceptualisation across a
wide spectrum of practices. Necessarily, it has radical implications for the process of healing, and of how best to
facilitate it. In this context, the field of psychotherapy is undergoing something of a renaissance, as its central
principles are themselves found to correlate with neuroscientific findings.’

With respect to healing from trauma (as from many psychological conditions and experiences of distress) the new
research is leading to concerted reappraisal of the benefits psychotherapy can provide. It is even claimed that
psychoanalysis (the original “talking cure’) is “a neuroplastic therapy’. As Doidge points out, it was long thought that
‘serious’ treatment required medication, and that “talking about’ thoughts and feelings had little impact on the brain
and on character. The advent of neuroscience is now showing otherwise.’

‘The importance of key neurotransmitters to psychological health and emotional well-being is now increasingly
understood. In the frontal cortex of the brain, the neurotransmitters of serotonin, dopamine and norepinephrine are
highly influential, and are stimulated by positive experiences and social interactions. In the context of psychotherapy,
there are many possibilities for neurotransmittarentral to the experience of wdiking to be stimulated in positive
ways Psychotherapy per sethus provides opportunities “to repair affect-regulating structures’.

‘In its provision of ‘a secure base’ which did not exist in the childhoods of many, psychotherapy is now regarded as
‘an enriched environment that promotes the development of cognitive, emotional and behavioural abilities’. The
capacity of psychotherapy to assist realignment of disrupted n@atalways can now be shown to register in the
brain. In its provision of a safe, supportive environment in which problems are addressed, psychotherapy per secan
assist healing which is both subjectivelyexperiencedfeeling better from functioning in a more integrated way) and
objectively correlatedneuroscientific observation of neural realignment and change). For this reason, Cozolino
makes the case that “all forms of psychotherapy — from psychoanalysis to behavioural interventions — are successful
to the extent to which they enhance change in relevant neural circuits’. For effective addressing of trauma, therapy
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must be directed towards integration and coherence of functioning (‘Effective therapy for trauma involves the
facilitation of neural integration’). What, then, are optimal ways of achieving this? And how well situated is the field
of psychotherapy to facilitate neural integration in light of new insights from the evolving research? As Fosha points
out, to facilitate healing, ‘it is important to be able to engage the relevant neurobiological processes’. Research in
the neurobiology of attachment underlines priority requirements in this regard, to which psychotherapy must itself
attune if its full healing potential is to be operationalised.’ 6

Evidence Based

Gordon R. HodasglD Statewide Child Psychiatric Consultant, Pennsylvania Office of Mental Health and Substance Abuse Services ;
RESPONDING TO CHILDHOOD TRAUMA: THE PROMISE AND PRACTICE OF TRAUMA INFORMED CARE; February 2006

‘In responding to children who have been exposed to trauma and its negative consequences, we can offer trauma
informed care and continue building the evidence base for both specialized treatment and trauma informed
treatment programs. We can also work to ensure that systems of care at all levels recognize the pervasive role of
trauma in the lives of children and families and the need to incorporate trauma informed care as a priority into
systems planning and program implementation. Addressing underlying trauma-related issues increases the
likelihood that evidence based practices will prove effective in the real world, and that benefits will be sustainable.’

SAMHSANational Registry of Evidence-based Programs and Practices (NREPP); Review Process;
http://www.nrepp.samhsa.gov/ReviewQOR.aspx

‘NREPP identifies programs for review in three ways:

1 Nominations from the field: SAMHSA announces an open submission period. The open submission period
generally lasts several months and allows developers, researchers, practitioners, and other interested parties
to submit programs for review.

1 Environmental scans: SAMHSA and NREPP contractor staff conduct environmental scans (including literature
searches, focus groups, public input, and interviews) to identify potential interventions for review.

1 Agency nomination: SAMHSA identifies programs and practices addressing specific agency priorities.

Programs identified through the open submission process are prioritized for review.

Programs are pre-screened to ensure that at least one evaluation study meets the minimum criteria for review.
Programs are submitted to SAMHSA for approval to move into the review process. Applicants are notified whether
their intervention has been accepted for review or rejected.’

‘The outcome rating is based on the evidence class and the strength of the conceptual framework. The graphic
below summarizes all of the components of the outcome rating.

Components of the Final Outcome Rating

Evidence
Score QOutcome
= Rigor Score Score
- FidE“T‘y‘ Bonus Evidence

Class Outcome

Rating

Conceptual

Effect Class Framework

Rating
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Kezelman, C., Stavropoulos,Practice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Delivery. Adults
Surviving Child Abuse (ASCA) 2012

‘A key question is what countsas evidence, particularly in a social context where “scientific’ method is accorded
preeminent status. There are many types of researttow research is interpretedis also pivotal, although this may
not always be clear in a culture which routinely equates science with "knowledge’ and “truth’. In her discussion of
‘research bias’, both generally and with respect to trauma, [Babette] Rothschild notes the economicand professional
investments which condition how research is conducted and read. Particularly pertinent in this context is the
widespread practice of restricted eligibility criteria for participation in research studies. This is also a practice which
has particular implications for studies of trauma:

In the vast majority of trauma method outcome studies, subjects are not random — they are carefully chosen. In
general, acceptable subjects will be relatively stable and have only a single trauma... People with multiple traumas,
especially witlcomplex issues or complicating personality disorders, are racegpted in outcome studies.

To the extent that the majority of those who seek treatment for trauma have multiple unresolved traumas,
Rothschild considers treatment outcome research to be ‘virtually useless’ because little of it is conducted “with a
truly random population’. Courtois, Ford and Cloitre note that outcome data is available for treatment of complex
posttraumatic stress disorders, but that the empirical base remains limited.’

‘(CBT) is widely endorsed as one of the most “evidence based’ treatments. Yet this is in part because it is one of the
most fundedtherapies. Large amounts of money are required to engage in the research and testing of treatments
according to formal “scientific’ protocols. Many such approaches are less accessible to ‘measurement’, and many
existing treatments will not be the subject of formal research not only because of funding constraints, but because
the majority of clinicians, by virtue of being practitioners, do not engage in research in any case.

For these legitimate reasons, lack of the status of “evidendea s e d’ does Iiocuspectreaneeht fAt
the level of public uptake, the fact that CBT is both a short-term therapy and one which attracts the Medicare rebate
is also significant in accounting for its affordability, accessibility and popularity.

‘Insistence that treatments be “evidence-based’ can also wrongly imply the superiority of treatments which new
research insights are calling into question. This is dramatically underlined in the current period where, fuelled by the
research base in the neurobiology of attachment, new therapies “are beginning to open up entirely new perspectives
on how traumatised individuals can be helped to overcome their past’.’

‘Authorities in the field of trauma are noting the extent to which ‘new’ therapy orientations may yield benefits
beyond those of more established approaches (note that CBT is in the latter category). Should such potential not be
incorporated in the absence of the imprimatur of “evidence-based’, particularly in light of the limits of this claim both
in relation to treatment in general and trauma treatment more specifically? As Fosha and others are highlighting, the
challenge is to operationalise the substantial evidence base of affective neuroscience into a ‘neurobiology of
healing’. This suggests need for reconceptualisation of the existing formulation of ‘evidence-based’ treatment,
particularly in light of the many other limits with which this “standard’ is associated.’

‘Just as the DSM remains inadequate in its classification of complex trauma, so do standard ‘evidence based’
measures of what constitutes effective treatment also require reconsideration. For this reason, the contrasting
formulation of “practice-based evidence’, and emphasis on client outcomegather than pre-determined ‘one size fits
all’ treatments, present powerful alternative measures of treatment effectiveness.’ 6

Behavioral Health Approach

Substance Abuse and Mental Health Services Administratiauma-informed Care in Behavioral Health Services. Treatment Improvement
Protocol (TIP) Series 57.

‘Behavioral health counsellors can best serve clients who have experienced trauma by providing integrated
treatment that combines therapeutic models to target presenting symptoms and disorders. Doing so acknowledges
that the disorders interact with each other. Some models have integrated curricula; others that address trauma
alone can be combined with behavioral health techniques with which the counsellor is already familiar.’

eql
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Kezelman, C., Stavropoulos,Aractice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Delivery. Adults
Surviving Child Abuse (ASCA) 2012

‘Current research suggests potential need for psychotherapy to supplement its established modalities with ways of
working which more directly engage bodily experience. In stark repudiation of the mind/body dichotomy, new
research is confirming the extent to which “physical, bodilyfeelings’ underlie and shape not only the process of
decision-making, but attempts to address problems of all kinds. Indeed, as van der Kolk underlines, it is becoming
increasingly clear that ‘responseefers to an action we are impelledto take — that is, how we are physicallyinclined
to move after receiving any particular stimulus’. Such findings have particular application to enhanced understanding
of trauma, and to potential new interventions in its healing.’

David Samuej®o Jews Carry Trauma in our Genes? A Conversation with Rachel Yehuda (Director of the Mental Health Patient Care Clinic at
the Peters Medical Center, and a professor of psychiatry and neuroscience at the Icahn School of Medicine at Mount Sinai Hospital. December
11, 2014

‘One of the first observations was that in women who had been exposed to starvation, they tended to have babies
that were born with altered enzyme activity and were at subsequent risk for hypertension and metabolic syndrome,
simply as a consequence of maternal starvation during the pregnancy. Now, the enzyme that was altered is also an
enzyme that is related to glucocorticoid function. It’s a very interesting enzyme. It’s an enzyme that converts active
cortisol to inactive cortisol. And cortisol is a glucocorticoid. So, we were very interested in that because we
wondered how much of our effects in offspring in general had to do with maternal starvation. And we did a study
where we looked at Holocaust survivors, and we found that within the Holocaust survivors themselves, there were
alterations in this enzyme.”

Dan J Stein, Soraya Seedat, Amy Iversen, Simon Wsstelyjaumatic stress disorder: medicine and politics

‘We emphasise that the experience of traumatic events and the expression of subsequent symptoms varies
considerably over space and time, and that not all disorders or distress after trauma are post-traumatic stress
disorder. There are limits to the extent to which distress can be medicalised, and there is value in focusing on
resilience during and after traumas. At the same time, medicalisation of the response to trauma has been important
insofar as the development of the notion of post-traumatic stress disorder has advanced our understanding of the
pathogenesis of the condition, and our ability to reduce its associated symptoms with specific pharmacotherapies
and psychotherapies. We need to encourage the appropriate use of these interventions for those with this disorder.’

Immediate Interventions

Substance Abuse and Mental Health Services Administratiauma-Informed Care in Behavioral Health Services. Treatment Improvement
Protocol (TIP) Series 57

Uhtervention in the first 48 hours

The acute intervention period comprises the first 48 hours after a traumatic event. In a disaster, rescue operations
usually begin with local agencies prior to other organizations arriving on the scene.’

‘Psychological first aid

The psychological first aid provided in the first 48 hours after a disaster is designed to ensure safety, provide an
emotionally supportive environment and activities, identify those with high-risk reactions, and facilitate
communication, including strong, reassuring leadership immediately after the event. The primary helping response
of psychological first aid is to provide a calm, caring, and supportive environment to set the scene for psychological
recovery.’

‘It is also essential that all those first responding to a trauma—rescue workers, medical professionals, behavioral
health workers (including substance abuse counsellors), journalists, and volunteers—be familiar with relevant
aspects of traumatic stress.’

‘The widespread use of CISD [Critical Incident Stress Debriefing] has occurred despite the publication of conflicting
results regarding its efficacy. Claims that single-session psychological debriefing can prevent development of chronic
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negative psychological sequelae are not empirically supported (vanEmmerik, Kamphuis, Hulsbosch, &Emmelkamp,
2002). Some controlled studies suggest that it may impede natural recovery from trauma (McNally, Bryant, & Ehlers,
2003).

Dan J Stein, Soraya Seedat, Amy Iversen, Simon Wessteisaumatic stress disorder: medicine and politics

‘Debriefing is ineffective and could lead to consolidation of traumatic memories, and labelling of distress as post-
traumatic stress disorder could serve to deflect attention not only away from resilience but also from important
socio-political factors contributing to distress. Particular cultural narratives and rituals in response to trauma
exposure, could well play a part in prevention of the disorder, whereas other types of response, either overly
repressive or overly encouraging, can perhaps exacerbate post-traumatic distress.’

Navindhra Naidoo, Stephen E. Knight, Lorna J. Maimspicuous by its absence: Domestic violence intervention in South African pre-
hospital emergency care; African Safety Promotion Journal, Vol. 11, No. 2, 2013

‘EMS operates at the intersection of health care, emergency care and public safety and therefore has overlapping
roles and responsibilities” (Committee on the Future of Emergency Care in the United States Health System, 2007, p.
29). This statement about the American EMS is particularly true for EMSs in the developing world context where
these services are not always well developed and frequently poorly distributed. Exploiting every opportunity for
intervention by every health sector is likely to render the health system more responsive to the overt and covert
needs of African healthcare users who are subjected to one of the highest rates of interpersonal violence in the
world and where homicide rates are almost three times the global average (World Health Organization, 2010).
Interpersonal violence dominated the South African injury profile in 2000 with mortality rates seven times the global
rate and was the second leading cause of healthy years of life lost (Norman, Matzopoulous, Groenewald, &
Bradshaw, 2007).

There is compelling justification for pre-hospital systems in Africa to provide an appropriate emergency response to
DV. The EMS should be seen as an agent of change and as a societal organisation. The challenge that remains is to
infuse this body of evidence into medical curricula and the healthcare agenda.’

Navindhra Naidoo, Lillian Art2! & G A G OK Ay { Asystenfatidsyhtheiid oftle evjtidnge foft¥mestic violence management
and prevention in Emergency Care African Safety Promotion Journal, Vol. 12, No. 2, 2014

‘This study also validates the use of EiDM in DV intervention by both EC practitioners and researchers as the
approach is enabling of both policy development and ethical practice. “Emergency medicine is the only discipline
with ‘universality’ and ‘responsivity’ at the point of need. This implies the potential for the simultaneous widespread
facilitation of access to (emergency) health care” (Christopher, et al., 2014, p. 157) and indeed, health promotion.

“To ensure that our responses to the brutal and demeaning legacy of sexual and other gender violences are not
deployed in reproducing the very brutalities they seek to challenge, we need to unpack and interrogate carefully the
things we say and do.’

TraumalInformed Practice and Treatmeriodel
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Traditional Psychotherapy

Van der Kolk, M.CThe Body Keeps the Score — Brain mind and body in the healing of trauma, Viking 2014

‘For a hundred years or more, every textbook of psychology and psychotherapy has advised that some method of
talking about distressing feelings can resolve them. However, as we’ve seen the experiences of human trauma itself
get in the way of being able to do that. No matter how much insight and understanding we develop, the rational
brain is basically impotent to talk the emotional brain out of its own reality.’

William Steele, PsyD and Caekuban, LMSWAdvancing Trauma-Informed Practices Bringing trauma-informed, resilience-focused care to
children, adolescents, families, schools and communities. The National Institute for Trauma and Loss in Children.

‘When we say someone is experiencing grief, the one word that best describes that experience is sadness. When we
say someone is experiencing trauma, the one word that best describes that experience is terror. We define terror as
feeling totally unsafe and powerless ( Steele, W. 2003 a). If this is what we experience then that loss is also likely to
be traumatic. If the primary experience of trauma is feeling unsafe and powerless, it makes sense that interventions
be directed at restoring that sense of safety and power. However, trauma is not primarily a cognitive experience and
therefore “talk” alone is not likely to be helpful.’

Substance Abuse and Mental Health Services Administratimuma-Informed Care in Behavioral Health Services. Treatment Improvement
Protocol (TIP) Series 57

Y/ 2 3 ybelinvio?aBtherapies

Most PTSD models involve cognitive—behavioral therapy (CBT) that integrates cognitive and behavioral theories by
incorporating two ideas: first, that cognitions (or thoughts)mediate between situational demands and one’s
attempts to respond to them effectively, and second, that behavioral change influences acceptance of altered
cognitions about one self or a situation and establishment of newly learned cognitive—behavioral interaction
patterns. In practice, CBT uses a wide range of coping strategies.’

Substance Abuse and Mental Health Services Administratiauma-Informed Care in Behavioral Health Services. Treatment Improvement
Protocol (TIP) Series 57
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Cognitive processing therapy (CPT) is a manualized 12-session treatment approach that can be administered in a
group or individual setting (Resick & Schnicke, 1992,1993). CPT was developed for rape survivors and combines
elements of existing treatments for PTSD, specifically exposure therapy.’

Psychoanalytic Psychotherapy

British Psychoanalytic Countilhat is Psychoanalytic Psychotherapy? http://www.bpc.org.uk/about-psychotherapy/what-psychotherapy

‘Psychoanalytic or psychodynamic psychotherapy draws on theories and practices of analytical psychology and
psychoanalysis. It is a therapeutic process which helps patients understand and resolve their problems by increasing
awareness of their inner world and its influence over relationships both past and present. It differs from most other
therapies in aiming for deep seated change in personality and emotional development.’

Substance Abuse and Mental Health Services Administratauma-Informed Care in Behavioral Health Services. Treatment Improvement
Protocol (TIP) Series 57

Exposure therapy

Exposure therapy for PTSD asks clients to directly describe and explore trauma-related memories, objects, emotions,
or places. Intense emotions are evoked (e.g., sadness, anxiety) but eventually decrease, desensitizing clients through
repeated encounters with traumatic material.’

Warrative therapy

Narrative therapy is an emerging approach to understanding human growth and change; it is founded on the
premise that individuals are the experts on their own lives and can access their existing intra-psychic and
interpersonal resources to reduce the impact of problems in their lives...

This approach views psychotherapy not as a scientific practice, but as a natural extension of healing practices that
have been present throughout human history.’
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Traumatic Incident Reduction

SAMHSANational Registry of Evidence-based Programs and Practices (NREPP); Traumatic Incident Reduction;
http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=245

‘Traumatic Incident Reduction (TIR) is a brief, memory-based, therapeutic intervention for children, adolescents, and
adults who have experienced crime-related and/or interpersonal violence, war, disasters, torture, childhood abuse,
neglect, emotional abuse, traumatic bereavement, or other severe or shocking events. The program is designed to
resolve symptoms of posttraumatic stress disorder (PTSD), depression, anxiety, and low expectancy of success (i.e.,
low self-efficacy) by integrating dissociated cognitive and emotional aspects of traumatic memory.’ 6

Integrated Models

Lane Benjamin and Sarah Crawford Brown (South Affilbea)psychological impact of continuous traumatic stress -- limitations of existing
diagnostic frameworks

‘Groups based both at the Universities of Cape Town and Stellenbosch are developing a strong body of work
regarding post traumatic psycho-biological changes (Stein, Harvey, Uys, Daniels, 2005), and offering treatment
protocols drawing on pharmacological and psychotherapeutic strategies for adolescents and adults...The treatment
literature, although brief, focuses the therapist on integrated practice rather than on cognitive-behavioural therapy.
This perhaps reflects the more complex presentation of South African clients.’

Rachel Yehud@irector of the Mental Health Patient Care Clinic at the Peters Medical Center, and a professor of psychiatry and neuroscience
at the Icahn School of Medicine at Mount Sinai Hospital.) Kids are inheriting their parents' trauma. Can science stop it? Nov 16 2014; With
New Republic. The Science of Suffering; Judith Shulewitz. Senior Editor

‘Looking insistently forward, rather than backward, may strike some Westerners as a form of denial. That reliving the
past and telling tales about it offer the best cures for mental suffering must qualify as the most entrenched belief in
Western psychology, with deep roots in the Christian imperative to confess and the Jewish injunction to remember.
Delve into the literature on collective trauma, and you will read about the devastating and long-lasting suffering
occasioned by “the conspiracy of silence,” the failure to speak openly about the horrors of recent history.

This ingrained faith in memory has surely influenced the most common treatment for PTSD: cognitive behavioral
therapy, or CBT. The dominant CBT protocol for PTSD is prolonged exposure—the vivid re-experiencing or re-
imagining, and in some cases writing down, of distressing memories, until they have been crafted into narrative and
lost their sting. By creating new associations and contexts for the intrusive thoughts, the therapy is said to decouple
memory and fear, along with all the physiological reactions that fear provokes.

But repeated re-experiencing does not work in all cases. For some people, rather than healing, it may re-traumatize.
Anthropologist and psychiatrist Devon Hinton, who works at Arbour Counselling, talks about his patients’
“catastrophic cognitions”—extreme attacks of anger, say, triggered by experiences that set off memories, which
then kick-start fits of anxiety, and so on. These triggers often have deep cultural and historical associations.’

Kezelman, C., Stavropoulos,Practice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Delivery. Adults
Surviving Child Abuse (ASCA) 2012

‘While effective treatment of complex trauma needs to address several key dimensions (ie irrespective of the
particular approach used) the current literature also advises of the need for knowledge of moréhan one modality.
Siegel notes the need for therapists to have "a spectrum of interventions’ at their disposal "in order to create the
most effective and individually sculptured therapeutic experiences’. [Babette] Rothschild likewise advises clients to
check that their prospective therapists have training “in at least three methods’.’

Substance Abuse and Mental Health Services Administratiauma-informed Care in Behavioral Health Services. Treatment Improvement
Protocol (TIP) Series 57

‘Behavioral health counselors can best serve clients who have experienced trauma by providing integrated
treatment that combines therapeutic models to target presenting symptoms and disorders. Doing so acknowledges
that the disorders interact with each other. Some models have integrated curricula; others that address trauma
alone can be combined with behavioral health techniques with which the counselor is already familiar.’
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‘Integrated Models for Trauma

Integrated treatments help clients work on several presenting problems simultaneously throughout the treatment, a
promising and recommended strategy (Dass-Brailsford & Myrick, 2010; Najavits, 2002b;Nixon & Nearmy, 2011). Thus
far, research is limited, but what is available suggests that integrated treatment models effectively reduce substance
abuse, PTSD symptoms, and other mental disorder symptoms.’

Substance Abuse and Mental Health Services Administratiauma-informed Care in Behavioral Health Services. Treatment Improvement
Protocol (TIP) Series 57

Eye movement desensitization and reprocessing

‘EMDR (Shapiro, 2001) is one of the most widely used therapies for trauma and PTSD. The treatment protocols of
EMDR have evolved into sophisticated paradigms requiring training and, preferably, clinical supervision. EMDR draws
on a variety of theoretical frameworks, including psycho-neurology, CBT, information processing, and nonverbal
representation of traumatic memories. The goal of this therapy is to process the experiences that are causing
problems and distress.’

Van der Kolk, M.Crhe Body Keeps the Score — Brain mind and body in the healing of trauma, Viking 2014
‘I left EMDR training with three issues that fascinate me to this day:

9 EMDR loosens up something in the mind/brain that gives people rapid access to loosely associated
memories and images from their past. This seems to help them put the traumatic experience into a larger
context of traumatic experience into a larger context or perspective.

I People may be able to heal from trauma without talking about it. EMDR enables them to observe their
experiences in a new way, without verbal give-and-take with another person.

9 EMDR can help even if the patient and the therapist do not have a trusting relationship. This was particularly
intriguing because trauma, understandably rarely leaves people with an open, trusting heart.’

‘Some psychologists have hypothesized that EMDR actually desensitizes people to the traumatic material and this is
related to exposure therapy. A more accurate description would be that it integrates the traumatic material. As our
research showed, after EMDR people thought of the trauma as a coherent event in the past, instead of experiencing
sensations and images divorced from any context.’

‘To my mind the most remarkable feature of EMDR is its apparent capacity to activate a series of unsought and
seemingly unrelated sensations, emotions, images, and thoughts in conjunction with the original memory. This way
of reassembling old information into new packages may be just the way we integrate ordinary, nontraumatic day-to-
day experiences.’

‘There is a circular relationship between PTSD and substance abuse: While drugs and alcohol may provide temporary
relief from trauma symptoms, withdrawing from them increases hyperarousal, thereby intensifying nightmares,
flashbacks, and irritability. There are only two ways to end this vicious cycle: by resolving the symptoms of PTSD with
methods such as EMDR or by treating the hyperarousal that is part of both PTSD and withdrawal from drugs or
alcohol. Drugs such as naltrexone are sometimes prescribed to reduce hyperarousal, but this treatment helps in only
some cases.’

Substance Abuse and Mental Health Services Administratiauma-informed Care in Behavioral Health Services. Treatment Improvement
Protocol (TIP) Series 57

‘Addiction and Trauma Recovery Integration Model

The Addiction and Trauma Recovery Integrated Model (ATRIUM; Miller & Guidry,2001) integrates CBT and relational
treatment through an emphasis on mental, physical, and spiritual health.’

‘Beyond Trauma: A Healing Journey for Women

Beyond Trauma (Covington, 2003) is a curriculum for women’s services based on theory, research, and clinical
experience. It was developed for use in residential, outpatient, and correctional settings; domestic violence
programs; and mental health clinics.’
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‘Concurrent Treatment of PTSD and Cocaine Dependence
Concurrent Treatment of PTSD and Cocaine Dependence (CTPCD) is a 16-session, twice-weekly individual outpatient
psychotherapy model designed to treat women and men withco-occurring PTSD and cocaine dependence.’

‘Integrated CBT
Integrated CBT is a 14-session individual therapy model designed for PTSD and substance use. It incorporates
elements such as psycho-education, cognitive restructuring, and breathing retraining.’

‘Seeking Safety
Seeking Safety is an empirically validated, present-focused treatment model that helps clients attain safety from
trauma and substance abuse.’

‘Substance Dependence PTSD Therapy
Substance Dependence PTSD Therapy (Triffleman, 2000) was designed to help clients of both sexes cope with a
broad range of traumas.’

‘Trauma Affect Regulation: Guide for Education and Therapy

Trauma Affect Regulation: Guide for Education and Therapy (TARGET; Ford & Russo,2006; Frisman, Ford, Lin, Mallon,
& Chang, 2008) uses emotion and information processing in a present-focused, strengths-based approach to
education and skills training for trauma survivors with severe mental, substance use, and co-occurring disorders
across diverse populations.’

‘Trauma Recovery and Empowerment Model

The trauma recovery and empowerment model (TREM) of therapy (Fallot & Harris, 2002;Harris & Community
Connections TraumaWork Group, 1998) is a manualized group intervention designed for female trauma survivors
with severe mental disorders. TREM addresses the complexity of long-term adaptation to trauma and attends to a
range of difficulties common among survivors of sexual and physical abuse.’

‘Triad Women’s Project

The Triad Project was developed as a part of SAMHSA’s Women, Co-Occurring Disorders and Violence Study. It is a
comprehensive, trauma-informed, consumer-responsive integrated model designed for female trauma survivors
with co-occurring substance use and mental disorders who live in semirural areas.’ 6

Substance Interventions
Pharmacology

Substance Atse and Mental Health Services Administratibrauma-informed Care in Behavioral Health Services. Treatment Improvement
Protocol (TIP) Series 57

‘Pharmacotherapy for people with mental, substance use, and traumatic stress disorders needs to be carefully
managed by physicians who are well versed in the treatment of each condition. Medications can help manage and
control symptoms; however, they are only a part of a comprehensive treatment plan.’

Van der Kolk, M.Crhe Body Keeps the Score — Brain mind and body in the healing of trauma, Viking 2014

“It did not take long for the pharmacology to revolutionise psychiatry. Drugs gave doctors a greater sense of
efficacy and provided a tool beyond talking therapy.”

“The drug revolution that stared out with so much promise may in the end have done as much harm as good. The
theory that mental illness is caused primarily by chemical imbalance in the brain that can be corrected by specific
drugs has become broadly accepted, by the media and the public as well as the medical profession. In many places
drugs have displaced therapy and enabled patients to suppress their problems without addressing the underlying
issues.”
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“The SSRI’s can be very helpful in making traumatised people less enslaved by their own emotions, but they should
on be considered adjuncts in their overall treatment.”

Van der Kolk B. The body keeps the score: Memory and the evolving psychobiology of post traumatic stress. HarvRev Psychiatry 1994;1:253-
265

‘The goal of treatment of PTSD is to help people live in the present, without feeling or behaving according to
irrelevant demands belonging to the past. Psychologically, this means that traumatic experiences need to be located
in time and place and distinguished from current reality. However, hyperarousal, intrusive reliving, numbing and
dissociation get in the way of separating current reality from past trauma. Hence, medications that affect these PTSD
symptoms are often essential for patients to begin to achieve a sense of safety and perspective from which to
approach their tasks...The accumulated clinical experience seems to indicate that understanding the basic
neurobiology of arousal and appraisal is the most useful guide in selecting medications for people with PTSD.”

‘The importance of key neurotransmitters to psychological health and emotional well-being is now increasingly

understood. In the frontal cortex of the brain, the neurotransmitters of serotonin, dopamine and norepinephrine are

highly influential, and are stimulated by positive experiences and social interactions.161 In the context of
psychotherapy, there are many possibilities for neurotransmitters central to the experience -beinglito be
stimulated in positive waysPsychotherapy per se thus provides opportunities ‘to repair affect-regulating

structures’...’

Gordon R. Hodas Mfdatewide Child Psychiatric Consultant, Pennsylvania Office of Mental Health and Substance Abuse Services ;
RESPONDING TO CHILDHOOD TRAUMA: THE PROMISE AND PRACTICE OF TRAUMA INFORMED CARE; February 2006

‘The issue of psychotropic medication for children can be controversial, and clearly medication is not the first-line
response in most situations, especially for younger children. However, when trauma symptoms are severe and
incapacitating, and when comorbid psychiatric disorders are present that would typically be treated, one has to
weigh the risk of using medication with the risk of not using medication. Many trauma experts agree that there may
be a role for psychotropic medication in the individual treatment of trauma-based symptoms, particularly in the
presence of extreme hyperarousal and emotional reactivity (Donnnelly, 2003, pp. 257-258). DeBellis states,
“Pharmacological treatments for PTSD that dampen the activity of the major biological stress systems...in
conjunction with psychotherapy and social skills training, may provide an effective treatment strategy for maltreated
children who suffer from PTSD.” Pharmacological intervention, he adds, “may prevent the secondary long-term
adverse psychobiological consequences of traumatic stress in these patients”’

Kezelman, C., Stavropoulos,Aractice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Delivery. Adults
Surviving Child Abuse (ASCA) 2012

‘Medication does not treat complex trauma directly, and is optimally used in combination with psychotherapy.
Among clinicians of complex trauma, perspectives on psychopharmacology can differ. But there is little dispute that,
of itself, medication is not a routine ‘treatment of choice’ for this multidimensional condition. At the same time, this
does not mean that there is no role for medication in cases of complex trauma, especially if the state of the client is
such as to impair ability to participate in therapy. Particularly, but not exclusively, in the early stages of treatment,
judicious use of medication can assist stabilisation while safety and nascent self-regulatory capacity are beginning to
cohere. A collaborative care model, in which the therapist is in contact with the prescribing physician, is advisable.’

American Hospital AssociatiaBringing Behavioral Health into the Care Continuum: Opportunities to Improve Quality, Costs and Outcomes;
January 2012

‘Despite the challenges of delivering and coordinating behavioral health care within the broader health care system,
effective treatment for behavioral health conditions does exist. For instance, pharmacotherapy has become an
increasingly important part of behavioral health treatment. A wave of new, effective drug treatments for depression,
anxiety and schizophrenia has boosted medication as a share of mental health expenditures from 7 percent in 1986
to 27 percent in 2005. Effective drug treatments also have allowed more patients to receive care in the outpatient
setting, which accounted for 33 percent of mental health expenditures in 2005, up from 24 percent in 1986.

Pharmacologic treatments, such as antidepressants have been shown to improve quality of life for mental health
patients. Medications also are often enhanced with psychosocial treatments. Cognitive behavior therapy, in
combination with psychotropic medication, has decreased symptoms of principal generalized anxiety disorder, panic
disorder and social anxiety disorder.’



31

California Primay Care Associatiomtegrated Behavioral Health Care - An Effective and Affordable Model

‘Only half the population suffering from diagnosable behavioral disorders seek any form of behavioral health care
and of the half that do seek care, 50% receive it solely from their general physician, meaning half of all the
behavioral health care in the U.S. is provided by general medicine providers.

Ignoring psychosocial needs often invites uncontrolled escalation in medical visits, hospitalizations, and patient
dissatisfaction. Yet, the provider must address these needs within the 15 minute per visit model of general practice
medicine, without access to on-site behavioral health services. Referral to an external behavioral health professional
is a possibility, but such services are often viewed as stigmatizing and distant by the patient. Unfortunately, with no
other options, the primary care provider often settles for the prescription pad.

In the time-pressured world of the primary care provider, the pill is a major practice management tool. Nearly 70%
of all psychotropic medications are prescribed by general physicians, including 80% of all antidepressants. While this
response successfully ends a visit that has exceeded its time limit and may ease the patient“s concerns with hope
that relief is now simply a pharmacy visit away, this response comes at a high cost— both financially and to our
health. Health systems are struggling to contain spiraling pharmacy costs related to antidepressant and other
psychoactive medications, when proven behavioral interventions that do not require drugs (i.e. counseling) should
be made available to reduce expenditures and safeguard patients from unnecessary, dangerous drug interactions
and side-effects.’

Mental Health Commission of Canada012). Changing directions, changing lives: The mental health strategy for Canada. Calgary, AB:
Author.

‘Medications have played, and will continue to play, a vital role in the lives of many people living with mental health
problems and illnesses. They are an essential part of the full range of options of services, treatments and supports
that foster recovery and well-being. A broad range of issues related to medication must be addressed.

First, inequities in access to medication are a significant barrier for many people living with mental health problems
and illnesses. The cost of medications is only covered by public insurance when people are in hospital, unless they
are eligible for public funding through disability support or targeted pharmacare programs (except in Quebec, which
has mandatory prescription drug insurance). Otherwise, if people do not have private insurance, they must pay for
their medications themselves. Since psychiatric medications can be very expensive, and since some people living
with severe mental health problems and illnesses may require multiple medications, too many people are unable to
afford to continue with their prescriptions. This is particularly problematic when people are transitioning from
hospital or the criminal justice system into the community. In order for these people to continue with their recovery,
uninterrupted access to medication is, in many cases, critical.

Second, inequities in access to medication also arise from provincial and territorial drug formularies that govern
which medications are covered by public funding. Inconsistencies between jurisdictions mean that people living in
different parts of the country have access to different medications. Only some, including those with private
insurance coverage, have access to the newer, more expensive, and sometimes more effective medications.

People living with mental health problems and illnesses need to have access to the most effective medication to
support their recovery. To the greatest extent possible, people must be supported to make informed and healthy
choices regarding their medication options, just as would be expected by anyone experiencing a physical illness.’
Body Mind Interventions
"To make meaning of the traumatic experience usually iemotigh.
Traumatised individuals need to haseperiencesghat

directly contradict the emotional helplessness and physical
paralysis that accommBesseyvanderKalkmat i ¢ exper.i

Kezelman, C., Stavropoulos,Practice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Delivery. Adults
Surviving Child Abuse (ASCA) 2012

‘Talking aboutt he tr auma’ does not n e c eisdeed ican Iprecipitate £xpeyiénce ioft s
overwhelm and retraumatisatiorthe propensity of many traumatised people to dissociateand compartmentalise
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means that reminders of trauma can precipitate (‘trigger’) immobilisation and even collapse. This is also when
people may be otherwise competent and highly functioning (with which the capacity to compartmentalise and
dissociate can also assist). While some people retain awareness of what is going on around them, others “space out’
and lose contact with awareness of both external environment and internal sensations. When assessing for
dissociative problems, many clinicians confine their focus to emotions and behaviours. Thus they miss the bodily and
somatic dimensionwhich are no less important to intercept.’

Van der Kolk, M.CThe Body Keeps the Score — Brain mind and body in the healing of trauma, Viking 2014

‘Nobody can “treat” a war, or abuse, rape, molestation, or any other horrendous event, for that matter; what has
happened cannot be undone. But what can be dealt with are the imprints of trauma on body, mind and soul; the
crushing sensations in your chest that you may label as anxiety or depression; the fear of losing control; always being
on alert for danger or rejection; the self-loathing; the nightmares and flashbacks; the fog that keeps you from staying
on task and from engaging full in what you are doing; being unable to fully open your heart to another human being.

‘Trauma robs you of the feeling that you are in charge of yourself, of what we call self-leadership...The challenge of
recovery is to re-establish ownership of your body and your mind — of yourself. This means feeling free to know what
you know and to feel what you feel without becoming overwhelmed, enraged, ashamed, or collapsed. For most
people this involves (1) finding a way to become calm and focused, (2) learning to maintain that calm in response to
images, thoughts, sounds, or physical sensations that remind you of the past, (3) finding a way to be fully alive in the
present and engaged with the people around you, (4) not having to keep secrets from yourself, including secrets
about the ways that you have managed to survive.’

Sang Hwan Kim, PhBuzanne M. Schneidé>hD Len Kravitz, PhIThristine Mermier, PhandMark R. Burge, MMind-body Practices for
Posttraumatic Stress Disorder; J Investig Med. 2013 June ; 61(5): 827-834. doi:10.231/JIM.0b013e3182906862.

‘Mind-body practices are increasingly employed in the treatment of PTSD and are associated with positive impacts
on stress-induced illnesses such as depression and PTSD in most existing studies. Knowledge about the diverse
modalities of mind-body practices may provide clinicians and patients with the opportunity to explore an
individualized and effective treatment plan enhanced by mind-body interventions as part of ongoing self-care.’

‘Future studies need to replicate these findings in other cultural settings with varied populations, preferably with
larger samples and additional outcome measures such as biomarkers (i.e., cortisol, adrenocorticotropic hormones,
epinephrine, norepinephrine, stress related neuropeptides, and cytokines). Elucidation of the relationships between
changes in psychological symptoms and changes in the biomarkers, as well as the pathways activated by specific
mind-body modalities, will advance our understanding of the non-pharmacologic psycho-biological mechanism(s) of
mind-body practices for clinical application. The insights gained from such integrated research could further our
knowledge and enable us to develop comprehensively therapeutic yet individually specific treatment strategies
which, together with other lifestyle modifications and psychotherapies, will become a part of the standard treatment
regimen for PTSD in the future.’

Substance Abuse and Mental Health Services Administratauma-Informed Care in Behavioral Health Services. Treatment Improvement
Protocol (TIP) Series 57

‘Mindfulness Interventions

Mindfulness is a process of learning to be present in the moment and observing internal experience (e.g., thoughts,
bodily sensations)and external experience (e.g., interactions with others) in a non-judgmental way. Mindfulness
challenges limiting beliefs that arise from trauma, quells anxiety about future events, and simply helps one stay
grounded in the present. It plays a significant role in helping individuals who have been traumatized observe their
experiences, increase awareness, and tolerate uncomfortable emotions and cognitions.’

EFT/Matrix Rémprinting

Karl Sasha Allenby Dawsdatrix Reimprinting Using Eft

‘Matrix Reimprinting is a new meridian tapping technique developed by EFT Master Karl Dawson. Like EFT, Matrix
Reimprinting often resolves long-standing emotional and physical issues. By changing how you perceive old events
and how ingrained ideas shape your words and actions. During a Matrix Reimprinting session, you tap on points that
have been used in acupuncture for thousands of years. Most of the points used are at the ends of meridians.
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Meridians are channels for energy flow just as blood vessels and arteries are channels for blood flow. Emotional,
chemical and physical trauma can disrupt the flow of energy in the meridians. When the energy is obstructed,
disease may result. You can correct the flow of energy by stimulating the meridian points. In EFT and Matrix
Reimprinting, you do this by tapping on them.’

Trauma Release Exercise

Susanne ThomagRE® Provider - Life Coach;Fascia Release Therapy - TRE® Certification Training

‘TRE® (Tension, Stress & Trauma Release Exercise) is an innovative series of exercises that assist the body in releasing
deep muscular patterns of stress, tension and trauma. Created by Dr. David Berceli, PhD, TRE® safely activates a
natural reflex mechanism of shaking or vibrating that releases muscular tension, calming down the nervous system.
When this muscular shaking/vibrating mechanism is activated in a safe and controlled environment, the body is
encouraged to gradually return back to a state of balance. (homeostasis)

TRE® is based on the fundamental idea, backed by recent research, that stress, tension and trauma is both
psychological and physical. TRE®’s reflexive muscle vibrations generally feel pleasant and soothing. After a TRE®
session, many people report feelings of physical and emotional well-being.’

Neurofeedback

“The boundary between neurology and psychiatry is becoming increasingly blurred,
and it's only a matter of timedfore psychiatry becomes just another branch of neurology.

Vilayanur S. Ramachandran
V.S. Ramachandrafhe Tell-Tale Brain: A Neuroscientist's Quest for What Makes Us Human;
W. W. Norton & Company, Inc.

D. Corydon HammondVHAT IS NEUROFEEDBACK: AN UPDATE; Journal of Neurotherapy, 15:305-336, 2011,Copyright # Taylor & Francis
Group, LLC, ISSN: 1087-4208 print=1530-017X online, DOI: 10.1080/10874208.2011.623090

‘In the late 1960s and 1970s it was learned that it was possible to recondition and retrain brainwave patterns
(Kamiya, 2011; Sterman, LoPresti, & Fairchild, 2010). Some of this work began with training to increase alpha
brainwave activity for the purpose of increasing relaxation, whereas other work originating at University of
California, Los Angeles focused first on animal and then human research on assisting uncontrolled epilepsy. This
brainwave training is called EEG biofeedback or Neurofeedback.’

Van der Kolk, M.CThe Body Keeps the Score — Brain mind and body in the healing of trauma, Viking 2014

‘Before the advent of the pharmacological revolution, it was widely understood that brain activity depends both on
chemical and electrical signals. The subsequent dominance of pharmacology almost obliterated interest the
electrophysiology of the brain for several decades.’

‘In 2007 | met Sebern Fisher...I had never come across a treatment that could produce such a dramatic change in
mental functioning in so brief a period of time...As Sebern explained, feedback provides the brain with a mirror of it’s
own function: the oscillations and rhythms that underpin the currents and crosscurrents of the mind. Neurofeedback
nudges the brain to make more of some frequencies and less of others, creating new patterns that enhance its
natural complexity and its bias toward self-regulation. “in effect” she told me, “ we may be freeing up innate but
struck oscillatory properties in the brain and allowing new ones to develop.”

‘In some ways Neurofeedback is similar to watching someone’s’ face during a conversation. If you see smiles or slight
nods, you're rewarded, and you go on telling your story or making your point. But the moment your conversation
partner looks board or shifts her gaze, you’ll start to wrap up or change the topic. In Neurofeedback the reward is a
tone or movement on the screen instead of a smile, and the inhibition is far more neutral than a frown —it’s simply
and undesired pattern.’


http://www.brainyquote.com/quotes/quotes/v/vilayanurs533236.html
https://www.goodreads.com/author/show/17674.V_S_Ramachandran
https://www.goodreads.com/work/quotes/13443579
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Reset Therapy

George Lindenfeld, Ph.D., A.B.P.P., L. Ri&raiursemaResetting the Fear Switch in PTSD: A Novel Treatment Using Acoustical
Neuromodulation to Modify Memory Reconsolidation

‘We propose that the mechanism of action of RESET is to disrupt the reconsolidation of problematic memory circuits
within the limbic system of the brain through the use of sound stimulation. Research confirms that trauma creates
potentiated or sensitized neural circuits in the limbic system, especially the amygdala, that perpetuate the
problematic emotions. (Francati, 2011) When these hyper-aroused/hyper-sensitized circuits are interrupted through
an acoustically driven neuromodulation process, they appear to “reset” back to (or closer to) a homeostatic norm
that existed prior to the trauma experience. This neural reset is evidenced by the lasting reduction or elimination of
the reported symptoms. In a sense, the treatment intervention enables the innate homeostatic drive of the brain to
re-establish a prior level of plasticity that became frozen through the effects of trauma.’

Relaxation/Breathing

Eriko KobayaskHbuzuki, Yoshiyuki Tachibana, Makiko OkuyanthTakashi Igarastiational Medical Center for Children and Mothers,
Tokyo, Japan; Breathing Focused Mind-Body Approach for Treatment of Posttraumatic Stress Disorder among Children and Adolescents: A
Systematic Review; Kobayashi-Suzuki et al., J Psychol Psychother 2014, 4:3

‘There is a relative lack of research in breathing techniques and mind-body approach on child and adolescent PTSD.
Preliminary data suggest that mind-body approach may be effective for high school students traumatized by war and
political conflict, and may be as effective as exposure treatment for children and adolescents traumatized by war
and tsunami. Age is a potential factor impacting the efficacy of the approach but is yet to be researched further.
Future research is necessary for more controlled trials and large-scale comparison trials, but mind-body approach
can be a promising alternative to TF-CBT.’

Martha Cabrera Essay: Living and Surviving in a Multiply Wounded Country; http://siyathanda.org.za/index.php/resources2/83-multiply-
wounded-country

‘The healing process must have a beginning and an end. All the theories say so. We soon realized that we needed to
go into this not just getting people to talk about their losses, but helping them discover that talking about them
would produce a gain. We also discovered an approach to explain that traumas block the energy that circulates
through one’s body and that there are ways to unblock it. It is has been studied and proven that people who suffer
from the multiple wounds phenomenon have much less energy. The reason is simple: every time a person suffers
and doesn’t process that suffering, the first thing that is restricted is their breathing capacity. Every time we suffer an
aggression, our body reacts, shrinks into itself, tenses up. And the first effect of that reaction is to reduce the
amount of oxygen that the body takes in. And when the body receives less oxygen, it has less energy available. The
Eastern cultures have known about this for thousands of years, which is why breathing is at the core of so many
oriental techniques.’

Substance Abuse and Mental Health Services Administratiama-informed Care in Behavioral Health Services. Treatment Improvement
Protocol (TIP) Series 57

WI ROAOS (i 2Relaxatialryriirfing, Bidfdedback, and Breathing Retraining Strategies Relaxation training,
biofeedback, and breathing retraining strategies may help some clients cope with anxiety, a core symptom of
traumatic stress. However, no evidence supports the use of relaxation and biofeedback as effective standalone PTSD
treatment techniques (Cahill, Rothbaum, Resick, & Follete, 2009). Both are sometimes used as complementary
strategies to manage anxiety symptoms elicited by trauma-related stimuli. Breathing retraining uses focused or
controlled breathing to reduce arousal. Breathing retraining and relaxation, along with other interventions when
necessary, can help clients with ASD. An important caution in the use of breath work with trauma clients is that it
can sometimes act as a trigger—for example, given its focus on the body and its potential to remind them of heavy
breathing that occurred during assault. Biofeedback, which requires specialized equipment, combines stress
reduction strategies (e.g., progressive muscle relaxation, guided imagery) with feedback from biological system
measures (e.g., heart rate, hand temperature) that gauge levels of stress or anxiety reduction. Relaxation training,
which requires no specialized equipment, encourages clients to reduce anxiety responses (including physiological
responses) to trauma-related stimuli; it is often part of more comprehensive PTSD treatments (e.g., prolonged
exposure and stress inoculation training [SIT]).’


http://siyathanda.org.za/index.php/resources2/83-multiply-wounded-country
http://siyathanda.org.za/index.php/resources2/83-multiply-wounded-country

35
Dance/Art/Music

Gayle BluebirdRN, Peer Services Director, Delaware Psychiatric Center; Art Expressions: Art “therapy” is gone, self-directed expression is
here; Breaking the Silence Trauma-informed Behavioral Healthcare

‘Art has become widely accepted for its power to heal and transform lives, as a means for peers to express
themselves and tell their stories, and, increasingly for some, as a means of self-sufficiency. Many peers with
traumatic life experiences report the importance of art and creativity as integral to recovery. The arts can be broadly
defined as any form of creative endeavor: writing, music, painting, dance, sculpture, storytelling, performance, and
journaling.’

‘Enjoying the process of creating is a perfect antidote to unpleasant symptoms and memories. When we engage in a
personal creative effort we do not have time to ruminate or reminisce; we are just there.’ 6

SelfRegulation

Kezelman, C., Stavropoulos,Practice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Delivery. Adults
Surviving Child Abuse (ASCA) 2012

‘In providing guidelines by which therapists unused to working directly with the body can start to incorporate such
interventions into their practice, Ogden and her colleagues offer valuable and calibrated suggestions. Their approach
is respectful of existing ways of working, and gentle as well as thorough in introducing interventions by which
traditional "talk-based’ psychotherapies can begin to rectify somatic deficits in their more established modalities.

Here it should be reiterated that the field of psychotherapy is now very diverse, and that while not necessarily
specifically “body oriented’, many approaches now include varying degrees of attentiveness to physical processes
and states. Basic mindfulness techniques and attention to breathing are a feature of many otherwise contrasting
modalities, and the importance of the clienttherapistrelationshipneeds to be consistently emphasised.’

‘Rather than focusing on how people make meaning of their experience — their narrative of the past — the focus is on
clients’ physical self-experience and self-awareness. Body oriented therapies are predicated on the notion that past
experience is embodied in present physiological states and action tendencies... The role of the therapist is to
facilitate selfawareness and setkgulation, rather than to witness andterpret the traumaBessel van der Kolk.

Effective trauma therapy, then, should incorporate movement and body-based awareness — "we mustattend to al
three levels: cognitive processing (thoughts, beliefs, interpretations, and other cognigomsjpnal processing
(emotion and affect), and sensorimotor processing (physical and sensory resgoasess at i ons and mo

Kezelman, C., Stavropoul®s,Practice Guidelines for Treatment of Complex Trauma and Trauma Informed Care and Service Delivery. Adults
Surviving Child Abuse (ASCA) 2012

‘To the extent that the experiences of complex trauma survivors render them unprepared to engage in immediate
‘processing’ (the longstanding emphasis of standard trauma therapy) it is crucial that treatment is structuredand
graduated Three distinct stages are now widely endorsed in the complex trauma field, even as a degree of fluidity
and overlap between them is also acknowledged. Primary to the first stage, and central at all timeds establishment
of a sense of safetywhich may be tenuous to the point of non-existence in cases of complex trauma, and which
current research indicates to be as physiologically essential as it is a precondition for effective therapeutic work.’

‘The three phases of treatmefwhich date to the work of Janet in the late nineteenth century, and which current
research findings endorse) are broadly described as follows:

(1) Safety and stabilisation

(2) Processing

(3) Integration202

‘Each of these phases is structured according to its own particular goals and principles, subsequent phases build on
previous ones, and points of earlier focus can be returned to if and as necessary. But as [Babette] Rothschild and
others emphasise, the importance of Phase | (safety and stabilisation) cannatveestated.This point is critical to
highlight and reiterate, because it has not been well understood in many standard trauma treatments.’
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‘Many clients and therapists are in such a hurry to get to the work of phase Il that they shortchange phase | or skip it
altogether... There are those who mistakenly disregard phase | as not being a legitimate part of trauma therapy or
treatment per se because the focus is not on the traumatic incidents. However, successful accomplishment of this
stage is a critical step... It is a central part of trauma treatment, at least equal to the relevance of phase II.”

‘Because it stems from the overwhelming of coping mechanisms, the intensity of traumatic experience risks being
evoked in the absence of a supportive structure and context. Trauma cannot begin to bprocessed, much less
confronted’, in the absence Toufconditionsonhducive td develdpraehtefr a t e
self-regulation are crucial to survivors of complex trauma — particularly when the trauma dates to childhood —
because a sense of safety and development of the capacityeiéregulate may not have developed in the first place.

Substance Abuse and Mental Health Services Administratiauma-informed Care in Behavioral Health Services. Treatment Improvement
Protocol (TIP) Series 57

Bkills training in affective and interpersonal regulation

Skills training in affective and interpersonal regulation (STAIR) is a two-phase cognitive—behavioral model that adapts
therapies developed by others into a new package...’

Btress inoculation training

SIT was originally developed to manageanxiety (Meichenbaum, 1994; Meichenbaum®& Deffenbacher, 1988).
Kilpatrick, Veronen,and Resick (1982) modified SIT to treat rape survivors based on the idea that the anxiety and fear
that rape survivors experience during their trauma generalizes to other objectively safe situations.’

‘Couple and Family Therapy

Trauma and traumatic stress affects significant relationships, including the survivor’s family. Although minimal
research has targeted the effectiveness of family therapy with trauma survivors, it is important to consider the needs
of the individual in the context of their relationships. Family and couples therapy may be key to recovery... Current
couple or family therapies that have some science-based evidence include behavioral family therapy, behavioral
marital therapy, cognitive—behavioral couples treatment, and lifestyle management courses (Riggs, Monson, Glynn,
& Canterino, 2009).




