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IN THIS CHAPTER

¢ Show Organizational and Ad-
ministrative Commitment to
TIC

Use Trauma Informed Princi-
ples in Strategic Planning
Review and Update Vision,
Mission, and Value Statements
¢ Assign a Key Staff Member To
Facilitate Change

Create a Trauma Informed
Oversight Committee
Conduct an Organizational
Self Assessment of Trauma
Informed Services

Develop an Implementation
Plan

Develop Policies and Proce-
dures To Ensure Trauma
Informed Practices and To
Prevent Retraumatization
Develop a Disaster Plan
Incorporate Universal Routine
Screenings

¢ Apply Culturally Responsive
Principles

Use Science Based
Knowledge

Create a Peer Support Envi-
ronment

Obtain Ongoing Feedback
and Evaluations

Change the Environment To
Increase Safety

¢ Develop Trauma Informed
Collaborations

Trauma-Informed
Organizations

Part 2 provides a broad overview of how to create and implement
an institutional framework for trauma-informed services in pro-
gram delivery and staff development, policies and procedures, ad-
ministrative practices, and organizational infrastructure in
behavioral health services. Chapter 1, “I'rauma-Informed Organi-
zations,” focuses on specific organizational strategies that will help
develop a trauma-informed culture in behavioral health settings.
Numerous strategies are presented, including organizational com-
mitment to trauma-informed care (TIC), trauma-informed organi-
zational assessment, implementation of universal screening for
trauma, and creation of a peer support environment.

Chapter 2, “Building a Trauma-Informed Workforce,” focuses on
organizational activities that foster the development of a trauma-
informed workforce, including recruiting, hiring, and retaining
trauma-informed staff; providing training on evidence-based and
emerging trauma-informed best practices; developing competen-
cies specific to TIC; addressing ethical considerations; providing
trauma-informed supervision; and preventing and treating second-
ary trauma in behavioral health service providers.

The strategies described in the following sections can help supervi-
sors and other administrative staff members create a trauma-
informed behavioral health environment. As a starting point, the
administration should identify key personnel and consumers to
guide the organizational change process and the organizational as-
sessment. Administrators and supervisors need to plan for and
demonstrate an ongoing commitment to these strategies, or staff
may perceive development activities as comprising yet another idea
or demand from the agency that is short-lived beyond the initial
thrust of training.
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' TIC Framework in Behavioral Health Services—Trauma-Informed Organizations
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imnpac! of Trauma

Chapter 4;
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Chapter 5
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Chaptar 6:

Trauma-Specific Services

Creating a trauma-informed organization is a
fluid, ongoing process; it has no completion
date. Consumer demographics change across
time, exposure to specific types of trauma
may become more prevalent, and knowledge
of best and evidence-based practices (EBPs)
will continue to advance. A trauma-informed
organization continues to demonstrate a
commitment to compassionate and effective
practices and organizational reassessments,
and it changes to meet the needs of consumers
with histories of trauma. It is encouraging that
recent Substance Abuse and Mental Health
Services Administration (SAMHSA) data
indicates that the majority of over 10,000 pro-
grams they surveyed state that they provide
trauma-related care (Capezza & Najavits,
2012). However, there remains a major need to

make TIC consistently high-quality, routine,

and pervasive across treatment systems.

The following stages form the basis of creat-

ing a trauma-informed organization:

1. Commit to creating a trauma-informed

agency.

Create an initial infrastructure to initiate,

support, and guide changes.

3. Involve key stakeholders, including con-

sumers who have histories of trauma.

Assess whether and to what extent the

organization’s current policies, procedures,

and operations either support TIC or in-

terfere with the development of a trauma-

informed approach.

5. Develop an organizational plan to imple-
ment and support the delivery of TIC
within the agency.

2.




Part 2, Chapter 1—Trauma-Informed Organizations

Trauma-Informed Services and Service Systems

“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. A “trauma-
informed’ organizational environment is capable of supporting and sustaining ‘trauma-specific’ ser-
vices as they develop. A trauma-informed system recognizes that trauma results in multiple vulnera-
bilities 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 sur-
vivors and allows services to be delivered in a way that will avoid retraumatization and facilitate con-
sumer 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. 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 mon-

itor progress. Training programs for this purpose should be implemented.”

Source: Jennings, 2009, pp. 111-112.

6. Create collaborations between providers
and consumers and among service provid-
ers and various community agencies.

7. Put the organizational plan into action.

8. Reassess the implementation of the plan
and its ability to meet the needs of con-
sumers and to provide consistent TIC on
an ongoing basis.

9. Implement quality improvement measures

as needs and problem areas are identified.

Institute practices that support sustainabil-

ity, such as ongoing training, clinical su-

pervision, consumer participation and
feedback, and resource allocation.

10.

Strategy #1: Show
Organizational and
Administrative
Commitment to TIC

Foremost, administrators need to understand
the impact that trauma can have on people’s
lives. The consistent delivery of TIC is only as
effective as the organization’s commitment,
which must extend to administrative practices
with staff members, program policies and pro-

cedures, program design, staffing patterns, use
of peer support, staff and peer training and
supervision, organizational assessment and
consumer feedback, and resources to uphold
trauma-informed principles and practices.
Even short-term change is not sustainable
without the agency’s continual commitment.

Typically, desirable organizational change
doesn’t occur by accident. It comes from
steadfast leadership, a convincing message that
change is necessary and beneficial for staft and
consumers, and resources that support change.
Many people naturally resist change; thus, an
organization’s commitment includes a will-
ingness to discuss with staff members the im-
pact and role of trauma in their service setting,
patience in planning and implementation, and

Seminal Resource for Administrators
As you investigate how best to implement
or improve trauma informed services
within your organization or across systems,

review the influential work, Using Trauma
Theory to Design Service Systems: New
Directions for Mental Health Services.

(Harris & Fallot, 2001c¢)
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Advice to Administrators: Managing
Staff Reactions to Implementation of
New Processes or Ideas

A common hurdle for administrators after in-
troducing a new process or idea is the staff
assumption that it will require more work.
Frontline staff members are often inundated
with many responsibilities beyond face-to-face
time with clients. In addition, a common mis-
perception is that if you begin to address
trauma, you will have difficulty containing it.

In addition to administrative buy-in, administra-
tors must promote rather than simply announce
the implementation of trauma-informed ser-
vices. Promotion includes educating staff about
the rationale for trauma-informed services, of-
fering opportunities for discussion and input
from staff and consumers, providing training
focused on trauma-informed skills, and so forth.
For example, the San Diego Trauma-Informed
Guide Team (2012) created a promotional bro-
chure on how TIC can make staff jobs easier:
Focuses on root problem

Is preventative

Increases support system

Facilitates collaboration

Shares workload

Empowers client

Provides consistency in agencies/systems
Uses evidence-based best practices

TIC may be cost-effective, lead to less intensive
services and less use of services, prevent undue
stress for staff members and clients, and pre-
vent client crises caused by old policies that
could retraumatize trauma survivors.

the ability to tolerate the uncertainty that nat-
uraﬂy accompanies transitions.

Strategy #2: Use Trauma-
Informed Principles in
Strategic Planning

Strategic planning provides an opportunity to
explore and develop short- and long-term

goals. The planning process often begins with
reevaluating the organizations’values, mission,

and vision, yet agencies cannot adequately
develop a trauma-informed strategic plan
without obtaining specific information about
internal (staff, resources, processes) and exter-
nal environmental (referral constellation,
changes in health care, funding sources, State
and Federal standards, community needs, con-
sumer demographics, etc.) factors and influ-
ences. Data gathered through staft, consumer,
organizational, and community assessments
shapes the direction of the plan, including
projected demands, challenges, obstacles,
strengths, weaknesses, and resources. At the
conclusion of this planning process, the organ-
ization will have specific goals, objectives, and
tasks to meet the needs of their stakeholders
and to address any anticipated challenges. Ide-
ally, strategic planning should define key steps
in developing or refining trauma-informed
services within the organization.

Strategy #3: Review and
Update Vision, Mission,
and Value Statements

Vision, mission, and value statements provide
a conceptual framework for TIC development
and delivery. They should not be created in
isolation; they should reflect voices from the
community, populations, and other stakehold-
ers that the organization serves. These state-
ments develop through input, discussion, and
assessment. They are not static; they evolve as
needs, populations, or environments change.

Statement Example

As behavioral health service providers, we
strive to be trauma aware—to understand the
dynamics and impact of trauma on the lives of
individuals, families, and communities. We
strive to create a trauma-sensitive culture by
demonstrating, through consumer empower-
ment, program design, and direct care, an un-
derstanding of the relationships among trauma,
substance abuse, and mental illness.
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Advice to Administrators: How To Create Vision, Value, and Mission Statements

Define the organization’s vision, values, and mission to be compatible with TIC. Emphasize the organ-
izational culture needed to provide TIC. An outgrowth of that cultural shift may include an enhanced
working environment for employees and consumers that is noncoercive and reduces conflicts, re-
straint, and seclusion. Even if the current mission statement is appropriate, change it anyway to sym-
bolize intended change within the organization. To define or redefine the vision, values, and mission:
¢ Involve consumers, all levels of staff, and leadership, including the director/CEO.

e Review:

- Organizational priorities to identify and manage conflicting priorities.
- Resources to assess whether reallocation is necessary for change (e.g., to hire peer support

specialists, to furnish comfort rooms).

Operationalize the vision, values, and mission at the level of individual departments
Evaluate progress at regular staff meetings to ensure that changing the culture of care stays on

the agenda.

Source: New Logic Organizational Learning, 2011.

Strategy #4: Assign a Key
Staff Member To
Facilitate Change

Prior to the development of an oversight com-
mittee, a senior staff member with the authori-
ty to initiate and implement changes should be
assigned to oversee the developmental process.
By assigning a trauma-aware senior staff mem-
ber who is committed to trauma-informed
services, it is more likely that the organiza-
tion’s and committee’s goals, objectives, and
plans will remain in focus. This senior staff
member is responsible for ongoing develop-
ment and facilitation of the oversight commit-
tee; management of the initial organizational
assessment, reassessments, and other evaluative
and feedback processes; and facilitation and
oversight of the implementation plan and sub-
sequent changes, including policies and proce-
dures to ensure delivery of TIC.

Strategy #5: Create a
Trauma-Informed
Oversight Committee

The role of the oversight committee includes
providing ongoing input and direction in the
initial organizational assessment, strategic

plan, plan implementation, reevaluation and
development of trauma-informed policies and
procedures, and future reassessments. The
committee monitors progress and uses real-
time data to forge a clear pathway to new pro-
cesses that support TIC. The committee
should involve stakeholders from the commu-
nity, consumers, specialists, staff members, and
administrators. Leadership involvement is
necessary. Stakeholders may be alumni, family
members, community-based organizations,
and other institutions that interact with the
agency or would benefit from trauma-
informed services.

Initially, the agency must educate the commit-
tee on the organization’s mission, values, and
vision as well as the task at hand—developing
trauma-informed services. To ease potential
conflicts or confusion about the organization’s
structure, the guidelines, expectations, and
roles of the committee need to be communi-
cated directly to committee members as well
as the organization as a whole, including board
members, support and professional staff, su-
pervisors, and so forth. The committee also
needs to know the extent of their power and
the necessary lines of communication before,
during, and after evaluating and implementing
changes in the organization.
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Including consumers and/or those who have
lived through trauma is vital. They have
unique knowledge, experiences, and perspec-
tives on the impact of treatment design, deliv-
ery, policies, and procedures. They offer
firsthand information on practices that can
potentially retraumatize clients in behavioral
health settings and can suggest preventive,
alternative practices and solutions. Consumer
committee members keep staff and adminis-
trators aware of the goal of achieving TIC.

Strategy #6: Conduct an
Organizational Self-
Assessment of Trauma-
Informed Services

An organizational self-assessment evaluates
the presence and/or the effectiveness of cur-
rent trauma-informed practices across each
service and level of the organization. This
assessment allows an organization to see how
it functions within the context of trauma-
informed principles and provides feedback to
inform the development or revision of the
implementation plan for TIC. In essence, this
assessment process can serve as a blueprint for
change and as a benchmark of compliance
with and progress in implementing trauma-
informed practices across time. Overall, it is a
process of identifying organizational strengths,
weaknesses, opportunities, and threats related
to the implementation and maintenance of
TIC. Refer to Appendix F for sample organi-
zational assessment tools for the organization
and the consumer.

The self-assessment should obtain feedback
from key stakeholders, particularly consumers,
tamily members, referral sources, community
organizations, and all levels of the organiza-
tion’s staff, including nonclinical and clinical
staff, supervisors, and administrative person-
nel. Similar to the universal screening process,

Advice to Administrators: Ten Steps
to Quality Improvement

1. Identify new goals or problems.

Gather input from each level of the organi-

zation, including consumers and other key

stakeholders.

Analyze the feedback.

4. Explore improvement options and the
potential barriers associated with each.

5. Select the overall approach and specific
strategies to address barriers (anticipate
barriers, and try to address them before
they occur).

6. Develop an implementation plan, and then

present the plan to staff members and

other key stakeholders not directly in-
volved in the quality improvement process.

Implement the plan.

Reassess the new plan.

9. Evaluate the results and determine if new
goals or additional problems or issues
need to be addressed.

10. Repeat the first nine steps.

w

O

an organizational self-assessment is only as
effective as the steps taken after data are gath-
ered and analyzed. From this assessment, an
implementation plan should be established
that highlights the goals, objectives, steps,
timeframe, and personnel responsible in over-
seeing the specific objective. Assessment
shouldn’t be a once-and-done project. Timely
and regularly scheduled organizational assess-
ments should follow to assist in quality im-
provement. For an explanation of more
detailed steps to take in conducting an organi-
zational self-assessment, see Chapter 4 of the
planned Treatment Improvement Protocol
(TIP), Improving Cultural Competence
(SAMHSA, planned c).

Strategy #7: Develop an
Implementation Plan

Implementation plans should evolve from
consumer participation, demographic profiles
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Advice to Administrators: Implementation Plan Content

1=

Introduction and overview: This includes the organization’s history, the demographics that char-

acterize its client base, the rationale for the implementation plan, and the incorporation of TIC.

Focus on identification of strengths, weaknesses, opportunities, and threats. Provide an overview

of goals and objectives.

Specific goals and objectives: Goals and objectives should address:

- Workforce development strategies for recruiting, hiring, retaining, training, supervising, and
promoting wellness of clinical and nonclinical staff members to support TIC.

- Consumer participation and peer support development and implementation strategies.

- Policies, procedures, and practices to support TIC and culturally responsive services, to pro-
mote safety, and to prevent retraumatization.

- Specific evidence-based or best practice adoptions to support TIC.

- Strategies to amend facility design or environment (plant) operations to reinforce safety.

- Fiscal planning to ensure sustainability of the steps initiated in the organization.

Guidelines for implementation: Guidelines should highlight the specific steps, roles, responsibili-

ties, and timeframes for each activity to meet TIC objectives.

of populations served, data from organization-  the oversight committee is responsible for
al self-assessment, and research on promising designing a plan that outlines the purpose,
and evidence-based trauma-informed practic-  goals, objectives, timeframes, and personnel

es. Using the framework proposed in this TIP,  responsible for each objective (Exhibit 2.1-1).

Exhibit 2.1-1: TIC Planning Guidelines

The following publications provide samples of organizational guidelines for implementing TIC.

Fallot, R. D. & Harris, M. (2009). Creating cultures of trauma-informed care (CCTIC): A self-
assessment and planning protocol. Washington, DC: Community Connections, 2009.

Guarino, K., Soares, P, Konnath, K., Clervil, R., & Bassuk, E. (2009). Trauma-informed organiza-
tional toolkit. Rockville, MD: Center for Mental Health Services, Substance Abuse and Mental
Health Services Administration; the Daniels Fund; the National Child Traumatic Stress Network;
and the W. K. Kellogg Foundation.

Huckshorn, K. (2009). Transforming cultures of care toward recovery oriented services: Guidelines
toward creating a trauma informed system of care. In Trauma informed care (TIC) planning guide-
lines for use in developing an organizational action plan. Alexandria, VA: National Association of
State Mental Health Program Directors.

Jennings, A. (2009). Criteria for building a trauma-informed mental health service system. Re-
trieved on May 21, 2013, from http://www.theannainstitute.org/CBTIMHSS.pdf

Ohio Legal Rights Service (2007). Trauma-informed treatment in behavioral health settings. Co-
lumbus, OH: Ohio Legal Rights Service.

Prescott, L., Soares, P, Konnath, K., & Bassuk, E. (2008). A long journey home: A guide for creat-
ing trauma-informed services for mothers and children experiencing homelessness [draft]. Rock-
ville, MD: Center for Mental Health Services, Substance Abuse and Mental Health Services
Administration; the Daniels Fund; the National Child Traumatic Stress Network; and the W.K.
Kellogg Foundation.

The following resource is a systemwide set of guidelines for implementing TIC.

U.S. Department of Health and Human Services, Health Resources and Services Administration
(2006). Model trauma system: Planning and evaluation. Rockville, MD: Health Resources and Ser-
vices Administration.
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Strategy #8: Develop
Policies and Procedures
To Ensure Trauma-
Informed Practices and To
Prevent Retraumatization

In the early stage of evaluating current services
and planning for TIC, the committee needs to
assess practices, procedures, and policies that
may have been or could be retraumatizing to
any individual, at any level of the organization,
from consumers to administrators. Programs
that are not trauma informed are as likely to
be unaware of the impact of trauma on staff as
they are to be unaware of its influence on con-
sumers. In the initial review, careful scrutiny

Program Curriculum: Roadmap to
Seclusion-Free and Restraint-Free
Mental Health Services

This curriculum, written from consumer per-
spectives, provides behavioral health staff with
education, strategies, and hands-on tools to
prevent and ultimately eliminate the use of
seclusion and restraint. It includes many
handouts for participants and consumers. This
training package, available online
(http://store.samhsa.gov/product/Roadmap-to-
Seclusion-and-Restraint-Free-Mental-Health-
Services-CD-/SMA06-4055), is divided into
seven modules plus a resources section:
e Module 1: The Personal Experience of
Seclusion and Restraint
e Module 2: Understanding the Impact of
Trauma
Module 3: Creating Cultural Change
Module 4: Understanding Resilience and
Recovery from the Consumer Perspective
e Module 5: Strategies to Prevent Seclusion
and Restraint
e Module 6: Sustaining Change Through
Consumer and Staff Involvement
Module 7: Review and Action Plan
Resource Section

Source: Center for Mental Health Services
(CMHS), SAMHSA, 2005.

should be used to eliminate any practice that is
potentially harmful, including seclusion and
restraint practices, therapeutic activities that
are shaming, treatment planning without col-
laboration, any medical inquiry without
privacy, and so forth.

Policies and procedures are the building
blocks of each agency. They guide the service
process and, if followed, they provide an op-
portunity for the agency to deliver consistent
responses and care. Policies and procedures
must incorporate trauma-informed practices
across all domains and standards, such as ad-
missions, plant/environmental standards,
screening and assessment processes, referrals
(to other services, including hospitalization, or
for further evaluations), treatment planning,
confidentiality, discharge, and more. They
also need to be updated periodically to incor-
porate new science and to meet the changing
needs of consumers. By regularly reviewing
and adapting administrative and clinical poli-
cies and procedures in response to ever-
changing needs and evidence, the agency can
provide staff members with good guidelines
for providing trauma-informed services that
are consistent yet flexible.

Strategy #9: Develop a
Disaster Plan

Facilities are often required to develop disaster
plans, but specific requirements vary from
State to State. From the outset, developing a
disaster plan in behavioral health services is
essential. Many clients in behavioral health
services have lived with trauma, so proactive
steps that reduce the impact of a new trauma
may prevent worsening of symptoms and de-
crease the risk for more pervasive effects. (See
also Technical Assistance Publication 34, Dis-
aster Planning Handbook for Bebhavioral Health
Treatment Programs [SAMHSA, 2013].)



Most disaster events cannot be accurately an-
ticipated. Even so, behavioral health organiza-
tions can take steps to reduce the impact of a
disaster event on program functioning and on
the lives of clients. Each service or program
should develop a disaster response committee
that meets regularly to develop, maintain, and
adapt policies and procedures to respond to
disasters affecting the program. Committee
planning efforts may include:

1. Creating a disaster response team of pro-
gram staff members tasked with coordi-
nating program administration and
services in a disaster event.

2. Establishing a communication process for
informing staft and clients of the status of
program functioning and for coordinating
staff assignments during and shortly after
the disaster event.

3. Outlining a process to inform clients and
their families of available services, their lo-
cation, and contact information for access-
ing services to meet clients’ critical needs.

4. Developing plans for service provision
during a disaster event and service imple-
mentation after the event.

5. Creating special plans for high-risk or
special needs clients who need services
during and shortly after the disaster. Ex-
amples of this are clients who are home-
less, in detoxification services or
methadone programs, on prescribed psy-
chopharmaceuticals, or at risk for suicide.

6. Making plans for maintaining the security
of client records, program records, and fa-
cilities during and shortly after the event.

7. Coordinating ahead with other community
resources and services to ensure that clients
at high risk or with special needs get the
services they require as soon as possible.

8. Prioritizing how services will start back up
after a disaster event.

9. Providing special services after the event to
clients at high risk for trauma reactions
and symptoms.

Part 2, Chapter 1—Trauma-Informed Organizations

10. Establishing a postdisaster debriefing pro-
cess to review disaster responses, services,
and outcomes.

Some specific disaster events, such as hurri-
canes, may sometimes offer opportunities for
planning and preparation in advance of the
disaster event. This preparation time is usually
just a few days, but it allows programs to make
advance preparations and take advance action
to establish lines of communication, stockpile
resources, prepare for evacuation of clients,
and protect client and program records.

Strategy #10: Incorporate
Universal Routine
Screenings

A key element of trauma-informed services is
the institution of universal routine screening
across all services, regardless of the individual’s
path in accessing services (e.g., primary care,
hospitalization, outpatient). Considering the
prevalence of trauma among individuals who
seek services for mental and substance use
disorders, the implementation of screening is
paramount. Without screening, clients are not
identified as trauma survivors. Subsequently,
they miss recovery opportunities and treat-
ment services that would be more likely to
meet their needs, while also running a higher
risk of being retraumatized by unexamined
organizational policies, procedures, and prac-
tices. For more information on the rationale,
processes, and instruments of universal screen-
ing for trauma, refer to Part 1, Chapter 4.

Strategy #11: Apply
Culturally Responsive
Principles

Providers must be culturally competent when

incorporating evidence-based and best prac-
tices as well as trauma-informed treatment
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models within the organization. Clients’ views
of behavioral health differ according to race,
ethnicity, and culture (refer to the planned
Treatment Improvement Protocol [TIP], Im-
proving Cultural Competence [SAMHSA,
planned c]). Likewise, cultures attach different
meanings to trauma, and responses to trauma 4,
will vary considerable across cultures (see Part

3. Recruit workers who are representative of
the community or service area. If the work-
ers who are available do not match the
community, they should have the personal
attributes, knowledge, and skills to develop
cultural competence.

Provide ongoing cultural competence train-

ing to staff. Topics should include cultural

3, the online literature review, for more in-
tormation). For example, trauma survivors

who come from a collective society or culture,

in which the goals of the group take prece-

values and traditions, family values, lin-
guistics and literacy, immigration experi-
ences and status, help-seeking behaviors,
techniques and strategies for cross-cultural

dence over the goals of the individual, may be

more focused on the well-being of their family

or the family’s response to the trauma survi- 5.
vors” experience. Often, this view runs in op-
position to the individualistic perspective of

many behavioral health services. Subsequently,
treatment providers who are not culturally

outreach, and the avoidance of stereotypes
and labels (DeWolfe & Nordboe, 2000b).
Ensure that services are accessible, appro-
priate, and equitable. In planning disaster
work or TIC, community associations and
organizations are invaluable. Gaining their
acceptance requires time and energy.

168

competent may interpret collective values as a
sign of resistance or avoidance in dealing with
traumatic stress. CMHS (2003) outlines prin-
ciples of cultural competence in disaster work
applicable across all forms of trauma:

Recognize the role of help-seeking behav-
iors, traditions, and natural support net-
works. Culture includes traditions that
dictate whom, or which groups, to seek in
times of need; how to handle suffering and

1. Recognize the importance of culture and loss; and how healing takes place. These
respect diversity. Those who value culture customs and traditions are respected by a
and diversity understand their own cul- culturally responsive disaster relief
tures, attitudes, values, and beliefs, and program.
they work to understand the cultures of Involve community leaders and organiza-
others. This includes being able to com- tions representing diverse cultural groups as
municate effectively with those from other ‘cultural brokers.” Collaborating with
cultures, respecting others’ feelings about community leaders is an effective means of
personal space, knowing about others’ so- learning about the community, establishing
cial organization, understanding how time program credibility, and ensuring that ser-
is viewed, and being aware of others’ be- vices are culturally responsive.
liefs about the effects of their behaviors. Ensure that services and information are

2. Maintain a current profile of the cultural culturally and linguistically responsive.

composition of the community. This in-
cludes describing the community’s popula-
tion in terms of race and ethnicity, age,
gender, religion, refugee and immigrant
status, housing status, income levels, ru-
ral/urban balance, unemployment, lan-
guages spoken, literacy, schools, and
businesses.

Communication with individuals who do
not speak English, who are illiterate in all
languages or have limited literacy, and who
are deaf or hard of hearing is essential to
service provision. Local radio stations, tel-
evision outlets, and newspapers that are
multicultural are an excellent venue for
educational information after a disaster.



Using survivors’ friends or relatives as in-
terpreters is not recommended, as survi-
vors may be uncomfortable discussing
personal matters with family members or
friends. Asking children to interpret can
place too heavy a responsibility on them
and reverses parents’ and children’s roles.
9. Assess and evaluate the program’s level of
cultural responsiveness. Self-assessment
and process evaluation can help keep a
program on track. A variety of strategies
can be used for collecting data and com-
municating findings to stakeholders.

Strategy #12: Use
Science-Based Knowledge

Along with culturally responsive services,
trauma-informed organizations must use
science-based knowledge to guide program
development and the implementation of ser-
vices, policies, procedures, and practices. This
includes the adoption of EBPs (see Part 1,
Chapter 6, and Part 3, Section 1, to review

definition, treatments, and resources for EBPs).

TIC research is quite new; interpret these lim-
ited studies and information cautiously.
Chambless and Hollon’s (1998) criteria, which
are still the benchmark for EBPs, are valuable
resources for administrators. Look closely at
who was included—and excluded—from
treatment studies. Often, the types of severe,
chronic, and unstable cases seen in community
settings are excluded from treatment studies.
Evidence-based interventions should be a
primary consideration in selecting appropriate

For more detailed information on EBPs,
visit the National Registry of Evidence

Based Programs and Practices (NREPP)
Web site (http://nrepp.samhsa.gov). For

more specific research oriented infor-
mation on trauma and trauma specific
treatments, refer to the literature review in
Part 3 of this TIP, available online.

Part 2, Chapter 1—Trauma-Informed Organizations

treatment models for people with mental ill-
ness, substance use disorders, and co-occurring
psychological trauma. Nonetheless, other vari-
ables must also be contemplated before adopt-
ing EBPs in an organization, including the
cultural appropriateness of the practice; the
strength of its clinical focus on strengths-
based strategies; training and competence of
clinical staff; the cost of training, materials,
and implementation; and the ease of main-
taining EBP fidelity amidst staff turnover.

Strategy #13: Create a
Peer-Support Environment

The main purpose of
peer support services
is to provide con-
sumer mentoring,
support, and care
coordination for cli-
ents with histories of
mental illness or
substance abuse. The
goals are to help others deal with personal and
environmental barriers that impede recovery
and achieve wellness. Peer support accom-
plishes this through many activities, including
advocacy, support during crises and recovery
activities, modeling, education, and assistance
in accessing available resources. Peer support
programs send a powerful message to staff
members, consumers, and the community—
that recovery is possible through support, col-
laboration, and empowerment. These pro-
grams reinforce the trauma-informed premise
that organizations need to reflect the popula-
tions that they serve and involve consumers in
planning, implementing, monitoring, and de-
livering recovery services.

For an introduction
to peer support
services, see What
Are Peer Recovery

Support Services?
(Center for Sub-
stance Abuse
Treatment, 200%e).

Notably, peer support services have the poten-
tial to be considerably flexible to meet client
needs at each stage of recovery. Specifically,
peer support services can be incorporated
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across the continuum of care, starting with
outreach services and extending into long-
term recovery services. Peer support specialists
can enhance consumer motivation to change,
to initiate services, and/or to engage in recov-
ery activities. They can play powerful liaison
roles by supporting clients entering treatment
and explaining what to expect from services.
They can ease the transition into treatment,
from one service to the next, from one mo-
dality to another (e.g., inpatient group to out-
patient group), and beyond formal treatment.
Moreover, peer support services create an at-
mosphere focused on mutuality rather than
pathology. They provide living models of re-
silience and promote hope—that recovery is
possible and attainable.

Administrators should familiarize themselves
with how other organizations have imple-
mented peer support programs, current curric-
ula, certifications and training processes,
competencies and ethics, and peer support
service State standards or recommendations, if
applicable. The Carter Center’s Summit in
2009, The Pillars of Peer Support Services,
supported in part by SAMHSA and CMHS,

Advice to Administrators: Sample
Peer Support Staff Tasks

e Use active listening skills help peers identi-
fy areas of dissatisfaction and benefits of
changing beliefs, thoughts, and behavior.

e Use problem-solving skills to help peers
identify barriers to recovery and develop
plans to meet peer-determined goals.
Facilitate recovery support groups.

Link clients with community resources.
Work with the treatment team to advocate
for clients and to remove recovery barriers.

e Participate in consumer panels to educate
staff about the consumer perspective and
about peer support.

e Participate in hospital-wide committees
and workgroups

Source: New Logic Organizational Learning,
2011.

“Peer recovery support services are evi-
dence based and have been demonstrat-
ed to promote positive health outcomes
and control the cost of healthcare. These
services are offered by a trained individual
with lived experience and recovery from a
mental illness, substance use and/or

chronic health conditions. Peer recovery
support services minimally include chronic
illness self management, whole health and
wellness promotion and engagement,
relapse prevention, life skill coaching, and
insurance and health systems navigation.”

(Daniels et al., 2012, p. 22)

highlighted the numerous elements necessary

to develop a strong, vital peer workforce

(Daniels et al., 2010). These elements include:

e Clear job and service descriptions.

e Job-related competencies and competence-
based testing processes.

e Peer support certifications.

e  Ongoing continuing education.

Media and technology access for peer spe-

cialists.

Sustainable funding.

Research and evaluation components.

Code of ethics and conduct.

Competence-based training for supervisors.

Multilevel support and program support

teams.

Strategy #14: Obtain
Ongoing Feedback and
Evaluations

Obtain feedback on and evaluations of organi-
zational performance on a regular basis. Give
consumers a clear avenue for offering feedback
at any time, and make evaluations assessing
the organization’s progress toward providing
trauma-informed services standard practice.
Without feedback and further evaluation, or-
ganizations cannot assess whether they are



meeting trauma-informed objectives. A rou-
tine monitoring process for TIC implementa-
tion gives the organization additional
information necessary to combat new obsta-

cles and threats and to understand what works.

Regular monitoring equips organizations with
the ability to formulate different strategies to
meet objectives as well as to respond to the
changing needs of the population. Ongoing
evaluation and consumer feedback are essen-
tial in improving the quality of services.

Strategy #15: Change the
Environment To Increase
Safety

Practices that generate emotional and physical
safety are necessary. Another aspect of creating
safety is reevaluating the physical facilities and
environment to enhance safety and to circum-
vent preventable retraumatization. Think how
traumatizing it would be if you were a female
rape survivor and a night counselor was con-
ducting a room check at 2:00 a.m., or a male
security guard was walking the women’s resi-
dential wing. What would it be like if you
were sitting with your back to the door in a
small office during an intake interview, if your

history included a physical assault and rob-

Creating Sanctuary
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bery? For most, it would at least increase anxi-
ety; for others it would be retraumatizing.
Trauma-informed providers must carefully
assess environmental safety. Although you are
likely to identify some facility issues that could
erode safety for trauma survivors, a safe envi-
ronment will only be established if regular
feedback is obtained from consumers about
their experiences with the program.

Strategy #16: Develop
Trauma-Informed
Collaborations

TIC is about collaboration with consumers,
staff members, key stakeholders, and other
agencies. Collaborative relationships provide
opportunities for consumers to access the most
appropriate services as needs arise. Rather
than waiting for a crisis or a dire need for a
service to investigate available resources, it is
far more efficient and compassionate to estab-
lish relationships within the agency and with
other community resources before these needs
arise. No agency can meet the needs of every
client; referral agreements and/or collaborative
arrangements that integrate the delivery of
TIC, including support services (e.g., housing,
legal, medical), are important.

The sanctuary model is a trauma-based therapeutic approach that has been used in inpatient, resi-
dential, therapeutic community, and outpatient settings with children, adolescents, and adults. It
provides a template for changing social service delivery systems so that they are better equipped to
respond to the complex needs of trauma survivors. Sanctuary is informed by four knowledge areas:
“the psychobiology of trauma, the active creation of nonviolent environments, principles of social
learning, and an understanding of the ways in which complex adaptive systems grow, change, and

alter their course” (Bloom et al., 2003, p. 174).

The sanctuary model describes a stage-based approach to healing that is referred to as SAGE: safety,
affect modulation, grieving, and emancipation. This model is nonlinear; an individual does not neces-
sarily move from one stage to another in a straight path, but progress in one area does affect pro-
gress in other areas (Bloom, 1997; Bloom et al., 2003). SAGE is a cognitive-behavioral translation of
the sanctuary model (Bills, 2003). Early in treatment, the focuses are typically on safety and affect
management. Safety encompasses four domains: physical, psychological, social, and moral (Bloom,
1997; see http://www.sanctuaryweb.com for further details and a curriculum).
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Introduction

For an organization to embrace a trauma-informed care (TIC)
model fully, it must adopt a trauma-informed organizational mis-
sion and commit resources to support it. This entails implementing
an agency-wide strategy for workforce development that is in
alignment with the values and principles of TIC and the organiza-
tion’s mission statement. Without a fully trained staff, an organiza-
tion will not be able to implement the TIC model. However,
simply training behavioral health professionals in TIC is not
enough. Counselors will not be able to sustain the kind of focus
required to adopt and implement a trauma-informed philosophy
and services without the ongoing support of administrators and
clinical supervisors.

An organizational environment of care for the health, well-being,
and safety of, as well as respect for, its staff will enhance the ability
of counselors to provide the best possible trauma-informed behav-
ioral health services to clients. This culture of care must permeate
the organization from top to bottom. Behavioral health program
administrators should aim to strengthen their workforce; doing so
“requires creating environments that support the health and well-
being, not only of persons with mental and substance use condi-
tions, but of the workforce as well” (Hoge, 2007, p. 58). An organi-
zational culture of care, safety, and respect demands activities that
foster the development of trauma-informed counselors. This chap-
ter focuses on key workforce development activities, such as:
e Recruiting, hiring, and retaining trauma-informed staff.
e Training behavioral health service providers on the principles of,
and evidence-based and emerging best practices relevant to, TIC.
e Developing and promoting a set of counselor competencies spe-

cific to TIC.
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Workforce

" TIC Framework in Behavioral Health Services—Building a Trauma-Informed
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Chapter S

e Delineating the responsibilities of counse-
lors and addressing ethical considerations
specifically relevant to promoting TIC.

e Providing trauma-informed clinical super-
vision.

e Committing to prevention and treatment
of secondary trauma of behavioral health
professionals within the organization.

Addressing each of these areas is essential to
building a trauma-informed workforce and an
organizational culture that supports TIC.

Workforce Recruitment,
Hiring, and Retention

An Action Plan for Behavioral Health Workforce
Development (Hoge et al., 2007) emphasizes

Cimical Issuas Acrass Seryices

Chapter 6:

Trauma-Specific Sefvices

the importance of organization-wide support
and active involvement in workforce recruit-
ment, hiring, and retention in behavioral
health systems. One of the key findings of this
report is that the work environment itself in
many behavioral health settings can be toxic to
the workforce and may hinder the delivery of
individualized, respectful, collaborative, and
client-centered care to service recipients. Fac-
tors such as the downward pressure on organi-
zations for higher productivity of counselors
increase caseloads and decrease wages of be-
havioral health staff members and may create
a high-stress environment that contributes to
low morale and worker dissatisfaction. Other
factors that often contribute to low retention
of qualified counselors in behavioral health
settings include the lack of professional career
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ladders, fragile job security, the lack of clinical
supervision, and an inability to influence the
organization in which they are working (Hoge
et al., 2007).

Added to this mix is the intensity of working
with people with the co-occurring conditions
of trauma-related mental and substance use
disorders and the risk of secondary traumati-
zation of counselors. In creating and sustain-
ing a trauma-informed workforce,
organizations need to foster a work environ-
ment that parallels the treatment philosophy
of a trauma-informed system of care. Doing
so allows counselors to count on a work envi-
ronment that values safety, endorses collabora-
tion in the making of decisions at all levels,
and promotes counselor well-being.

Recruitment and Hiring in a
Trauma-Informed System of Care
In a 2007 technical report (Jennings, 2007b),
the National Center for Trauma-Informed
Care identified several priorities for organiza-
tions with regard to recruitment and hiring
trauma-informed staff, including:

e Active recruitment of and outreach to pro-
spective employees who are trauma-
informed or have formal education in
providing trauma-informed or trauma-
specific services in settings such as universi-
ties, professional organizations, professional
training and conference sites, peer support
groups, and consumer advocacy groups.

e Hiring counselors and peer support staft
members with educational backgrounds
and training in trauma-informed and/or
trauma-specific services and/or lived expe-
rience of trauma and recovery.

e Providing incentives, bonuses, and promo-
tions for staff members during recruitment
and hiring that take into consideration
prospective employees’ trauma-related ed-
ucation, training, and job responsibilities.

In addition to hiring behavioral health profes-
sionals with formal professional education and
training, organizations should also “routinely
survey the demographics and other character-
istics of the population served and recruit a
workforce of similar composition” (Hoge et
al., 2007, p. 297). Essentially, this means ac-
tively engaging in outreach to consumer advo-
cacy groups, recovery-oriented programs,
community and faith-based organizations, and
former clients/consumers with the intention of
recruiting potential employees whose
knowledge and expertise comes from their
lived experience of trauma, resilience, and
recovery. Support staff members, peer support
workers, counselors in training, and appren-
tices can be recruited from this population and
offered incentives, such as tuition reimburse-
ment, training stipends, and professional
mentoring with the goal of developing a trau-
ma-informed workforce from within the de-
mographic served. Jennings (2007b) calls these
staff members “trauma champions” who can
provide needed expertise in a trauma-
informed organization to promote trauma-
informed policies, staff development, and
trauma-based services consistent with the mis-
sion of the organization (p. 135).

Who Is a Trauma Champion?

“A champion understands the impact of vio-
lence and victimization on the lives of people
seeking mental health or addiction services and
is a front-line worker who thinks ‘trauma first.’
When trying to understand a person’s behav-
ior, the champion will ask, ‘is this related to
abuse and violence?’ A champion will also think
about whether his or her own behavior is hurt-
ful or insensitive to the needs of a trauma sur-
vivor. The champion is there to do an identified
job—he is a case manager or a counselor or a
residential specialist—but in addition to his or
her job, a champion is there to shine the spot-
light on trauma issues.”

Source: Harris & Fallot, 2001a, p. 8.
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As with hiring behavioral health professionals
who are in recovery from substance use disor-
ders, the organization should be transparent
and explicit in its recruitment and hiring prac-
tices of trauma survivors in recovery. The or-
ganization can be transparent by advertising
the mission statement of the organization as
part of the recruitment process and inviting
applicants who are in recovery from trauma to
apply. The needs of behavioral health staff
members who are in recovery from both sub-
stance use and trauma-related conditions and
working in a trauma-informed system of care
should be addressed in the organization’s on-
going training, clinical supervision, and staff
development policies and practices.

Workforce Retention

Staff turnover is rampant in behavioral health
settings. It is costly to the organization, and as
a result, it is costly to clients. A strong thera-
peutic relationship with a counselor is one of
the largest factors in an individual’s ability to
recover from the overwhelming effects of
trauma. When behavioral health professionals
leave an organization prematurely or in crisis

as a result of chronic levels of high stress or
secondary traumatization, clients must deal
with disruptions in their relationships with
counselors. Some of the organizational factors
that contribute to chronic levels of high stress
and often lead to high staff turnover include
expecting counselors to maintain high case-
loads of clients who have experienced trauma;
not providing trauma-informed clinical super-
vision and training to counselors; and failing
to provide adequate vacation, health insur-
ance, and other reasonable benefits that sup-
port counselors’ well-being. Other factors that
may have a more profound impact on staff
retention include failing to acknowledge the
reality of secondary traumatization, promoting
the view that counselors’ stress reactions are a
personal failure instead of a normal response
to engaging with clients’ traumatic material,
and not supporting personal psychotherapy for
counselors (Saakvitne, Pearlman, & Traumat-
ic Stress Institute/Center for Adult & Adoles-
cent Psychotherapy, 1996).

Research on promoting counselor retention in
behavioral health settings demonstrates that

Advice to Administrators: Preventing Turnover and Increasing Workforce

Retention

To prevent behavioral health staff turnover and increase retention of qualified, satisfied, and highly

committed trauma-informed counselors, consider:

e Offering competitive wages, benefits, and performance incentives that take into account educa-
tion, training, and levels of responsibility in providing trauma-informed or trauma-specific services.

e Creating a safe working environment that includes both the physical plant and policies and pro-
cedures to prevent harassment, stalking, and/or violence in the workplace and to promote re-
spectful interactions amongst staff at all levels of the organization.

e Establishing an organizational policy that normalizes secondary trauma as an accepted part of
working in behavioral health settings and views the problem as systemic—not the result of indi-
vidual pathology or a deficit on the part of the counselor.

e Instituting reasonable, manageable caseloads that mix clients with and without trauma-related

concerns.

e Letting staff offer input into clinical and administrative policies that directly affect their work ex-

perience.

e Providing vacation, health insurance (which includes coverage for psychotherapy/personal coun-
seling), and other benefits that promote the well-being of the staff.
Implementing regular, consistent clinical supervision for all clinical staff members.
Providing ongoing training in trauma-informed services offered by the organization.
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behavioral health staff members are interested
in the same kind of work environment and
benefits as employees in many other fields.
They include a “living wage with healthcare
benefits; opportunities to grow and advance;
clarity in a job role; some autonomy and input
into decisions; manageable workloads; admin-
istrative support without crushing administra-
tive burden; basic orientation and training for
assigned responsibilities; a decent and safe
physical work environment; a competent and
cohesive team of coworkers; the support of a
supervisor; and rewards for exceptional per-

formance” (Hoge et al., 2007, p. 18).

When an organization’s administration values
its staft by providing competitive salaries and
benefits, a safe working environment, a rea-
sonable and manageable workload, input into
the making of clinical and administrative poli-
cy decisions, and performance incentives, it
helps behavioral health workers feel connected
to the mission of the organization and become
dedicated to its sustainability and growth.
This type of work environment demonstrates
both a level of respect for counselors (similar
to the level of respect a trauma-informed or-
ganization displays toward clients) and an
appreciation for the complexity of their job
responsibilities and the stress they face when
working with people who have experienced
trauma in their lives. To retain behavioral
health professionals working in a trauma-
informed setting, wages and performance in-
centives should be tied not only to education,
training, and work experience, but also to lev-
els of responsibility in working with clients
who have experienced trauma.

Training in TIC

Training for all staff members is essential in
creating a trauma-informed organization. It
may seem that training should simply focus on
new counselors or on enhancing the skill level

of those who have no prior experience in
working with trauma, but training should, in
fact, be more systematic across the organiza-
tion to develop fully sustainable trauma-
informed services. All employees, including
administrative staff members, should receive
an orientation and basic education about the
prevalence of trauma and its impact on the
organization’s clients. To ensure safety and
reduction of harm, training should cover dy-
namics of retraumatization and how practice
can mimic original sexual and physical abuse
experiences, trigger trauma responses, and
cause further harm to the person. Training for
all employees must also educate them “about
the impacts of culture, race, ethnicity, gender,
age, sexual orientation, disability, and socio-
economic status on individuals’ experiences of

trauma” (Jennings, 2007a, p. 5).

All clinical and direct service staff members,
regardless of level of experience, should receive
more indepth training in screening and as-
sessment of substance use and trauma-related
disorders; the relationships among trauma,
substance use disorders, and mental disorders;
how to understand difficult client behaviors
through a trauma-informed lens; how to avoid
retraumatizing clients in a clinical setting; the
development of personal and professional
boundaries unique to clinical work with trau-
matized clients; how to identify the signs of
secondary traumatization in themselves; and
how to develop a comprehensive personal and
professional self-care plan to prevent and/or
ameliorate the effects of secondary traumati-
zation in the workplace. All clinical staff
members who work with traumatized clients
should receive additional training in evidence-
based and promising practices for the treat-
ment of trauma (for information on locating
training, see Appendix B.) This might include
training done within the agency by experts in
the field or training received by attending ad-
vanced trauma trainings. Administrators
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should provide the time and financial re-
sources to clinical staff members for this pro-
tessional development activity. Jennings
(2007a) suggests that, whenever possible,
“trainings should be multi-system, inclusive of
staff in mental health and substance abuse,
health care, educational, criminal justice, social
services systems and agencies, and promoting
systems integration and coordination” (p. 5).

Moreover, criminal justice settings, schools,
military/veteran programs, and other places in
which behavioral health services are provided
may benefit from approaches that are sensitive
to the special circumstances and cultures of
these environments. For example, in exploring
trauma-informed correctional care, Miller and

Najavits (2012, p. 1) observe:

Prisons are challenging settings for trauma-
informed care. Prisons are designed to house
perpetrators, not victims. Inmates arrive shack-
led and are crammed into overcrowded hous-
ing units; lights are on all night, loud speakers
blare without warning and privacy is severely
limited. Security staft is focused on maintain-
ing order and must assume each inmate is po-
tentially violent. The correctional environment
is full of unavoidable triggers, such as pat
downs and strip searches, frequent discipline
from authority figures, and restricted move-
ment....This is likely to increase trauma-
related behaviors and symptoms that can be
difficult for prison staft to manage....Yet, if
trauma-informed principles are introduced, all
staff can play a major role in minimizing trig-
gers, stabilizing offenders, reducing critical in-
cidents, deescalating situations, and avoiding
restraint, seclusion or other measures that may
repeat aspects of past abuse.

The Need for Training

Behavioral health service providers working
with clients who have mental, substance use,
and trauma-related disorders need to have the
best knowledge, skills, and abilities. Substance
abuse counselors, in particular, require addition-
al training and skill development to be able to
extend trauma-informed services (within the

Case lllustration: Larry

Larry is a 28-year-old clinical social worker who
just finished his master’s program in social
work and is working in a trauma-informed out-
patient program for people with substance use
disorders. He is recovering from alcohol use
disorder and previously worked in a residential
rehabilitation program as a recovery support
counselor. There, his primary responsibilities
were to take residents to Alcoholics Anony-
mous (AA) meetings, monitor their participa-
tion, and confront them about their substance
use issues and noncompliance with the pro-
gram'’s requirement of attendance at 12-Step
meetings.

In Larry’s new position as a counselor, he con-
fronts a client in his group regarding her dis-
comfort with attending AA meetings. The
client reports that she feels uncomfortable with
the idea that she has to admit that she is pow-
erless over alcohol to be accepted by the
group of mostly men. She was sexually abused
by her stepfather when she was a child and
began drinking heavily and smoking pot when
she was 11 years old. The client reacts angrily
to Larry’s intervention.

In supervision, Larry discusses his concerns
regarding the client’s resistance to AA and the
feedback that he provided to her in group.
Beyond focusing supervision on Larry’s new
role as a counselor in a trauma-informed pro-
gram, the clinical supervisor recommends that
Larry take an interactive, multisession, comput-
er-assisted training on the 12-Step facilitation
(TSF) model. The TSF model introduces clients
to and assists them with engaging in 12-Step
recovery support groups. The agency has the
computer-based training available in the office,
and Larry agrees to use follow-up coaching
sessions with his supervisor to work on imple-
mentation of the approach. The supervisor
recognizes that Larry is falling back on his own
recovery experience and the strategies he re-
lied on in his previous counseling role. He will
benefit from further training and coaching in an
evidence-based practice that provides a non-
aggressive, focused, and structured way to
facilitate participation in recovery support
groups with clients who have trauma histories.
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limits of their professional licensure and scope
of practice) to clients who have co-occurring
substance use, trauma-related, or mental disor-
ders. Many clinical practice issues in traditional
substance abuse treatment are inconsistent with
trauma-informed practice, which needs to be
addressed with further training. Similarly, men-
tal health clinicians often need training in
substance abuse treatment, as they typically do

not have backgrounds or experience in that
domain. Moreover, several surveys indicate
that clinicians consistently perceive the com-
bination of trauma and substance abuse as
harder to treat than either one alone (Najavits,
Norman, Kivlahan, & Kosten, 2010). It is thus
key to emphasize cross-training as part of
TIC. Exhibit 2.2-1 addresses these issues and
offers suggestions for additional training.

Exhibit 2.2-1: Clinical Practice Issues Relevant to Counselor Training in Trauma-

Informed Treatment Settings

® Some substance abuse counseling strategies commonly used to work through clients’ denial and
minimization of their substance use issues may be inappropriate when working with trauma sur-
vivors (e.g., highly confrontational models can remind trauma survivors of emotional abuse).

Training: The Stages of Change model of addiction treatment can help counselors shift from
the traditional confrontation of denial to conceptualizing clients’ ambivalence about changing
substance use patterns as a normal part of the precontemplation stage of change. This method
is a respectful cognitive-behavioral approach that helps counselors match counseling strategies
to their assessment of where each client is in each stage of change, with the ultimate goal of
helping clients make changes to health risk behaviors. (Connors, Donovan, & DiClemente, 2001).

e The 12-Step concept of powerlessness (Step 1) may seem unhelpful to trauma survivors for
whom the emotional reaction to powerlessness is a major part of their trauma (particularly for
victims of repetitive trauma, such as child abuse or intimate partner violence). It can be confus-
ing and counterproductive to dwell on this concept of powerlessness regarding trauma when
the therapeutic objective for trauma-informed counseling methods should be to help clients
empower themselves. For people in recovery, powerlessness is a paradox, sometimes misunder-
stood by both counselors and clients, in that the acknowledgment of powerlessness often cre-
ates a sense of empowerment. Most clients, with support and respectful guidance from a
counselor, will come to understand that powerlessness (as used in 12-Step programs) is not an
inability to stand up for oneself or express a need, and it does not mean for one to be powerless
in the face of abuse. With this understanding, clients may become more open to participating in
12-Step groups as a resource for their recovery from substance use disorders. When clients con-
tinue to struggle with this concept and decline to participate in 12-Step recovery efforts, they
may benefit from referral to other forms of mutual-help programs or recovery support groups in
which the concept of powerlessness over the substance of abuse is not such a significant issue.

Training: The TSF model can help counselors develop a more supportive and understanding
approach to facilitating clients’ involvement in 12-Step recovery groups (if this is a client-
generated recovery goal). “Although based on standard counseling models, TSF differs from
them in several ways. These differences include TSF's strong emphasis on therapist support, dis-
couragement of aggressive ‘confrontation of denial’ and therapist self-disclosure, and highly fo-
cused and structured format” (Sholomskas & Carroll, 2006, p. 939).

Another well-intentioned, but often misguided, approach by counselors who have not had for-
mal or extensive training is “digging” for trauma memories without a clear therapeutic rationale
or understanding of client readiness. In doing so, the counselor may unintentionally retraumatize
the client or produce other harmful effects. In early intervention, it is sufficient simply to
acknowledge and validate the pain and suffering of the client without uncovering or exploring
specific trauma memories. The counselor who is insufficiently trained in trauma-informed clinical

(Continued on the next page.)
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Exhibit 2.2-1: Clinical Practice Issues Relevant to Counselor Training in Trauma-
Informed Treatment Settings (continued)

practice may also press agendas that are ultimately unhelpful, such as insisting that the client
forgive an abuser, pursue a legal case against a perpetrator, or engage in trauma treatment, even
when the client may not be ready for such steps. These efforts are particularly inappropriate for
clients in early recovery from substance use disorders. The first goal in treatment is stabilization

Training: The Seeking Safety model of treating substance abuse and posttraumatic stress disor-
der (PTSD) can help counselors focus on the primary goal of stabilization and safety in TIC. This
model emphasizes safety as the target goal, humanistic themes such as honesty and compassion,
and making cognitive-behavioral therapy accessible and interesting to clients who may otherwise
be difficult to engage (Najavits, 2002a).

Treatment should be client-centered; it should acknowledge the client’s right to refuse counsel-
ing for trauma-related issues. It is important to discuss the advantages and disadvantages of ex-
ploring trauma-related concerns, and then, following an open discussion, to allow clients the
right to choose their path. This discussion should be part of the informed consent process at the
start of treatment. Clients also have the right to change their minds.

Training: Motivational interviewing, a client-centered, nonpathologizing counseling method,
can aid clients in resolving ambivalence about and committing to changing health risk behaviors
including substance use, eating disorders, self-injury, avoidant and aggressive behaviors associ-
ated with PTSD, suicidality, and medication compliance (Arkowitz, Miller, Westra, & Rollnick,
2008; Kress & Hoffman, 2008). Training in Ml can help counselors remain focused on the client’s
agenda for change, discuss the pros and cons of treatment options, and emphasize the personal
choice and autonomy of clients.

In addition to the training needs of substance assisting trauma-exposed populations are pre-
abuse counselors, all direct care workers in sented in Exhibit 2.2-2.

mental health settings, community-based pro-

grams, crisis intervention settings, and crimi- Continuing Education

nal justice environments should receive Research on the effectiveness of single-session
training in TIC. Guidelines for training in didactic and/or skill-building workshops

Exhibit 2.2-2: Guidelines for Training in Mental Health Interventions for Trauma-
Exposed Populations

After a year of collaboration in 2002, the Task Force on International Trauma Training of the
International Society for Traumatic Stress Studies published a consensus-based set of recommen-
dations for training. Core curricular elements of the recommended training include:

Competence in listening.

Recognition of psychosocial and mental problems to promote appropriate assessment.
Familiarity with established interventions in the client population.

Full understanding of the local context, including help-seeking expectations, duration of treat-
ment, attitudes toward intervention, cost-effectiveness of intervention, and family attitudes and
involvement.

Strategies for solving problems on the individual, family, and community levels.

Treatment approaches for medically unexplained somatic pain.

Collaboration with existing local resources and change agents (e.g., clergy, traditional healers,
informal leaders).

Self-care components.

Source: Weine et al., 2002.
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Advice to Administrators: Trauma-Informed Staff Training

e Establish training standards for the evidence-based and promising trauma-informed practice
models (such as Seeking Safety) adopted by your organization.
e Bring expert trainers with well-developed curricula in TIC and trauma-specific practices into your

organization.

e Select a core group of clinical supervisors and senior counselors to attend multisession training or
certification programs. These clinicians can then train the rest of the staff.
e Use sequenced, longitudinal training experiences instead of single-session seminars or work-

shops.

Emphasize interactive and experiential learning activities over purely didactic training.
Provide ongoing mentoring/coaching to behavioral health professionals in addition to regular
clinical supervision to enhance compliance with the principles and practices of TIC and to foster
counselor mastery of trauma-specific practice models.

e Build organization-wide support for the ongoing integration of new attitudes and counselor skills
to sustain constructive, TIC-consistent changes in practice patterns.

e Provide adequate and ongoing training for clinical supervisors in the theory and practice of clini-
cal supervision and the principles and practices of TIC.

¢ Include information and interactive exercises on how counselors can identify, prevent, and ame-
liorate secondary traumatic stress (STS) reactions in staff trainings.

e Offer cross-training opportunities to enhance knowledge of trauma-informed processes through-

out the system.

demonstrates that immediate gains in counse-
lor knowledge and skills diminish quickly after
the training event (Martino, Canning-Ball,
Carroll, & Rounsaville, 2011). Consequently,
organizations may be spending their scarce
financial resources on sending counselors to
this kind of training but may not be reaping
adequate returns with regard to long-lasting
changes in counselor skills and the develop-
ment of trauma-informed and trauma-specific
counselor competencies. Hoge et al. (2007)
suggest the implementation of training strate-
gies for behavioral health professionals that
have proven to be effective in improving coun-
selor skills, attitudes, and practice approaches.
These strategies include: “interactive ap-
proaches; sequenced, longitudinal learning
experiences; outreach visits, known as academ-
ic detailing; auditing of practice with feedback
to the learner; reminders; the use of opinion
leaders to influence practice; and patient-
mediated interventions, such as providing in-
formation on treatment options to persons in
recovery, which in turn influences the practice
patterns of their providers” (p. 124).

Trauma-Informed
Counselor Competencies

Hoge et al. (2007) identified a number of
counselor competencies in behavioral health
practices that are consistent with the skills
needed to be effective in a trauma-informed
system of care. They include person-centered
planning, culturally competent care,
development of therapeutic alliances, shared
responsibility for decisions, collaboratively
developed recovery plans, evidence-based
practices, recovery- and resilience-oriented
care, interdisciplinary- and team-based
practice, and consumer/client advocacy. In
addition, counselor competencies critical to
the effective delivery of services to clients with
trauma-related disorders include:

e Screening for and assessment of trauma
history and trauma-related disorders, such
as mood and anxiety disorders.

e Awareness of differences between trauma-
informed and trauma-specific services.
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e Understanding the bidirectional relation-
ships among substance use and mental dis-
orders and trauma.

e Engagement in person-centered counseling.

e Competence in delivering trauma-informed
and trauma-specific evidence-based inter-
ventions that lessen the symptoms associat-
ed with trauma and improve quality of life
for clients.

e Awareness of and commitment to counse-
lor self-care practices that prevent or lessen
the impact of secondary traumatization on
behavioral health workers.

Exhibit 2.2-3 provides a checklist of competen-
cies for counselors working in trauma-informed
behavioral health settings. Administrators and
clinical supervisors can use this checklist to
assess behavioral health professionals’under-
standing of trauma awareness and counseling
skills and determine the need for additional
training and clinical supervision.

Counselor Responsibilities
and Ethics

Treating all clients in an ethical manner is an
expectation of all healthcare providers. It is of
special importance when working with clients
who have trauma-related disorders, as their
trust in others may have been severely shaken.
Counselors who work with traumatized indi-
viduals on a regular basis have special respon-
sibilities to their clients because of the nature
of this work. Administrators and clinical su-
pervisors in trauma-informed organizations
should develop policies that clearly define the
counselors’ job and should provide education
about the role of counselors in the organiza-
tion and their responsibilities to clients.

General Principles Regarding
Counselor Responsibilities

The following are some general principles
governing the responsibilities of counselors

who provide behavioral health services for

clients with histories of trauma:

e Counselors are responsible for routinely
screening clients for traumatic experiences
and trauma-related symptoms (Ouimette
& Brown, 2003; see also Treatment Im-
provement Protocol [TIP] 42, Substance
Abuse Treatment for Persons With Co-
Occurring Disorders, Center for Substance
Abuse Treatment [CSAT], 2005¢).

e (Counselors should offer clients with sub-
stance use and trauma-related disorders
continuing mental health services if it is
within their professional license and scope
of practice to do so.

e Counselors are responsible for referring
clients with substance use disorders and co-
occurring trauma-related disorders to
treatment that addresses both disorders
when the treatment falls outside of the
counselor’s professional license and scope of
practice (Ouimette & Brown, 2003).

e (Counselors should refer clients with sub-
stance use disorders and co-occurring
trauma-related disorders to concurrent par-
ticipation in mutual-help groups if appro-
priate (Ouimette & Brown, 2003).

e Counselors have a responsibility to practice
the principles of confidentiality in all inter-
actions with clients and to respect clients’
wishes not to give up their right to privi-
leged communication.

e Counselors are responsible for educating
clients about the limits of confidentiality
and what happens to protected health in-
formation, along with the client’s privilege,
when the client signs a release of infor-
mation or agrees to assign insurance bene-
fits to the provider.

e Counselors must inform clients that treat-
ment for trauma-related disorders is always
voluntary.

e Counselors are responsible for being aware
of their own secondary trauma and
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Exhibit 2.2-3: Trauma-Informed Counselor Competencies Checklist
Trauma Awareness

___Understands the difference between trauma-informed and trauma-specific services

Understands the differences among various kinds of abuse and trauma, including: physical, emo-
tional, and sexual abuse; domestic violence; experiences of war for both combat veterans and
survivors of war; natural disasters; and community violence

___Understands the different effects that various kinds of trauma have on human development and
the development of psychological and substance use issues

___Understands how protective factors, such as strong emotional connections to safe and non-
judgmental people and individual resilience, can prevent and ameliorate the negative impact
trauma has on both human development and the development of psychological and substance
use issues

___Understands the importance of ensuring the physical and emotional safety of clients

___Understands the importance of not engaging in behaviors, such as confrontation of substance
use or other seemingly unhealthy client behaviors, that might activate trauma symptoms or
acute stress reactions

___ Demonstrates knowledge of how trauma affects diverse people throughout their lifespans and
with different mental health problems, cognitive and physical disabilities, and substance use is-
sues

___ Demonstrates knowledge of the impact of trauma on diverse cultures with regard to the mean-
ings various cultures attach to trauma and the attitudes they have regarding behavioral health
treatment

___ Demonstrates knowledge of the variety of ways clients express stress reactions both behaviorally

(e.g., avoidance, aggression, passivity) and psychologically/emotionally (e.g., hyperarousal,
avoidance, intrusive memories)

Counseling Skills

___ Expedites client-directed choice and demonstrates a willingness to work within a mutually em-
powering (as opposed to a hierarchical) power structure in the therapeutic relationship

___Maintains clarity of roles and boundaries in the therapeutic relationship

___ Demonstrates competence in screening and assessment of trauma history (within the bounds of
his or her licensing and scope of practice), including knowledge of and practice with specific
screening tools

___ Shows competence in screening and assessment of substance use disorders (within the bounds
of his or her licensing and scope of practice), including knowledge of and practice with specific
screening tools

___ Demonstrates an ability to identify clients’ strengths, coping resources, and resilience

___ Facilitates collaborative treatment and recovery planning with an emphasis on personal choice
and a focus on clients’ goals and knowledge of what has previously worked for them

___Respects clients’ ways of managing stress reactions while supporting and facilitating taking risks
to acquire different coping skills that are consistent with clients’ values and preferred identity
and way of being in the world

___ Demonstrates knowledge and skill in general trauma-informed counseling strategies, including,
but not limited to, grounding techniques that manage dissociative experiences, cognitive—
behavioral tools that focus on both anxiety reduction and distress tolerance, and stress man-
agement and relaxation tools that reduce hyperarousal

(Continued on the next page.)
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Exhibit 2.2-3: Trauma-Informed Counselor Competencies Checklist (continued)

___ldentifies signs of STS reactions and takes steps to engage in appropriate self-care activities that
lessen the impact of these reactions on clinical work with clients

___Recognizes when the needs of clients are beyond his or her scope of practice and/or when cli-
ents’ trauma material activates persistent secondary trauma or countertransference reactions that
cannot be resolved in clinical supervision; makes appropriate referrals to other behavioral health

professionals

Source: Abrahams et al., 2010.

countertransference reactions and seeking
appropriate help in responding to these re-
actions so that they do not interfere with
the best possible treatment for clients.

TIC organizations have responsibilities to

clients in their care, including:

e Protecting client confidentiality, particularly
in relation to clients’ trauma histories. Or-
ganizations should comply with the State
and Federal laws that protect the confiden-
tiality of clients being treated for mental
and substance use disorders.

e Providing clients with an easy-to-read
statement of their rights as consumers of
mental health and substance abuse services,
including the right to confidentiality (Ex-
hibit 2.2-4).

e Providing quality clinical supervision to all
counselors and direct-service workers, with
an emphasis on TIC. Organizations should,
at minimum, comply with State licensing
requirements for the provision of clinical
supervision to behavioral health workers.

e Establishing and maintaining appropriate
guidelines and boundaries for client and
counselor behavior in the program setting.

e Creating and maintaining a trauma-
informed treatment environment that
respects the clients’ right to self-
determination and need to be treated with
dignity and respect.

e Maintaining a work environment that rein-
forces and supports counselor self-care.

All behavioral health professionals are respon-
sible for abiding by professional standards of
care that protect the client. Breaches of confi-
dentiality, inappropriate conduct, and other
violations of trust can do further harm to cli-
ents who already have histories of trauma.
Many treatment facilities have a Client Bill of
Rights (or a similar document) that describes
the rights and responsibilities of both the
counselors and the participants; it often is part
of the orientation and informed consent pro-
cess when a client enters treatment. However,
simply reading and acknowledging the receipt
of a piece of paper is not a substitute for the
dialog that needs to happen in a collaborative
therapeutic partnership. Administrators are
responsible for providing clients with easy-to-
read information describing counselor respon-
sibilities and client rights. Clinical supervisors
are responsible for helping counselors engage
in a respectful dialog with clients about those
rights and responsibilities as part of a compre-
hensive informed consent process.

Exhibit 2.2-4 is an excerpt from a Client Bill
of Rights that outlines clients’ right to confi-
dentiality in plain language that is readable
and easily understood.
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Exhibit 2.2-4: Sample Statement of the Client’s Right to Confidentiality From a

Client Bill of Rights

Tri-County Mental Health Services is a trauma-informed mental health and substance abuse treat-
ment agency in Maine. Below is a statement regarding clients’ right to confidentiality and staff re-
sponsibility to protect that privilege; this statement is provided in a brochure outlining consumer
rights that is easily accessible to service recipients at the agency and online.

Confidentiality

We will not give out information about you to anyone without your knowledge and permission. This
includes written information from your record and verbal information from your providers. Addition-
ally, we will not request any information about you without your knowledge and permission. A Re-
lease of Information Form allows you to say what information can be shared and with whom. You
determine the length of time this is valid, up to one year.

Tri-County policies prevent any employee of the agency who does not have a direct need to know
from having access to any information about you. The penalty for violation can include immediate

dismissal.

Exceptions to this rule of confidentiality include times when a client is at immediate risk of harm to self
or others, or when ordered by the court. We will make every effort to notify you in these instances.

Source: Tri-County Mental Health Services, 2008, pp. 6-7.

Ethics in Treating Traumatized
Clients

All behavioral health professionals must con-
torm to the ethical guidelines established by
their profession’s State licensing boards and/or
certifying organizations. State licensing boards
tor substance abuse counseling, psychiatry,
social work, psychology, professional counsel-
ing, and other behavioral health professions
provide regulatory standards for ethical prac-
tice in these professions. These boards also
have specific procedures for responding to
complaints regarding the actions of profes-
sional caregivers. Additionally, national profes-
sional societies have standards for ethical
practices. Members of these organizations are
expected to practice within the boundaries and
scope of these standards. Some of these stand-
ards are quite explicit, whereas others are more
general; most approach professional ethics not
as a rigid set of rules, but rather, as a process
of making ethical decisions.

Clinical supervisors are responsible for in-
forming counselors of their ethical responsi-
bilities with regard to their own organization’s
policies and procedures, monitoring supervi-
sees’ reading and understanding the codes of
ethics of professional organizations and State
licensing boards, and promoting counselor
understanding of ethics and how to make de-
cisions ethically as a regular part of clinical
supervision, team meetings, and counselor
training. Administrators can support high
ethical standards by creating an organization-
wide ethics task group consisting of counse-
lors, supervisors, and administrators who meet
regularly to review and revise clinical policies
in line with State and Federal law and profes-
sional codes of ethics. Administrators may
also act as a support mechanism for counselors
who need additional consultation regarding
potential ethical dilemmas with clients. The
Green Cross Academy of Traumatology pro-
vides ethical guidelines for the treatment of
clients who have experienced trauma; these
guidelines are adapted in Exhibit 2.2-5.
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Exhibit 2.2-5: Green Cross Academy of Traumatology Ethical Guidelines for the
Treatment of Clients Who Have Been Traumatized

Respect for the dignity of clients

e Recognize and value the personal, social, spiritual, and cultural diversity present in society, with-
out judgment. As a primary ethical commitment, make every effort to provide interventions with
respect for the dignity of those served.

Responsible caring

e Take the utmost care to ensure that interventions do no harm.

e Have a commitment to the care of those served until the need for care ends or the responsibility
for care is accepted by another qualified service provider.
Support colleagues in their work and respond promptly to their requests for help.
Recognize that service to survivors of trauma can exact a toll in stress on providers. Maintain
vigilance for signs in self and colleagues of such stress effects, and accept that dedication to the
service of others imposes an obligation to sufficient self-care to prevent impaired functioning.

e Engage in continuing education in the appropriate areas of trauma response. Remain current in
the field and ensure that interventions meet current standards of care.

Integrity in relationships

e Clearly and accurately represent your training, competence, and credentials. Limit your practice
to methods and problems for which you are appropriately trained and qualified. Readily refer to
or consult with colleagues who have appropriate expertise; support requests for such referrals or
consultations from clients.

e Maintain a commitment to confidentiality, ensuring that the rights of confidentiality and privacy
are maintained for all clients.

¢ Do not provide professional services to people with whom you already have either emotional
ties or extraneous relationships of responsibility. The one exception is in the event of an emer-
gency in which no other qualified person is available.

e Refrain from entering other relationships with present or former clients, especially sexual rela-
tionships or relationships that normally entail accountability.

e Within agencies, ensure that confidentiality is consistent with organizational policies; explicitly
inform individuals of the legal limits of confidentiality.

Responsibility to society

e Be committed to responding to the needs generated by traumatic events, not only at the indi-
vidual level, but also at the level of community and community organizations in ways that are
consistent with your qualifications, training, and competence.

e Recognize that professions exist by virtue of societal charters in expectation of their functioning
as socially valuable resources. Seek to educate government agencies and consumer groups
about your expertise, services, and standards; support efforts by these agencies and groups to
ensure social benefit and consumer protection.

e If you become aware of activities of colleagues that may indicate ethical violations or impairment
of functioning, seek first to resolve the matter through direct expression of concern and offers of
help to those colleagues. Failing a satisfactory resolution in this manner, bring the matter to the
attention of the officers of professional societies and of governments with jurisdiction over pro-
fessional misconduct.

Clients’ universal rights

All clients have the right to:

¢ Not be judged for any behaviors they used to cope, either at the time of the trauma or after the
trauma.

e Be treated at all times with respect, dignity, and concern for their well-being.

e Refuse treatment, unless failure to receive treatment places them at risk of harm to self or others.

(Continued on the next page.)
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Exhibit 2.2-5: Academy of Traumatology Ethical Guidelines for the Treatment of
Clients Who Have Been Traumatized (continued)

Be regarded as collaborators in their own treatment plans.
Provide their informed consent before receiving any treatment.
Not be discriminated against based on race, culture, sex, religion, sexual orientation, socioeco-
nomic status, disability, or age.

e Have promises kept, particularly regarding issues related to the treatment contract, role of coun-
selor, and program rules and expectations.

Procedures for introducing clients to treatment
Obtain informed consent, providing clients with information on what they can expect while receiving
professional services. In addition to general information provided to all new clients, clients present-
ing for treatment who have histories of trauma should also receive information on:
e The possible short-term and long-term effects of trauma treatment on the client and the client’s
relationships with others.
The amount of distress typically experienced with any particular trauma treatment.
Possible negative effects of a particular trauma treatment.
The possibility of lapses and relapses when doing trauma work, and the fact that these are a
normal and expected part of healing.

Reaching counseling goals through consensus

Collaborate with clients in the design of a clearly defined contract that articulates a specific goal in a
specific time period or a contract that allows for a more open-ended process with periodic evalua-
tions of progress and goals.

Informing clients about the healing process

e Clearly explain to clients the nature of the healing process, making sure clients understand.

e Encourage clients to ask questions about any and all aspects of treatment and the therapeutic
relationship. Provide clients with answers in a manner they can understand.
Encourage clients to inform you if the material discussed becomes overwhelming or intolerable.
Inform clients of the necessity of contacting you or emergency services if they feel suicidal or
homicidal, are at risk of self-injury, or have a sense of being out of touch with reality.
Give clients written contact information about available crisis or emergency services.
Inform clients about what constitutes growth and recovery and about the fact that some trauma
symptoms may not be fully treatable.

e Address unrealistic expectations clients may have about counseling and/or the recovery process.

Level of functioning

¢ Inform clients that they may not be able to function at the highest level of their ability—or even
at their usual level—when working with traumatic material.

e Prepare clients to experience trauma-related symptoms, such as intrusive memories, dissociative
reactions, reexperiencing, avoidance behaviors, hypervigilance, or unusual emotional reactivity.

Source: Green Cross Academy of Traumatology, 2007. Adapted with permission.

Boundaries in therapeutic that create a safe therapeutic container. Some
relationships clients, especially those with longstanding
disorders, bring a history of client-counselor
relationships to counseling. Clients who have
been traumatized may need help understand-
ing the roles and responsibilities of both the
counselor and the client. Clients with trauma-
related conditions may also have special needs

Maintaining appropriate therapeutic bounda-
ries is a primary ethical concern for behavioral
health professionals. Counselors working with
clients who have substance use, trauma-
related, and other mental disorders may feel
challenged at times to maintain boundaries
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AdVvice to Clinical Supervisors: Recognizing Boundary Confusion

Clinical supervisors should be aware of the following counselor behaviors that can indicate boundary

confusion with clients:

e The counselor feels reluctant or embarrassed to discuss specific interactions with a client or de-
tails of the client’s treatment in supervision or team meetings.

e The counselor feels possessive of the client, advocates with unusual and excessive vehemence for
the client, or expresses an unreasonable sense of overresponsibility for the client.

e The counselor becomes defensive and closed to hearing ideas from the supervisor or the treat-
ment team members about approaches to working with a client and/or exploring his or her own

emotional reactions to a client.

e The clinician begins or increases personal self-disclosure to the client and is not able to identify

legitimate clinical reasons for the self-disclosure.

in establishing appropriate boundaries in the
counseling setting; they may be particularly
vulnerable and not understand or appreciate
the need for professional boundaries, includ-
ing not engaging in dual relationships. For
example, some clients might experience a
counselor’s boundary around not giving the
client his or her personal phone number for
emergency calls as a rejection or abandon-
ment. Cultural considerations also influence
therapeutic boundaries.

Administrators, in collaboration with clinical
supervisors, are responsible for creating poli-
cies regarding counselor and client boundaries
tor various issues (e.g., giving and receiving
gifts, counselor personal disclosure, and coun-
selor roles and responsibilities when attending
the same 12-Step meetings as clients); policies
should be specific to their organization and
conform to State and Federal law and behav-
ioral health professional codes of ethics. Clini-
cal supervisors are responsible for training
counselors in the informed consent process
and effective ways to discuss boundaries with
clients when they enter treatment.

Guidelines for establishing and maintaining
boundaries in therapeutic relationships,
adapted from the Green Cross Academy of
Traumatology, are given in Exhibit 2.2-6.

Clients with trauma histories may be especial-
ly vulnerable to counselor behaviors that are

inconsistent or that are experienced by the
client as boundary violations. Examples of
such behavior include: being late for appoint-
ments, ending counseling sessions early, re-
peatedly and excessively extending the session
time, canceling or “forgetting” appointments
multiple times, spending time in the session
talking about their own needs and life experi-
ences, exploring opportunities for contact out-
side the therapeutic relationship (including
making arrangements to meet at AA or other
12-Step recovery group meetings), and enforc-
ing rules differently for one client than for
another.

Due to the complex dynamics that can arise in
the treatment of clients with trauma histories,
regularly scheduled clinical supervision, where
issues of ethics and boundaries can be dis-
cussed, is recommended for counselors. For
more information on how clinical supervision
can be effectively used, see TIP 52, Clinical
Supervision and the Professional Development of
the Substance Abuse Counselor (CSAT, 2009b).

Boundary crossing and boundary
violation

Although guidelines and codes of ethics are
useful tools in helping clinical supervisors and
counselors understand the boundaries between
counselors and clients, they are open to inter-
pretation and are context-bound. Given these
limitations, it is crucial to educate counselors



Part 2, Chapter 2—Building a Trauma-Informed Workforce

Exhibit 2.2-6: Boundaries in Therapeutic Relationships
Procedures for Establishing Safety

Roles and boundaries
Counselor roles and boundaries should be established at the start of the counseling relationship and
reinforced periodically, particularly at times when the client is experiencing high stress.

Ongoing Relationships and the Issue of Boundaries

Dual relationships

Dual relationships and inappropriate interactions with clients are to be avoided. It is important to tell
clients at the beginning of counseling that contact between the counselor and the client can only
occur within the boundaries of the professional relationship. This information is part of the informed
consent process. Relationships outside these boundaries include sexual or romantic relationships, a
counselor also serving as a client’s sponsor in 12-Step programs, and any kind of relationship in
which the counselor exploits the client for financial gain.

Sexual contact

e Never engage in any form of sexual contact with clients.

¢ Do not reward sexualized behaviors with attention or reactivity.

e Directly clarify the boundaries of the therapeutic relationship, and address the underlying moti-
vations of persisting sexualized behavior.

e Set limits on a client’s inappropriate behaviors while maintaining an ethos of care. Maintain re-
spect for the dignity and worth of the client at all times.

¢ Understand that a client’s attempt to sexualize a therapeutic relationship may reflect an early
history of abuse, difficulty understanding social norms, or a variety of psychological problems.

e Readdress the absolute inappropriateness of sexual and/or romantic behavior in a nonlecturing,
nonpunitive manner.

e |f sexual behavior between clients occurs in a treatment program, counselors should consult with
a clinical supervisor. Document the nature of the contact and how the issue is addressed.

e If a counselor has sexual contact with a client, he or she should take responsibility by ceasing
counseling practice, referring clients to other treatment providers, and notifying legal and pro-
fessional authorities. If a counselor is at risk for engaging with a client sexually but has not acted
on it, the counselor should immediately consult with a supervisor, colleague, or psychotherapist.

Boundaries

Counselors should use care with self-disclosure or any behaviors that may be experienced as intru-

sive by the client, including:

Personal disclosures made for the counselor’s own gratification.

Sexualized behavior with the client.

Excessively intrusive questions or statements.

Interrupting the client frequently.

Violating the client’s personal space.

Interpersonal touch, which might activate intrusive memories or dissociative reactions or be ex-

perienced as a boundary violation by the client.

e Being consistently late for appointments or allowing outside influences (such as telephone calls)
to interrupt the client’s time in a counseling session.

Source: Green Cross Academy of Traumatology, 2007. Adapted with permission.

in TIC settings regarding the boundary issues ~ framework for understanding the contextual
that may arise for clients who have been trau- nature of boundaries. For example, it would be
matized and to give counselors a conceptual useful for clinical supervisors to discuss with
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counselors the distinction between boundary the patient and entail a significant risk of
crossings and boundary violations in clinical harming the patient)” (pp. 20-21). An exam-
practice. Gutheil and Brodsky (2008) define ple of a boundary violation would be when a
boundary crossing as a departure from the counselor invites a client to attend the same
customary norms of counseling practice in AA meetings the counselor attends or shares
relation to psychological, physical, or social drinking and drugging “war stories” for the
space “that are harmless, are nonexploitative, counselor’s own gratification. Two key ele-
and may even support or advance the therapy”  ments in understanding when a boundary

(p. 20). Examples of boundary crossings in- crossing becomes a boundary violation are the
clude taking phone calls from a client between  intent of the counselor and the damaging ef-
sessions if the client is in crisis or telling a fect on the client. Maintaining a standard of
client a story about the counselor’s recovery practice of nonexploitation of the client is the
from trauma (without offering specific per- primary focus for clinical supervisors and
sonal information or graphic/detailed descrip-  counselors in determining when boundary
tion of the trauma) with the intention of crossings become boundary violations.

offering hope that it is possible to recover. ) ) , .
Context is also an important consideration in

Gutheil and Brodsky (2008) define boundary determining the acceptability of boundary

violations as boundary crossings that are un- crossings. For example, it may be acceptable
wanted and dangerous and which exploit the for a counselor in a partial hospitalization pro-
client, stating that “some boundary crossings gram for serious mental illness to have a cup
are inadvisable because of their intent (i.e., of coffee at the kitchen table with a resident,
they are not done in the service of the patient’s  whereas for a counselor in an outpatient men-
well-being and growth, involve extra thera- tal health program, having a cup of coffee with
peutic gratification for the therapist) and/or a client at the local coftee shop would be a
their effect (i.e., they are not likely to benefit much more questionable boundary crossing.

Case lllustration: Denise

Denise is a 40-year-old licensed professional counselor working in an inpatient eating disorder pro-
gram. She has had extensive training in trauma and eating disorder counseling approaches and has
been working as a clinician in mental health settings for 15 years. Denise is usually open to sugges-
tions from her supervisor and other treatment team members about specific strategies to use with
clients who have trauma histories and eating disorders. However, in the past week, her supervisor has
noticed that she has become defensive in team meetings and individual supervision when discussing
a recently admitted young adult who was beaten and raped by her boyfriend; subsequently, the cli-
ent was diagnosed with PTSD and anorexia. When the clinical supervisor makes note of the change in
Denise’s attitude and behavior in team meetings since this young woman was admitted, initially
Denise becomes defensive, saying that the team just doesn’t understand this young woman and that
the client has repeatedly told Denise, “You're the only counselor | trust.”

The clinical supervisor recognizes that Denise may be experiencing secondary traumatization and
boundary confusion due to working with this young woman and to the recent increase in the number
of clients with co-occurring trauma-related disorders on her caseload. After further exploration,
Denise reveals that her own daughter was raped at the same age as the young woman and that hear-
ing her story has activated an STS reaction in Denise. Her way of coping has been to become overly
responsible for and overprotective of the young woman. With the nonjudgmental support of her
supervisor, Denise is able to gain perspective, recognize that this young woman is not her daughter,
and reestablish boundaries with her that are appropriate to the inpatient treatment setting.
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Clinical Supervision and
Consultation

Organizational change toward a TIC model
doesn’t happen in isolation. Ongoing support,
supervision, and consultation are key ingredi-
ents that reinforce behavioral health profes-
sionals’ training in trauma-informed and
trauma-specific counseling methods and en-

sure compliance with practice standards and
consistency over time. Often, considerable
energy and resources are spent on the transi-
tion to new clinical and programmatic ap-
proaches, but without long-range planning to
support those changes over time. The new
treatment approach fades quickly, making it
hard to recognize and lessening its reliability.

Advice to Clinical Supervisors and Administrators: Adopting an Evidence-Based
Model of Clinical Supervision and Training

Just as adopting evidence-based clinical practices in a trauma-informed organization is important in
providing cost-effective and outcome-relevant services to clients, adopting an evidence-based mod-
el of clinical supervision and training clinical supervisors in that model can enhance the quality and
effectiveness of clinical supervision for counselors. This will ultimately enhance client care.

One of the most commonly used and researched integrative models of supervision is the discrimina-
tion model, originally published by Janine Bernard in 1979 and since updated (Bernard & Goodyear,
2009). This model is considered a competence-based and social role model of supervision; it in-
cludes three areas of focus on counselor competencies (intervention, conceptualization, and person-
alization) and three possible supervisor roles (teacher, counselor, and consultant).

Counselor competencies:

e Intervention: The supervisor focuses on the supervisee's intervention skills and counseling strat-
egies used with a particular client in a given session.

e Conceptualization: The supervisor focuses on how the supervisee understands what is happen-
ing in a session with the client.

e Personalization: The supervisor focuses on the personal style of the counselor and countertrans-
ference responses (i.e., personal reactions) of the counselor to the client.

Supervisor roles:

e Teacher: The supervisor teaches the supervisee specific counseling theory and skills and guides
the supervisee in the use of specific counseling strategies in sessions with clients. The supervisor
as teacher is generally task-oriented. The supervisor is more likely to act as a teacher with begin-
ning counselors.

e Counselor: The supervisor does not act as the counselor’s therapist, but helps the counselor
reflect on his or her counseling style and personal reactions to specific clients. The supervisor as
counselor is interpersonally sensitive and focuses on the process and relational aspects of coun-
seling.

e Consultant: The supervisor is more of a guide, offering the supervisee advice on specific clinical
situations. The supervisor as consultant invites the counselor to identify topics and set the agen-
da for the supervision. The supervisor is more likely to act as a consultant with more advanced
counselors.

This model of supervision may be particularly useful in working with counselors in TIC settings, be-
cause the supervisor's response to the supervisee is flexible and specific to the supervisee’s needs.
In essence, it is a counselor-centered model of supervision in which the supervisor can meet the
most relevant needs of the supervisee in any given moment.

For a review of other theories and methods of clinical supervision, refer to TIP 52, Clinical Supervision
and Professional Development of the Substance Abuse Counselor (CSAT, 2009b).
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Ongoing supervision and consultation sup-
ports the organizational message that TIC is
the standard of practice. It normalizes second-
ary traumatization as a systemic issue (not the
individual pathology of the counselor) and
reinforces the need for counselor self-care to
prevent and lessen the impact of secondary
traumatization. Quality clinical supervision for
direct care staft demonstrates the organiza-
tion’s commitment to implementing a fully
integrated, trauma-informed system of care.

Supervision and Consultation
Historically, there was an administrative belief
that counselors who had extensive clinical
experience and training would naturally be the
best clinical supervisors. However, research

Case lllustration: Arlene

does not support this idea (Falender &
Shafranske, 2004). Although a competent
clinical supervisor needs to have an extensive
clinical background in the treatment of sub-
stance use, trauma-related, and other mental
disorders, it is also essential for any counselor
moving into a supervisory role to have exten-
sive training in the theory and practice of clin-
ical supervision before taking on this role. In
particular, clinical supervisors in trauma-
informed behavioral health settings should be
educated in how to perform clinical supervi-
sion (not just administrative supervision) of
direct service staff and in the importance of
providing continuous clinical supervision and
support for staft members working with indi-
viduals affected by trauma. Clinical

Arlene is a 50-year-old licensed substance abuse counselor who has a personal history of trauma,
and she is actively engaged in her own recovery from trauma. She is an experienced counselor who
has several years of training in trauma-informed and trauma-specific counseling practices. Her clinical
supervisor, acting in the role of consultant, begins the supervision session by inviting her to set the
agenda. Arlene brings up a clinical situation in which she feels stuck with a client who is acting out in
her Seeking Safety group (for more information on Seeking Safety, see Najavits, 2002a).

Arlene reports that her client gets up suddenly and storms out of the group room two or three times
during the session. The supervisor, acting in the role of the counselor and focusing on personaliza-
tion, asks Arlene to reflect on the client’s behavior and what feelings are activated in her in response
to the client’s anger. Arlene is able to identify her own experience of hyperarousal and then paralysis
as a stress reaction related to her prior experience of domestic violence in her first marriage. The
supervisor, acting in the role of teacher and focusing on conceptualization, reminds Arlene that her
client is experiencing a “fight-or-flight” response to some experience in the group that reminds her
of her own trauma experience. The supervisor then suggests to Arlene that her own reactions are
normal responses to her previous history of trauma, and that when her client is angry, Arlene is not
reexperiencing her own trauma but is being activated by the client’s traumatic stress reaction to
being in group. In this way, the supervisor highlights the parallel process of the client-counselor’s
stress reactions to a perceived threat based on prior trauma experiences.

The supervisor, acting again as a consultant and focusing on personalization this time, invites Arlene
to reflect on the internal and external resources she might be able to bring to this situation that will
help remind her to ground herself so she can lessen the impact of her stress reactions on her coun-
seling strategy with this client. Arlene states that she can create a list of safe people in her life and
place this list in her pocket before group. She can use this list as a touchstone to remind her that she
is safe and has learned many recovery skills that can help her stay grounded, maintain her bounda-
ries, and deal with her client’s behavior. The clinical supervisor, acting as a consultant and now focus-
ing on intervention, asks Arlene if she has some specific ideas about how she can address the client’s
behavior in group. Arlene and the clinical supervisor spend the remainder of the session discussing
different options for addressing the client’s behavior and helping her feel safer in group.
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supervision in a TIC organization should fo-

cus on the following priorities:

o General case consultation

e Specialized consultation in specific and
unusual cases

e Opportunities to process clients’ traumatic
material

e Boundaries in the therapeutic and supervi-
sory relationship

e Assessment of secondary traumatization

e Counselor self-care and stress management

e Personal growth and professional devel-
opment of the counselor

Supervision of counselors working with trau-
matized clients should be regularly scheduled,
with identified goals and with a supervisor
who is trained and experienced in working
with trauma survivors. The styles and types of
supervision and consultation may vary accord-
ing to the kind of trauma work and its context.
For instance, trauma counseling in a major
natural disaster would require a different ap-
proach to supervision and consultation than
would counseling adults who experienced
childhood developmental trauma or counsel-
ing clients in an intensive early recovery
treatment program using a manualized
trauma-specific counseling protocol.

Competence-based clinical supervision is rec-
ommended for trauma-informed organiza-
tions. Competence-based clinical supervision
models identify the knowledge and clinical
skills each counselor needs to master, and they
use targeted learning strategies and evaluation
procedures, such as direct observation of coun-
selor sessions with clients, individualized
coaching, and performance-based feedback.
Studies on competence-based supervision ap-
proaches have demonstrated that these models
improve counselor treatment skills and profi-

ciency (Martino et al., 2011).

Whichever model of clinical supervision an
organization adopts, the key to successful

trauma-informed clinical supervision is the
recognition that interactions between the su-
pervisor and the counselor may parallel those
between the counselor and the client. Clinical
supervisors need to recognize counselors’
trauma reactions (whether they are primary or
secondary to the work with survivors of trau-
ma) and understand that a confrontational or
punitive approach will be ineffective and likely
retraumatize counselors.

Clinical supervisors should adopt a respectful
and collaborative working relationship with
counselors in which role expectations are
clearly defined in an informed consent process
similar to that used in the beginning of the
counselor—client relationship and in which
exploring the nature of boundaries in both
client—counselor and counselor—supervisor
relationships is standard practice. Clear role
boundaries, performance expectations, open
dialog, and supervisor transparency can go a
long way toward creating a safe and respectful
relationship container for the supervisor and
supervisee and set the stage for a mutually
enhancing, collaborative relationship. This
respectful, collaborative supervisory relation-
ship is the main source of training and profes-
sional growth for the counselor and for the
provision of quality care to people with behav-
ioral health disorders.

Secondary Traumatization

The demands of caregiving exact a price from
behavioral health professionals that cannot be
ignored; otherwise, they may become ineffec-
tive in their jobs or, worse, emotionally or
psychologically impaired. In a study of Mas-
ter’s level licensed social workers, 15.2 percent
of respondents to a survey reported STS as a
result of indirect exposure to trauma material
at a level that meets the diagnostic criteria for
PTSD. This rate is almost twice the rate of
PTSD in the general population. The author
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(Bride, 2007). Sec-
ondary traumatization of behavioral health
workers is a significant organizational issue for
clinical supervisors and administrators in sub-
stance abuse and mental health treatment pro-
grams to address.

To prevent or lessen the impact of secondary
traumatization on behavioral health profes-
sionals, clinical supervisors and administrators
need to understand secondary trauma from
the ecological perspective described in Part 1,
Chapter 1 of this TIP. The organization itself
creates a social context with risk factors that
can increase the likelihood of counselors expe-
riencing ST reactions, but it also contains
protective factors that can lessen the risk and
impact of STS reactions on staff members.
Organizations can lessen the impact of the
risk factors associated with working in
trauma-informed organizations by mixing
caseloads to contain clients both with and
without trauma-related issues, supporting
ongoing counselor training, providing regular
clinical supervision, recognizing counselors’
efforts, and offering an empowering work
environment in which counselors share in the
responsibility of making decisions and can
offer input into clinical and program policies
that affect their work lives.

When organizations support their counselors
in their work with clients who are trauma-
tized, counselors can be more effective, more
productive, and feel greater personal and pro-

fessional satisfaction. In addition, counselors
develop a sense of allegiance toward the or-
ganization, thus decreasing staff turnover. If
organizations do not provide this support,
counselors can become demoralized and have
fewer emotional and psychological resources
to manage the impact of clients’ traumatic
material and outward behavioral expressions of
trauma on their own well-being. Providing
counselors with the resources to help them
build resilience and prevent feeling over-
whelmed should be a high priority for admin-
istrators and clinical supervisors in TIC
organizations.

Risk and Protective Factors
Associated With Secondary
Traumatization

Clinical and research literature on trauma de-
scribes a number of factors related to the de-
velopment of secondary trauma reactions and
psychological distress in behavioral health
professionals across a wide range of practice
settings, as well as individual and organiza-
tional factors that can prevent or lessen the
impact of STS on staff. The risk and protec-
tive factors model of understanding secondary
trauma is based on the ecological perspective

Advice to Clinical Supervisors:
Recognizing Secondary
Traumatization

Some counselor behaviors that demonstrate
inconsistency to clients may be outward mani-
festations of secondary traumatization, and
they should be discussed with counselors
through a trauma-informed lens. It is impera-
tive that clinical supervisors provide a non-
judgmental, safe context in which counselors
can discuss these behaviors without fear of
reprisal or reprimand. Clinical supervisors
should work collaboratively with supervisees to
help them understand their behavior and en-
gage in self-care activities that lessen the stress
that may be contributing to these behaviors.
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outlined in Part 1, Chapter 1 of this TIP. The
terms “compassion fatigue,” “vicarious trauma-
tization,” “secondary traumatization,” and
“burnout” are used in the literature, sometimes
interchangeably and sometimes as distinct
constructs. As stated in the terminology por-
tion of the “How This TIP Is Organized” sec-
tion that precedes Part 1, Chapter 1, of this
TIP, the term “secondary traumatization” re-
fers to traumatic stress reactions and psycho-
logical distress from exposure to another
individual’s traumatic experiences; this term
will be used throughout this section, although
the studies cited may use other terms.

Risk factors

Individual risk factors that may contribute to
the development of ST in behavioral health
professionals include preexisting anxiety or
mood disorders; a prior history of personal
trauma; high caseloads of clients with trauma-
related disorders; being younger in age and new
to the field with little clinical experience or
training in treating trauma-related conditions;
unhealthy coping styles, including distancing
and detachment from clients and co-workers;

Advice to Clinical Supervisors:
Recognizing STS in Counselors Who
Are In Recovery

For counselors who are in recovery from a sub-
stance use or mental disorder, the develop-
ment of STS may be a potential relapse
concern. As Burke, Carruth, and Prichard
(2006) point out, “a return to drinking or illicit
drug use as a strategy for dealing with second-
ary trauma reactions would have a profoundly
detrimental effect on the recovering counse-
lor” (p. 292). So too, secondary trauma may
ignite the reappearance of depressive or anxie-
ty symptoms associated with a previous mental
disorder. Clinical supervisors can address these
risk factors with counselors and support them
in engaging with their own recovery support
network (which might include a peer support
group or an individual counselor) to develop a
relapse prevention plan.

and a lack of tolerance for strong emotions
(Newall & MacNeil, 2010). Other negative
coping strategies include substance abuse, oth-
er addictive behaviors, a lack of recreational
activities not related to work, and a lack of
engagement with social support. A recent
study of trauma nurses found that low use of
support systems, use of substances, and a lack
of hobbies were among the coping strategies
that differed between nurses with and without
STS (Von Rueden et al., 2010). Other re-
searchers found that clinicians who engaged in
negative coping strategies, such as alcohol and
illicit drug use, were more likely to experience
intrusive trauma symptoms (Way, Van
Deusen, Martin, Applegate, & Janle, 2004).

Numerous organizational factors can contrib-
ute to the development of STS in counselors
who work with clients with trauma-related
disorders. These risk factors include organiza-
tional constraints, such as lack of resources for
clients, lack of clinical supervision for counse-
lors, lack of support from colleagues, and lack
of acknowledgment by the organizational cul-
ture that secondary traumatization exists and
is a normal reaction of counselors to client
trauma (Newall & MacNeil, 2010). In a study
of 259 individuals providing mental health
counseling services, counselors who spent
more time in session with clients with trauma-
related disorders reported higher levels of
traumatic stress symptoms (Bober & Regehr,
2006). Counselors may be more at risk for
developing secondary traumatization if the
organization does not allow for balancing the
distribution of trauma and nontrauma cases
amongst staff members.

Protective factors

Much of the clinical and research literature
focuses on individual factors that may lessen
the impact of STS on behavioral health pro-
fessionals, including male gender, being older,
having more years of professional experience,

195



196

Trauma-Informed Care in Behavioral Health Services

having specialized training in trauma-
informed and trauma-specific counseling
practices, lacking a personal trauma history,
exhibiting personal autonomy in the work-
place, using positive personal coping styles,
and possessing resilience or the ability to find
meaning in stressful life events and to rebound
from adversity (Sprang, Clark, & Whitt-
Woosley, 2007). Some of these factors, like
positive personal coping styles and the ability
to find meaning in adversity, can be developed
and enhanced through personal growth work,
psychotherapy, engagement with spiritual
practices and involvement in the spiritual
community, and stress reduction strategies like
mindfulness meditation. A recent multi-
method study of an 8-week workplace mind-
tulness training group for social workers and
other social service workers found that mind-
tulness meditation increased coping strategies,
reduced stress, and enhanced self-care of the
participants; findings suggested that workers
were more likely to practice stress manage-
ment techniques like mindfulness at their
place of work than at home (McGarrigle &
Walsh, 2011). Organizations can support
counselors’individual efforts to enhance posi-
tive personal coping styles, find meaning in
adversity, and reduce stress by providing time
tor workers during the workday for personal
self-care activities, like mindfulness meditation
and other stress reduction practices.

One of the organizational protective factors
identified in the literature that may lessen the
negative impact of secondary traumatization
on behavioral health professionals is providing
adequate training in trauma-specific counsel-
ing strategies, which increases providers’sense
of efficacy in helping clients with trauma-
related disorders and reduces the sense of
hopelessness that is often a part of the work
(Bober & Regehr 2006). One study found that
specialized trauma training enhanced job sat-
isfaction and reduced levels of compassion

fatigue, suggesting that “knowledge and train-
ing might provide some protection against the
deleterious effects of trauma exposure”
(Sprang et al., 2007, p. 272). Another protec-
tive factor that may lessen the chances of de-
veloping secondary traumatization is having a
diverse caseload of clients. Organizations
“must determine ways of distributing work-
load in order to limit the traumatic exposure
of any one worker. This may not only serve to
reduce the impact of immediate symptoms but
may also address the potential longitudinal
effects” (Bober & Regehr, 2006, p. 8).

Emotional support from professional col-
leagues can be a protective factor. A study of
substance abuse counselors working with cli-
ents who were HIV positive found that work-
place support from colleagues and supervisors
most effectively prevented burnout (Shoptaw,
Stein, & Rawson, 2000). This support was
associated with less emotional fatigue and
depersonalization, along with a sense of great-
er personal accomplishment. In a study of do-
mestic violence advocates, workers who
received more support from professional peers
were less likely to experience secondary trau-

matization (Slattery & Goodman, 2009).

In addition, counselor engagement in relation-
ally based clinical supervision with a trauma-
informed supervisor acts as a protective agent.
Slattery and Goodman (2009) note that “for
the trauma worker, good supervision can nor-
malize the feelings and experiences, provide
support and information about the nature and
course of the traumatic reaction, help in the
identification of transference and counter-
transference issues, and reveal feelings or
symptoms associated with the trauma” (p.
1362). Workers who reported “engaging, au-
thentic, and empowering relationships with
their supervisors” were less likely to experience
STS (p. 1369). Thus, it is not simply the fre-

quency and regularity of clinical supervision,
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but also the quality of the supervision and the
quality of the supervisor—counselor relation-
ship that can lessen the impact of STS on
behavioral health professionals.

Engagement with a personal practice of spirit-
uality that provides a sense of connection to a
larger perspective and meaning in life is an-
other protective factor that can lessen the im-
pact of STS on counselors (Trippany, Kress, &
Wilcoxon, 2004). Although recovering coun-
selors may look to support groups for connec-
tion to a spiritual community, other behavioral
health professionals might find support for
enhancing spiritual meaning and connection
in church, a meditation group, creative en-
deavors, or even volunteer work. The key is for
counselors to develop their own unique re-
sources and practices to enhance a sense of
meaningful spirituality in their lives. Clinical
supervisors should be aware of spiritual en-
gagement as a protective factor in preventing
and lessening the impact of STS and should
support clinicians in including it in their self-
care plans, but they should take care not to
promote or reject any particular religious belief
system or spiritual practice.

Another protective factor that may lessen the
impact of workers’ ST is a culture of empow-
erment in the organization that offers counse-
lors a sense of autonomy, a greater ability to
participate in making decisions about clinical
and organizational policies, and obtaining
support and resources that further their pro-
tessional development. Slattery & Goodman
(2009) surveyed 148 domestic violence advo-
cates working in a range of settings. The au-
thors found that those workers “who reported
a high level of shared power were less likely to
report posttraumatic stress symptoms, despite
their own personal abuse history or degree of
exposure to trauma’ (p. 1370). To the degree
that organizations can provide a cultural con-
text within which behavioral health profes-

sionals have autonomy and feel empowered,
they will be able to lessen the impact of STS
on their professional and personal lives. Self-
efficacy and empowerment are antidotes to the
experience of powerlessness that often accom-
panies trauma.

Strategies for Preventing

Secondary Traumatization

The key to prevention of secondary traumati-

zation for behavioral health professionals in a

trauma-informed organization is to reduce

risk and enhance protective factors. Organiza-
tional strategies to prevent secondary trauma-
tization include:

e Normalize STS throughout all levels of the
organization as a way to help counselors
feel safe and respected, enhancing the like-
lihood that they will talk openly about their
experiences in team meetings, peer supervi-
sion, and clinical supervision.

e Implement clinical workload policies and
practices that maintain reasonable stand-
ards for direct-care hours and emphasize
balancing trauma-related and nontrauma-
related counselor caseloads.

e Increase the availability of opportunities for
supportive professional relationships by
promoting activities such as team meetings,
peer supervision groups, staff retreats, and
counselor training that focuses on under-
standing secondary traumatization and self-
care. Administrators and clinical supervi-
sors should provide time at work for coun-
selors to engage in these activities.

e Provide regular trauma-informed clinical
supervision that is relationally based. Su-
pervisors should be experienced and trained
in trauma-informed and trauma-specific
practices and provide a competence-based
model of clinical supervision that promotes
counselors’ professional and personal devel-
opment. Supervision limited to case consul-
tation or case management is insufficient to
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reduce the risk for secondary traumatiza-
tion and promote counselor resilience.
Provide opportunities for behavioral health
professionals to enhance their sense of au-
tonomy and feel empowered within the
organization. Some of these activities in-
clude soliciting input from counselors on
clinical and administrative policies that af-
tect their work lives, including how to best
balance caseloads of clients with and with-
out histories of trauma; inviting represent-
atives of the counseling staff to attend
selected agency board of directors and/or
management team meetings to offer input
on workforce development; and inviting
counselors to participate in organizational
task forces that develop trauma-informed
services, plan staft retreats, or create mech-
anisms to discuss self-care in team meet-
ings. Administrators and clinical
supervisors should assess the organization’s
unique culture and develop avenues for
counselor participation in activities that
will enhance their sense of empowerment
and efficacy within the organization.

Exhibit 2.2-7 highlights some specific strate-
gies that individual counselors can engage in
to prevent secondary traumatization.

Assessment of Secondary
Traumatization

Counselors with unacknowledged STS can
harm clients, self, and family and friends by
becoming unable to focus on and attend to
their needs or those of others. They may feel
helpless or cynical and withdraw from support
systems. Exhibit 2.2-8 describes some emo-
tional, cognitive, and behavioral signs that
may indicate that a counselor is experiencing
secondary traumatization. Clinical supervisors
should be familiar with the manifestations of
STS in their counselors and should address
signs of STS immediately.

Stamm (2009-2012) has developed and re-
vised a self-assessment tool, the Professional
Quality of Life Scale (ProQOL), that
measures indicators of counselor compassion
fatigue and compassion satisfaction. Compas-
sion fatigue “is best defined as a syndrome
consisting of a combination of the symptoms

Exhibit 2.2-7: Counselor Strategies To Prevent Secondary Traumatization

Strategies that counselors can use (with the support and encouragement of supervisors and adminis-
trators) to prevent secondary traumatization include:

Peer support: Maintaining adequate social support, both personally and professionally, helps
prevent isolation and helps counselors share the emotional distress of working with traumatized
individuals.

Supervision and consultation: Professional consultation will help counselors understand second-
ary traumatization, their own personal risks, the protective factors that can help them prevent or
lessen its impact, and their countertransference reactions to specific clients.

Training: Ongoing professional training can improve counselors’ understanding of trauma and
enhance a sense of mastery and self-efficacy in their work.

Personal psychotherapy or counseling: Being in counseling can help counselors become more
self-aware and assist them in managing the psychological and emotional distress that often ac-
companies working with clients who have trauma histories in a number of behavioral health set-
tings.

Maintaining balance in one’s life: Balancing work and personal life, developing positive coping
styles, and maintaining a healthy lifestyle can enhance resilience and the ability to manage stress.
Engaging in spiritual activities that provide meaning and perspective: Connection to a spiritu-
al community and spiritual practices (such as meditation) can help counselors gain a larger per-
spective on trauma and enhance resilience.
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Exhibit 2.2-8: Secondary Traumatization Signs
The following are some indicators that counselors may be experiencing secondary traumatization.

Psychological distress

¢ Distressing emotions: grief, depression, anxiety, dread, fear, rage, shame

e Intrusive imagery of client’s traumatic material: nightmares, flooding, flashbacks of client disclo-
sures
Numbing or avoidance: avoidance of working with client’s traumatic material
Somatic issues: sleep disturbances, headaches, gastrointestinal distress, heart palpitations,
chronic physiological arousal

e Addictive/compulsive behaviors: substance abuse, compulsive eating, compulsive working

e Impaired functioning: missed or canceled appointments, decreased use of supervision, de-
creased ability to engage in self-care, isolation and alienation

Cognitive shifts

Chronic suspicion about others

Heightened sense of vulnerability

Extreme sense of helplessness or exaggerated sense of control over others or situations
Loss of personal control or freedom

Bitterness or cynicism

Blaming the victim or seeing everyone as a victim

Witness or clinician guilt if client reexperiences trauma or reenacts trauma in counseling
Feeling victimized by client

Relational disturbances

e Decreased intimacy and trust in personal/professional relationships

e Distancing or detachment from client, which may include labeling clients, pathologizing them,
judging them, canceling appointments, or avoiding exploring traumatic material

e Overidentification with the client, which may include a sense of being paralyzed by one’s own
responses to the client’s traumatic material or becoming overly responsible for the client’s life

Frame of reference

Disconnection from one’s sense of identity

Dramatic change in fundamental beliefs about the world

Loss or distortion of values or principles

A previous sense of spirituality as comfort or resource decreases or becomes nonexistent
Loss of faith in something greater

Existential despair and loneliness

Sources: Figley, 1995; Newall & MacNeil, 2010; Saakvitne et al., 1996.

of secondary traumatic stress and professional ~ traumatization. The ProQOL includes STS
burnout” (Newall & MacNeil, 2010, p. 61). and burnout scales that have been validated in
Although secondary traumatization as a reac- research studies (Adams, Figley, & Boscarino,
tion to exposure to clients’ trauma material is 2008; Newall & MacNeil, 2010).

similar to PT'SD, burnout is a more general
type of psychological distress related to the
pressures of working in high-stress environ-
ments over time. Burnout may be a result of
secondary traumatization and/or a contrib-
uting factor in the development of secondary

This tool can be used in individual and group
clinical supervision, trainings on self-care, and
team meetings as a way for counselors to
check in with themselves on their levels of
stress and potential signs of secondary
traumatization.
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Case lllustration: Gui

Gui is a 48-year-old licensed substance abuse counselor who has worked in a methadone mainte-
nance clinic for 12 years. He originally decided to get his degree and become a counselor because
he wanted to help people and make a difference in the world. Over the past 6 months, he has felt
fatigued a great deal, gets annoyed easily with both clients and coworkers, and has developed a
cynical attitude about the world and the people who come to the clinic for help. During this time, the
clinic has been forced to lay off a number of counselors due to funding cutbacks. As a result, Gui and
the remaining counselors have had a 20 percent increase in the number of weekly client contact
hours required as part of their job duties. In addition, the level and severity of clients’ trauma-related
and other co-occurring disorders, poverty, joblessness, and homelessness has increased.

Gui is a valued employee, and when Gui discusses his thoughts that he might want to leave the clinic
with his clinical supervisor, the supervisor listens to Gui’s concerns and explores the possibility of
having him fill out the ProQOL to get a pulse on his stress level. Gui agrees and is willing to discuss
the results with his supervisor. He is not surprised to see that he scores above average on the burn-
out scale of the instrument but is very surprised to see that he scores below average on the second-
ary traumatic stress scale and above average on the compassion satisfaction scale. He begins to feel
more hopeful that he still finds satisfaction in his job and sees that he is resilient in many ways that he
did not acknowledge before.

Gui and the clinical supervisor discuss ways that the supervisor and the organization can lessen the
impact of the stress of the work environment on Gui and support the development of a self-care plan

that emphasizes his own ability to rebound from adversity and take charge of his self-care.

The compassion satisfaction scale allows
counselors to reflect on their resilience and
reminds them of why they choose to work with
people with substance use and trauma-related
disorders, despite the fact that this work can
lead to secondary traumatization. The compas-
sion satisfaction subscale reminds counselors
that they are compassionate, that one of the
reasons they are in a helping profession is that
they value service to others, and that helping
brings meaning and fulfillment to their lives.
Exhibits 2.2-9 through 2.2-11 present the most
recent version of the ProQOL.

Addressing Secondary
Traumatization

If a counselor is experiencing STS, the organi-
zation should address it immediately. Clinical
supervisors can collaborate with counselors to
devise an individualized plan that is accessible,
acceptable, and appropriate for each counselor
and that addresses the secondary stress reac-
tions the counselor is experiencing, providing
specific self-care strategies to counteract the

stress. Decisions about strategies for address-
ing secondary traumatization should be based
on the personal preferences of the counselor,
the opportunity for an immediate intervention
following a critical incident, and the counse-
lor’s level of awareness regarding his or her
experience of STS. Counselors may need to
talk about what they are experiencing, feeling,
and thinking. These experiences can be pro-
cessed in teams, in consultations with col-
leagues, and in debriefing meetings to
integrate them effectively (Myers & Wee,
2002).

If a critical incident evokes secondary trauma-
tization among statf—such as a client suicide,
a violent assault in the treatment program, or
another serious event—crisis intervention
should be available for workers who would like
to participate. Any intervention should be
voluntary and tailored to each worker’s indi-
vidual needs (e.g., peer, group, or individual
sessions); if possible, these services should be
offered continuously instead of just one time.
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Exhibit 2.2-9: PRoQOL Scale

COMPASSION SATISFACTION AND COMPASSION FATIGUE (PRoQOL) VERSION 5 (2009)
When you [help] people you have direct contact with their lives. As you may have found, your com-
passion for those you [help] can affect you in positive and negative ways. Below are some questions
about your experiences, both positive and negative, as a [helper]. Consider each of the following
questions about you and your current work situation. Select the number that honestly reflects how
frequently you experienced these things in the past 30 days.

1=Never 2=Rarely 3=Sometimes 4=0Often 5=Very Often
. | am happy.

. | am preoccupied with more than one person | [help].

. | get satisfaction from being able to [help] people.

. | feel connected to others.

| jump or am startled by unexpected sounds.

. | feel invigorated after working with those | [help].

. | find it difficult to separate my personal life from my life as a [helper].

© N U A WN =

. | am not as productive at work because | am losing sleep over traumatic experiences of a per-
son | [help].

___ 9. 1 think that | might have been affected by the traumatic stress of those | [help].
___10. | feel trapped by my job as a [helper].

___11. Because of my [helping], | have felt “on edge” about various things.
12. 1 like my work as a [helper].

13. | feel depressed because of the traumatic experiences of the people | [help].

14. | feel as though | am experiencing the trauma of someone | have [helped].

____15. 1 have beliefs that sustain me.
___16.1 am pleased with how | am able to keep up with [helping] techniques and protocols.
___17.1 am the person | always wanted to be.

18. My work makes me feel satisfied.

19. | feel worn out because of my work as a [helper].
___20. 1 have happy thoughts and feelings about those | [help]and how | could help them.
___ 21. 1| feel overwhelmed because my case [work] load seems endless.

___ 22.1believe | can make a difference through my work.

23. | avoid certain activities or situations because they remind me of frightening experiences of
the people | [help].

___24.1 am proud of what | can do to [help].

___25. As aresult of my [helping], | have intrusive, frightening thoughts.
___ 26.1feel "bogged down"” by the system.

___27.1 have thoughts that | am a “success” as a [helper].

___ 28. 1| can't recall important parts of my work with trauma victims.
___29.1am a very caring person.

___30.1 am happy that | chose to do this work.

© B. Hudnall Stamm, 2009-2012. Professional Quality of Life: Compassion Satisfaction and Fatigue
Version 5 (ProQOL). http://www.proqol.org. This test may be freely copied as long as (a) author is
credited, (b) no changes are made, and (c) it is not sold. Those interested in using the test should visit
http://www.proqol.org to verify that the copy they are using is the most current version of the test.

Source: Stamm, 2012. Used with permission.
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Exhibit 2.2-10: Your Scores on the ProQOL: Professional Quality of Life Screening

Based on your responses, place your personal scores below. If you have any concerns, you should
discuss them with a physical or mental healthcare professional.

Compassion Satisfaction

Compassion satisfaction is about the pleasure you derive from being able to do your work well. For
example, you may feel like it is a pleasure to help others through your work. You may feel positively
about your colleagues or your ability to contribute to the work setting or even the greater good of
society. Higher scores on this scale represent a greater satisfaction related to your ability to be an
effective caregiver in your job.

The average score is 50 (SD 10; alpha scale reliability .88). About 25% of people score higher than
57 and about 25% of people score below 43. If you are in the higher range, you probably derive a
good deal of professional satisfaction from your position. If your scores are below 40, you may either
find problems with your job, or there may be some other reason—for example, you might derive
your satisfaction from activities other than your job.

Burnout

Most people have an intuitive idea of what burnout is. From the research perspective, burnout is
one of the elements of Compassion Fatigue (CF). It is associated with feelings of hopelessness and
difficulties in dealing with work or in doing your job effectively. These negative feelings usually have
a gradual onset. They can reflect the feeling that your efforts make no difference, or they can be
associated with a very high workload or a non-supportive work environment. Higher scores on this
scale mean that you are at higher risk for burnout.

The average score on the burnout scale is 50 (SD 10; alpha scale reliability .75). About 25% of peo-
ple score above 57 and about 25% of people score below 43. If your score is below 43, this probably
reflects positive feelings about your ability to be effective in your work. If you score above 57 you
may wish to think about what at work makes you feel like you are not effective in your position. Your
score may reflect your mood; perhaps you were having a “bad day” or are in need of some time off.
If the high score persists or if it is reflective of other worries, it may be a cause for concern.

Secondary Traumatic Stress

The second component of Compassion Fatigue (CF) is secondary traumatic stress (STS). It is about
your work related, secondary exposure to extremely or traumatically stressful events. Developing
problems due to exposure to other’s trauma is somewhat rare but does happen to many people
who care for those who have experienced extremely or traumatically stressful events. For example,
you may repeatedly hear stories about the traumatic things that happen to other people, commonly
called Vicarious Traumatization. If your work puts you directly in the path of danger, for example,
field work in a war or area of civil violence, this is not secondary exposure; your exposure is primary.
However, if you are exposed to others’ traumatic events as a result of your work, for example, as a
therapist or an emergency worker, this is secondary exposure. The symptoms of STS are usually
rapid in onset and associated with a particular event. They may include being afraid, having difficulty
sleeping, having images of the upsetting event pop into your mind, or avoiding things that remind
you of the event.

The average score on this scale is 50 (SD 10; alpha scale reliability .81). About 25% of people score
below 43 and about 25% of people score above 57. If your score is above 57, you may want to take
some time to think about what at work may be frightening to you or if there is some other reason for
the elevated score. While higher scores do not mean that you do have a problem, they are an indi-
cation that you may want to examine how you feel about your work and your work environment. You
may wish to discuss this with your supervisor, a colleague, or a healthcare professional.

© B. Hudnall Stamm, 2009-2012. Professional Quality of Life: Compassion Satisfaction and Fatigue
Version 5 (ProQOL). http://www.proqol.org. This test may be freely copied as long as (a) author is
credited, (b) no changes are made, and (c) it is not sold. Those interested in using the test should visit
http://www.proqol.org to verify that the copy they are using is the most current version of the test.

Source: Stamm, 2012. Used with permission.
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Exhibit 2.2-11: What Is My Score and What Does It Mean?

In this section, you will score your test so you understand the interpretation for you. To find your
score on each section, total the questions listed on the left and then find your score in the table on

the right of the section.

Compassion Satisfaction Scale
Copy your rating on each of these
questions on to this table and add
them up. When you have added
then up you can find your score
on the table to the right.

*You
Wrote to
1

Change

=N WA,

2
3
4
5

Burnout Scale

On the burnout scale you will need
to take an extra step. Starred items
are “reverse scored.” If you scored
the item 1, write a 5 beside it. The
reason we ask you to reverse the
scores is because scientifically the
measure works better when these
questions are asked in a positive
way though they can tell us more
about their negative form. For
example, question 1. “| am happy”
tells us more about the effects of
helping when you are not happy so
you reverse the score.

Secondary Traumatic Stress Scale
Just like you did on Compassion
Satisfaction, copy your rating on
each of these questions on to this
table and add the[m] up. When
you have added them up you can
find your score on the table to the
right.

3t The sum

6. of my And my
12. Compassion So my Compassion
16 Satisfaction score Satisfaction
18. questions is equals level is
20' 22 or less 43 or less Low

. Between

22
oL 23 and 41 Around 50 Average
27 42 or more 57 or more High
30.
Total:

) = The sum of So my And my
*4. — my Burnout score Burnout

8 questions is equals level is
10 22 or less 43 or less Low
_ Between Around

&)5! A
“7. - 23 and 41 50 —

19. 42 or more it of High

21 more

26.

*29 =
Total :
23 The sum of And my
5. my Secondary Secondary
7 Trauma Traumatic
9 questions is Stress level is
1 22 or less 43 or less Low
12 — ZB?,ez:vr:/ZT‘I Around 50 Average
23: 42 or more 57 or more High
25
28.
Total :

© B. Hudnall Stamm, 2009-2012. Professional Quality of Life: Compassion Satisfaction and Fatigue
Version 5 (ProQOL). http://www.proqol.org. This test may be freely copied as long as (a) author is
credited, (b) no changes are made, and (c) it is not sold. Those interested in using the test should visit
http://www.proqol.org to verify that the copy they are using is the most current version of the test.

Source: Stamm, 2012. Used with permission.
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The objective of debriefing a critical incident into the organization to provide a safe space
that evokes ST'S reactions in counselors is to for all staft members (including clinical super-
help them dissipate the hyperarousal associat- visors) to address and process the critical stress
ed with traumatic stress and prevent long- incident. For noncrisis situations, secondary
term aftereffects that might eventually lead to traumatization should be addressed in clinical
counselor impairment. Because clinical super- supervision. Clinical supervisors and counse-
visors may also be experiencing secondary lors should work collaboratively to incorporate
traumatization, it is advisable for administra- regular screening and self-assessment of STS
tors to invite an outside trauma consultant into supervision sessions.

Advice to Clinical Supervisors: Advantages and Disadvantages of Using
Psychometric Measures

Using a psychometric measure such as the ProQOL has advantages and disadvantages. It is im-
portant to understand that all tests measure averages and ranges but do not account for individual
circumstances.

If you use the ProQOL in clinical supervision, present it as a self-assessment tool. Let counselors opt
out of sharing their specific results with you and/or your team if it is administered in a group. If
counselors choose to share scores on specific items or scales with you, work collaboratively and re-
spectfully with them to explore their own understanding of and meanings attached to their scores. If
this tool is not presented to supervisees in a nonjudgmental, mindful way, counselors may feel as if
they have failed if their scores on the secondary traumatization scale are above average or if their
scores on the compassion satisfaction scale are below average. High scores on the compassion fa-
tigue and burnout scales do not mean that counselors don’t care about their clients or that they
aren’t competent clinicians. The scores are simply one way for you and your supervisees to get a
sense of whether they might be at risk for secondary traumatization, what they can do to prevent it,
how to address it, and how you can support them.

The potential benefits of using a self-assessment tool like the ProQOL in clinical supervision are that

it can help counselors:

e Reflect on their emotional reactions and behaviors and identify possible triggers for secondary
traumatization.

Assess their risk levels.

Examine alternative coping strategies that may prevent secondary traumatization.

Understand their own perceptions of themselves and their job satisfaction, affirming what they
already know about their risk of secondary traumatization and their compassion satisfaction.

e Reflect on different factors that might contribute to unexpected low or high scores, such as the
day of the week, the intensity of the workload, whether they have just come back from the
weekend or a vacation, and so forth.

e Increase self-awareness and self-knowledge, because scores on specific items or scales bring to
consciousness what is often outside of awareness.

Realize how resilient they are emotionally, mentally, physically, and spiritually.
Become aware of and open up conversations about self-care and self-care activities and re-
sources, such as supportive coworkers, team members, and social networks outside of work.

If used regularly, self-assessment tools can help counselors and clinical supervisors monitor STS lev-
els, indicate significant positive and negative changes, and suggest action toward self-care in specif-
ic areas. Clinical supervisors should fill out the ProQOL and review results with their own supervisors, a
peer supervisor, or a colleague before administering it to supervisees. Doing so enables supervisors to
gauge their own reactions to the self-assessment and anticipate potential reactions from supervisees.
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Advice to Clinical Supervisors: Is it
Supervision or Psychotherapy?

Although there are some aspects of clinical
supervision that can be therapeutic and parallel
the therapeutic and emotional support that
occurs between the counselor and the client,
clinical supervision is not therapy. As a result, it
is important for clinical supervisors to maintain
appropriate boundaries with supervisees when
addressing their STS reactions at work.

When does the process in supervision cross
over into the realm of practicing therapy with a
supervisee? One clear indicator is if the super-
visor begins to explore the personal history of
the counselor and reflects directly on that his-
tory instead of bringing it back to how the
counselor’s history influences his or her work
with a particular client or with clients with
trauma histories in general. Clinical supervisors
should focus only on counselor issues that may
be directly affecting their clinical functioning
with clients. If personal issues arise in clinical
supervision, counselors should be encouraged
to address them in their own counseling or
psychotherapy.

When STS issues arise, the clinical supervisor
should work with counselors to review and
revise their self-care plans to determine what
strategies are working and whether additional
support, like individual psychotherapy or
counseling, may be warranted.

Exhibit 2.2-12 outlines some guidelines for
clinical supervisors in addressing secondary
trauma in behavioral health professionals work-
ing with clients who have substance use, men-
tal, and trauma-related disorders.

Counselor Self-Care

In light of the intensity of therapeutic work
with clients with co-occurring substance use,
mental, and trauma-related disorders and the
vulnerability of counselors to secondary trau-
matization, a comprehensive, individualized
self-care plan is highly recommended. Balance
is the key to the development of a self-care

Exhibit 2.2-12: Clinical Supervisor
Guidelines for Addressing Secondary
Traumatization

1. Engage counselors in regular screen-
ing/self-assessment of counselors’ experi-
ence of STS.

2. Address signs of STS with counselors in
clinical supervision.

3. Work collaboratively with counselors to
develop a comprehensive self-care plan
and evaluate its effectiveness on a regular
basis.

4. Provide counselors a safe and nonjudg-
mental environment within which to pro-
cess STS in individual and group
supervision or team meetings.

5. Provide counselors with a safe and non-
judgmental place within which to debrief
critical stress incidents at work; bring in an
outside consultant if needed.

6. Support and encourage counselors to en-
gage in individual counseling or psycho-
therapy, when needed, to explore personal
issues that may be contributing to
secondary traumatization at work.

plan—a balance between home and work, a
balance between focusing on self and others,
and a balance between rest and activity
(Saakvitne, Perlman, & Traumatic Stress
Institute/ Center for Adult & Adolescent
Psychotherapy 1996). Counselor self-care is
also about balancing vulnerability, which al-
lows counselors to be present and available
when clients address intensely painful content,
with reasonable efforts to preserve their sense
of integrity in situations that may threaten the
counselors’ faith or worldview (Burke et al.,
2006). A comprehensive self-care plan should
include activities that nourish the physical,
psychological/mental, emotional/relational,
and spiritual aspects of counselors’ lives.

The literature on counselor self-care advocates
for individual, team, and organizational strat-
egies that support behavioral health profes-
sionals working with clients who have
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Case lllustration: Carla

Carla is a 38-year-old case manager working in an integrated mental health and substance abuse
agency. She provides in-home case management services to home-bound clients with chronic health
and/or severe mental health and substance abuse problems. Many of her clients have PTSD and

chronic, debilitating pain.

Both her parents had alcohol use disorders, and as a result, Carla became the caretaker in her family.
She loves her job; however, she often works 50 to 60 hours per week and has difficulty leaving her
work at work. She often dreams about her clients and wakes up early, feeling anxious. She some-
times has traumatic nightmares, even though she was never physically or sexually abused, and she
has never experienced the trauma of violence or a natural disaster. She drinks five cups of coffee and
three to four diet sodas every day and grabs burgers and sweets for snacks while she drives from
one client to the next. She has gained 20 pounds in the past year and has few friends outside of her
coworkers. She has not taken a vacation in more than 2 years. She belongs to the Catholic church
down the street, but she has stopped going because she says she is too busy and exhausted by the

time Sunday rolls around.

The agency brings in a trainer who meets with the case management department and guides the
staff through a self-assessment of their current self-care practices and the development of a compre-
hensive self-care plan. During the training, Carla acknowledges that she has let her work take over
the rest of her life and needs to make some changes to bring her back into balance. She writes out
her self-care plan, which includes cutting back on the caffeine, calling a friend she knows from church
to go to a movie, going to Mass on Sunday, dusting off her treadmill, and planning a short vacation
to the beach. She also decides that she will discuss her plan with her supervisor and begin to ask
around for a counselor for herself to talk about her anxiety and her nightmares. In the next supervi-
sion session, Carla’s supervisor reviews her self-care plan with her and helps Carla evaluate the effec-
tiveness of her self-care strategies. Her supervisor also begins to make plans for how to cover Carla’s

cases when she takes her vacation.

substance use and trauma-related disorders.
Counselors are responsible for developing
comprehensive self-care plans and committing
to their plans, but clinical supervisors and ad-
ministrators are responsible for promoting
counselor self-care, supporting implementa-
tion of counselor self-care plans, and modeling
self-care. Counselor self-care is an ethical im-
perative; just as the entire trauma-informed
organization must commit to other ethical
issues with regard to the delivery of services to
clients with substance use, mental, and trauma-
related disorders, it must also commit to the
self-care of staft members who are at risk for
secondary traumatization as an ethical con-
cern. Saakvitne and colleagues (1996) suggest
that when administrators support counselor-
self-care, it is not only cost-effective in that it
reduces the negative effects of secondary
traumatization on counselors (and their cli-

ents), but also promotes “hope-sustaining be-
haviors” in counselors, making them more
motivated and open to learning, and thereby
improving job performance and client care.

A Comprehensive Self-Care Plan

A self-care plan should include a self-

assessment of current coping skills and

strategies and the development of a holistic,

comprehensive self-care plan that addresses

the following four domains:

1. Physical self-care

2. Psychological self-care (includes cogni-
tive/mental aspects)

3. Emotional self-care (includes relational
aspects)

4. Spiritual self-care

Activities that may help behavioral health
workers find balance and cope with the stress
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Advice to Clinical Supervisors:
Spirituality

The word “spiritual” in this context is used
broadly to denote finding a sense of meaning
and purpose in life and/or a connection to
something greater than the self. Spiritual mean-
ings and faith experiences are highly individual
and can be found within and outside of specific
religious contexts.

Engaging in spiritual practices, creative endeav-
ors, and group/community activities can foster a
sense of meaning and connection that can coun-
teract the harmful effects of loss of meaning,
loss of faith in life, and cogpnitive shifts in
worldview that can be part of secondary trau-
matization. Counselors whose clients have trau-
ma-related disorders experience fewer
disturbances in cognitive schemas regarding
worldview and less hopelessness when they
engage in spiritually oriented activities, such as
meditation, mindfulness practices, being in na-
ture, journaling, volunteer work, attending
church, and finding a spiritual community (Burke
et al., 2006). Clinical supervisors can encourage
counselors to explore their own spirituality and
spiritual resources by staying open and attuned
to the multidimensional nature of spiritual mean-
ing of supervisees and refraining from imposing
any particular set of religious or spiritual beliefs
on them. A strong sense of spiritual connection
can enhance counselors’ resilience and ability to
cope with the sometimes overwhelming effects
of clients’ trauma material and trauma-related
behavior (including suicidality) on counselors’
faith in life and sense of meaning and purpose.

of working with clients with trauma-related

disorders include talking with colleagues about

difficult clinical situations, attending work-
shops, participating in social activities with
tamily and friends, exercising, limiting client

sessions, balancing caseloads to include clients

with and without trauma histories, making
sure to take vacations, taking breaks during
the workday, listening to music, walking in

Modeling Self-Care

“Implementing interventions was not always
easy, and one of the more difficult coping strat-
egies to apply had to do with staff working long
hours. Many of the staff working at the support

center also had full-time jobs working for the
Army. In addition, many staff chose to volunteer
at the Family Assistance Center and worked 16-

to 18-hour days. When we spoke with them
about the importance of their own self-care,
many barriers emerged: guilt over not working,
worries about others being disappointed in
them, fear of failure with respect to being una-
ble to provide what the families might need,
and a ‘strong need to be there.’ Talking with
people about taking a break or time off proved
problematic in that many of them insisted that
time off was not needed, despite signs of fa-
tigue, difficulty concentrating, and decreased
productivity. Additionally, time off was not
modeled. Management, not wanting to fail the
families, continued to work long hours, despite
our requests to do otherwise. Generally, indi-
viduals could see and understand the reasoning
behind such endeavors. Actually making the
commitment to do so, however, appeared to
be an entirely different matter. In fact, our own
team, although we kept reasonable hours (8 to

10 per day), did not take a day off in 27 days.

Requiring time off as part of membership of a
Disaster Response Team might be one way to
solve this problem.”

—Member of a Disaster Response Team at the
Pentagon after September 11

Source: Walser, 2004, pp. 4-5.

seling can be positive coping strategies for
lessening the impact of STS on counselors.
Still, each counselor is unique, and a self-care
approach that is helpful to one counselor may
not be helpful to another. Exhibits 2.2-13 and
2.2-14 offer tools for self-reflection to help
counselors discover which specific self-care
activities might best suit them. The worksheet
can be used privately by counselors or by clini-

nature, and seeking emotional support in both  cal supervisors as an exercise in individual su-
their personal and professional lives (Saakvitne pervision, group supervision, team meetings,
et al., 1996) In addition, regular clinical su- or trainings on counselor self-care.

pervision and personal psychotherapy or coun-
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Exhibit 2.2-13: Comprehensive Self-Care Plan Worksheet

Name: Personal

Date:

Professional/Workspace

Physical

Psychological/Mental

Emotional/Relational

Spiritual

© P. Burke, 2006. This worksheet may be freely copied as long as (a) author is credited, (b) no changes
are made, and (c) it is not sold. Permission to reprint has been granted by the author, Patricia A. Burke.

Source: Burke, 2006. Used with permission.

Review the questions in Exhibit 2.2-14, and
then write down specific self-care strategies in
the form (given in Exhibit 2.2-13) that you're
confident you will practice in both personal
and professional realms.

The Comprehensive Self-Care Worksheet is a
tool to help counselors (and clinical supervi-
sors) develop awareness of their current coping
strategies and where in the four domains they
need to increase their engagement in self-care
activities. Once completed, clinical supervisors
should periodically review the plan with their
supervisees for effectiveness in preventing
and/or ameliorating secondary traumatization
and then make adjustments as needed.

Essential Components of Self-Care
Saakvitne and colleagues (1996) describe three
essential components, the “ABCs,” of self-care
that effectively address the negative impact of
secondary traumatization on counselors:

1.

2.

Awareness of one’s needs, limits, feelings,
and internal/external resources. Awareness
involves mindful/nonjudgmental attention
to one’s physical, psychological, emotional,
and spiritual needs. Such attention re-
quires quiet time and space that supports
self-reflection.

Balance of activities at work, between
work and play, between activity and rest,
and between focusing on self and focusing
on others. Balance provides stability and
helps counselors be more grounded when
stress levels are high.

Connection to oneself, to others, and to
something greater than the self. Connec-
tion decreases isolation, increases hope,
diffuses stress, and helps counselors share
the burden of responsibility for client care.
It provides an anchor that enhances coun-
selors’ ability to witness tremendous suf-
fering without getting caught up in it.
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Exhibit 2.2-14: Comprehensive Self-Care Plan Worksheet Instructions

Use the following questions to help you engage in a self-reflective process and develop your com-
prehensive self-care plan. Be specific and include strategies that are accessible, acceptable, and
appropriate to your unique circumstances. Remember to evaluate and revise your plan regularly.

Physical

What are non-chemical things that help my body relax?

What supports my body to be healthy?

Psychological/Mental
What helps my mind relax?

What helps me see a bigger perspective?

What helps me break down big tasks into smaller steps?

What helps me counteract negative self-talk?
What helps me challenge negative beliefs?

What helps me build my theoretical understanding of trauma and addictions?

What helps me enhance my counseling/helping skills in working with traumatized clients?

What helps me become more self-reflective?

Emotional/Relational

What helps me feel grounded and able to tolerate strong feelings?

What helps me express my feelings in a healthy way?

Who helps me cope in positive ways and how do they help?

What helps me feel connected to others?

Who are at least three people | feel safe talking with about my reactions/feelings about clients?

How can | connect with those people on a regular basis?

Spiritual

What helps me find meaning in life?
What helps me feel hopeful?

What sustains me during difficult times?
What connects me to something greater?

© P. Burke, 2006. This worksheet may be freely copied as long as (a) author is credited, (b) no
changes are made, and (c) it is not sold. Permission to reprint has been granted by the author,

Patricia A. Burke.

Source: Burke, 2006. Used with permission.

Clinical supervisors can help counselors re-
view their self-care plans through the ABCs
by reflecting on these questions:

1. Has the counselor accurately identified his
or her needs, limits, feelings, and internal
and external resources in the four domains
(physical, psychological/mental, emotion-
al/relational, spiritual)?

2. Has the counselor described self-care ac-
tivities that provide a balance between

work and leisure, activity and rest, and a
focus on self and others?

3. Has the counselor identified self-care ac-
tivities that enhance connection to self,
others, and something greater than self (or
a larger perspective on life)?

Supervisors should make their own self-care
plans and review them periodically with their
clinical supervisors, a peer supervisor, or a

colleague.
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Commitment to Self-Care other way to support counselors in commit-
ting to self-care is for supervisors and admin-

istrators to model self-care in their own
professional and personal lives.

One of the major obstacles to self-care is giv-
ing in to the endless demands of others, both
at work and at home. It is therefore essential

for counselors with the support of clinical su- Understanding that counselor self-care is not
pervisors to become “guardians of [their] simply a luxury or a selfish activity, but rather,
boundaries and limits” (Saakvitne et al., 1996, an ethical imperative (Exhibit 2.2-15) can

p 136). Creating a daily schedule that includes  foster counselors’ sense of connection to their

breaks for rest, exercise, connection with own values and accountability to the people
coworkers, and other self-care activities can they serve as competent and compassionate
support counselors in recognizing that they are  caregivers. Clinical supervisors and adminis-
valuable individuals who are worthy of taking trators can reinforce this sense of accountabil-
the time to nourish and nurture themselves, ity while supporting counselors by providing a
thus increasing commitment to self-care. An- caring, trauma-informed work environment

Exhibit 2.2-15: The Ethics of Self-Care

The Green Cross Academy of Traumatology was originally established to serve a need in Oklahoma
City following the April 19, 1995, bombing of the Alfred P. Murrah Federal Building. Below are
adapted examples of the Academy’s code of ethics with regard to worker self-care.

Ethical Principles of Self-Care in Practice
These principles declare that it is unethical not to attend to your self-care as a practitioner, because
sufficient self-care prevents harming those we serve.

Standards of self-care guidelines:

e Respect for the dignity and worth of self: A violation lowers your integrity and trust.

e Responsibility of self-care: Ultimately it is your responsibility to take care of yourself—and no
situation or person can justify neglecting this duty.

e Self-care and duty to perform: There must be a recognition that the duty to perform as a helper
cannot be fulfilled if there is not, at the same time, a duty to self-care.

Standards of humane practice of self-care:

e Universal right to wellness: Every helper, regardless of her or his role or employer, has a right to
wellness associated with self-care.

e Physical rest and nourishment: Every helper deserves restful sleep and physical separation from
work that sustains them in their work role.

e Emotional rest and nourishment: Every helper deserves emotional and spiritual renewal both in
and outside the work context.

e Sustenance modulation: Every helper must utilize self-restraint with regard to what and how
much they consume (e.g., food, drink, drugs, stimulation) since improper consumption can com-
promise their competence as a helper.

Commitment to self-care:

e Make a formal, tangible commitment: Written, public, specific, measurable promises of self-care.

e Set deadlines and goals: The self-care plan should set deadlines and goals connected to specific
activities of self-care.

e Generate strategies that work and follow them: Such a plan must be attainable and followed
with great commitment and monitored by advocates of your self-care.

Source: Green Cross Academy of Traumatology, 2010. Adapted with permission.
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that acknowledges and normalizes secondary
traumatization and by offering reasonable re-
sources that make it possible for counselors to
do their work and take care of themselves at
the same time. Preventing secondary traumati-
zation and lessening its impact on counselors

once it occurs is not only cost-effective with
regard to decreasing staff turnover and poten-
tial discontinuity of services to clients; it is
also the ethical responsibility of a trauma-
informed organization.
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