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Section 2: Trauma-Informed Care 

What is “Trauma-Informed Care” (TIC)? 

Trauma-informed care,  or  TIC,  refers  to a frame of  reference and set of  operational  

processes adopted in behavioral  health care services.   I t  incorporates  evidence about 

the prevalence and impact of  trau matic events across the l i fespan .   Although trauma-

informed care can be extrapolated to trauma -informed “response” or  even trauma -

informed “culture,”  here it  re fers  to organizations providing mental  health care and 

care provided to those with developmental  disabi l i t ies  or  other condit ions requiring 

extensive support.   

TIC is  a person-centered response  that focuses on improving functioning  over curing 

mental  i l lness  (or  “f ixing” something “broken”) .   I t  recognizes that people are more 

than their  labels  and diagnoses .   I t  a lso recognizes that relat ionships are a common 

context for traumatic events,  and that healing most often occurs in the context of  

relationships.   As a  result ,  a l l  contact has the potential  for  heal ing as  wel l  as  for  

harm.  Addit ional ly,  al l  people involved in the transactions are considered.    

Trauma-Informed Care comprehends the universality of  overwhelming adverse 

traumatic  events .   I t  recognizes  the role of  traumatic events in the development of  

and symptoms related to  conditions catalogued in the DSM  IVR.   I t  recognizes that 

what is  traumatic is  def ined by the person experiencing it ,  and values the subjectiv ity  

of  trauma as a  central  function in  the heal ing process.   TIC knows how prevalent 

traumatic experiences are and recognizes that they impact people who provide 

services just  as  they do the people receiving the services.  

Addit ional ly,  T IC refocuses the use of  evidence based and promising prac tices  in  

helping people improve their  functioning,  recover,  and develop new ski l ls  for  l iv ing .   

Almost a l l  of  these practices  include,  as  central  to success,  some form of learning,  

and practic ing of  healthier adaptive behaviors .   Trauma-Informed Care val idates the 

abi l i ty  of  people to learn,  change,  and grow as central  to their  recovery and val idates 

the relat ionship between helped and helper as  a  place for  active and passive 

learning.   This  relat ionship al lows for  the repair  and construction of  more effect ive 

ski l ls .  

Attention is  increasing on the integration of  physical  activit ies  that increase calm, 

conscious awareness of  one’s  physical ,  emotional ,  mental ,  and spir itual  experience in  
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What is “Trauma-Informed Care” (TIC)?, continued 

the moment as  wel l .   Trauma, so often addressed with talking or  whose symptoms are 

often addressed with drugs,  is  experienced in the body .   The body talks  without 

words,  and thus interventions without words are important .  

Trauma-informed care recognizes  that all  behavior has m eaning in context .   Past  

behavior  is  an indicator of  future behavior  without intervention beginning in the 

present.   The behavior  in the present is  what has worked in the past to help the 

person survive in some way.   F inding out how the behavior  helps in t he present gives 

the behavior  posit ive meaning in context,  and gets  the focus off  of  the behavior  

(once safety is  assured) so that f inding another way to create the same meaning can 

occur.  

Trauma-Informed Care also focuses on the health of  the person provi ding services  as  

paramount,  turning the lens on managing vicar ious traumatization and self -care as  

antidotes to burnout and the human s ide of  compassion fatigue.   More is  now known 

about the phenomenon of  “mirror neurons,”  f ir ing as  a  mirror of the other’s  

experience.   When we engage with someone’s  upsett ing material ,  even i f  we look f ine 

to them, our brain is  register ing the trauma just  as  they do.   I t ’s  empathic,  and it  has 

a  cost to the unwary organization.   Managing it  is  less expensive than avoiding it .  

TReS and TIC  focus on the organization’s  business needs  as  wel l .   Organizations are 

accountable for  meeting f inancial  targets ,  engaging TReS .   In care-providing 

s ituations,  TIC is  a  tool  that supports  this .   With a focus on engaging practices for  

which there is  some body of  evidence,  and adjusting as  e vidence increases,  shifts ,  or  

decreases as  wel l  as  on focusing on strengths (which can be measured for  increase) i t  

is  easier  to demonstrate ROI with TIC.   Organizational  health is  supportive of  both 

service providers  and service recipients.    

F inal ly,  whi le systems of  response and care that are trauma -informed are always 

inclusive of  recovery ,  recovery-based models  are not necessari ly  trauma-informed.  

There are at  least  three val id :    

1 .  The invaluable tradit ion of  12 -step programs,  the original  source of  th e 

person-centered recovery movement,  is  grounded in non-cl inical  self -help,  in 

“sufferers  supporting sufferers.”  I ncluding information such as the research 

behind TIC would be an out-of-context  distraction.  
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What is “Trauma-Informed Care” (TIC)?, continued 

1.  Adherence of  meetings to the process in the 12 -step model  helps keeps the 

common  interests  of  the group s ingly -focused.   The consistency of  process 

would be eroded by the inclusion of  addit ional  and complicating factors  (the 

focus would be on each person  instead of  the meeting) .  

2.  The relationships in the meetings,  and between the sponsor and “sponsee” 

focus on the sharing of  experiences,  strength,  and hope leading to spir itual  

growth as def ined in the 12 -step tradit ion rather than on the cl inical  processes  

of  diagnosis  and treatment of  pathology which is  st i l l  foundational  in 

behavioral  health care.  

There are  commonalit ies  between the 12 -step recovery and the ten fundamental  

components in mental  health recovery model  issued i n SAMHSA’s  Consensus 

Statement on Mental  Health Recovery,  notably peer support,  responsibi l i ty,  and 

hope.    

SAMHSA’s  Consensus Statement focuses on traumatic experiences as  a  “factor in 

individual ized and person -centered care,”  again,  more of  the focus of  behavioral  

health care services than of  the 12-step tradit ion.  

While Trauma-Informed Care is  general ly  considered as part  of  treatment sett ings,  i t  

has purposeful  application in educational  systems,  health care sett ings,  corrections,  

publ ic  service systems,  chi ld -serving systems,  the mil itary and law enforcement,  and 

in fa ith communit ies.   I t  includes service provis ion of dif ferent types of  care to 

mult iple populations in mult iple sett ings.    

The TIC operating model  is  appl icable in any s ituation where people relate to each 

other.   While the profession-specif ic  treatment ski l ls  most often associated with TIC 

may or may not be useful  beyond the realm of  behavioral  health care settings.  

The next portion of  this  section focuses on the differences between Trauma Informed 

Care and non-trauma informed care,  as  well  as  on connections to the Trauma -

Responsive System.  
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How is Trauma Informed Care different? 

In a  2008 presentation to the Flor ida Association of  Drug and Alcohol  providers  

conference,  Joan Gi l lece,  Ph.D.  (National  Technical  Assistanc e,  NASMHPD) 

summarized and compared elements of  TIC with those in non -trauma informed care  

as  shown below: 

Trauma Informed 
  Recognit ion of  high prevalence of  

trauma 
  Recognit ion of  primary and co -

occurr ing trauma diagnoses  
  Assess for  traumatic histories  & 

symptoms 
  Recognit ion of  culture and practices 

that are re-traumatiz ing  
  Power/control  minimized – constant 

attention to culture  
  Caregivers/supporters  – 

col laboration 
  Address training needs of  staff  to 

improve knowledge & sensit ivity  
  Employs learning that man ages the 

cognit ive load 
  Staff  understand function of  behavior  

(rage,  repetit ion-compuls ion,  self -
injury)  

  Objective,  neutral  language  
  Transparent systems open to outside 

part ies  
  Asking people how they prefer  to be 

addressed 
  Quietly  making rounds and informi ng 

people of  schedule  
  “Let’s  talk and f ind you something to 

do” 
  “May I  help you?”  

Non Trauma Informed 
  Lack of  education on trauma 

prevalence & concept of  “universal”  
precautions  

  Over-diagnosis  of  Schizophrenia & 
Bipolar,  Conduct D.  & s ingular  
addict ions  

  Cursory or  no trauma assessment  
  “Tradit ion of  Toughness” valued as 

best care  approach 
  Keys,  security uniforms,  staff  

demeanor,  tone of  voice  
  Rule enforcers  –compliance 
  “Patient-blaming” as  fal lback 

posit ion without training  
  Behavior seen as intentional ly  

provocative  
  Label ing language:  manipulative,  

needy,  “attention-seeking” 
  Closed system – advocates 

discouraged  
  Call ing people by f irst name without 

permission or  last  name w/out t it le  
  Yel l ing “lunch” or “medications”  

“ If  I  have to tel l  you one more time 
….”  

  “Step away from the desk”  

 
Where people served are consciously or  unconsciously considered as somehow “less  

than others,”  i t  is  easier  to keep t radit ionally -focused care in place.   Tradit ional  care 

is  also general ly  easier  to continue in residential  environments.   Why? 
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How is Trauma Informed Care different?, continued 

  Far more employees work on a shift -based or l ive-in schedule than are 

employed as c l inic ians.    

  Shift-based workers are often the ones with the least amount of  organizational  

power and lowest wages in the organization.    

  The focus of  their  work is  control l ing the behavior  of  the people to whom they 

provide care  to prevent harm or disturbance.  

  Shift-based employees  control  points,  levels,  rewards,  access,  and model  

relationship for  the people they serve  in the faci l i ty.   Because each person 

implements rules just a l i tt le differently,  the systems of  control  they enforce 

are subjective and punishment/reward are often doled out unevenly.    

  Organizational  resources are often invested in the continu ing education and 

development of  c l inical  staff ,  who have the shortest amount of  t ime with 

those served.  

  Among al l  staff  (and those whom they serve) ,  the chal lenge of  deal ing with 

one’s  own power and authority issues is  ever -present.   Work on these issues  

most often occurs in relat ionships where there is  a  power differential  and both 

part ies  are affected by each others’  efforts.  

In residential  24-hour care environments,  the social  order of  power places the people 

with the least power together for  the greate st periods of  t ime.  TIC recognizes this  

and emphasizes  the development of  the people with the least power and the greatest 

contact.  

People who are often judged “less than”  often receive care that may overlook or  be 

unaware of the issue of  the trauma of  be ing as  one is .   Those labeled 

“developmental ly  disabled,”  “autist ic,”  “mental ly  i l l ,”  “unstable” and treated as if  

they are defective,  invis ible,  perhaps incurably stupid or  not quite deserving of  the 

same things as  those not so labeled.   People with speec h and language diff icult ies,  or 

who have very l imited vocabular ies,  are often assumed to be of  lesser intel l igence ,  

which may or may not be the case at  a l l .    

In some few s ituations  providers  overtly  or  subtly  support c l ients  or  service 

recipients  in maintaining the behaviors  that a l low them to be treated as “ less  than .”    
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How is Trauma Informed Care different?, continued 

These moments—where power over is  expressed by maintaining a population as “ less  

than” may be because of  the current comfort levels  with  the organizational  and 

social  culture “as is ,”  the emotional  reward of  feel ing “better  than” others,  the need 

to be needed,  or  using judgment to create a sense of  safety (“we’re not l ike them”)  

among other  reasons.   In some cases,  i t  may simply be the relat ionship between 

census and revenue.   No matter what the reason,  the  s ituation s imply “ is .”  

Stigma and TIC 

The representation of the TIC model  presents a  respectful ,  accepting person  who 

focuses on col laboration over compliance.   This  is  contrary to pra ctices that reinforce 

st igma.  Erving Goffman,  the sociologist  known for  his  work on frame analysis  and the 

books “Asylum: Essays on the Social  S ituation of  Mental  Patients  and Other Inmates” 

and “Stigma: Notes on the Management of  Spoi led Identity”  makes the serious issue 

of  st igma elegantly easy to understand.    

A summary of  Goffman’s  posit ion is  this :  When we judge others defective because of  

dif ferences in or igin,  character or  physiology,  we cannot want for  them what we want 

for  ourselves.    

This  al lows “us” to keep a psychological  distance from “them.”  It  a l lows “us” to 

lower our expectations,  as  wel l  as  to erode boundaries associated with respect,  

dignity,  connection,  and compassion  towards “them.”   I t  makes it  easier  to v iew 

people as  their  diagnoses  and labels,  in this  case,  to confuse who a person is  with 

how they behave.    

Goffman’s  work on stigma frames TIC a s  a  model  that asks  everyone  to  recognize the 

impact of  trauma in their  l ives and their  relat ionships,  and that quietly  invites 

everyone to at  least  temporari ly recognize that the difference is  in degrees —while 

everyone  is  affected by trauma, trauma  affects  every one differently .   This  helps 

reduce the r isk of  double -standards of  behavior  for  service providers  and service 

recipients  and can hel p reduce the r isk of  stereotypical  general izations.  

The concept of  “universal  exposure” expands the circle of  those with spoi led 

identit ies  to include  the receptionist  who batt les  anxiety,  the cl inic ian whose 

vicar ious trauma separates them from their  joy and family,  the supervisor recovering 

from addict ion,  and anyone else in the continuum of  care.  
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The Person-Centered Response in Trauma-Informed Care 

Processes that l isten to and incorporate “the voice of  the customer *cl ient,  or  service 

recipient+”* as  def ined by the cl ient are the ones with the highest levels  of  success.   

They incorporate the bel ief  that people invest more strongly in what they help create 

and in a  more col laborative exchange.   They val idate the other person:  their  

experience,  strengths,  f ears,  and needs.  

Over t ime,  and as the inf luence of  language became more popular ly  understood,  

“person-f irst”  came to represent language ref lecting the person as primary and any 

characterist ics  they exhibited or labels  assigned through diagnosis  as  secondary.    

This  evolution in language,  whi le an effort to reduce st igma and to focus on who the 

person is ,  a lso cal led attention to secondary identity characteristics .   The chal lenge 

is  that this  a lso increases the focus on these (whi le a person with depression ” may be 

preferable to “she’s  depressed” they are sti l l  different from “a person”).    

Efforts  to categorize people based on sett ing forged another path from “ mental  

health patients”  to “mental  health consumers” or  “residents.”   Social ly,  “patient”  

typical ly  refers  to someone with an biological ly  based i l lness,  in l ine with the model  

of  mental  health issues as  brain disorders .   “Residents”  has connotations of “people 

who l ive somewhere.”   

The change to the use of  the word “consumers” to refer  to people who receive 

services from a behavioral  health care provider adds another level  of  code,  given the 

fact  that a  person who purchases a cup of  coffee is  also  a  consumer.   Yet,  at  the 

counter,  the person buying coffee is  unl ikely to label  themselves a “consumer.”    

Even though there is  no universal  language that works for  everyone,  a  person-

centered response recognizes this  phenomenon  and the chal lenges it  presents.    

The goal  is  to do whatever is  necessary to focus away from labels  (such as diagnoses) 

that add to the labor required of an individual  to increase levels of  posit ive health.   

Person-centered responses recognize language as a  tool  used to keep people we 

deem different at  bay,  or  somehow separate.   In many cases,  the actual  dist inction is  

not nearly  so gr eat,  and the language is  a  form of  psychological  safety net for  one 

group and potential ly oppressive for  another.    



TReSIA: Section 2 
Trauma-Responsive Systems Implementation Advisor  

 

 

 
V3-2117 | Page 

© 2011 www.epowerandassociates.com 
 
 

 

The Person-Centered Response in Trauma-Informed Care, continued 

The person-centered TIC response does not require this  barr ier  because it  r ecognizes 

the universal ity  of  adverse experiences as  mediated by age at occurrence,  resources,  

access,  and many other factors.   The only alternate language added to the mix,  and 

often preferred as a  way to keep the focus on everyone’s  vulnerabi l i ty  to the impact 

of  trauma, is  “the person receiving services.”    

The person-centered TIC response posit ions each person as an authority in their  own 

world,  and engages cl ients/consumers/current and former service recipients  in the 

service of  helping the organizatio n incorporate their  much needed voice.   From the 

physical  environment to programs and processes,  input from al l  stakeholders is  

sought.    

*Historical  note :   While “person-centered” or  “person-f irst”  is  a term associated with 

communities  serving those with behavioral  health ,  physical  or  developmental  abi l i ty  

concerns,  the terms has its  or igins in “ customer-centric  business processes .”   Pr ior  to 

l istening to  “the voice of  the customer” businesses  del ivered what they felt  were in 

the customer/consumer’s  best i nterests  without asking the customers ,  and,  general ly  

speaking,  those product/service def init ions .    

The Universality of Adverse (Traumatic) Experiences 

Although this  has been al luded to in Section 1,  i t  bears  exploration in the context of  

Trauma-Informed Care.   S ince the mid-1980’s,  information about the prevalence and 

impact of  overwhelming,  adverse events has increased exponential ly.   Journal ists,  

social  scientists,  physical/mental  health and al l ied professionals  and academics al l  

began to f ind ways to more and more accurately count :   

  violence against women ,  chi ldren,  the elderly  

  exposure to combat,  terrorism, occupation or  war  

  impact of  the work on f irst  response professionals  including EMT, LEA,  pol ice 

and Fire 

  residency issues including forced relocat ion,  status,  and security  

  the frequency and impact injury or  i l lness,  prognosis ,  treatment and outcome  

  layoffs,  str ikes,  workplace violence,  and chronic underemployment  
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The Universality of Adverse (Traumatic) Experiences, continued 

  natural  disasters  and t heir  aftermath  

  exposure to cr imes  

and other overwhelming events.  

The Adverse Chi ldhood Experiences (ACE) study assessed associations between 

chi ldhood maltreatment and later - l i fe health and wel l -being across 17,000 people.    

The study was a  col laboration between the Centers  for  Disease Control  and 

Prevention and Kaiser Permanente's  Health Appraisal  Cl inic  in San Diego .    

A summary of  the f indings relat ive to frequency is  that “almost two -thirds of  [the] 

study part ic ipants  reported at least  one ACE and more than one in f ive reported 

three or  more ACE” (http://www.cdc.gov/ace/findings.htm ).   Most profoundly,  as  the 

number of  ACE increase,  the r isk for  major  health problems increases in a  strong and 

graded fashion.   These problems include a lcoholism and alcohol  abuse ,  chronic 

obstructive pulmonary disease (COPD) ,  Ischemic heart  disease ( IHD) depression,  fetal  

death,  i l l ic it  drug use,  early  init iat ion of  sexual  act iv ity ,  smoking,  and others.    

Combining a screening tool  such as the ACEs survey with a more extensive catalogue 

of  traumatic experiences may generate even more dramatic levels  of  exposure .   Fal lot  

and Harr is ,  in their  2006 Trauma -Informed Services:  A Self -Assessment and Planning 

Protocol  state that “na tional  community -based surveys f ind that between55 and 90% 

of  us have experienced at least  one traumatic event.”   

The experience of  trauma, the experience of  diagnosis  and recovery,  and the 

experience of  relat ing to others who have experienced trauma saturates  media,  

social  process ,  and care-giv ing relat ionships.  

Awareness of impact 

Being aware of  the impact of  traumatic experiences is  important in making the shift .   

The spectrum spans the potential  for  long term posit ive growth,  the negative 

outcomes from short term post -traumatic stress  to the development of  PTSD and 

physical  health.   A trauma -informed response in terms of  care and contact with 

others has the potential  to mit igate the damaging impact,  foster  a  return to health,  

and to reduce the t ime,  trau ma, and costs  of  healing for  everyone involved.  

http://www.cdc.gov/ace/findings.htm
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Awareness of impact, continued 

“Post-traumatic  growth” refers  to both the posit ive psychological  growth that can 

result  from resolving l i fe’s  challenges and to a deeper or  more profound level  of  

growth than probably would have been attained without the traumatic.   TIC,  as  a  

strength-based offer ing .  focuses on an individual ’s  strengths and  the development of  

resi l ience  which encompasses post -traumatic groth .    

Both post-traumatic growth and T rauma-Informed Care are or iented towards the 

improving of  mental  health rather than the curing of  mental  i l lness and both 

represent attainable goals —they are processes rather than outcomes.   Post-traumatic 

growth is  supported by the learning and practice of  addit ional  relat ional  ski l ls .   This  

is  an often overlooked posit ive outcome of  the process of  recovery from traumatic 

experiences.  

“Post-traumatic  stress” and “PTSD .”   These and other phrases descr ibing the impact 

of  trauma are  common in a world with mult iple regional  con fl icts  and ongoing 

catastrophic stresses.   Mil i tary and their  famil ies  certainly experience traumatic 

events .   And,  they share common yet individual  consequences of these with people 

vict imized by cr ime,  natural  disaster,  accident,  terrorism or any other e vent that 

overwhelms their  personal  resources for  soothing and re -regulation.    

Traumatic events (s ingle t ime or enduring experience),  so very common, can have 

profoundly painful  consequences in many areas of  an individual ’s  l i fe.   These 

consequences are compounded by factors  such as age,  developmental  level ,  access,  

and resources for  recovery.   Whether anecdotal  labeling or  formal diagnosis ,  

evidence of  a  person’s  functioning in the moment and over t ime after  trauma is  

useful .   (Post)  traumatic stress  is  c ertainly normal fol lowing an event that causes a 

person to fear for  their  sanity,  bodi ly  integrity and physical  safety.    

Whether or  not it  resolves,  l ingers,  or  transforms into PTSD,  the need for  a  trauma -

informed response,  and for  trauma -informed care,  i s  cr it ical .   I t  is  also important to 

comprehend the role traumatic experiences play in the development of  other 

disorders.    

Cr it ical ly  important is  avoiding over -general ization that incl ines individuals  to 

assume that a  person to whom terr ible things have  happened has PTSD.  They may 

not.  
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Awareness of impact, continued 

Increased long-term health r isk.   The ACEs Study (http://www.cdc.gov/ace/index.htm),  
“f indings suggest that certain experiences are major r isk factors for  the leading 
causes of  i l lness and death as wel l  as  poor qual ity  of  l i fe in the United States .”   

The i l lnesses are often l i festyle related,  associated with r isky behaviors  such as 
mult iple sexual  partners,  smoking,  alcohol and drug usage,  which have correlation 
with experiences of  trauma ( i ncluding ACE) .   Consider Vincent Fel itt i ,  M.D.’s  “Turning 
Gold Into Lead” (xnet.kp.org/permanentejournal/winter02/goldtolead.pdf) ,  which is  
based on the ACE data .    

About Evidence-Based Practices 

Evidence-Based Practices may already be in use or  being adop ted by your 

organization.   As part  of  offer ing the most effective care,  they are very useful .   Why 

might organizations  not implement “evidence based practices”?  Some have 

questions about the qual ity  of  the evidence,  c l inic ians sometimes feel  their  ski l l  a nd 

intel l igence  are insulted when presented as “recipe” or  “cookbook”  or  “manual ized,”  

and other organizations s imply point to the history of  one’s  successes pointing to 

good practice  as  is .  

Questions about quality  of  evidence are diff icult  to answer.   By the t ime a practice is  

deemed “evidence-based” a good deal  of  research has establ ished a pattern.   Was 

the study good?  Are the results  repl icable?  How robust is  the evidence?   

Al l  of  these are important questions and beyond the scope of  answer here.   Th e 

organization’s  employees want the best and most effective medical  treatments they 

can f ind,  why wouldn’t  the people served by the organization and the best and most -

effective medical  treatment they can get too?  Is  “best and effective” the same thing 

as  “evidence-based’? How robust does the evidence have to be?  Thinking up the 

questions and considering them is  more important in some ways than the actual  

answer.  

Many t imes “evidence -based practices” are “manual ized.”   “Manual ized” refers  to 

“converted to a manual,”  or  “constructed according to a f ixed,  set recipe,”  “done 

using one’s hand” or  made more mechanistic  ( less  automatic).   The implications a 

person brings to their  understanding of  a  word are racial ,  cultural,  professional,  

intel lectual ,  and above al l ,  emotional .    
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About Evidence-Based Practices, continued 

Even professional ly  identif ied writers  (those professionals  degreed in technical  

writ ing,  instructional  design,  and publ ication design) of  manuals are less  than happy 

with the term.   Each of  professions creates work that accounts for  the concrete (such 

as steps,  processes,  key markers of  f idel ity,  and evidence) as  well  as  the abstract  

(var iat ions,  considerations,  addit ional  inf luences and adapting to them) while writ ing 

to their  specif ic  audienc e in terms of  grade level,  language requirements,  and 

s ituation-specif ic  design cr iter ia.    

The term “manual ized” makes the practice less  desirable to both part ies.    

Providers  have spent long years of  study and practic ing developing their  ski l ls  (both 

art  and craft)  as  providers.   To imply that that this  “manualized practice” is  better  

than their  years  of  experience is  an insult .    

Receivers  may also f ind this  term demeaning as it  implies  “practice done by the 

hand” or  because it  feels  awkward and forced.   I t  is  also an inaccurate reference .   

The problem here is  that the people who have ownership in the use of  manuals  do 

stake a cla im on being evidenced based . 

Evidence-based practices have certain hal lmarks for  f idel ity  and self -correction,  and 

are “guided by a manual”  that should descr ibe those and give a structure for  

achieving them.  The nuances should be addressed by the cl inic ian based on their  

training and expertise.    

As  “frameworks” the value of  the provider’s  professional  training is  invoked,  and 

their  choices are guided rather than l imited.   I t  does cal l  on providers  to 

differentiate between the feel ings associated with change and the change itself .   I t  

a lso requires  being vigi lant for  developing an attachment to one’s  personal  recipe for  

the process of  recovery and healing.    

For  the service recipient  (part  of  whose issue may come partly  from the imposit ion of 

another’s  wi l l  over them) a stronger al l iance is  required  to avoid the double bind of 

what may seem l ike a more “formulaic”  approach,  even wi th the therapeutic 

relationship is  st i l l  the foundation of  t he promise of  greater improvement ,  even i f  an 

addit ional  highly focused intervention is  added to it .  
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The Transformation to Trauma-Responsive Systems (TReSIA) 

Organizational Attributes 

Like any organizational  change,  T ReSIA involves both the organizational  function ( IT,  

F inance,  HR,  dif ferent roles in the organization) and the professional  function 

(cl inical  behavioral  health care,  in this  case).   With this  transformation,  change may 

occur anywhere from the level  of  pol icies  and procedures to marketing –as wel l  as  

service delivery.    

Recognize that these attr ibutes need to be present and vis ible in the process of  the 

transformation to a trauma -responsive system: 

  Multidiscipl inary teams.  Many funct ions and discipl ines in your organization 

may be involved in T rauma-Informed Care,  including IT,  HR,  F inance,  

Operations,  the Cl inical  function  and people served by the organization . 

  Organizational  Change Management  is  a  practice that helps companies 

execute organizational  changes more smoothly and effectively.   Creating and 

fol lowing a change management  plan is  l ikely to increase speed ,  ease of  

adoption and practice of  Trauma -Informed Care (TIC)  by al l  departments ,  

especial ly  as  Leadership  considers  dif ferent areas in the organization.   

  Systems change .   The lens through which work is  done changes —and this  

impacts  organizational  resources (people and places),  processes (the steps in 

gett ing work done),  and systems (the interfacing elements in and among 

agencies)  the continuum of  service.   Even though actions and focal  points  are 

pr ior it ized,  the goal  of  the transformation  is  to change systems and 

communit ies.  

  Recognition of  the universality of  adverse/traumatic experiences.   TReSIA 

recognizes that without exc eption,  people experience events that  overwhelm 

them,  render them unable to process in the moment,  are diff icult  to 

integrate,  and that defy meaning -making—and that what a  person perceives of  

as  traumatic is  subjective.   .  

  People,  processes,  and systems i nvolvement.   TRESIA involves change at al l  

three levels ,  with a lower r isk of change in technologies.   People’s  resistance 

to change may be more deeply rooted because of  valued posit ions that support 

maintenance of  self -protective power structures and dist ance from people 

receiving services.  
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The Transformation to Trauma-Responsive Systems (TReSIA) Organizational 

Attributes, continued 

  Broader customer-supplier  chain.   The transactions on which TRESIA focus 

include everyone who provides something to someone else (a  suppl ier)  and 

everyone who receives something from someone else (a  customer).  This  span 

includes job roles,  functions,  interfacing agencies,  customers,  famil ies,  

fr iends,  and shared boards.   This  has two effects:  

o  First ,  whi le “customer” is  a  univer sal  term for anyone anywhere who 

receives something from someone else ( inclusive of  front desk receiving 

something from the business off ice,  a  c l inician receiving a f i le  from 

medical  records,  or  a person receiving therapy or  counsel ing from a 

cl inic ian),  we recognize that some organizations wil l  be more 

comfortable cal l ing people who receive services “consumers.”   Just  be 

sure every process they touch is  considered.   From whom do they 

receive something and to whom do they provide something?  

o  Second ,  expanding the customer-suppl ier  chain  reduces art i f ic ial  

barriers  between people who provide services and people who receive 

them, which changes the relat ionship .   Providers  (for  example,  dr ivers,  

front desk people,  schedulers,  aides,  c l inicians)  are in dif ferent 

relationship to the concept of  “trauma” —from the Risking Connection 

perspective,  the change in frame humanizes everyone involved and 

makes everyone’s  work a l i tt le easier.  

  Integration of  the known impact of  adverse/traumatic  experiences .   Given the 

universal ity  of  trauma, and growing acknowledgement of  the impact of  

exposure to others’  experiences,  as  the transformation progresses,  leadership 

and administration may choose to adjust operational  practices and processes.   

For example,  potential  changes are considered in l ight of  mult iple cr iter ia  with 

questions such as these  (addit ional  questions are found in Section 3 in the 

assessment):  

o  Are there HR pol ic ies or  treatment pol ic ies  that have a punit ive or  

coercive tone to them?  How do we know?  

o  Are any of  the systems of  recognit ion and reward based on economies 

(tokens,  l ights,  stars,  points,  levels)  rather than relat ionship?  How does 

this  model  the world in which we hope for  people to l ive?  
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The Transformation to Trauma-Responsive Systems (TReSIA) Organizational 

Attributes, continued 

o  How might morale,  performance,  and benefits  usage levels  be related to 

the impact of  ongoing exposure to others’  trauma and one’s  own?  How 

might that be impacted? 

o  How might the prevalence of  traumatic experiences impact those 

providing care?  When caregivers  have (as  most do) histories  of  trauma, 

either pr imary or  secondary,  what is  the impact of  contact on them?  

  Shifts  in frame of  reference.  The lens through which services are provided 

shifts  (consciously as  wel l  as  unconsciously) to a strengths -based,  relat ional,  

col laborative process,  characterist ics  of  the TIC foundation for  recovery and 

resi l ience.   This  may also impact processes such as :  

o  Init ial  assessment  (which may add universal  screening for  trauma and 

adverse experiences as well  as  assess s trengths and resi l ience) .   A 

question to consider here is  “How to perform a universal  screening for  

trauma without re -traumatiz ing or  expecting major disclosure without 

having developed trust?”  

o  Planning for health and recovery  (which now engage service rec ipients  

more directly) .   Improving exist ing mental  health instead of  managing 

mental  i l lness is  a  different frame.   Questions such as “What tools  to 

use to engage cl ients/service recipients  in self -directed planning and 

action?  What about electronic acces s and completion?   And,  how to 

accommodate different levels  of users?” should be considered.   

o  Records—as electronic health records are implemented,  including 

person-centered planning with the person’s  input wi l l  change records .   

Obviously,  the idea of imp lementing electronic healthcare records 

(EHRs) invokes a huge set of  questions.   And,  i f  EHRs are already in use,  

the task of integrating consumer/cl ient/service recipient input in goals  

and process is  a  matter  of  configuration and programming.   Ensuring 

some method of  integration that documents the service recipient’s  

efforts  and that demonstrates some asses sment of  strengths is  

important.  
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The Transformation to Trauma-Responsive Systems (TReSIA) Organizational 

Attributes, continued 

  The Impact of  power dif ferentials .   The TReSIA fundamental ly  engages issues 

related to posit ional  and assigned authority levels  and st igma.  Relationship,  

the foundation of  heal ing and cr it ical  for  recovery,  takes  pr iority  over 

posit ional  and assigned authority levels  in TReSIA.    

Going from “power over” to “power with” in relat ionships is  a  change in 

boundaries for  a l l  involved.   I t  also requires change on the part  of  the people 

served.   The adjustment of  power differentia ls  can be r i fe with chal lenge.  

Processes may be resistant  to change for  a  var iety of  reasons.   For people who 

have rel ied authority grounded in posit ional  respect (e.g,  able to grant 

pr iv i leges,  power over access to resources,  label ing and diagnostic  power,)  is  

may be unsett l ing i f  not fr ightening .   Sometimes,  members of  the group in 

power ( ins iders,  or  people for  whom work relationships are based in authority 

over others)  may be unable to consider polic ies  and processes as punit ive,  

i l logical,  and inappropriate .  

Systems—groups that interface in the continuum of  care—are at the effect of  

competing for  resources,  perceptions of  scarcity and the conundrum that 

having people who receive services is  often a foundation for  funding.   There is  

an inevitable double bind between the mandate to helping people no longer 

need services and the connection of  census counts to income.  

Applications for TReSIA 

The behavioral health field knows that increased secure attachment makes it easier for people to 

tolerate and even grow in the face of traumatic experiences of all sorts.  While it may be difficult to 

develop in adult life, increasing this supports improved functioning.   

This positive connection that can be remembered and called on serves as a prophylactic, creating a 

buffer for difficult times.  This idea, central to TIC, has relevance anywhere people gather and engage 

each other.  This includes all organizational settings, which makes it relevant in TReSIA. 

So does the remedy of increasing one’s ability to manage and modulate emotions.  In every workplace, 

social group, faith community and family, there are people who either have difficulty feeling their 

feelings without becoming extreme, or who run the other way from essential parts of life like conflict, 

feedback, change and growth—all of which carry the risk of encountering “big feelings.”  Another of the 

key personal skills in TIC is the ability to manage and modulate feelings. 



TReSIA: Section 2 
Trauma-Responsive Systems Implementation Advisor  

 

 

 
V3-2126 | Page 

© 2011 www.epowerandassociates.com 
 
 

 

Applications for TReSIA, continued 

While the clinical processes associated with TIC add layers of specific psychoeducational and 

deliberately therapeutic process, Trauma-Informed Care in its most basic form is really about a “trauma 

informed culture.”   Once again, this expands the realm to Trauma-Responsive Systems.  It is evident in 

organizational leadership, in the Human Resources cycle of hiring to release, in increasing the quality of 

contact in care settings and communities, in the provision of care in physical medicine, and, among 

other things, increased access to learning capacity.   

Imagine what would happen if international relations comprehended the impact of traumatized cultures 

as they considered their actions.  For example, colonialism as an overlay on tribal cultures leaves the 

culture disconnected from its inherent values.  This fundamental disrespect breeds contempt for the 

colonizer and for cultures similar to it, and others whose cultures are similar to the colonizer may apply 

inappropriate cultural expectations to the traumatized culture. 

When framed through the lens described by Gillece (2008) and supported by TIC models such as Sidran 

Institute’s Risking Connection® relating in all of life from a trauma-informed perspective is valuable.  The 

increase of respect, civility, connection and empathy—and certainly hope—supports a healthier future. 

Imagine interactions if people responded to each other through a trauma-informed lens.  Thus, 

“Trauma-Informed Care” can generalize to “Trauma-Informed Response” and even “Trauma-Informed 

Culture.”  Wherever you, your staff, and your organization is on the continuum, the third part of this 

document can help you foster even more results for the effort you invest.   




