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Abstract 

 

Trauma-Informed Care in a Substance Abuse Treatment Setting: 

A Mixed Methods Process Evaluation 

 

By Carolyn Acker 

 

 

Trauma affects between 75% and 95% of clients in substance abuse treatment 

settings (Rosenberg, 2011; Wu, Schairer, Dellor, & Grella, 2010). Trauma-informed care 

(TIC) seeks to treat clients in a way that acknowledges and addresses clientsô trauma and 

empowers them to recover. Evaluations have typically addressed outcomes related to 

substance abuse and trauma symptoms, but this study sought to evaluate the fidelity to 

TIC in a process evaluation and learn about client and staff experiences of TIC. Mixed-

method interviews with 23 clients and in-depth interviews with 4 staff members were 

conducted in order to show what aspects of TIC are being implemented well and which 

aspects could be improved. The program had positive results, with a vast majority of the 

clients reporting that the program helped them feel empowered, hopeful, and safe. 

Although most clients felt the program was trustworthy, one client reported a possible 

breath of confidentiality. While clients felt that their goals were treated as the most 

important aspect of their treatment plan, some clients also felt that they did not have 

much choice and control over services offered. While women were familiar with trauma 

and its effects, 5 men reported not knowing the symptoms related to trauma. Staff were 

educated or trained in TIC, but not all of the staff reported feeling comfortable and 

competent with TIC.  Recommendations were created with staff members based on the 

literature review, results of the study, and staff perceptions of feasibility and importance. 

These include conducting a follow-up TIC training, conducting a confidentiality training, 

optional client-run classes for the clients, continuing to improve clientsô self-

determination, improving male clientsô knowledge of trauma and its effects, including a 

PTSD symptom scale during assessments, adding a comprehensive and sensitive trauma 

scale to the intake assessment 
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Chapter 1: Introduction 

Defining the Problem: Substance Abuse and Trauma 

Substance use disorders encompass problematic use of mind-altering substances. 

Stressful life events, or traumatic events, are common in people seeking substance abuse 

treatment, with about 75% to 95% of men and women reporting trauma in substance 

abuse treatment programs (Rosenberg, 2011; Wu, Schairer, Dellor, & Grella, 2010). 

Because trauma is so prevalent in individuals struggling with substance use disorders, 

treatment center staff members need to be aware of the possibility of histories of trauma 

in addition to symptoms related to trauma in order to better serve clients and prevent 

retraumatization (Harris & Fallot, 2001). Histories of trauma can include traumatic events 

that precede SUD as well as traumatic events that occur during substance use, including 

exposure to dangers during homelessness and domestic violence (McHugo, Kammerer, et 

al., 2005). In spite of pervasive trauma, some substance abuse treatment programs and 

interventions might not ever assess and treat clientsô trauma (Morrissey, Jackson, et al., 

2005). Because forgetting and denial is so common in survivors of trauma (Herman, 

1997), substance abuse treatment needs to directly ask about traumatic events and support 

healthy trauma recovery in an environment that focuses on strengths and skills, a strategy 

termed ñtrauma-informed careò or TIC (Elliot et al., 2005). This evaluation seeks to find 

out how well integrated trauma-informed care is in a substance abuse treatment program 

in Atlanta, GA. 
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Explanation of Program 

Recovery Consultants of Atlanta, Inc. (RCA) is an Atlanta-area nonprofit 

specializing in substance abuse prevention and treatment, as well as HIV prevention, 

linkage to HIV care, supportive housing. Historically, RCA has provided faith-based 

substance abuse treatment serving a predominately African American client population 

who deal not only with substance use disorders but also homelessness, poverty, and HIV. 

In the calendar year 2013, RCA treated more than 193 clients for substance use disorders. 

Two thirds of the treatment clients are male. Their housing facilities do not 

currently support children and other family members, so many women with children are 

referred to Atlanta organizations that better meet their needs. RCA also focuses outreach 

to high-risk African Americans: 80% of their clients are non-Hispanic African American, 

18% are non-Hispanic White/Caucasian, and 2% are Hispanic (Table 1). Currently, RCA 

is in the process of changing their programs to increase their diversity of participants and 

programs. 

 
Table 1: Demographics of RCA Treatment Clients in 2013 (N=193) 

An important aspect of RCA is its engagement with community organizations to 

address social problems. Programs are based on an overarching commitment to 

improving communities, families, and individuals (Figure 1). 
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Figure 1: RCA Logic Model 
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There are several ways to begin substance use disorder treatment at RCA, 

including outreach, referrals, calling, and walking into the center. Their substance use 

disorder treatment includes both in- and out-patient options, with most of the clients 

living RCAôs housing. Treatment is split into two levels. Level one lasts about a month 

and is a full-day treatment program with a variety group classes and individual 

counseling and case management. Which classes that a client takes depends on treatment 

goals that are created with a substance abuse counselor. Level two focuses on clients 

using the day to work, search for work, or doing some type of vocational training. As of 

Summer 2013, clients must finish treatment within 90 days. Twice a year, RCA holds a 

graduation ceremony for those who complete the program. 

Throughout their time in treatment, clients may be referred to job training or 

outside mental health facilities as needed. While RCA does not currently have the 

capacity to provide in-house mental health medication, RCA is in the process of getting 

approval for Medicaid to add qualified staff and funding for mental health treatment. This 

could increase their ability to do wrap-around services for those with co-occurring 

disorders. 

 

Justification 

In Utilization-Focused Evaluation, it is important that the evaluation be relevant 

and useful (Patton, 2008). To accomplish this goal, the organization was the major 

decision-maker in the topic of this evaluation and subsequent thesis. Michael Banner, the 

Clinical Director, came up with a few possible ideas, including an evaluation of HIV-

related services and Trauma-informed care, and discussed them with the executive 
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director, Cassandra Collins. Ultimately, the program identified that trauma affects a 

greater proportion of their clients than HIV, and they wanted to know if RCAôs services 

meet the trauma needs of their clients. This evaluation assesses the extent to which the 

principles of TIC are incorporated into the program services, organizational structure, and 

treatment facilities by interviewing clients and staff about their experiences and 

perceptions of TIC. Ultimately, this evaluation explains strengths of the program and 

opportunities for improvement in order to inform future program planning. This 

evaluation aligns with RCAôs commitment to evaluating and improving its fidelity to 

evidence-based practices, including Motivational Interviewing. 

 

Research Questions 

The overarching question to this evaluation is: To what extent is trauma-informed 

care integrated into RCAôs treatment program? Several other questions were asked 

surrounding this question by the stakeholders, and these questions were developed into a 

series of sub-questions based on expert opinions, a literature review, and quality 

standards of feasibility and validity. Final evaluation questions are as follows: 

To what extent is trauma-informed care integrated into RCAôs treatment program? 

1. To what extent does RCA integrate knowledge about trauma and recovery into 

program practices and activities? 

2. To what extent is trauma being address during treatment? 

3. To what extent is RCA systematically and sensitively assessing trauma and trauma 

symptoms? 

4. To what extent are program activities and settings consistent with five core values of 

trauma-informed cultures of care: safety, trustworthiness, choice, collaboration, and 

empowerment? 
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Chapter 2: Literature Review 

Substance Use Disorders 

Substance use disorder is a common but stigmatized medical condition. Substance 

use, substance abuse, and substance dependence are all concepts along a spectrum of use 

that do not have clear boundaries. Typically, a personôs use is considered abuse when use 

is out of the personôs control. The DSM IV defines abuse as ña maladaptive pattern of 

substance use leading to clinically significant impairment or distressò (American 

Psychiatric Association, 2000). Substance dependence occurs with a worsening of a 

substance abuse problem. New DSM-5 standards combine substance dependence and 

abuse into one single ñsubstance use disorderò or SUD. The DSM-5 defines a substance 

use disorder as ña cluster of cognitive, behavioral, and physiological symptoms indicating 

that the individual continues using the substance despite significant substance-related 

problemsò (American Psychiatric Association, 2013). Diagnostic criteria include: 

¶ taking the substance ñin larger amounts or over a longer period than was originally 
intendedò 

¶ being ñunable to cut down or regulate substance useò 

¶ spending ña great deal of time obtaining the substance, using the substance, or 
recovering from its effectsò 

¶ cravings 

¶ failing ñto fulfill major role obligations at work, school, or homeò 

¶ continuing ñsubstance use despite having persistent or recurrent social or 
interpersonal problems caused or exacerbated by the effects of the substanceò 

¶ giving up or reducing ñimportant social, occupational, or recreational activitiesò, 

using the substance multiple times ñin situations in which it is physically 

hazardous,ò and 

¶ continuing ñsubstance use despite knowledge of having a persistent or recurrent 
physical or psychological problem that is likely to have been caused or exacerbated 

by the substanceò (American Psychiatric Association, 2013). 

 

Substance use disorder can be a chronic, difficult to treat, and relapsing condition (Koob, 

2006). 
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According to SAMHAôs large and nationally representative National Survey on 

Drug Use and Health (NSDUH), 8.4% (95% CI: 8.1-8.6) of Americans above the age of 

12 experienced issues with abuse or dependence of drugs or alcohol during the past year, 

with between 6.6% to 7.0% dealing with alcohol dependence or abuse and between 2.6% 

and 2.8% dealing with drug dependence or abuse (SAMHSA, 2012). Estimates for 

Georgia were lower, but not significantly so, with between 5.7% and 8.3% of Georgians 

experiencing issues with abuse or dependence of drugs or alcohol during the past year. 

Between 4.5% and 7.0% dealt with alcohol dependence or abuse and between 1.9% and 

3.0% dealt with drug dependence or abuse (SAMHSA, 2012). 

The consequences of problematic substance use include medical, social, and 

economic effects, which can change throughout an individualôs lifetime. Medical 

consequences include acute conditions like overdoses, adverse reactions, and suicides 

(SAMHSA Center for Behavioral Health Statistics and Quality, 2012) and chronic 

conditions, like Hepatitis C (Murphy et al., 2000) and HIV (Otto-Salaj & Stevenson, 

2001).  Substance abuse can also cause serious social problems, like family conflict 

(Center for Substance Abuse Treatment, 2008; Reilly, 1992), child abuse (Institute of 

Medicine & National Research Council, 2014), unemployment (Henkel, 2011), and 

homelessness (Didenko & Pankratz, 2007). Substance abuse also has criminal 

implications, as many drugs of abuse are illegal and people who use drugs might engage 

in criminal acts associated with drug and alcohol abuse (e.g., theft, violence, and driving 

under the influence), (Sinha & Easton, 1999). In addition, substances can affect the brain 

in different ways, and many of these mechanisms have been shown to cause or 

exacerbate serious mental illness and psychosis (Muesser, Drake, Turner, & McGovern, 
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2006). Long-term use can make this even more apparent. All of these serious problems 

have led to national agencies prioritizing substance use disorder as a focus for Healthy 

People 2020 (United States Department of Health and Human Services, 2013). 

 

 

Trauma 

Trauma can be defined as both a terrible and significant experience and the 

response to that event. Psychological trauma happens when people witness or experience 

a serious event that exceeds their ability to cope. ñTraumatic events overwhelm the 

ordinary systems of care that give people a sense of control, connection, and meaning 

(Herman, 1997, p. 33).ò The DSM V provides a more specific definition of trauma as: 

Exposure to actual or threatened death, serious injury, or sexual violence 

in one (or more) of the following ways: 

Å Directly experiencing the traumatic event(s). 

Å Witnessing, in person, the event(s) as it occurred to others. 

Å Learning that the traumatic event(s) occurred to a close family 

member or close friend. In cases of actual or threatened death of a 

family member or friend, the event(s) must have been violent or 

accidental. 

Å Experiencing repeated or extreme exposure to aversive details of the 

traumatic event(s) (e.g., first responders collecting human remains; 

police officers repeatedly exposed to details of child abuse) (American 

Psychiatric Association, 2013). 

 

Covington expands that definition to include ñstigmatization because of gender, race, 

poverty, incarceration, or sexual orientationò (Covington, 2008, p. 379). At the basest 

level, ñpsychological trauma is an affliction of the powerless (Herman, 1997, p. 33).ò.ò 

The afflicted might feel they were powerless to stop the traumatic event from happening 

or they are powerless to stop future traumatic events from happening, leading to 

impairment in psychological and social functioning. Recent scholarship on trauma has 

expanded from the interpersonal aspects of trauma into political and social aspects, as 
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events like 9/11, the following war on terror, and school shootings affect the collective 

wellbeing (Ringel & Brandell, 2012). For many people, trauma is not so much a one-time 

occurrence as a series traumatic events throughout their lives (Kessler, Sonnega, Bromet, 

Hughes, & Nelson, 1995). 

While the older DSM III-R described trauma as ñan event outside the range of 

usual human experiencesò and assumed its rarity (American Psychiatric Association, 

1987), prevalence studies have shown trauma to be a common if not ñnormalò experience 

for Americans. The National Comorbidity Survey, a nationally representative study from 

the 1990s, found that about 60.7% of men and 51.2% of women had experienced at least 

one of 12 traumatic experiences (Kessler, et al., 1995). In an urban-based sample of 1,698 

young adults in Detroit, 82.5% experienced least one of the DSMïIV qualifying 

traumatic events. On average, the participants had 4.8 traumatic events, with an average 

of 6.1 events per male respondent and 3.7 events per female respondent (Breslau & 

Anthony, 2007). 

Not only is trauma pervasive in American society, its effects can be seen in many 

different physical and mental health problems. In particular, some people develop 

psychological disturbances in response to them, a condition called ñPost-traumatic Stress 

Disorderò or PTSD. According to the DSM-5, symptoms of PTSD include recurrent 

memories or dreams about the traumatic event, flashbacks, psychological distress, 

physiological reactions, and avoidance of stimuli related to the trauma (Table 2). 

According to the National Comorbidity Survey Replication, about 6.8% of Americans 

over the age of 18 had have DSM-IV defined PTSD at some point in their life (Kessler et 

al., 2005). A longitudinal study of young adults found that while men experienced more 



TRAUMA-INFORMED CARE  10 

 

 

traumatic events, they experienced less PTSD. While the rates of PTSD between men and 

women experiencing non-assaultive trauma (e.g. witnessing violence or learning of a 

relativeôs trauma) as their worst event were not statistically different between the sexes, 

women were much more likely to develop PTSD from assaultive violence. Of the 23.2% 

of men who experienced assaultive violence as their worst event, 7.1% met DSM-IV 

criteria for PTSD, and of the 21.4% women who experienced assaultive violence as their 

worst event, 23.5% met DSM-IV criteria for PTSD. Some explanations for this include 

social and physiological factors, like men growing up with more normative violence and 

womenôs increased physical reactions to emotional stimuli (Breslau & Anthony, 2007). 
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Presence of one (or more) of the following intrusion symptoms associated with the 
traumatic event(s), beginning after the traumatic event(s) occurred: 
¶ Recurrent, involuntary, and intrusive distressing memories of the traumatic event(s). 

¶ Recurrent distressing dreams in which the content and/or effect of the dream are related to 
the traumatic event(s). 

¶ Dissociative reactions (e.g., flashbacks) in which the individual feels or acts as if the traumatic 
event(s) were recurring. (Such reactions may occur on a continuum, with the most extreme 
expression being a complete loss of awareness of present surroundings.) 

¶ Intense or prolonged psychological distress at exposure to internal or external cues that 
symbolize or resemble an aspect of the traumatic event(s). 

¶ Marked physiological reactions to internal or external cues that symbolize or resemble an 
aspect of the traumatic event(s). 

¶ Persistent avoidance of stimuli associated with the traumatic event(s), beginning after the 
traumatic event(s) occurred, as evidenced by one or both of the following: 

o Avoidance of or efforts to avoid distressing memories, thoughts, or feelings about or 
closely associated with the traumatic event(s). 

o Avoidance of or efforts to avoid external reminders (people, places, conversations, 
activities, objects, situations) that arouse distressing memories, thoughts, or feelings 
about or closely associated with the traumatic event(s). 

¶ Negative alterations in cognitions and mood associated with the traumatic event(s), beginning 
or worsening after the traumatic event(s) occurred, as evidenced by two (or more) of the 
following: 

¶ Inability to remember an important aspect of the traumatic event(s) (typically due to 
dissociative amnesia and not to other factors such as head injury, alcohol, or drugs). 

¶ Persistent and exaggerated negative beliefs or expectations about oneself, others, or the 
ǿƻǊƭŘ όŜΦƎΦΣ άL ŀƳ ōŀŘΣέ άbƻ ƻƴŜ Ŏŀƴ ōŜ ǘǊǳǎǘŜŘΣέ ά¢ƘŜ ǿƻǊƭŘ ƛǎ ŎƻƳǇƭŜǘŜƭȅ ŘŀƴƎŜǊƻǳǎΣέ άaȅ 
whole nervous system is permanentƭȅ ǊǳƛƴŜŘέύΦ 

¶ Persistent, distorted cognitions about the cause or consequences of the traumatic event(s) 
that lead the individual to blame himself/herself or others. 

¶ Persistent negative emotional state (e.g., fear, horror, anger, guilt, or shame). 

¶ Markedly diminished interest or participation in significant activities. 

¶ Feelings of detachment or estrangement from others. 

¶ Persistent inability to experience positive emotions (e.g., inability to experience happiness, 
satisfaction, or loving feelings). 

¶ Marked alterations in arousal and reactivity associated with the traumatic event(s), beginning 
or worsening after the traumatic event(s) occurred, as evidenced by two (or more) of the 
following: 

¶ Irritable behavior and angry outbursts (with little or no provocation) typically expressed as 
verbal or physical aggression toward people or objects. 

¶ Reckless or self-destructive behavior. 

¶ Hypervigilance. 

¶ Exaggerated startle response. 

¶ Problems with concentration. 

¶ Sleep disturbance (e.g., difficulty falling or staying asleep or restless sleep). 
o Duration of the disturbance (Criteria B, C, D, and E) is more than 1 month. 
o The disturbance causes clinically significant distress or impairment in social, occupational, 

or other important areas of functioning. 
o The disturbance is not attributable to the physiological effects of a substance (e.g., 

medication, alcohol) or another medical condition. 

Table 2: DSM-5 Trauma Definition 
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Judith Herman argues that central to the history of trauma in individualsô lives 

and in society is forgetting and denial (Herman, 1997). The effects of trauma can be seen 

throughout history and different communities, but these effects have often been 

misunderstood as personal problems or failings rather than reactions to traumatic events 

in the Western world. Freudôs early studies of hysteria can be seen as some of the first 

uses of trauma theory, as he reports that many of the women he was treating suffered 

from the effects of sexual and physical abuse (Herman, 1997). However, he shrinks back 

from this hypothesis, denying that trauma causes hysteria and focusing instead on 

individualsô problems through psychoanalysis (Herman, 1997). Trauma theory was 

forgotten and re-introduced in response to the traumatic war experiences of soldiers in 

World War I and the Vietnam War, eventually leading to the American Psychological 

Associationôs recognition of PTSD in 1980 (Herman, 1997). As the feminist moment 

began raising consciousness about the sexual and physical violence experienced by 

women, PTSD was expanded to include the experiences of women survivors as well as 

combat veterans (Herman, 1997).  

Substance use disorder can be seen as a part of this forgetting and denial, as 

people may use alcohol and other drugs to cope with their trauma and trauma symptoms. 

Failure to recognize these connections between the trauma and symptoms related to 

trauma could lead to relapse or continued use (Dass-Brailsford & Myrick, 2010; Snow & 

Anderson, 2000). Treatment of PTSD is possible, and many people recover through 

processing and integrating their traumatic experiences into their lives (Herman, 1997). 
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Trauma and Substance Use Disorder 

Historically, the US has attributed problematic substance use to individualsô 

personal and moral failings (Cooper, 2004; Courtwright, 2010). Even though treatment 

has focused on substance use disorder as a medical condition, most interventions still 

focus on individual risk factors that, at times, blame the victim for the disease. In public 

health, many of the theoretical models commonly used for substance abuse focus on 

changing individualsô behaviors, like the Transtheoretical Model (TTM) and 

Motivational Interviewing (MI), without addressing individualôs trauma history, which 

has been shown to be correlated with substance abuse and may be a significant cause of 

relapse (Dass-Brailsford & Myrick, 2010; Snow & Anderson, 2000). Use of trauma 

theory could allow for a more comprehensive and whole-person approach to dealing with 

substance use disorder. 

Earlier studies in the 1990s found strong correlations among trauma exposure, 

PTSD, and SUDs. Among women with substance use disorder, between 30% and 59% 

had PTSD, and among women with PTSD, between 27% and 48% had SUDs (Najavits, 

Weiss, & Shaw, 1997). The Vietnam Experience study found that of the veterans living 

with PTSD, 39% had current alcohol abuse or dependence. Another study of Vietnam 

veterans found that 73% had SUDs (Najavits, et al., 1997). There could be many 

interrelated explanations for this connection.  

There are four predominant theories concerning the complex link between SUDs 

and PTSD: self-medication of PTSD symptoms, increased risk of trauma due to high-risk 

behaviors, susceptibility, and the presence of a third variable, like a shared conduct 

disorder or genetic predisposition (Chilcoat & Breslau, 1998). A growing body of 
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evidence supports the self-medication hypothesis, suggesting substance use could be a 

coping mechanism to deal with the trauma. A number of factors have been studied, 

including temporality, dose response of trauma to substance use, and neurological 

mechanisms behind such a connection. Studies about whether trauma or PTSD precedes 

SUD remain equivocal. However, many people experience their first traumas in their 

childhood. The Adverse Children Experiences Study found that about 2/3rd of Adults in 

their sample of HMO patients had adverse childhood experiences. Patients experiencing 

at 4 or more ACEs had four times the rates of self-reported alcohol problems. Each of the 

10 types of ACE increased the risk of illegal drug use by two to four times (Dube, Felitti, 

Dong, Giles, & Anda, 2003). These rates of childhood trauma and substance use 

disorders are even more pronounced in higher-risk populations. A longitudinal study of 

urban children estimated that 80% of their sample had at least one ACE (Mersky, 

Topitzes, & Reynolds, 2013), and a study of people in publicly funded residential 

substance abuse treatment centers found 95% of their population had at least one ACE 

(Wu, et al., 2010). All four of these studies found a gradient in risk for substance use 

disorders, with risk rising for each additional ACE reported. This gradient suggests a 

dose response.  

SUD and PTSD risk are affected by similar brain neurochemical processes (Brady 

et al., 2000). Childhood trauma can deregulate parts of the brain that respond to stress; 

particularly the amygdala, which processes emotions, the hippocampus, which manages 

memory and learning, and the prefrontal cortex, which is responsible for higher cognitive 

functioning, through high levels of cortisol (Institute of Medicine & National Research 

Council, 2014). This dysregulation can negatively affect a number of psychosocial and 
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behavioral functions, including attachment, emotion regulation, and mental health, 

causing PTSD and depression (Institute of Medicine & National Research Council, 

2014). People with childhood trauma may use substances to reduce the symptoms of 

PTSD and depression associated with trauma reducing the dysregulation of the 

neurological systems which handle stress (De Bellis, 2002). The transition from casual, 

voluntary substance use to automatic, compulsive substance useðaddictionðmay be 

explained by changes in cognitive function caused by complex, interrelated factors 

including genetic, environmental, and developmental processes (Volkow & Baler, 2014). 

This evidence supports the need for integrated trauma and substance abuse 

treatment in order to help men and women recover from both trauma and their substance 

abuse disorder. People with trauma histories and PTSD are common in substance abuse 

treatment settings, including childhood trauma and trauma related to substance abuse. In 

fact, trauma could be an underlying cause of substance abuse (De Bellis, 2002). 

Treatment interventions that integrate knowledge about trauma could be effective at 

better treating those with SUD. 

 

Trauma-Informed Care 

A comprehensive definition of trauma-informed care (TIC) does not yet exist. 

Rather, many researchers have defined it depending on their own experiences. An 

overarching principle illustrated by SAMHSAôs National Center for Trauma-Informed 

Care (NCTIC) is that TIC programs address the survivorsô ñneed to be respected, 

informed, connected, and hopeful regarding their own recovery.ò Creating Cultures of 

Trauma Informed Care (CCTIC) includes five attributes of trauma-informed care in their 
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definition of TIC: Safety, Trustworthiness, Choice, Collaboration, and Empowerment 

(Fallot & Harris, 2011). Another possible model for trauma-informed care is the 10 

Principles of TIC (Table 3) based on experiences and experts from the multi-site study of 

trauma-informed care with women ñWomen, Co-occurring Disorders, and Violence 

Studyò or WCDVS study (Elliott, Bjelajac, Fallot, Markoff, & Reed, 2005). 

Trauma-ƛƴŦƻǊƳŜŘ ǎŜǊǾƛŎŜǎΧ 
¶ recognize the impact of violence and victimization on development and coping strategies 

¶ identify recovery from Trauma as a primary goal 

¶ employ an empowerment model 

¶ ǎǘǊƛǾŜ ǘƻ ƳŀȄƛƳƛȊŜ ŀ ǿƻƳŀƴΩǎ ŎƘƻƛŎŜǎ ŀƴŘ ŎƻƴǘǊƻƭ ƻǾŜǊ ƘŜǊ recovery 

¶ are based in a relational collaboration 

¶ ŎǊŜŀǘŜ ŀƴ ŀǘƳƻǎǇƘŜǊŜ ǘƘŀǘ ƛǎ ǊŜǎǇŜŎǘŦǳƭ ƻŦ ǎǳǊǾƛǾƻǊǎΩ ƴŜŜŘ ŦƻǊ ǎŀŦŜǘȅΣ ǊŜǎǇŜŎǘΣ ŀƴŘ ŀŎŎŜǇǘŀƴŎŜ 

¶ ŜƳǇƘŀǎƛȊŜ ǿƻƳŜƴΩǎ ǎǘǊŜƴƎǘƘǎΣ ƘƛƎƘƭƛƎƘǘƛƴƎ ŀŘŀǇǘŀǘƛƻƴǎ ƻǾŜǊ ǎȅƳǇǘƻƳǎ ŀƴŘ ǊŜǎƛƭƛŜƴŎŜ ƻǾŜǊ 
pathology 

¶ minimize the possibilities of retraumatization 

¶ strive to be culturally competent and to understand each women in the context of her life 
experiences and cultural background 

¶ solicit consumer input and involve consumers in designing and evaluating services 

Table 3: Definition of Trauma-informed services (Elliott, et al., 2005) 

The WCDVS defined possible trauma-informed intervention elements and 

included ñoutreach and engagementò, ñscreening and assessmentò, ñresource 

coordination and advocacyò, ñcrisis interventionò, ñtrauma specific servicesò, ñparenting 

servicesò, ñmental health and substance abuse servicesò, and ñhealthcareò (Elliott, et al., 

2005), Outreach and Engagement encourages organizations to actively seek people who 

might be in need of services instead of waiting for them to come to them. TIC should 

include systematic and sensitive trauma screening and assessment for all clients so that 

no oneôs trauma is overlooked (Fallot & Harris, 2001). Resource coordination and 

advocacy is meant to replace ñCase Managementò and encourage a collaborative 

exchange of information and put consumers on the same level as staff. Trauma-specific 

services would include evidence-based trauma integrated interventions, like RCAôs 
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TREM (Elliott, et al., 2005), and often are gender segregated (Fallot & Harris, 2011). 

Childcare and parenting services can provide women with resources to care for and, in 

some cases, reunite with their children. Because women often have physical and mental 

health needs in addition to their trauma and substance abuse needs, TIC includes wrap-

around services meant to treat the whole person rather than parts of the person. 

Integration of a whole person with individual strengths and challenges is an essential part 

of trauma-recovery (Herman, 1997). 

Changing systems to integrated, trauma-informed systems of care is ñnot a static 

endpoint but represents a dynamic relationship among evolving service systemsò 

(Markoff et al. 2005). It involves the changing of multiple systems, including the 

organization, administration, clinicians, staff, and consumers. It also happens 

intermittently or perhaps in conjunction with other evidence-based programs (R. Fallot, 

personal communication, July 8, 2013). 

 

Evaluations of Trauma-Integrated Substance Abuse Interventions 

Trauma-integrated substance abuse treatment, or integrated treatment (IT) 

actively addresses the role of trauma in consumersô lives and seeks to address it and the 

substance abuse at the same time rather than ñsaveò recovery for after the presenting 

problem is treated. SAMHSAôs National Center for Trauma-Informed Care highlights 

several evidence-based IT programs, including Seeking Safety and Trauma Recovery and 

Empowerment Model (TREM and M-TREM) (SAMHSA National Center for Trauma-

Informed Care, 2013). Herman defines 3 stages of trauma treatment: Safety, 
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Remembrance and Mourning, and Reconnection (Herman, 1997). These models 

primarily deal with the first step of bringing survivors into safety. 

While the need for IT is strongly supported by evidence, the effectiveness of these 

programs still lacks strong evidence. Evaluation of these trauma-specific programs has 

primarily looked at outcomes, such as substance usage and PTSD symptoms for clients. 

A meta-analysis of 17 trauma-integrated treatment (IT) trials found that most of the 

studies found that their treatment program reduced PTSD and SUD symptoms. However, 

the studies that compared IT to other interventions found only small or non-significant 

improvements (Torchalla, Nosen, Rostam, & Allen, 2012). Rather than reflexively 

interpreting these results as proof that IT programs are no better than non-IT programs, it 

may be that IT interventions need to improve evaluations of their programs using 

stronger methods, including randomized control trials, larger populations, better dosage 

of intervention, and less contamination between IT and non-IT programs (i.e. discussing 

trauma in group sessions). Challenges to this kind of rigor include the retention and 

motivation of a population with many challenges (Torchalla, et al., 2012). There is also 

the ethical dilemma of not talking about trauma in a population that is documented to 

have trauma histories, which could continue the cycle of silence and denial. While 

whether ITs are better than Non-ITs needs better research, outcomes data does show that 

ITôs can have positive outcomes for their clients. 

RCA uses the Trauma Recovery and Empowerment Model (TREM) for women 

and the M-TREM for men. These versions are evidence-based, gender-segregated, 

trauma-specific interventions. There are 29 75 minute sessions for the version for women 

and 24 75 minute sessions for men. The intervention focuses on trauma education, 
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empowerment, and building skills. A study with women comparing treatment as usual 

and TREM in a substance abuse treatment setting found that the TREM reduced 

dissociative feelings and increased feelings of safety compared to the comparison group 

but did not find statistically different substance use, mental health, and physical health 

outcomes (Toussaint, VanDeMark, Bornemann, & Graeber, 2007). This fits in with the 

larger body of research on ITs with quasi-experimental designs, which tend to show an 

improvement over treatment as usual in PTSD symptoms but not SUDs. This could be 

because SUD is more difficult to treat, as it is a recurrent and relapsing condition. A 

research study by Back et al. suggests that treating PTSD symptoms has a greater impact 

on SUD recovery than SUD recovery on PTSD and can both increase completion of 

treatment and reduce relapse (Back, Brady, Sonne, & Verduin, 2006).  

The effectiveness of trauma-integrated treatment and other substance abuse 

interventions rely on the context of the organizations that provide them (Covington, 

2008; Fallot, 2011). Standards of trauma-informed care have been developed out of a 

need to define and implement this context. 

 

Evaluations of Trauma-Informed Care Systems 

While quite a few studies exist that evaluate TI interventions, the researcher only 

found one study of TIC systems. The ñWomen, Co-occurring Disorders, and Violence 

Studyò (WCDVS) was undertaken by SAMHSA in two phases. The first phase (1998-

2000) focused trauma-informed service integration at 14 sites. A distinction was made 

between client-level integration, where the focus is on making sure services for the client 

are integrated, and systems-level integration, where the focus is on building relationships 
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between organizations providing services, and sites were encouraged to concentrate on 

client-level integration of services. 

The evaluation of the program took place during phase two. Nine phase one sites 

chose comparison organizations which do not implement trauma-informed care were 

chosen by the participating sites in order to increase the similarity of programs in size, 

location, and other services (McHugo, Kammerer, et al., 2005). The overarching question 

for the 2
nd

 phase was whether ñwomen in the intervention condition show greater 

improvement at follow-up than women in the comparison condition on the key outcomes 

of alcohol and drug use, mental health symptoms, and posttraumatic stress symptomsò 

(McHugo, Kammerer, et al., 2005).  

During phase two, women were recruited into the study, with 2,729 women filling 

out baseline interviews. At the 6 month mark, 2,006 women were interviewed, and drug 

use and PTSD symptoms were significantly (p<0.05) improved compared to treatment as 

usual. While not statistically different (p=0.06), mental health status was also improved. 

The results were also highly variable among the sites, as the intervention was not 

uniformly implemented across sites, nor were the comparison organizations uniform 

(Cocozza et al., 2005). Person-level differences were not found to be as strong a factor as 

program-level factors, especially in integrated counseling (Morrissey, Ellis, et al., 2005). 

The 12-month outcomes leveled out in drug use severity, perhaps indicating that the 

intervention speeds up the effects of drug abuse treatment. (Morrissey, Jackson, et al., 

2005). 

Future studies might do well to make more uniform intervention and comparison 

conditions or assess individual components of TIC. Finding comparison organizations 
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that do not have aspects of TIC might also be difficult, as some organizations might 

already being implementing programs that focus on different aspects of TIC, like 

empowerment and collaboration with clients.  

While the WCDVS is indispensable to the TIC community, uneven 

implementation of TIC made it difficult to properly assess its impact. This evaluation 

seeks add to the literature on how to assess fidelity to TIC principles to assist future 

studies in better assessing outcomes related to TIC, specifically in its use of qualitative 

interviews with clients. Since RCA uses the TREM and has had training from 

Community Connection in Washington, DC, its ñCreating Cultures of Trauma-Informed 

Careò (CCTIC) program fidelity scale was found suitable to use (Fallot & Harris, 2011). 

While a complete use of the fidelity scale was not feasible due to the time constraints of 

RCA and the researcher, a conversation with the developer, Dr. Roger Fallot, revealed 

that the five principles of TIC are the most important feature of the scale (personal 

communication, July 8, 2013). Future evaluation opportunities of other parts of the scale 

will be explored in the summer of 2014. 

 

Conclusion 

SUD, PTSD, and other mental health disorders are strongly associated with each 

other (Rosenberg, 2011; Wu, et al., 2010). Trauma and trauma symptoms are important to 

address in treatment (Elliott, et al., 2005). Trauma-specific interventions and 

interventions involving women have been better studied that system-level TIC or 

interventions with men. While women experience more PTSD than men, men still 
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experience trauma and substance abuse related to trauma. More research needs to be done 

with men, especially research that covers TIC in mixed-gendered treatment settings. 

 

Evaluation Questions 

To what extent is trauma-informed care integrated into RCAôs treatment program? 

1. To what extent does RCA integrate knowledge about trauma and recovery into 

program practices and activities? 

2. To what extent is trauma being address during treatment? 

3. To what extent is RCA systematically and sensitively assessing trauma and trauma 

symptoms? 

4. To what extent are program activities and settings consistent with five core values of 

trauma-informed cultures of care: safety, trustworthiness, choice, collaboration, and 

empowerment? 
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Chapter 3: Methods 

Evaluation Methods 

This evaluation was guided by the Creating Cultures of Trauma-Informed Care 

Program Fidelity Scale provided by Dr. Roger Fallot from Community Connections 

(Fallot & Harris, 2012). The scale explores different attributes of trauma-informed care 

and gives options about different sources of information about sources of trauma-

informed care within programs (Appendix A). The scoring section of the trauma-

informed care scale was not used, as it has not been validated and did not seem necessary 

to make recommendations at this stage. Instead, the scale was used as a way to 

systematically go through the organization to look for possible instances of trauma-

informed care and options for future program planning. As correspondence with Dr. 

Roger Fallot suggested, the sections about the 5 principles (safety, trustworthiness, 

choice, collaboration, and empowerment) were the primary focus of this evaluation, 

while the other sections were less rigorously examined (personal communication, July 8, 

2013). 

The evaluation theory guiding the overall project stems from community-based 

participatory research (CBPR) (Israel, Schulz, Parker, & Becker, 1998). In order to 

accomplish this, the goal of the evaluation was to create a useful product in a 

collaborative way. RCA was an active partner in many stages of the evaluation. RCA 

staff and consumers were key to developing the evaluation focus and interview tools. 

They also assisted in recruiting clients. Employees of RCA made recommendations based 

on the results of the client and staff interview results, building evaluation capacity at 

RCA. 
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Formative Key Informant Interview Methods 

Informal key informant interviews were undertaken with three of the staff 

leadership to find out more about the program and how to effectively and feasibly 

evaluate different parts of the organization for trauma-informed care. These results then 

guided the building of the logic model and data collection methods. Notes were taken to 

refer back to when necessary. 

 

Data Collection Methods 

Primary Data Collection included in-depth interviews with all the treatment 

program clinicians and mixed-methods interviews with both quantitative and qualitative 

questions with clients. Primary data collection was determined to be the best way to 

understand the culture of the program and TICôs place within that culture. 

 

In-depth Interviews with Staff 

Purpose: Staff interviews were carried out to learn more about how agency 

administrators support the integration of knowledge about trauma and recovery into all 

program practices; how trauma is being address during treatment; how RCA assesses 

trauma and trauma symptoms; and how safety, collaboration, and empowerment are 

integrated into program activities and settings. 

Sampling: All treatment program staff members who were formally working on 

the treatment program were interviewed. While six counselors total could be considered 

treatment program staff, only four were deemed eligible for the study, as one counselor 
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started working after data collection began and the other was being temporarily borrowed 

from the case management program and was not formally a part of the treatment staff. 

Measures: The theoretical basis for the interview guide was SAMHSAôs 

definition of Trauma-informed Care (SAMHSA National Center for Trauma-Informed 

Care, 2013), including domains of safety, respect, informed consent, collaboration, and 

empowerment (Appendix C). Questions about competence and comfort were derived 

from a study by Stephanie Covington, as these two issues came up in her evaluation study 

(Covington, Burke, Keaton, & Norcott, 2008). Finally, questions about staff membersô 

perceived institutional support of self-care were influenced by literature on compassion 

fatigue (Rasmussen, 2012). 

Data collection: Qualitative interviews were about half an hour in length (Range: 

about 15 minutes to an hour). These interviews took place at RCA during the staffsô 

working hours. Interviews were recorded using a handheld voice recorder, and interview 

notes were taken during the interview to enhance accuracy. The staff members were 

encouraged but not required to participate by the organization, and no incentives were 

given to program staff for taking part in the interviews. 

Data analysis: The researcher used recordings and notes of the interviews to 

create transcripts. Identifying information was removed where possible. After all of the 

four staff interviews were finished, the researcher created a codebook for the staff 

interviews using inductive codes based on the research questions and deductive codes 

based on important or reoccurring themes. After the codebook was finished, the 

researcher and another MPH student at Rollins coded the interviews using MAXQDA 10 

(Verbi Software, Berlin, Germany). The coded interviews were examined for differences 
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in codes and reconciled. The interviews were then compared using the codes, and results 

were reported with explanations of codes and the variety of client responses, using direct 

quotes and paraphrasing. Codes were purposefully broad in order to notice and report the 

variety of responses. 

  

Mixed methods interview with clients 

Purpose: Client interviews were carried out to learn more about clientsô 

perceptions of TIC, including how they experience the five core values of TIC: (safety, 

trustworthiness, choice, collaboration, and empowerment) and how they feel RCA is 

doing at assessing their trauma. Getting client feedback during evaluations in integral in 

TIC (Elliott, et al., 2005; Fallot & Harris, 2011). 

Sampling: The target population was a census of all clients currently at RCA with 

over 30 days in the program. Because the questions address services that might not be 

implemented immediately at RCA (i.e. talking about trauma with a counselor might take 

time), sampling criteria were created to take consumers with at least 30 days of treatment. 

Maximum treatment length was changing from 120 days to 90 days, so people with 30 

days should be well into their treatment. The sampling frame used was an official list of 

current clients in the program. People were recruited from group treatment sessions, 

including morning classes for people in phase one and evening classes for those in phase 

two. These groups are required for continuation in RCAôs treatment program, and all of 

the clients currently in the program should be able to be interviewed this way. In order to 

encourage participation and thank participants for their time, snacks and drinks were 

provided with healthy options. 
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Measures: The theoretical basis for the interview was the five principles of 

Trauma-Informed care as defined by Community Connections: Safety, Trustworthiness, 

Empowerment, Collaboration, and Choice (Fallot & Harris, 2011). 

Quantitative: Community Connections gave the researcher sample statements 

with Likert scale answer choices (Appendix B) which were expanded to include more 

statements involving the five principles (Fallot & Harris, 2011). A statement regarding 

hope about recovery was also added, as this was included in SAMHSAôs definition of 

Trauma-Informed Care. Answers of less than agree were followed up with open-ended 

probes when possible. 

Qualitative: Open-ended questions focusing on experiences of the program, 

including empowerment, peer leadership, and trauma-related referrals and open-ended 

questions about suggestions for improvement were also a part of the interview guide 

(Appendix D). 

Data collection protocol: The mixed-methods interviews were between 20 and 40 

minutes in length. They were recorded using a handheld voice recorder. Minimal notes 

were also taken, as there was not a note taker in attendance. A transcript of the qualitative 

sections and follow-up questions to any ñdisagreeò or ñstrongly disagreeò answers were 

created using the recording and interview notes soon to maintain accuracy. Any 

ñdisagreeò or ñstrongly disagreeò answers were qualitatively probed for more information 

and suggestions for improvement. This feature highlights a benefit of a mixed-methods 

approach, as details can better emerge from the data. 

Data analysis: After the client interviews were transcribed and de-identified, a 

codebook was developed for the qualitative sections of the client interviews using both 
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inductive and deductive codes. For example, when clients tell stories about how staff 

members help them feel hopeful about recovery, these responses were coded for 

reoccurring themes (deductive) and answers to questions (inductive). Broad codes were 

purposefully used to increase the ability to get a variety of opinions (e.g. 

ñEmpowermentò). After the codebook was finished, the researcher and another MPH 

student at Rollins coded the interviews using MAXQDA 10 (Verbi Software, Berlin, 

Germany). The coded interviews were then examined for differences in codes and 

reconciled. The interviews were then compared using codes, and results were reported 

with explanations of codes and the variety of client responses, using direct quotes and 

paraphrasing. 

Microsoft Excel was used on all quantitative analyses. Demographics were 

assessed using medians and interquartile ranges for age and length of stay in the program, 

and percentages for race/ethnicity and gender. Statements using the Likert scale were 

valued at 1 (strongly disagree) to 5 (strongly agree). Both the averages of each items and 

the number of answer responses less than agree (4) were reported, as answers less than 

agree suggest an area that has room for improvement (Fallot & Harris, 2012). Some 

questions related to trauma have answer choices that include ñnever askedò or ñnot 

applicableò. These answers did not receive values and were not included in the averages 

of those questions, but the number of people under these categories was reported under 

ñn/aò. 
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Triangulation 

After analysis is done on the staff and client interviews, triangulation was done to 

determine overall findings based on the clientsô quantitative, clientsô qualitative, and 

staffôs qualitative results. Themes were drawn based on the different sources and added to 

a matrix for each question, and the way the client and staff responses do or do not match 

each other was highlighted. An overall triangulation of all the questions was also 

explored, giving room for a complex, rich description of to what extent TIC is integrated 

into the program. 

 

To what extent does RCA integrate knowledge about trauma and recovery into program 

practices and activities? 

Programmatic elements and intuitional support that integrate knowledge about 

TIC and make up the structure for TIC were collected using formal and informal staff 

interviews and client interviews. The CCTIC scale aided in providing a systematic 

checklist of possible activities, including trauma-specific interventions, peer leadership, 

and staff training and education (Fallot & Harris, 2011). Informal interviews and formal 

qualitative interviews were first used to paint a picture of what TIC activities look like, 

including the interventions and trauma referral process. Trauma training, experience, and 

self-reported comfort and competence with providing TIC were reported using the 

qualitative staff interviews. Qualitative staff interview answers about the ways and which 

they cope with their work and how RCA supports it or could better support were also 

reported. Qualitative data about peer leadership from both client and staff interviews 

were reported. The data about the structure of TIC at RCA were examined in a matrix 
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with recommendations from the CCTIC to better see what parts of RCA services 

integrate TIC and which could be improved. 

 

To what extent is trauma being address during treatment? 

The averages of quantitative questions about perceptions of trauma being 

addressed were reported, along with answers of less than ñagreeò or 4 with the reasons 

for not agreeing when possible. Qualitative data about clientsô perception of trauma-

integrated treatment and ways to improve it were also reported. Staff qualitative answers 

to how they address clientsô trauma were reported. A matrix was used to compare the 

results. 

 

To what extent is RCA systematically and sensitively assessing trauma and trauma 

symptoms? 

Clientsô perceptions of trauma assessment were reported using quantitative data 

and qualitative data. The staff membersô explanation of how trauma and trauma 

symptoms are assessed was also reported. These were compared with other methods of 

assessing trauma and trauma symptoms. 

 

To what extent are program activities and settings consistent with five core values of 

trauma-informed cultures of care: safety, trustworthiness, choice, collaboration, and 

empowerment? 

 

Clientôs quantitative data was analyzed by reporting the averages and number of 

instances that clients did not agree for each question, along with the reasons for not 

agreeing. Qualitative data about clientsô perception or experience of each principle ways 

to improve care related to that principle were also reported. Staffôs qualitative answers to 
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how they support each aspect of TIC were recorded. A matrix was used to compare the 

results between the different data sources. 

 

Ethical Considerations and Confidentiality 

This study was deemed exempt from Emoryôs IRB (Appendix F). As the 

evaluation study is not generalizable, it is not considered ñresearchò by IRB. IRB 

informed consent forms were used as guides to creating informed consent forms for the 

evaluation. Both clients and staff consented to be both in the evaluation and in this 

Master thesis (Appendix G & Appendix H). Informed consent forms were read out loud 

and, if the participant agreed to the study, signed. Neither the staff members nor the 

clients were required to participate by the organization.  

Because trauma is such a sensitive issue not only for participants but also 

researchers, questions that elicited personal stories about trauma were avoided. Open 

ended questions about trauma-specific services were tweaked to focus on what RCA 

could to do to better address trauma rather than get more general data that included 

trauma histories. Itôs important that the organization know about these trauma histories, 

but an evaluation was not deemed an appropriate setting to gather them. No interviews 

were conducted without a trained staff person at RCA in the event of any adverse 

reactions to the questions.  

Coercion was also carefully considered in the incentive and consent process. In 

order to thank the participants for their time while not making the incentive coercive, 

snacks and drinks were provided during the client interviews as an incentive to 

participate. Clients and staff members were not required to be in the evaluation. 
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Due to the nature of the evaluation, steps were taken to assure the confidentiality 

of evaluation records. Evaluation records included the recorded and written versions of 

the interviews and consent forms. A randomly generated number was assigned to each 

participant as well as a pseudonym. These identifiers were used on evaluation records 

wherever possible instead of participantsô names. Electronic and paper versions of 

evaluation documents were kept on password-protected computers and in locked file 

storage. Records will be destroyed before May 2015, a year after the evaluation and 

thesis was completed in April 2014. The participants were told that they had the right to 

leave the evaluation at any time without penalty and that they could refuse to answer any 

questions they did not wish to answer. They were also told that they could request for the 

interview and evaluation records to be destroyed and the information not used. The 

participants were also given a copy of the consent form with information to contact the 

evaluators, including Dr. Iris Smith or Khurram Hassan, in the event that they changed 

their minds about being in the evaluation or experienced adverse effects. 
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Chapter 4: Results 

Client Participants 

A total of 23 clients were interviewed between June and August 2013. There were 

28 clients in treatment at the beginning of data collection. Since clients needed to have at 

least 30 days of treatment, two clients were ineligible because they did not have enough 

days of treatment. Another three clients were AWOL or discharged before being 

interviewed (Figure 2). Three quarters of the participants were African American and 

another quarter was White. No one identified as Hispanic. A majority (70%) of the 

participants were male. Consistent with the literature, 20 people (87%) reported histories 

of trauma. The median age was 45, with half the clients between 41 and 53 years old. The 

median length of time in the program was 66 days (Table 4). 

 
Figure 2: Client Participants Flow Chart 
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Table 4: Demographics of Client Participants (N=23) 

 

To what extent does RCA integrate knowledge about trauma and recovery into 

program practices and activities? 

 

Through integrating the TIC scale and conducting formal and informal interviews 

with staff and clients, several RCA institutional activities and practices were assessed in 

order to determine their fidelity to TIC. These included gender-segregated trauma 

processing groups, trauma-related referrals, peer leadership, and the level of 

administrative support for staff training, education, and self-care. Through examination 

of these program activities, it became clear that the administration supports the 

integration of TIC through its provision of TREM and TREM-M, trauma-related 

referrals, staff training. RCAôs dedication to peer-based services spans their program, 

including the alumni group and treatment staff members who are also in recovery. While 

the interviewed staff members were trained or educated in TIC, not all of them felt 

comfortable and competent in giving TIC, and one staff member requested more training. 

In group treatment, the TREM and TREM-M interventions are given as a weekly 

class to men and women in gender-segregated groups. According to the counselors, 

clients with severe trauma are typically referred to outside organizations if they feel safe 
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getting help outside of RCA. All clients who reported being referred to outside services 

for help with trauma reported acceptable to decidedly positive experiences. The staff 

interviews indicate that referrals happen when the trauma is serious and counselors feel 

that they need extra help. Some places clients reported being referred to include Winn 

Way (DeKalb Addiction Clinic), a community-based organization that has a trauma 

support group, and the Department of Veterans Affairs (VA) (n=3). Since only three 

clients reported having trauma-related referrals, further examination of referrals might be 

required, including looking into referral documentation. 

RCA has a number of different ñpeer leadersò. In asking about Peer Leaders, 

many identified their counselors as peer leaders. This was an unexpected finding, as peer 

leaders was meant to refer to other people who were in or graduated from the program 

who were leaders. However, the clients overwhelmingly interpreted their counselors as 

peer leaders because they were also in recovery. One said that they help ñjust by coming 

to work.ò A staff member similarly asserted that seeing people in recovery in multiple 

settings can inspire hope in clients. These findings also confirm one of the logic modelôs 

assumptions that indigenous staff serve as an inspiration to clients. 

Others talk about the support of other clients and how seeing other people 

succeeding or getting advice about difficult experiences is helpful to their recovery. Two 

clients specifically mentioned how other clients helped them process their trauma by 

listening and giving positive feedback. One client said he had a lot of mixed feelings 

about a traumatic event from many years ago. 

And I was harboring a lot of resentment and had a lot of misdirected 

anger. And when I was really able to open up to share about it, you know, 

I received some positive feedback and also some suggestions in how to 
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cope with it. And periodically I have been pulled to the side and asked 

how am I doin' and concern about that situation. 

 

Another client mentioned how the alumni events were a great experience for 

them. Informal interviews with staff also indicated that the alumni group works with 

RCA to paint and decorate the facility and raises funds for RCA in addition to providing 

events and support for current clients. The alumni group meets once a month, and some 

continue to be involved in aftercare at RCA.  

Staff that RCA not only supported them in education related to TIC but through 

personnel, like their psychiatrist Dr. Farzana Bharmal and the weekly round tables where 

staff can discuss their clients and get support when needed. One staff member suggested 

adding a person the staff who had particular training in the treatment of trauma. Many 

reported learning about TIC during their education or through continuing education. 

Some reported learning more through reading and studying on their own. While staff 

reported studying and learning about trauma, not all staff reported being comfortable and 

competent at providing TIC. One staff member did not receive the TIC training done a 

few years ago because they were not yet a part of RCA, and at least one staff member 

reported wanting more education, recommending that RCA provide more training. 

In addition to training, staff reported receiving institutional support for self-care in 

the form of personal days and staff wind-downs, which happen one Friday a month and 

include relaxation and hanging out as a group. The staff see a good portion of clients who 

come through the program and have the burden of listening and responding to clientsô 

trauma histories, which can take a toll and result in vicarious traumatization and 

compassion fatigue (Rasmussen, 2012). Many counselors also have trauma histories and 

coping strategies themselves. Healthy counselors are key to providing quality services, 
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and Rasmussen highlights self-care and organizational support as protective factors 

against vicarious traumatization and compassion fatigue (Rasmussen, 2012). 

Source Trauma-Informed Care Structure 

Client Qualitative 
¶ Peer leaders include staff members in recovery, 
alumni, and other clients. 

Staff Qualitative 

¶ While many staff members are trained and/or 
education in trauma treatment, not all feel comfortable 
and competent giving TIC. 

¶ Staff reported wanting more training. 

¶ Ability to give TIC growing with Medicaid expansion. 

¶ Psychiatrist Dr. Bharmal seen as asset. 

¶ Staff members refer clients with severe trauma to 
other community organizations that will support them if 
the client feels safe doing so.  

Table 5: How Trauma-Informed Care is Structured 

 

To what extent is trauma being addressed during treatment? 

An element of trauma-informed care includes addressing clientsô trauma and 

helping them understand the connections between their trauma and substance abuse. All 

but one client who reported having trauma and answered the questions agreed that RCA 

staff helped them understand the connections between their trauma and symptoms related 

to trauma and trauma symptoms and substance abuse, and everyone who reported having 

trauma said that RCA helped them make connections between their trauma and substance 

abuse (Table 6). The one client did not want to say how making connections could be 

improved (Appendix I). All but two reported understanding what trauma was, with one 

saying they did not have trauma and the other not being sure they knew what it was. Five 

clients reported not knowing what the symptoms related to trauma are, and all of those 

clients were male. All of the clients reporting less than agree in this ñaddressing traumaò 
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category were males, indicating that women are getting their trauma addressed 

quantitatively better than the men are. 

 
Table 6: Client Perceptions of How Trauma is Addressed (N=23) 

Staff and clients reported that trauma care or referrals to trauma care happened 

through both the individual and group treatment sessions. A few clients talked about the 

process of trusting and opening up to share trauma histories as a difficult but rewarding 

process. Once they were able to talk about it, it became easier to talk about and find real 

solutions to problems. One client explains that this process is helpful because ñif you try 

to subdue it with the drugs and alcohol, once that wear off, the problem is still at the 

surface.ò A female client talked about the release in processing trauma.  

I used to get irritated when I started to talk about trauma, but when I talk 

about it now, it's just that was then and this is now. And I can't keep 

holdin' that burden on me. I gotta free myself. So RCA brought that out of 

me. It took some crying and some one-on-one counseling, and some 

processing groups, but I did it. And I practice it every day. 

 

Another female client said specifically that the trauma-processing group helped them 

make connections between their trauma and substance abuse. More than just helping 
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process the trauma, a few clients specifically mentioned that RCA helped them realize 

there are productive ways of coping and handling their problems.  

Referrals that clients reported included a support group and psychiatrists with 

specialties in trauma. Even if clients are not referred to treatment, they might know that it 

is a possible treatment opportunity. One client reported that they were thinking about 

getting a referral for outside help and trusted that RCA would help with the referral. One 

client mentioned that staff follow-up with them specifically about their trauma, and that 

helps them. 

Many of the clients thought that RCA was doing a great job now of making 

connections between trauma and substance abuse or that they could not do anything 

better. There is still room for improvement in this area, though. One client said that they 

had not talked to RCA about trauma, and quite a few clients wanted to talk more about 

their trauma and wanted their counselors to ask more questions. Another wished there 

was more aftercare related to trauma. 

Staff talked about the importance of treating clientsô trauma. There was a 

perception that if clientsô trauma was not addressed, they were just putting a Band-Aid on 

a larger wound. They reported trauma-specific counseling being done in group classes 

and one-on-one counseling through exercises, handouts, and homework. One staff 

member talked about teaching clients coping skills because while RCA cannot change 

clientsô mood as quickly as drugs, there are ways that can ñget them to the same placeò. 

Staff also reported referring clients who need trauma-specific counseling to other 

organizations when they felt RCA could not meet their needs and the clients felt safe 
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doing so. One staff member pointed out that RCAôs possible expansion through Medicaid 

would allow for more intense trauma work to be done with a psychiatrist at RCA. 

If an initial assessment finds out there are trauma needs, they determine which 

groups or curriculums those clients need, including the gender segregated TREM classes 

or substituting certain classes with outside trauma-specific support groups. Trauma-

specific care also happens in counseling sessions. Staff mentioned activities like 

educating clients about trauma, empowering clients, asking questions, asking permission 

to talk about trauma, checking in, person-centered care in talking about how they help 

clients with trauma. Client-centered care was mentioned across all the interviews and the 

clients were most important to the timing and the way that counselors help them. 

 

Source How Trauma is Addressed 

Client Quantitative 

¶ Clients generally agree that RCA helps them make 
connections between trauma, trauma symptoms, and 
substance abuse. 

¶ Five men reported not knowing that symptoms 
related to trauma were. 

Client Qualitative 

¶ Some clients talked about the benefits of trauma 
care. 

¶ Suggestions for improvement mostly involved asking 
more questions and talking more about trauma, but 
more people said that they were satisfied with what was 
happening. 

Staff Qualitative 

¶ Processing group. If something notable happens in 
group with trauma, primary counselor gets a note about 
it. 

¶ Counselors report doing some trauma care in 
individual counseling when clients want it. 

¶ If client needs more trauma care than counselor can 
give ς referred to other organization. 

Table 7: How Trauma is Addressed 
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To what extent is RCA systematically and sensitively assessing trauma and trauma 

symptoms? 

Clients agreed that staff members are as sensitive as possible when they ask about 

possibly trauma events. Only one person didnôt agree that they feel safe talking to the 

staff, and they had previously mentioned a confidentiality breach. Another client could 

not remember whether or not the staff explained why they asked about possibility 

traumatic experiences. The averages of above ñagreeò or 4 indicate that clients generally 

felt that the staff members were sensitive when asking about trauma (Table 8). 

 
Table 8: Client Perceptions of Trauma Assessment (N=23) 

Interviews with staff indicated that trauma history is assessed during the initial 

assessments through the Bio-Psycho-Social history and through a question on the GPRA 

survey but also kept in mind throughout the treatment process. Specifically, staff reported 

looking for signs of discomfort or emotional distress during group and individual 

sessions, listening for signs of trauma, and asking questions about difficult life 

experiences and triggers. The bio-psycho-social assessment does provide a way to collect 

and record a clientôs abuse history through general areas like ñfamily historyò and 

ñmedical historyò, but it is less systematic and complete than other scales used 

specifically for trauma histories. Trauma symptoms are not currently being recorded in a 
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systematic way, and one staff member recommended using tool to assess trauma 

symptoms. Staff members are sensitive when asking about trauma, and there are ways in 

which staff members are taking trauma histories. The process of taking trauma histories 

and trauma symptoms could be more systematic (Table 9). 

Source How Trauma is Assessed 

Client Quantitative 

¶ Average score for trauma assessment questions was 
4.4. 

¶ Clients generally agreed that RCA staff were sensitive 
when asking about trauma, that they feel safe talking to 
staff, and that staff members explain why they take 
trauma histories. 

¶ Only 2 less than agree answers. 

Client Qualitative 

¶ Reasons for less than agree: one did not say (but 
previously mentioned confidentiality breach?) and the 
other could not remember whether why was explained 
to them. 

Staff Qualitative 
¶ Take trauma histories through bio-psycho-social and 
GPRA at beginning and continue to notice signs of abuse 
of discomfort. No systematic symptom assessment. 

Table 9: How Trauma is Assessed 

 

To what extent are program activities and settings consistent with five core values of 

trauma-informed cultures of care: safety, trustworthiness, choice, collaboration, and 

empowerment? 

 

All the separate principles of TIC have averages above 4, indicating agreement. 

The scale recommends that any individual answers with less than 4 or ñagreeò indicate 

room for improvement (Figure 3). The results of the separate principles was reported in 

order from best average to the areas that have the most room for improvement, including 

qualitative data from both clients and staff interviews. 
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Figure 3: Five Principles of Trauma Informed Care 

 

Empowerment  

The average for Empowerment was 4.6, the highest average of the 5 principles. 

The CCTIC scale suggested questions related to empowerment included valuing the 

client and helping the clients feel stronger and build skills that are helpful to them. Not 

only did everyone agree that they felt hopeful about their recovery, it was also the highest 

average of all the questions. Clients also all agreed that RCA recognizes that they have 

strengths and skills, let them know that they value them, and that they feel stronger as a 

person since coming to RCA. All but one client agreed that RCA helped them learn new 

skills that are helpful to their goals (Table 10). A common narrative throughout the 

interviews showed that many clients felt disempowered before coming to RCA and 

gained skills and strength to change their lives for the better. One client said, "They gave 
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me support. They gave me courage. They gave me a willingness to want to live again 

instead of dying out here in this society in my madness." 

 
Table 10: Client Perceptions of Empowerment (N=23) 

All the interviewed clients indicated that they felt that RCA lets them know that 

they valued them as a person. In response to a question about what makes them feel 

valued, clients reported that staff have ñspiritually uplifting things to sayò and 

ñencouraging wordsò. Not only do staff tell clients they are wanted and worth this 

opportunity, they also recognize and use clients skills when they can by asking them to 

help with stuff around the office. Some clients felt valued because they felt that RCA 

helped clients when they said they would and that the counselors listen to what the clients 

want and pay attention to clientsô feelings. Another indicated that their counselor is 

involved with clientsô recovery and makes creates treatment plans that are what they want 

and need, helping them feel valued. Staff support was a common way that clients feel 

appreciated. One client felt because RCA had staff available for crises or help, even if it 

was not their counselor. Another client appreciated that staff support was balanced with 

the freedom to make mistakes, saying staff give ñenough freedom to make mistakes but 
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not so much that [clients are] alone when they fall.ò One client said that they felt 

appreciated and understood because the staff members were once in their shoes (i.e. 

starting to recover from substance addiction). Another had a similar comment that they 

felt valued because the staff ñput up with meò and accepted clients for who they are. 

Many clients also reported feeling stronger as a person because of RCA. RCA has 

several events that made clients feel stronger, including Family and Friends Day, where 

friends and family members speak about the person in recovery, and Phasing Up, where 

clients go from Phase 1 to Phase 2 and get positive feedback from RCA staff members. 

Having family notice their recovery was a moment that one client felt stronger. Clients 

also reported feeling stronger when receiving emotional support from staff and other 

clients, including one client who reported getting support after a setback in their 

treatment goals and other who felt stronger when their counselor encouraged them to go 

for their goals. Other clients talked about RCA helping them build a foundation, build 

self-esteem, and learn more about themselves and coping skills that work for them.  

All but one client agreed that RCA helped them learn skills that are helpful to 

their goals. The skills they learned included intrapersonal skills: learning more about their 

thoughts, emotions, and behavioral patterns and interpersonal skills, like conflict 

resolution. One client mentioned that confronting feelings was difficult at first but got 

easier. Some reported learning coping skills that work for them and learning ways to 

change thoughts to be more positive. A few mentioned learning patience, including 

learning to do things one at a time and slowing down. Others reported learning 

interpersonal skills, including how to talk in crowds and deescalate conflicts. Another 

mentioned other skills like managing money and being a better parent as helpful to their 
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recovery. Clients recounted learning these skills in classes, through journaling, and 

talking with their counselors. One client says that it helps that the staff are also people in 

recovery because ñthey been there and I see that it works for them, so it gives me 

encouragement." Many say that these skills are the ones they need to ñstay clean and 

soberò. Client said, ñThey gave me skills to handle things that was causing me to 

relapse." 

Of the 23 clients, two experienced events that made them feel disempowered. One 

felt not valued when they experienced a breach of confidentiality breach. Another felt not 

valued when they were chastised for being late with what they felt was a good reason. A 

suggestion for improvement was to teach more skills, like how to get grants to go back to 

school. 

One finding is that empowerment and hope was connected for people, as this 

quote illustrates. 

I make a 30 day goal and one of the things that [my counselor] does that 

really makes me hopeful in my recovery is that [they mark] them off as I 

do them. But then [they show] it to me. Every time I go in [their] office 

[theyôre], ñLook man you about done this.ò é Thatôs very hopeful 

because Iôve accomplished more in these last 90 days than I have in 

[many] years of getting high. That is something that I can actually see. Itôs 

not something that someone tells me. [The counselor] can show it to me. 

That is the most hopeful thing in the world to me. 

 

Clients commonly said that staff support, positive affirmations, and encouraging words 

during difficult times helped them feel hopeful. One client said that the staff helped them 

realize what their disease was, and that helped instill a sense of hope for recovery. 

One client said that RCA helped them feel hopeful ñby givin' me the tools to work 

with. Just helping me to see that I am somebody. That I do matter. Set my goals higher 

for myself.ò This change in the way clients see themselves inspired many clients to feel 
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hope. Not only did clients talk about staff helping them build skills and accomplishing 

goals inspiring hope, some replied that staff treating them in a way that let them know 

they are worthy helped them feel hope. One client said that staff members ñtalk to me 

every dayò and another reported that staff let them know ñthat I am wanted. I am 

somebody.ò Another client said that staff ñcareé.They listen whenever I have something 

to say.ò One client mentioned that seeing others succeed also helped them feel hope, 

which is an important reason to have peer leaders in treatment settings. Not only does 

hope help people feel empowered, it can help clients feel emotionally safe, as one person 

suggested. 

Staff talked about several strategies for helping clients feel respected, empowered 

and hopeful, focusing on creating goals, encouraging clients, and asking clients how they 

want to be treated. In fact, one staff member pointed out that feeling empowered is to also 

feel respected. Counselors use Motivational Interviewing as an evidence-based practice 

that empowers clients. It focuses on encouraging clients to articulate their own goals and 

plans of actions while reinforcing progress towards goals. One staff member focused on 

the importance of helping clients see alternatives or other options to their problems, so 

clients can better choose which path they want to take. Staff also reported getting client 

input for goals that are not progressing well, keeping clients involved in their treatment 

plans. Because clients make their own plans, they are more likely to stick with them. 

Positive reinforcement was commonly cited by staff members. This included 

telling clients that they are victorious simply by being at RCA to telling them at itôs their 

time. This fits into to what the clients say about positive feedback from staff being 

helpful to their recovery. Staff also report asking clients about the way they want to be 
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treated and asking permission as a way to show clients that they respect them. One staff 

member reported letting clients make their own rules in group sessions, allowing the 

clients to take a leadership role. Another staff member said that RCA encourages clients 

to ñdo support groups so they can see people in varying places of healing, and hopefully 

theyôll see people that have gone through what theyôve gone through and have done a lot 

of work and are reaping the rewards. And they can see that the work is worth it, and 

thatôs the hope I believe.ò This matches a few comments from the clients that seeing 

other people in recovery is empowering and hopeful. 

 

Safety 

Safety had the second highest average response with an average of 4.5, well over 

4 or ñagreeò (Table 11). Everyone agreed that they feel safe at RCA. All but one client 

agreed that they felt emotionally safe at RCA, that staff notice signs of distress and that 

their first contact was welcoming and respectful. The reason for less than agreement 

about staff noticing signs of distress and reacting in a gentle, compassionate way was that 

they perhaps notice too much: the client found the staff to be ñnosyò and treat clients like 

children. Another client suggested that RCA could do a better job providing guidelines to 

clients unfamiliar with the program before they commit to it, so that they could better 

determine if RCA would be a good fit for them, increasing their sense of safety and 

control (Appendix H). 
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Table 11: Client Perceptions of Safety (N=23) 

All clients agreed that they felt emotional safe. ñThey provide it like it's a home, 

and I feel safe in my home and family.ò Emotional safety for many clients came from 

getting help and having support when they needed it. Just RCA providing treatment 

helped them feel safe. Talking with counselors and hearing what they had to say during 

difficult times came up a few times. The open door policy helped clients feel emotionally 

safe because even if their counselor is not available, there is someone else to talk to. 

There was a common feeling that if a client really needed help, RCA would provide it. 

Some clients specifically mentioned that counselors listen and pay close attention to their 

emotional state and can tell if something is wrong. ñAny time I am having mood swings 

or some emotions that I donôt understand you can process it with a counselor and theyôre 

equipped to help you identify the things that are causing these emotions.ò Others 

mentioned the words of encouragement and positive support their counselor give. 

Knowing that what is said in counseling is confidential was helpful to some clients. 

Many clients felt safe with RCA because the counselors have ñbeen thereò and 

understand what it is like to be in recovery and ñit makes me feel like I fit in.ò ñThey 
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broke everything down to what I needed to know and they put up with my stuff. óCause I 

came here with a little attitude and I came here willing too thought but they said itôs okay 

though ócause it was part of the process.ò 

Another felt emotionally safe because of group classes and activities, like picnics. 

"Well, this is a safe haven. Most of the people here, you can get along with, so it's 

basically safe." The skills taught in classes made clients feel emotionally safe, like the 

anger management class. ñThe very clients in this room - not even the staff - just put their 

arms around and told me things that would comfort me and make me feel better. And 

then, when I finally reached my counselor and talked to him about it, he gave me some 

really sound advice that I should follow.ò 

By far, a safe, gender-segregated housing environment was the most common 

service cited by clients that provided them with physical safety. ñ[RCA provides] me 

with shelter, a place to be where I'm not in the streets, where I'm not out there in the open 

where people can do any harm to me.ò Not only does RCA provide ña drug-free 

atmosphereò, ñ[The staff here] are very attentive to us clients.ò Many clients appreciated 

having people around the facility and sticking in groups outside of RCA. A few stated 

that RCA provides services like a home, and that the people at RCA have their best 

interests in mind. 

RCA policy and procedures helped clients feel safer, including locking the doors 

between the waiting area and the treatment rooms and offices and having the ñbuddy 

system,ò where clients have to leave with at least two other clients during much of the 

treatment time. One client specifically said that RCA could keep the ñbuddy systemò 

around longer because ñit keeps people out of trouble.ò Support of the Buddy System was 
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not universally appreciated: some clients wanted RCA to give them more freedom and 

trust. Another aspect of rules was that one client appreciated that rules were explained to 

them in a way that let them know why they benefit them rather than just yelling the rules 

at them. Some things people mentioned possible improvements in security, including 

having security in the parking area, going over all the rules and regulations, and letting 

clients move if there are housing conflicts. 

Counselors recognize the importance of safety, including that it is needed to get to 

clientsô issues. Providing physical safety is a starting point for a greater talk about their 

thoughts about what they need to feel safe because the problem might be more in-depth. 

For staff, there was not such a clear difference between providing physical versus 

emotional safety. They reported doing physical things like moving on the same side of 

the desk, turning on a noise machine, or locking a door to help clients feel emotionally 

safe and comfortable. And they reported encouraging clients to talk about what is making 

them feel unsafe to find out alternatives or ways of dealing with fears or safety issues. 

To provide emotional safety, staff reported asking clients about how they feel and 

how to help them feel more comfortable and safe. They also talked about using 

techniques like grounding clients in the present moment. Explaining confidentiality and 

the limits of confidentiality was important. Staff also reported asking permission before 

touching clients, sharing information between care providers, and moving forward with 

treatment plans. One staff member talked about the importance of being authentic and 

having cultural sensitivity to help clients feel safe. There was also this idea that safety is 

not a ñpre-packagedò service ï it requires a client-centered approach. 
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With physical safety, policies and procedures like locking the door in an 

emergency and the color code system, with different color codes for different 

emergencies came up. Respect personal boundaries. One staff member reported that 

being careful to have clients within RCAôs ability to handle was important after an 

incident with an outpatient with mental health issues. 

 

Trustworthiness 

All the clients agreed that RCA provides good information about what to expect 

of its staff and services, that they trust the people who work at RCA, and that staff are 

professional and respectful. All but one client trust that RCA will protect their 

confidential information, and all but two clients trust that RCA staff will do what they say 

when they say they will do it. These answers can be explained by one client suspecting a 

breach of confidentiality, leading them to feel that staff is less trustworthy. Another client 

wanted better follow-up on referrals. 

 
Table 12: Client Perceptions of Trustworthiness (N=23) 
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Clients have to trust counselors in order to talk about trauma and recovery, and 

one client reported that their counselor made them feel comfortable enough to trust them 

and share their challenges related to trauma. Make sure that people who have been 

referred from other places know what exactly the program is before intake because not 

everyone who gets referred is a perfect fit or will agree with the policies. 

Some clients felt that their counselors could not always trust that people at RCA 

will do what they say they are going to do when they say they are going to do it. One said 

that a counselor missed a meeting without warning, and another reported that RCA tries 

to do things when they say but are not always successful. 

Confidentiality also came up during the client interviews. Many feel like RCA 

keeps confidentiality. One reported their counselor asking permission to connect with 

other support systems before doing so, which they liked. However, one client suspected a 

breach in confidentiality occurred because some other clients knew information about 

them that they had not disclosed. Breaches in confidentiality can seriously undermine 

TIC. 

Staff saw the importance of confidentiality as well. One staff said it was the 

number one thing we talk about, and another reported that it was the first thing they talk 

about, including the limits of confidentiality in the case of immediate harm. It was also 

important to encourage the client to have the opportunity to ask questions about 

confidentiality. To ensure confidentiality, some staff reported closing the door, putting up 

a ñdo not disturbò sign, and using a white noise machine so that clients feel like it is 

confidential and no one will just walk into the room. Only administrator and supervisors 
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have access to client records. According to one counselor, rules for the classes that the 

clients create for themselves generally include confidentiality. 

 

Collaboration 

All of the clients reported that staff members are willing to work with them 

instead of doing things for them or to them. All but one client indicated that group 

sessions are responsive to clients, and all but two felt like that were a partner with staff 

and that they listened. The lowest scored question with three clients, about 13%, not 

agreeing was that consumers play a big role in deciding how things were done. Of those 

who did not agree, one said that they were assigned their classes without much input and 

another wanted the staff to listen more. 

 
Table 13: Client Perceptions of Collaboration (N=23) 

A good summation of positive experiences people had with staff can be seen in 

this quote: "I like my treatment plan. It's what I need and what I want." For the most part, 

clients reported that counselors worked with them to accomplish clientsô goals. "They 

actually listen and want input from the client about the goals, what you would like to 
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accomplish." One said that they were comfortable with counselor and could be honest 

and truthful, which was what they needed to be to get help. Another client reported that 

they enjoyed the way their counselor coordinated with their sponsor with their 

permission. Clients also reported that RCA staff members were patient and understanding 

with their bad attitudes at the beginning of treatment. One client in particular was grateful 

that the counselors told them about controlling their temper not by telling them to stop 

but by explaining why anger isnôt a good way to communicate.  

Clients differed on their perceptions about staff follow-up on recommendations 

and referrals. One client reported that RCA staff ñexplain that if you need any other 

services, they are able to provide," while one person said that the staff didnôt follow-up 

on recommendations and referrals, another said that "they're more on you scheduling 

about the things you should be doing and the things you should be doingé They're very 

helpful. They don't let you slide between no cracks." Two people mentioned that the staff 

could be more reliable about coordinating events and including the clients in those plans. 

Staff talked about giving client-centered care and motivational interviewing to 

create collaborative treatment plans. They reported having their clients make their goals, 

establish their options, chose actions that they felt they could do, do updates with the 

clients, and follow-up on action items and goals. Sometimes the clients are surprised that 

they can create a treatment plan for themselves, as the counselors only try to present 

options without telling them how to do things. Counselors talked about how important 

listening is to this process, from getting client input on how counselors should best 

respond to them to hearing clients make goals and say they can follow through with the 

actions. Specifically with trauma, counselors let clients determine when they talk about 
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trauma by asking permission to talk about it or by waiting until they are ready. More than 

just listening, one staff member talked about how they have to respect the choices of the 

client even if they do not agree with them. Staff also talked about encouraging clients 

with progress updates at each stage, including just beginning to talk about feelings and 

present situations or determining alternative actions. One staff member elaborates that 

this client-center planning and collaboration is a technique to empower clients and 

prevent co-dependency. 

 

Choice 

With an average of 4.3, this section was above 4 or ñagreeò and showed the 

greatest room for improvement according to quantitative data. Clients all agree that their 

goals are treated as the most important factor in their recovery plans. From the responses, 

RCA generally provides services that work for clientsô times and locations, as only one 

person finds RCAôs location difficult and no one finds that RCAôs services are given at 

times that donôt work for them. The questions with the lowest scores had to do with the 

variety of services, knowing about all the services, and clients not being able to control 

much about the services provided (Table 14). 
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Table 14: Client Perceptions of Choice (N=23) 

 

The clients expressed a wide range of opinions about their service options and 

how much they know about them and can control them. Some expressed that they had 

little control over the services offered. One client said that 

Itôs kind of structured. They have your classes, they have your meetings, 

they tell you, you have to go to meetings and stuff, so we really canôt just 

go and do what we want we have to stay within the rules and their limits. 

 

But the client also argued that clients have a choice of engaging with the program: 

They donôt make you do nothing, you can walk out these doors any time 

you want to. 

 

 A few clients admitted that there is less control but they like the format or do not feel 

like they want to be in control because it is not helpful. One client actually wanted for the 

classes to be required for a longer amount of time because the classes were so helpful. 

While some clients do not mind not having much control, one client stated that it 

feels empowering to know that they have choices. Suggestions for improving client 
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choices included having better and more functions (like softball team or bowling) in 

addition to more reliable planning for these events. One client told a story about missing 

out a program due to poor planning. Another client wanted more choices for downtime 

and longer time before curfew. Other clients were interested in more help with case 

management, including current and future housing, medical services, including 

hospitalization, and job help. A few people expressed concern over finding a job and a 

desire for RCA to assist them, including helping them search for jobs or possibly starting 

a program that would place them in a temporary or permanent position with a partner 

from the business community. Not only did they want help, one client reported wanting 

staff to follow up more on their referrals and recommendations. Finally, one client 

wanted more aftercare related to trauma for when they left the program.  

In addition to more choices, a few clients wanted more in-depth explanations of 

the treatment options at the beginning of treatment. Another client received the 

information but was having a hard time paying attention at the beginning of recovery. 

There are also changes in rules when clients phase up, and one participant knew what was 

going on before starting treatment but was unsure of what happens in the second phase.  

In addition to suggestions for improvement, many clients expressed that they were 

satisfied with their services at RCA even though the choices may be limited. Many 

clients had no complaints or suggestions. While there are improvements that could be 

made, many clients are still happy with RCAôs choices. 

Counselors reported that around the time of the study, the intake procedures were 

changed to allow for more a more client-centered approach. It used to be that clients 

created treatment plans at intake with the intake specialist, but now the clients create their 
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treatment plans based on their goals with their counselor a little later. This will hopefully 

increase clientsô sense of control over time. 

While the administration and structure of the program provide a good deal of 

choices, staff members also give clients treatment choices in a variety of ways. 

Counselors reported focusing on exploring choices or alternative actions for clients 

during counseling and case management, so they feel like they have the opportunity to 

choose a path that works for them. They also provide check-ins about treatment plans to 

see if there need to be any changes because the treatment plans can be modified at any 

time and should be flexible to meet clients' needs. If clientsô needs cannot be met within 

the program, staff members also can give referrals, which could improve choice. Staff 

members were concerned with providing choices to clients. One staff member reported 

wanting to expand classes to give clients more choices. 

 

 

Five Principles of TIC 

Generally, the five principles were integrated into program elements for the 

clients, as evidenced by the averages above agree and the qualitative reports about 

activities that support TIC principles. While these comments were generally positive, 

there is room for improvement. One client reported a possible confidentiality breach, 

some male clients are not learning about trauma symptoms, and clients reported less 

control and choice in treatment services. Finally, RCA empowers clients in many ways. 

From providing staff members who serve as role models for recovery to creating a 

supportive and strength-based environment, RCAôs dedication to empowering clients is 

apparent and producing positive experiences for clients (Table 15). 
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Five Principles of TIC 

 
Client 

Quantitative 
Client Qualitative Staff Qualitative 

Empowerment 

Highest average: 
4.6; only 1 less 
than agree 
answers. 

Many clients report RCA 
helping them feel more 
hopeful and stronger while 
building skills that help 
them meet their goals 
through their classes and 
counseling sessions. 

Staff reported 
empowering clients 
through respect, focusing 
on goals and alternative 
options, and encouraging 
clients. 

Safety 
Average of 4.5; 4 
less than agree. 

Emotional Safety: 
Counselors who 
understand and have 
άōŜŜƴ ǘƘŜǊŜέΦ 9Ƴƻǘƛƻƴŀƭ 
support from counselors 
and other clients. Physical 
Safety: Housing, drug-free, 
attentive clients, and rules. 

Less clear boundaries 
between physical and 
emotional safety than 
clients. Ensure 
confidentiality, ask clients 
permission and what will 
make them feel safe. Color 
codes and locked door 
between back offices and 
public front waiting area 

Trustworthy 
Average of 4,5; 3 
less than agree 
answers. 

Clients generally trust RCA 
staff with few exceptions, 
including a possible 
confidentiality breach. 

Providing confidentiality 
important to staff. Use 
noise machines, close 
doors, limit access to 
records, and talk about 
confidentiality at 
beginning of treatment. 

Collaboration 

Average of 4.4; 6 
less than agree 
answers. Clients 
feel that the staff 
members are 
willing to work 
with them. Clients 
indicated that 
could have a 
larger role 

άL ƭƛƪŜ Ƴȅ ǘǊŜŀǘƳŜƴǘ ǇƭŀƴΦ 
It's what I need and what I 
ǿŀƴǘΦέ /ƭƛŜƴǘǎ ƭƛƪŜ Ƙƻǿ 
staff work with them, ask 
permission, and are 
understanding. Could be 
more reliable and do more 
updates. 

Collaboration involves 
clients making their goals, 
establishing their options, 
choosing actions that they 
felt they could do, doing 
updates with the clients, 
and following up on action 
items and goals. 

Choice 

Lowest average: 
4.3; 15 less than 
agree answers. 
Clients have lower 
sense of control 
and choice. 

Clients indicated that there 
could be more functions, 
classes, and job search 
help. Some clients 
explained that while they 
felt they did not have a lot 
of control over their 
services, they were still 
happy with those services. 
Could have more control 
over classes 

Intake procedures recently 
changed to increase 
ŎƭƛŜƴǘǎΩ ŎƘƻƛŎŜ ŀƴŘ ŎƻƴǘǊƻƭΦ 
Focus on providing 
alternative solutions 
during counseling. 

Table 15: How Five Principles of TIC are Integrated



TRAUMA-INFORMED CARE  61 

 

 

Chapter 5: Discussion 

Conclusions 

There are many aspects of RCAôs services that are trauma-informed, including 

their dedication to addressing trauma, peer leadership, training and education of staff 

members, and providing client-level integrated services. Of the five TIC principles, all of 

the domains for the clients had averages over agree (4), which shows that they are 

working, with empowerment as the highest-rated principle. The domain of choice showed 

the greatest opportunity for improvement, with specific possibilities for enhancements in 

control over services and choice. While RCA provided training for TIC a few years ago, 

not all of the counselors feel comfortable and confident in giving TIC and one requested 

more training. Clients generally agree that RCA helps them make connections between 

trauma, trauma symptoms, and substance abuse. Many male clients were not sure what 

the symptoms related to trauma are, possibly indicating that male clients could use more 

trauma education. Trauma history is being assessed during intake and throughout the 

program in a sensitive way. However, it could be a more comprehensive and specific 

process with a validated scale. RCA could also start monitoring clientsô trauma 

symptoms in a systematic way (Table 16). 
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Question Findings 

Structure 

¶ Peer leaders include staff members in recovery, 
alumni, and other clients 

¶ While many staff members are trained and/or 
education in trauma treatment, not all feel comfortable 
and competent giving TIC. Staff reported wanting more 
training 

¶ Ability to give TIC growing with Medicaid expansion 

¶ Psychiatrist Dr. Bharmal seen as asset 

¶ Staff members refer clients with severe trauma to 
other community organizations that will support them if 
the client feels safe doing so 

Addressed 

¶ Clients generally agree that RCA helps them make 
connections between trauma, trauma symptoms, and 
substance abuse 

¶ Five men reported not knowing that symptoms 
related to trauma were 

¶ Gender-specific processing group 

¶ Counselors report doing some trauma care in 
individual counseling when clients want it 

¶ If client needs more trauma care than counselor can 
give ς referred to other organization 

Assessed 

¶ Clients generally agreed that RCA staff were 
sensitive when asking about trauma 

¶ Systematic trauma history but could be improved 
Could start taking trauma symptoms systematically 

5 Principles 
¶ All domains have averages above agree 

¶ Strong in empowerment  

¶ Could improve on choice and control for clients 

Table 16: Overall Evaluation Findings 

 

Recommendations 

Recommendations were produced through a meeting with RCA Executive 

Director, Cassandra Collins, and other program staff. All recommendations from staff 

were classified as both highly important and highly feasible during the meeting, which 

involved participatory methods of coming up with ideas for recommendations and 

discussing their importance and feasibility as a group. The recommendations generated 
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from that meeting are followed by additional recommendations from the evaluator based 

on the literature review and evaluation results.  These recommendations are listed below. 

 

Follow-Up TIC Training: 

Institute a follow-up TIC training during a ñstaff wind-down.ò This would be an 

all-day training covering the basics of TIC for all staff in the program, including talking 

about the symptoms of trauma and finding a new possible tool for monitoring trauma 

symptoms. 

 

Confidentiality Training: 

Implement a staff training on confidentiality and how to prevent sensitive 

information from being shared. Confidentiality is key to keeping an organization safe and 

trustworthy for clients, and many of the staff members in interviews and at the meeting 

expressed a desire to provide confidential services. 

 

Optional Classes for Clients: 

The executive director suggested starting groups that would be based on clientsô 

interests and led by clients. These optional, client-led and ïrun classes addressing topics 

that matter to them could potentially increase clientsô role and choice in treatment. Not 

only would this increase the diversity of classes and increase the roles available to clients, 

it would ease pressure on RCA staff to provide more classes. 
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Continuing to Improve Clientsô Self-determination: 

Another suggestion was to increase the clientsô input into the services provided. 

There was some discussion that this was already something the providers were working 

on through changing the assignment of classes from the intake interview to waiting until 

making goals with counselors to choose which classes to participate in. 

 

Improving Male Clientsô Knowledge of Trauma and its Effects: 

Educate male clients about trauma and its effects through classes. Not all clients 

are required to do the trauma-processing group, so having education at some point in 

treatment might help them learn more about the symptoms related to trauma. Some staff 

also felt that screening for trauma symptoms might help clients learn about the symptoms 

related to trauma. 

 

PTSD Symptom Scale during Assessment: 

Add the PTSD Symptom Scale to assess trauma symptoms systematically to 

intake and discharge assessments in order to better monitor the changes in symptoms 

during treatment and improve the evaluability of TIC outcomes. This already has some 

buy-in from staff members, as a few requested a way to systematically take clientsô 

PTSD Symptoms, and a validated scale would aid in this. The PTSD Symptom Scale 

(PSS) is a commonly used assessment tool that allows practitioners to assess the 

existence and severity of the DSM-IV symptoms of PSTD (Dass-Brailsford & Myrick, 

2010). 
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Comprehensive and Sensitive Trauma Scale to Intake Assessment: 

Include the Life Stressor Checklist- Revised for trauma history at intake. The Life 

Stressor Checklist- Revised is a validated and sensitive way to take a trauma history that 

has been used in both men and women (Norris & Hamblen, 2004). It can be made into 

composite variables: lifetime exposure to stressful events, lifetime frequency of 

interpersonal abuse, frequency of childhood abuse, current exposure to interpersonal 

abuse, and current exposure to other stressors. Itôs also broken down into dichotomous 

variables: childhood physical abuse, childhood sexual abuse, adulthood physical abuse, 

and adult sexual abuse (McHugo, Caspi, et al., 2005). The WCDVS built in a retest, 

tolerance, and face validity testing component to their study, and this measure was found 

to be a way to accurately and sensitively measure trauma histories. Since asking about 

traumatic events can be stressful, the researchers monitored how the respondents and data 

collectors tolerated and will help guide the measure. Overall, interviewers reported that 

the women had little to positive responses to the measure. Out of about 6000 interviews, 

only a few cases required special attention and only one severe case (McHugo, Caspi, et 

al., 2005), indiciating a low chance for adverse effects. 

 

Limitations 

Even though looking at complete programs and all staff and clients in a parallel 

way is recommended (Fallot & Harris, 2011), this will have to be left for a future 

evaluation scheduled for summer 2014. For the purpose of this analysis, the decision was 

made to focus on the treatment staff, as they ask questions about trauma and lead the 

groups that process trauma. While the sample size of 23 clients was good for qualitative 
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data, the validity of the quantitative data is limited to due to small sample size. The 

clients who were not interviewed were disproportionately female, leading to possible 

bias. Three questions about making connections between trauma, trauma symptoms, and 

substance abuse were changed from qualitative to quantitative questions after the first 

two interviews because of the risk of clientsô disclosing their trauma. While an open-

ended follow-up about what improvements could be made was asked of all clients, two 

fewer clients answered the quantitative version of the question as a result of the change in 

protocol. Finally, since this is an evaluation of a specific program and has a small sample 

size, its specific findings related to fidelity are not generalizable to other programs. 

However, its findings about the impact of TIC on staff and clients could be relevant to 

other similar programs. 

 

Strengths 

The main strengths of this evaluation are its inclusion of clients in the evaluation 

process, its mixed methods approach, its strengths-based approach, and the inclusion of 

staff in recommendations. Giving clients a voice is an important aspect of creating 

evaluations meant to empower groups of people. Clients were both interviewed and 

involved in the development of the interview instrument, as a former client helped in the 

editing of the questions through piloting the questionnaire and giving feedback on the 

questions. The mixed methods approach allowed the evaluation to not only find out what 

aspects of TIC were working well and which could be improved, but it also found details 

about what specific program and staff activities were working well for the clients and 

which could be improved. This evaluation also focused on finding out what was working 
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well, which empowers organizations to continue to implement programmatic elements 

that positively impact the program and articulate those elements to current, past, and 

prospective clients, staff members, community members, program leadership, and 

funders. Finally, including the staff in the development of recommendations not only 

increases the buy-in to those specific recommendations, it also can improve the 

organizationôs capability to think evaluatively and improve their programs. 

 

Dissemination Plans 

Some of the findings of this report have been shared with RCA. The results will 

further be shared through meetings with RCAôs Quality Improvement Committee and 

through meetings with RCA leadership and the substance treatment counselors. Results 

will also be shared with SAMSHA through RCAôs quarterly grant report. A meeting with 

CCTIC Scale developer Roger Fallot over the evaluation results and lessons learned is 

also planned. 

 

Further Evaluation Plans 

An evaluation of TIC in all of the different programs run by RCA is planned for 

summer 2014. This evaluation will cover more of the program and program staff and will 

be less in-depth and client-focused than this evaluation due to the feasibility of 

interviewing clients with less contact time with the program. 
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Creating Cultur es of Trauma-In formed Care: Program Fideli ty Scale     Version 1.1 (12-12) 

Community Connections, Washington, DC 

(c)Roger D. Fallot, & Maxine Harris; Community Connections                  For information: rfallot@ccdc1.org   

15 

 

Agency/Program  ________________________________________ Date  ___________ 

 

Person(s) Completing Scale:_______________________________________________ 

 

 

Domain 1.  Program Procedures and Sett ings 

1A.1.  # of indicators_____  Rating.  _____ 

1.A.2.    # of indicators_____  Rating.  _____  

1B.  # of indicators_____  Rating.  _____ 

1C.1.  # of indicators_____  Rating.  _____ 

1C.2.  # of indicators_____  Rating.  _____ 

1D.  # of indicators_____  Rating.  _____ 

1E.  # of indicators_____  Rating.  _____ 

 Domain 1 Subtotal     # of indicators_____  Rating.  _____ 

Domain 2.  Formal Services Policies 

Domain 2 Subtotal  # of indicators_____  Rating.  _____ 

Domain 3:  Trauma and Gender  Screening, Assessment, and Service Planning 

1.  # of indicators_____  Rating.  _____   

2.  # of indicators_____  Rating.  _____ 

Domain 3 Subtotal   # of indicators_____  Rating.  _____ 

 

Domain 4: Administrative Support for Program-Wide Trauma-In formed, Gender-Responsive Services 

1.  # of indicators_____  Rating.  _____ 

2.  # of indicators_____  Rating.  _____ 

3.  # of indicators_____  Rating.  _____ 

4.  # of indicators_____  Rating.  _____ 

Domain 4 Subtotal   # of indicators_____  Rating.  _____ 

Domain 5:  Staff Trauma and Gender  Training and Education 

Domain 5 Subtotal  # of indicators_____  Rating.  _____ 

Domain 6:  Human Resources Practices 

Domain 6 Subtotal    # of indicators_____  Rating.  _____ 

 

Grand Total  of Ratings________________õ 16 = Overall Mean of ___________________________ 

In terpretive ranges for overall  mean:  1.00-2.00 = Beginning the trauma-informed, gender-responsive 

process; 2.00-3.00 = Not very trauma-informed or gender-responsive; 3.00-4.00 = Somewhat trauma-

informed and gender-responsive; 4.00-5.00 = Very trauma-informed and gender-responsive; 5.00 = Fully 

trauma-informed and gender-responsive. 

 

Grand Total of Indicators _________________ 
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Appendix B: CCTIC Self-Assessment and Planning Protocol 
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Overview of the Change Process, Protocol, and Scale 

 

Culture Change in Human Service Programs 
 

The Creating Cultures of Trauma-Informed Care approach to organizational change is buil t on 

five core values of safety, trustworthiness, choice, collaboration, and empowerment.  If a 

program can say that its culture  reflects each of these values in each contact, physical setting, 

relationship, and activity and that this culture is evident in the experiences of staff  as well  as 

consumers, then the programôs culture is trauma-informed.   

 

We emphasize organizational culture because it represents the most inclusive and general level 

of an agency or programôs fundamental approach to its work.  Organizational culture reflects 

what a program considers important and unimportant, what warrants attention, how it 

understands the people it serves and the people who serve them, and how it puts these 

understandings into dail y practice.  In short, culture expresses the basic values of a program.  

Culture thus extends well  beyond the introduction of new services or the training of a particular 

subset of staff members; it is pervasive, including all aspects of an agencyôs functioning. 

 

In order to accomplish this culture change, we strongly recommend several steps: 

 

1)  Initial Planning.  In this phase, the program considers the importance of, and weighs its 

commitment to, a trauma-informed change process.  The following elements are key to the 

successful planning of organizational trauma-informed change: a)  administrative commitment to 

and support of the initiative (see Domain 4 below); b) the formation of a trauma initiative 

workgroup to lead and oversee the change process; c) the full representation of each significant 

stakeholder group on the workgroupðadministrators, supervisors, direct service staff, support 

staff, and consumers; d) identification of trauma ñchampionsò to keep the initiative alive and ñon 

the front burner;ò e) programmatic awareness of the scope (the entire agency and its culture) and 

timeline (usually up to two years) of the culture shift. 

  

Discussions of trauma-informed program modifications constitute an opportunity to involve all  

key groups in the review and planning process.  In our experience, the more inclusive and full y 

representative these discussions are, the more effective and substantial the resulting changes. 

 

2)  A Kickoff Training Event.  Usuall y two days long, the kickoff  training is attended by as 

many of the staff as practical and includes significant consumer representation; it certainly 

includes all members of the trauma initiative workgroup.  During this event, there are at least 

three presentations.  In the first, central ideas of trauma-informed cultures are presented, 

emphasizing shifts in both understanding and in practice.  Second, the importance of staff  

support and care is emphasized, ensuring that staff  members experience the same values in the 

organizational culture that consumers need to experience.  Finally, a third presentation addresses 

the importance of trauma in the work of the specif ic agency (e.g., trauma and substance use, 

trauma and children or youth, trauma and mental health problems).  There is also a great deal of 

time for the workgroup members and other attendees to discuss the planning process in more 

detail and to conduct preliminary conversations that wil l mirror those to be held in the larger 
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agency after the kickoff.  The goal of the kickoff  is to motivate and energize the change process 

while simultaneously providing a beginning sense of direction.  The kickoff  ends with discussion 

of next steps in the implementation of this change initiative. 

 

3) Short-term Follow-up.  Over the next several months, the agency takes the ideas from the 

training and applies them in more detail, using this Self -Assessment and Planning Protocol.  

First, the workgroup develops an Implementation Plan for review by the rest of the 

administration, staff , and consumers, as well  as by outside consultants with experience in 

facil itating agency change.  Community Connections consultants, for example, provide detailed 

feedback on Implementation Plans; discuss any barriers as they arise; and assist in developing 

strategies to overcome these obstacles.  Community Connections staff offer this consultation on 

site or by written or telephone discussions.  

 

Simultaneously, two educational events are scheduled for all  staff.  The fir st is on 

ñUnderstanding Traumaò or ñTrauma 101.ò  This training is designed to discuss the prevalence 

and impact of trauma as well  as some of the multiple paths to recovery, emphasizing the ways in 

which trauma may be seen in the lives of consumers and in the work experience of staff .  The 

second training focuses more directly on ñStaff Support and Care,ò emphasizing that a culture 

shift toward a trauma-informed system of care rests on staff membersô experiences of safety, 

trustworthiness, choice, collaboration, and empowerment.  Ideall y, these training events are 

offered by experienced trainers who are also able and willing to encourage and teach staff  

members to become trainers themselves.  In this way, as the program is able, its own trainers 

become equipped to pass along the important information about trauma to newer or untrained 

staff. 

 

4)  Longer-term Follow-up.  Af ter about six-nine months, Community Connections consultants 

revisit the program site to meet with the workgroup and selected others, in order to review and 

discuss progress to date.  At that time, ongoing processes may be put in place to sustain the 

initiative to its conclusion. Depending on the programôs needs and interests, consultants may 

return for additional site visits until  the trauma-informed care initiative is firmly established in 

the agency culture.  Sustainability is obviously a key factor in this transformation and programs 

have a range of choices about the best ways to maintain a trauma-informed culture.  For 

example, many agencies build trauma-informed questions into their Consumer Satisfaction 

Survey (or use a speciall y developed survey to capture the five core values for consumers and 

staff).  Many add the Implementation Plans to the quali ty assurance or improvement process.  

Still  others, in larger systems, discuss ways to build in consultation to their own and other 

agencies through a ñtrain the consultantò approach.  The most important goal in this phase is to 

maintain the momentum established after the kickoff training until the culture change is 

thoroughgoing.  In our experience, this process may take from two to five years. 
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The CCTIC Self -Assessment and Planning Protocol 

 

The Self -Assessment and Planning Protocol is divided into six domains; they address 

both services-level and administrative or systems-level changes.  In each domain, there are 

guiding questions for a collaborative discussion by a comprehensive workgroup of a programôs 

activities and physical settings, followed by a list of more specific questions and/or possible 

indicators of a trauma-informed approach.  Many of these questions and indicators are drawn 

from the experiences of human service agencies that have previously engaged in this self -

assessment. 

 

Part A :  Services-level Changes 

 

Domain 1.  Program Procedures and Sett ings:  ñTo what extent are program activities and 

sett ings consistent with five guiding pr inciples of trauma-informed practice: safety, 

trustworthiness, choice, collaboration, and empowerment?ò 

 

This section of the protocol can be used to assess the extent to which formal and informal 

procedures and the physical environment in a human services program are trauma-informed and 

to plan corresponding modifications in service delivery practices.  Consumer-survivors should be 

actively involved in the review process as should support staff , direct service staff, supervisors, 

and administrators. 

 

Step One:  Identify Key Formal and Informal Activities and Settings 

 

The goal of Step One is to gain a comprehensive sense of the experiences of both consumers and 

staff members as they come to the setting and participate in its activities, relationships, and 

physical settings.  The goal of this review is to capture for each of these groupsðconsumer and 

staffðtheir experiences in detail from their very first to their very last contact with the program 

or agency.  Though some programs accomplish this effectively by forming a representative 

workgroup to review the full range of contacts, others have found it very helpful to engage in a 

ñwalk-through.ò  A walk-through is a process in which staff members come to the setting ñas ifò 

they are new consumers and thus enter the setting with a consumer-oriented perspective.  For 

more details about one way to conduct such a walk-through, see the NIATx website: 

www.niatx.net.  Sites routinely begin by focusing on the experiences of consumers and then 

repeat the process for staff  members. 

 

A.   List the sequence of service activities in which new consumers are usuall y involved (e.g., 

outreach, intake, assessment, service planning).  Think broadly to include informal as 

well  as formal contacts.  For example, consumers may be greeted and given directions by 

a number of people prior to formal service delivery. 

 

B. Identify the staff members (positions and individuals) who have contact with consumers 

at each point in this process. 

 

C. Identify the settings in which the various activities are likely to take place (e.g., home, 

waiting room, telephone, office, institution). 
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This document was prepared by: Roger D. Fallot, Ph.D. and Maxine Harris, Ph.D. 

  Community Connections 

  October, 2002; May, 2003; March, 2004; February, 2005;  

   March, 2006; April , 2009; July, 2009 

 

For further information, please contact: 

 

   Roger D. Fallot, Ph.D. 

   Director of Research and Evaluation 

202.608.4796 (voice)  

    202.608.4286  (fax) 

    rfallot@ccdc1.org 

 

   Rebecca Wolfson Berley, MSW 

   Director of Trauma Education 

 202.608.4735  (voice) 

 202.608.4286  (fax) 

 rwolfson@ccdc1.org 

 

Community Connections 

801 Pennsylvania Avenue, S.E. 

Suite 201 

Washington, DC 20003 

 

Citat ion:   

 

Harris, M. and Fallot, R. (Eds.) (2001).  Using Trauma Theory to Design Service Systems.  New 

Directions for Mental Health Services. San Francisco: Jossey-Bass. 

 

 

The developers of this approach would like to acknowledge the assistance in expanding and 

enriching this protocol of the many individuals and programs that have participated in Creating 

Cultures of Trauma-Informed Care trainings and consultations.  
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Appendix C: Staff Interview Guide 

 

Can you please describe TIC as you understand it?

How comfortable do you feel when giving TIC?

What do you do to keep clients hopeful about their recovery?

What do you do to help clients feel emotionally safe during individual counseling? How about group counseling?

What do you do to help clients feel physically safe during individual counseling? How about group counseling?

RCA Staff Questions

Client Satisfaction Survey

What do you do to keep clients informed about their treatment?

What do you do to help clients feel respected?

How competent do you feel at providing TIC?

What does RCA do to support you in providing trauma-informed care? What more could they do?

How do you help clients feel empowered during sessions?

What TIC background do you have? (Education/previous experience) (What formal training have you received in TIC?)
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How do you help your clients make the connections between their trauma, trauma symptoms, and substance abuse?

How do you assess trauma during individual counseling? (When do you assess trauma during individual counseling?)

What self-care do you do? How do you stay safe?

Any other comments you want to make? (Is there anything you want the evaluation to include that I havenΩt asked?)

How do you record the trauma? (How do you make notes of trauma and triggers?)

What trauma-related referrals have you made? How do you follow up on these referrals? What support do you need 

to improve your referrals, if there is anything to improve?

How do you create treatment plans that address trauma?

How do you include the client in these plans? (Are the clients goals a priority? Does the client have a clear voice in 

plan?)

What effect in your group/ individual sessions does TIC have? (How does TIC improve your interactions with clients? 

What could be better?)

How do you think the clients feel about receiving TIC? Do they notice a difference?
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Appendix D: Client Interview Guide 

 

Age: Date of Entry into Treatment Program:

Gender: Other services from RCA:

Race/Ethnicity: Identifier:

Safety 

Strongly Agree Agree
Neither Agree      nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Trustworthiness 

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

RCA Client Questions

When I come to RCA, I feel physically safe. 

What does RCA do to help you feel physically safe? What could RCA do to help you feel physically safer?

When I come to RCA, I feel emotionally safe.

What does RCA do to help you feel emotionally safe? What could RCA do to help you feel safer?

My first contact (by phone or in person) with the program was welcoming and respectful.

The staff (including the reception staff) notice signs of distress among fellow clients and respond in a gentle, 

compassionate way.

I was given clear guidelines in advance about what to expect of the program

I trust the people who work here at RCA. 

RCA provides me good information about what to expect from its staff and services. 

I trust that people here at RCA will do what they say they are going to do, when they say they are going to do it. 

I trust that people here at RCA will protect my private information and records as much as possible. 

The people who work here at RCA act in a respectful and professional way toward me.
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Choice

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Collaboration

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Empowerment 

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

People here at RCA really listen to what I have to say about things.

The services I receive are given at times that work for me.

My goals are treated as the most important factor in my recovery plan by the people at RCA.

When decisions about my services or recovery plan are made, I feel like I am a partner with the staff, that they really 

listen to what I want to accomplish. 

At RCA, the staff is willing to work with me (rather than doing things for me or to me). 

What improvements about choices would you like to see?

Consumers play a big role in deciding how things are done here at RCA.

I have a great deal of control over the kinds of services I receive, including when, where, and by whom the services are 

offered. 

My group sessions are responsive to what I and other consumers want.

RCA recognizes that I have strengths and skills as well as challenges and difficulties. 

I knew about all the service options at RCA, like the types of services offered, housing possibilities, and clinicians, 

before I started my treatment planning.

RCA offers me a lot of choices about the services I receive. 

RCA is easy to get to for me (by MARTA/car).
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Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Trauma-Specific

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Can you think of a particular skill that RCA has helped you learn? What was the experience like?

The staff here at RCA are very good at letting me know that they value me as a person. 

The staff here at RCA help me learn new skills that are helpful in reaching my goals. 

What have the staff said or done that made you feel valued or not valued?

The staff are as sensitive as possible when they ask me about difficult or frightening experiences I may have had. 

Was never asked about difficult or frightening experiences

I feel safe talking with staff here about my experiences with violence or abuse.

The staff explained to me why they asked about difficult experiences in my life (like violence or abuse).

Was never asked about difficult experiences

I know what symptoms related to trauma are.

I feel stronger as a person because I have been coming to RCA.

Now I am going to ask about questions related to "trauma." If you need to skip any questions or check in with a 

counselor, please let me know.

Can you tell me about a time that the program helped you feel stronger? Or what could the program do to help you 

feel stronger? 

I understand what trauma is.
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Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Not Applicable

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Not Applicable

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

Not Applicable

Strongly Agree Agree
Neither Agree nor 

Disagree
Disagree Strongly Disagree

I feel hopeful about my recovery

Are there any comments or stories that you would like to add as a part of the evaluation?

RCA staff have helped me understand the connections between my trauma and substance abuse.

 I'd like to ask some questions about the way that RCA handles trauma in the treatment setting. People can have 

different ideas about what trauma is, and there are no right or wrong definitions. For this interview, I am defining 

trauma as any experienced violence or trauma in any setting, including community or school violence; physical, 

psychological, or sexual mistreatment/assault within or outside of the family; natural disaster; terrorism; neglect, or 

traumatic grief (GPRA). Please consider this definition as you answer the next questions, even if you don't think that 

those experiences were traumatic. Also, some people have trauma that is related to their substance abuse or 

substance abuse related to their trauma. If you feel like some questions do not apply to you or you do not want to 

answer these questions, please let me know.

Can you tell me about any trauma-specific referrals RCA has made and how they worked out for you?

RCA staff have helped me understand the connections between my trauma symptoms and substance abuse.

RCA staff have helped me understand the connections between my trauma and symptoms related to trauma.

What could they do better in helping you make connections between your trauma, trauma symptoms, and substance 

abuse?

What have the staff said or done that made you feel hopeful or not hopeful?

Can you tell me about a time where peer leaders at RCA have helped you in your recovery?



TRAUMA-INFORMED CARE  111 

 

 

Appendix E: Cli ent and Staff Combined Codebook 
 

Evaluation Codes and 
Subcodes 

Explanations of Code 

Question Clients Staff 

Institution 
Institutional 
Support 

  

How RCA supports 
staff in providing care 
to clients, particularly 
TIC 

Institution 

TIC Training and 
Education 

  
TIC training or 
education 

  
Comfortable 
and Competent 

  
How comfortable and 
competent staff feel 
in providing TIC 

Institution Self-Care   

How staff take care of 
themselves and how 
RCA supports them in 
self-care 

Institution TIC Definition   How staff define TIC 

Institution Effects of TIC   
What effects of TIC 
staff observe on 
clients 

Institution Peer Leaders 

Peers who help them; 
People who are former 
clients who have 
leadership positions 
(alumni); counselors 
who are/were in 
recovery 

  

Institution 
Trauma-related 
Referrals 

Experiences with 
referrals for trauma 
treatment outside of 
RCA 

When, how, and why 
trauma referrals are 
made and work out 
for clients 

Trauma 
Addressed 

Trauma 
Addressed 

Trauma Addressed 

How the staff 
members make 
connections between 
substance abuse, 
trauma, and symptoms 
related to trauma. 
Client experience of 
trauma treatment at 
RCA, including 
referrals. 

How the staff make 
connections between 
substance abuse, 
trauma, and 
symptoms related to 
trauma. Activities 
related to the 
treatment of trauma 

Trauma 
Assessment 

Trauma 
Assessment 

  
How staff assess 
trauma 
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5 Principles of 
TIC 

Empowerment 

Feel stronger or 
weaker or empowered 
or unempowered. Or 
valued or not valued 

How staff helps clients 
feel respected and 
empowered at RCA 

  Skills 
Skills they feel RCA 
helped build 

Specific skills taught 
by staff to clients or 
learned by clients 

  Hopeful 

How they feel RCA 
helps them be hopeful. 
Or reasons why they 
feel hopeful 

How staff helps clients 
feel hopeful. 

5 Principles of 
TIC 

Safety 
General safety or 
protection from harm 

General safety or 
protection from harm 

  Physical Safety Physical safety 
Providing or 
experiencing physical 
safety 

  
Emotional 
Safety 

Emotional safety and 
support, including 
triggers 

Providing or 
experiencing 
emotional safety and 
support, including 
triggers 

5 Principles of 
TIC 

Trustworthiness 
They feel like they can 
trust or not trust RCA 

They feel like they can 
trust or not trust RCA 

5 Principles of 
TIC 

Collaboration 

Organization does stuff 
with them not to them. 
Clients have active say 
in their treatment 
plans. 

How staff work with 
clients in creating 
treatment plans. 

5 Principles of 
TIC 

Choice 

The clients feel like 
they have choices or 
don't have choices. 
They are informed or 
uninformed about 
choices 

How staff keep clients 
informed about their 
treatment options and 
plans. 

Overall 
Positive 
Experiences 

Specific instance or a 
specific attribute that 
the client feels is good 

  

Overall 
Negative 
Experiences 

Specific instance or a 
specific attribute that 
the client feels is bad 

  

Overall 
Reasons for Not 
Agreeing 

Any responses to non-
agreeing quantitative 
questions 

  

Overall 
Suggestions for 
Improvement 

Recommendations and 
solutions to problems 

Recommendations 
and solutions to 
problems 
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Appendix F: IRB Exemption 
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Appendix G: Staff Consent Form 
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Appendix H: Client Consent Form 

 








