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Abstract

Traumalnformed Care in a Substance Abuse Treatment Setting:
A Mixed Methods Process Bluation

By Carolyn Acker

Trauma affects between 75% and 95% of clients in substance abuse treatment
settings (Rosenberg, 2011; Wu, Schairer, Dellor, & Grella, 2010). Tranforaned care
(TIC) seeks to treat clients in a way that acknowledges andsaddees c | i ent s6 tr
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 andestpériences of TIC. Mixed
method interviews with 23 clients anddepth 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 resithisa wast 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 {paere 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 sympt@iated 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 patioas of feasibility and importance.
These include conducting a follewp TIC training, conducting a confidentiality training,
optionalclietr un cl asses for the clients, conti
determinati on, i mpr oe&dftagmam@ra itseeffects, inobudingsa 6 kn o
PTSD symptom scale during assessments, adding a comprehensive and sensitive trauma
scale to the intake assessment

Keywords:itrauma, substance abuse treatment, tramfoamed care
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Running Header: TRAUMANFORMED CARE 1

Chapter 1: Introduction

Defining the Problem: Substance Abuse and Trauma

Substance use disorders encompass problematic use eéh@ndg substances.
Stressful life events, or traumatic events, are common in people seeking substance abuse
treatment, with about 75% to 95%raen and women reporting trauma in substance
abuse treatment prograrflBosenberg, 2011; Wu, Schairer, Dellor, & Grella, 2010)
Because trauma is so prevalent in individuals struggling with substance use disorders,
treatment center stafiembersieed tdbeaware of the possibility dfistoiies of trauma
in addition tosymptomgrelated totaumain order to better serve clients and prevent
retraumatization (Harris & Fallot, 20QIlistories of trauma can include traumatic events
that precede SUD as well aaumatic events that occur durisgbstance use, including
exposure to dangers during homelessness and domestic vifMaotdego, Kammerer, et
al., 2005) In spite of pervasive trauma, some substance abuse treatment programs and
interventions mightnoteve assess and t(Mogissey, Jacksbneatdl.s 6 t r a
2005) Because forgetting and denial is so common in survivors of tréderenan,
1997) substance abuse treatment needs to directly ask about traumatic events and support
healthy trauma rec@vy in an environment that focuses on strengths and skills, a strategy
ter med -ifintfroarunmead careo or TIC (EI'l'iot et al
out how well integrated traurriaformed care is in a substance abuse treatment program

in Atlanta, GA.
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Explanation of Program
Recovery Consultants of Atlanta, ITRCA) is an Atlantearea nonprofit
specializing in substance abuse prevention and treatment, as well as HIV prevention,
linkage to HIV care, supportive housing. Historically, RCA hias/jled faithbased
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 cliandsllistance 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.aR0 focuses outreach
to highrisk African Americans: 80% of their clients are Adispanic African American,
18% are norHispanic White/Caucasian, and 2% are Hispahab(el). Currently, RCA
is in the processf changing their programs to increase their diversity of participants and

programs.

Demographics (N=193) Mei"?;;lam

Race/Ethnicity (n=169)
Non-Hispanic African American 136 (80%)

Non-Hispanic White 31 (18%)

Hispanic 2 ( 1%)
Gender

Male 127 (66%)

Female 65 (34%)

Transgender 1( 1%)
Age (in years) 45 (14)

Tablel: Demographics dRCA Treatment Clients in 2013 €493)

An important aspect of RCA is its engagement with community organizations to
address social problems. Programs are based on an overarching commitment to

improving commurties, families, anéhdividuals Figurel).
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There are several ways tedin substance use disorder treatment at RCA,
including outreach, referrals, calling, and walking into the center. Their substance use
disorder treatment includes both and outpatient options, with most of the clients
Il i ving RCAOGSs h osplisintmtgo.levelsrLeval bma &aststabouts month
and is a fullday 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 salngte 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 thosénavcomplete 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 wihouse mental health medication, RCA is in thecpss of getting
approval for Medicaid to add qualified staff and funding for mental health treatment. This
could increase their ability to do wrapound services for those with-oocurring

disorders.

Justification

In Utilization-Focused Evaluation, i important that the evaluation be relevant
and usefu(Patton, 2008)To accomplish this goal, the organization was the major
decisionmaker in the topic of this evaluation and subsequent thesis. Michael Banner, the
Clinical Director, came up with a fepossible ideas, including an evaluation of HIV

related services and Trausmdormed 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 clientsthenl V, and t hey wanted to kno
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 inteiewing 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

eval uation al i gn enttwevaluatindqRaGdArpsovirgy asnidelityt tan

evidencebased practices, including Motivational Interviewing.

Research Questions

The overarching question to this evaluation is: To what extent is tranforened
care integrated i nm?SevBra diltesquestiores weérevasked pr ogr
surrounding this question by the stakeholders, and these questions were developed into a
series of suHguestions based on expert opinions, a literature review, and quality
standards of feasibility and validity. Finaladuation questions are as follows:

Towhat extentistraumanf or med care integrated into RC

1. To what extent does RCA integrate knowledge about trauma and recovery into
program practices and activities?

2. To what extent is trauma beiagdress 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
traumainformed cultures of care: safety, trustwamdss, 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 atingracfuse
that do not have clear boundaries. Typical
is out of the persondéds control. The DSM 1|V
substance use leading to clinically significant impairment or désgAsn@rican
Psychiatric Association, 200 ubstance dependence occurs with a worsening of a
substance abuse probleNew DSM5 standards combine substance dependence and
abuse into one single fsubsidafimesasubmsce di sor
use disorder as fia cluster of cognitive, Db
that the individual continues using the substance despite significant sub=siatee
p r o b | (Anmarican Psychiatric Association, 2018)iagnostic criterianclude:

f taking the substance Ain | arger amounts
intended?o

T being Aunable to cut down or regulate su

T spending Aia great deal of time obtaining
recovering fromite f f ect s 0

1 cravings

T failing Ato ful fildl maj or role obligatio

T continuing fisubstance use despite having
i nterpersonal probl ems caused or exacerb

1 givinguporredci ng fAi mportant social, occupatic
using the substance multiple times fAin s
hazardous, 0 and

T continuing fAisubstance use despite knowl e
physical or psyleological problem that is likely to have been caused or exacerbated
by t he dAmergdn®sychiatic Association, 2013)

Substance use disorder can lheonic difficult to treat, andelapsing condition (Koob,

2006).
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According t o r&lAddehdlyrepreseatatigeeNatianal Survey on
Drug Use and Health (NSDUH), 8.4% (95% CI:-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 vélcohol dependence or abuse and between 2.6%
and 2.8% dealing with drug dependence or aBs&IHSA, 2012) Estimates for
Georgia were lower, but not significantly so, with between 5.7% and 8.3% of Georgians
experiencing issues with abuse or dependefhdeugs 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 abi&&MHSA, 2012)

The consequences of problematic substance use include medical, social, and
economic effects, which can change througho
consequences include acute conditions like overdadesyse reactionsind suicides
(SAMHSA Center for Behavioral Health Statistics and Qualk@12)and chronic
conditions Jlike Hepatitis C(Murphy et al., 2000and HIV (Otto-Salaj & Stevenson,

2001) Substance abuse can also cause serious social problems, like family conflict
(Center for Substance Abuse Treatment, 2008; Reilly, 1823 abuséinstitute of

Medicine & Ndional Research Council, 2014nemploymen{Henkel, 2011)and
homelessneg®idenko & Pankratz, 2007pubstance abuse also has criminal

implications, as many drugs of abuse are illegal and people who use drugs might engage
in criminal acts associatedtw drug and alcohol abuse (e.g., theft, violence, and driving
under the influence)Sinha & Easton, 1999)n addition, substances can affect the brain

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

exacerbate serious meniiless and psychos{#uesser, Drake, Turner, & McGovern,
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2006) Longterm use ca make this even more apparehit.of these serious problems
have led to national agencies prioritizing substance use disorder as a focus for Healthy

People 202QUnited Staées 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 withess or experience
aseriouseventthat exceeslther abilitytocope A Tr aumati ¢ events ove
ordinary systems of care that give people a sense of control, connection, and meaning
(Herman, 1997,p.33)0 The DSM V provides a more speci
Exposure to actual or threateneghth, serious injury, or sexual violence
in one (or more) of the following ways:

ADirectly experiencing the traumatic event(s).

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

AlLearning that the traumatic event(s) occurred to a closéyfami

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.

AExperiencing repeated or extreme exposure to aversive details of the

traumatic event(s) (e.qg., first resglams collecting human remains;

police officers repeatedly exposed to details of child al{dsegrican

Psychiatric Association, 2013)
Covington expands that definition to inclu
poverty, incarceration, or sexualr i e n {Cavingtan,n2008, p. 3794t the basest
|l evel, fipsychol ogical tr a(deman, 1997, @ 83)oa fof | i ct
The afflicted might feel they were powerless to stop the traumatic event from happening
or they are powerless 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 follwing war on terror, and school shootings affect the collective
wellbeing(Ringel & Brandell, 2012)For many people, trauma is not so much atime
occurrence as a series traumatic events throughout thei¢Higssler, Sonnega, Bromet,
Hughes, & Nelson1995)

While the older DSMIHR descri bed trauma as fAan eve
usual human exper i en(@mesican RPsychdatriaAssodiatiend 1t s r
1987) prevalence studies have shown trauma t
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 experiendg&essler, et al., 1995)n an urbarbased sample df,698
young adults in Detroit, 82.5% experienced least one of theiD&Nualifying
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 resggBnelgat &

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
psychol ogical disturbances i n-traueatipStress e t 0
Di sorder o or PTSD.-5 symptoms ad PTSQ inctude recurent D S M
memories or dreams about the traumatic event, flashbacks, psychological distress,
physiological reactions, and avoidance of stimuli related to thenaglable?2).

According to the National Comorbidity Survey Replication, about 6.8% of Americans
over the age of 18 had have DSMdefined PTSD at some point in their lif€essler et

al., 2005) A longitudinal study of young adultsund that while men experienced more
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traumatic events, they experienced less PTSD. While the rates of PTSD between men and
women experiencing neassaultive trauma (e.g. witnessing violence or learning of a

rel ativeds tr auma) tatatisticallyaifferentwatweentthe sexes,nt we
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% meMDSM

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

worst event, 23.5% met DSIW criteria for PTSD. Some explanations for this include

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

womenos increased pdng stimdi(Breslan &Anthdany, 20073 t o e m
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Presence of one (or more) of the following intrusion symptoms associated with tf
traumatic event(s), beginning after the traumatic event(s) occurred:

il
il

!

= =4 -4 =4

=A =4 4 -4 4

Recurrent, involuntary, and intrusive distressing memories eftthumatic event(s).

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

Dissociative reactions (e.g., flashbacks) in which the individual feels or acts as if the trau
event(s) were reurring. (Such reactions may occur on a continuum, with the most extrem
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 resemblan aspect of the traumatic event(s).

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

Persistent avoidance of stimuli associated with the traumatic event(s), beginning after th
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).

0 Avoidance of or efforts to avoid external rerders (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 traimesient(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 factetsch as head injury, alcohol, or drugs).
Persistent and exaggerated negative beliefs or expectations about oneself, others, or thd
g2NI R 6S®3dx aL Y o6FRZ¢ ab2 2yS OFy oS8
whole nervous system is permanén®  NXzA Y SR€ 0 @

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

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

Markedy 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 happineg
satisfaction, or loving feelings).

Marked alterations in arousal and reactivity associated with the traumatic event(s), begin
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 proation) typically expressed as
verbal or physical aggression toward people or objects.

Reckless or selfestructive behavior.

Hypervigilance.
Exaggerated startle response.
Problems with concentration.

Sleep disturbance (e.g., difficulty falling or steyasleep 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, occupai
or other important areas of functioning.
0 The disturbane is not attributable to the physiological effects of a substance (e.g.,

medication, alcohol) or another medical condition.

Table2: DSM-5 Trauma Definition

11
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Judith Herman argues that centliveal to th
and in society is forgetting and denfalerman, 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 itaavaats
in the Western worl d. Freudodos early studie
uses of trauma theory, as he reports that many of the women he was treating suffered
from the effects of sexual and physical ab{t¢erman, 1997)However, le shrinks back
from this hypothesis, denying that trauma causes hysteria and focusing instead on
individual sd6 pr obl e(hemah A990Twagrhatheayywash oanal y s
forgotten and réntroduced in response to the traumatic war experiences oéi1soid
World War | and the Vietnam War, eventually leading to the American Psychological
Associationods r ec o(geman, 199MHAs theé fenfnistSomeintn 1 9 8 0
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 veteran@erman, 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 trandhtauma symptoms.

Failure to recognize these connections between the trauma and symptoms related to
trauma could lead to relapse or continued(isessBrailsford & Myrick, 2010; Snow &
Anderson, 2000)Treatment of PTSD is possible, and many peoplevexchrough

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

Hi storically, the US has attributed pro
personal and moral failing€ooper, 204; 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 theoretlaaodels commonly used for substance abuse focus on
changing individual s6 behaviors, l i ke the
Motivational I nterviewing (MI'), without ad
has been shown to be correlated with sulzsaabuse and may be a significant cause of
relapsgDassBrailsford & Myrick, 2010; Snow & Anderson, 200Q)se of trauma
theory could allow for a more comprehensive and wipeleson approach to dealing with
substance use disorder.

Earlier studies in th&990s 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[S&)&sts,
Weiss, & Shaw, 1997)The Vietnam Experienceusty found that of the veterans living
with PTSD, 39% had current alcohol abuse or dependence. Another study of Vietham
veterans found that 73% had SUD&javits, et al., 1997)There could be many
interrelated explanations for this connection.

There ardour predominant theories concerning the complex link between SUDs
and PTSD: selfnedication of PTSD symptoms, increased risk of trauma due terisigh
behaviors, susceptibility, and the presence of a third variable, like a shared conduct

disorder or gertee predispositior{Chilcoat & Breslau, 1998A growing body of
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evidence supports the satfedication hypothesis, suggesting substance use could be a
coping mechanism to deal with the trauma. A number of factors have been studied,
including temporality, dse response of trauma to substance use, and neurological
mechanisms behind such a connectitudies about wheth&maumaor PTSD precedes
SUDremain equivocalHowever, many people experience their first traumas in their
childhood. The Adverse Childrdexperiences 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 ofiggdbrted alcohol problems. Each of the
10 types of ACE increasede risk of illegal drug use by two to four tim@ube, Felitti,
Dong, Giles, & Anda, 2003)rhese rates of childhood trauma and substance use
disorders are even more pronounced in higlsérpopulations. A longitudinal study of
urban children estimatdtiat 80% of their sample had at least one AMErsky,
Topitzes, & Reynolds, 2013and 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 bgngar brain neurobemical processe8rady
et al., 2000)Childhood trauma can degulate parts of thierainthatrespond 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 cortis@Institute of Medicine & National Research

Council, 2014) This dysregulation can negatively affect a number of psychosocial and



TRAUMA-INFORMED CARE 15

behavioral functions, including attachment, emotion regulation, and mental health,
causing PBD and depressigiinstitute 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 whictahdle stresfDe Bellis, 2002) The transition from casual,
voluntary substance use to amtatic, compulsive substance @saddictiord may be
explained by changes in cognitive function caused by complex, interrelated factors
including genetic, environmentand 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 hiseaad 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 @beigzllis, 2002)
Treatment interventions that integrate knowje@bout trauma could be effective at

better treating those with SUD.

Trauma-Informed Care
A comprehensive definition of traumsnaformed care (TIC) does not yet exist.

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

overar@i ng principle illustrated b-infforBGKMHSAOGS
Care (NCTIC) is that TIC programs address
informed, connected, and hopef ul regarding

Trauma InformedCare (CCTIC) includes five attributes of traviméormed care in their
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definition of TIC: Safety, Trustworthiness, Choice, Collaboration, and Empowerment
(Fallot & Harris, 2011)Another possible model for trauAr@ormed care is the 10
Principles of TIC Table3) based on experiences and experts from the +sitdistudy of
traumainformed care with womefi Wo me naccur@ing Disorders, and Violence

Study o o studyiiElibtly Belajac, Fallot, Markoff, & Reed, 2&).

TraumaA Y T2 NY¥SR & SNIWAOSaX

91 recognize the impact of violence and victimization on development and coping strategies

1 identify recovery from Trauma as a primary goal

1 employ an empowerment model

9 A&4G0NAGS (G2 YIFEAYAT S | 62 VYieyooetly OK2A0Sa |y

91 are based in a relational collaboration

§ ONBFGS Iy FdY2aLIKSNS (KFG Aa NBaLISOGTd

T SYLKIaAT S 62YSyQa adNBy3IGKazr KAIKEAIKGA
pathology

1 minimize he possibilities of retraumatization

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

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

Table3: Definition of Traumainformed service¢Elliott, et al., 2005)

The WCDVS defined possible trauardormed intervention elements and

included fioutreach and engagement o, Ascree
coordinationandadvocagy, fAcr i si s interventionodo, Atraurl
serviceso, fAment al heal th and (Elioti,ettalance ab

2005) Outreach and Engagement encourages organizations to actively seek people who
might be in nee 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 one 0 sovdrlooked (fRalot & IHarris, 2001Resource coordination and
advocacyismean t o replace ACase Management o and
exchange of information and put consumers on the same level as staff. -B@eciia

services would include evidenbea s ed trauma i ntegrated inter
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TREM (Elliott, et al., 200%, and often are gender segregdteallot & 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 additido 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 traumarecovery (Herman, 1997)

Changing systems to integrated, traima f or med systems of <car
endpoint but represents a dynamic relation
(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 evidebhaeed program@. Fallot,

personal communication, July 8, 2013

Evaluations of Traumal ntegratedSubstanceAbuse I nterventions

Traumaintegrated substance abuse treatment, or integrated treatment (IT)
actively addresses the role of trauma in c
substance abuse at the same ti meentinat her th
problem is treated. SAMHSnoimed Qh highlogintsa | Cent
several evidencbased IT programs, including Seeking Safety and Trauma Recovery and
Empowerment Model (TREM and WIREM) (SAMHSA National Center for Trauma

InformedCare, 2013)Herman defines 3 stages of trauma treatment: Safety,
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Remembrance and Mourning, and Reconnedtiterman, 1997)These models
primarily deal with the first step of bringing survivors into safety.

While the need for IT is strongly supported lwodence, the effectiveness of these
programs still lacks strong evidence. Evaluation of these trap@eific programs has
primarily looked at outcomes, such as substance usage and PTSD symptoms for clients.
A metaanalysis of 17 traumantegrated treatmer{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 esigioificant
improvementgTorchalla, Nosen, Rostam, & AlleBD12) Rather than reflexively
interpreting these results as proof that IT programs are no better thdih pamgrams, it
may be that IT interventions need to improve evaluations of their programs using
stronger methods, including randomized controldyikarger populations, better dosage
of intervention, and less contamination between IT andlfigmmograms (i.e. discussing
trauma in group sessions). Challenges to this kind of rigor include the retention and
motivation of a population with many chaltgrs(Torchalla, et al., 2012 here 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 NoFs needdetter research, outcomes data does show that
| T6s can have positive outcomes for their

RCA uses the Trauma Recovery and Empowerment Model (TREM) for women
and the MTREM for men. These versions are evidebased, gendesegregated,
traumaspeciic 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 suftance 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
outcomegToussaih, VanDeMark, Bornemann, & Graeber, 200Vhis fits in with the
larger body of research on ITs with quagperimental designs, which tend to show an
improvement over treatment as usual in PTSD symptoms but not SUDs. This could be
because SUD is more dttilt 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 retg{Back, Brady, Sonne, & Verduin, 2006)

The effectiveness of trauniategrated treatment and other substance abuse
interventions rely on the context of the organizations that provide (Gewmngton,
2008 Fallot,2017). Standards of traurAaformed cae have been developed out of a

need to define and implement this context.

Evaluations of Traumalnformed Care Systems

While quite a few studies exist that evaluate Tl interventions, the researcher only
found one study of TI-decudgng Bisomlenss and Viiokeece i Wo me n
Studyo (WCDVS) was undertaken by SAMHSA in
2000) focused traumiaformed service integration at 14 sites. A distinction was made
between clientevel integration, where the focus is on makingesservices for the client

are integrated, and systetesel integration, where the focus is on building relationships
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between organizations providing services, and sites were encouraged to concentrate on
clientlevel integration of services.

The evaluatia of the program took place during phase two. Nine phase one sites
chose comparison organizations which do not implement tranforemed care were
chosen by the participating sites in order to increase the similarity of programs in size,
location, and otheservicefMcHugo, Kammerer, et al., 2005)he overarching question
fortheé‘dphase was whet her Awomen iIin the interyv
improvement at followup than women in the comparison condition on the key outcomes
of alcohol and drug s, ment al health symptoms, and po
(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 interviewedruand
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 interweagarot
uniformly implemented across sites, nor were the comparison organizations uniform
(Cocozza et al., 2005PersoHevel differences were not found to be as strong a factor as
programlevel factors, especially in integrated counse(iMgrrissey, Elis, et al., 2005)
The 12month outcomes leveled out in drug use severity, perhaps indicating that the
intervention speeds up the effects of drug abuse treat(Mantissey, Jackson, et al.,
2005)

Future studies might do well to make more uniform intetie& 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 aspeTiC, 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 assesditly 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 Connecti on eatng Qulduseb of Trgutimformed DC, i t
Caredo (CCTIC) program f i de(Falldt&Hasris,201® was f
While a complete use of the fidelity scale was not feasible due to the time constraints of
RCA and the researcher, a conversatiomwie developer, Dr. Roger Fallot, revealed
that the five principles of TIC are the most important feature of the Guaigonal
communication, July 8, 20).3Future evaluation opportunities of other parts of the scale

will be explored in the summer of 24.

Conclusion

SUD, PTSD, and other mental health disorders are strongly associated with each
other(Rosenberg, 2011; Wu, et al., 2010)auma and trauma symptoms are important to
address in treatmef(illiott, et al., 2005) Traumaspecific interventioa and
interventions involving women have been better studied that systeTIC 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 migeddered treatment settings.

Evaluation Questions

To what extentistraumanf or med care integrated into RC

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 fieevalues of
traumainformed cultures of care: safety, trustworthiness, choice, collaboration, and

empowerment?
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Chapter 3: Methods
Evaluation Methods

This evaluation was guided by t@eeating Cultures of Trauraformed Care
Program Fidelity 8ale provded byDr. Roger Fallot fronCommunity Connections
(Fallot & Harris, 2012)The scale explores different attributes of tratinfarmed care
and gives options about different sources of information about sources oftrauma
informed care within program{&ppendk 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 recommendatioas this stagelnstead, the scale was used as a way to
systematicallygo 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, collaboratin, and empowerment) were the primary focus of this evaluation,
while the other sections were less rigorously examfpetsonal communication, July 8,
2013.

The evaluation theory guiding the overall project stems from commbaggd
participatory reseah (CBPR)(Israel, Schulz, Parker, & Becker, 1998) 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 kimydeveloping 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 Infomant 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 traunfiermed care. Thesesults 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-thepth interviews with all the treatment
program clinicians and ixed-methods interviews with both quantitative and qualitative
guestions with clients. Primary data collection was determined to be the best way to

understand the culture of the program and

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 tnama 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 counselorsciotdd 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 afghe treatment staff.
MeasuresThe t heoretical basis for the inter
definition of Traumainformed Car§SAMHSA National Center for Trauraformed
Care, 2013)including domains of safety, respect, informed consent, collabgratioin
empowermentAppendix Q. 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, 200&inally,gue st i ons about st af
perceived institutional support of selare were influenced by literature on compassion
fatigue(Rasmussen, 2012)
Data collection:Qualitative interviews were about half an hour in length (Range:
about 15 minutestoanhgur These i nterviews took pl ace
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 requiredgarticipate by the organization, and no incentives were
given to program staff for taking part in the interviews.
Data analysisThe researcher used recordings and notes of the interviews to
create transcripts. Identifying information was removed whessiple. 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 codelasKinished, 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 usiogdig, and results
were reported with explanations of codes and the variety of client responses, using direct
guotes and paraphrasing. Codes were purposefully broad in order to notice and report the

variety of responses.

Mixed methods interview with chies

PurposeCl i ent interviews were carried out
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 atassessing 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. Becauseghestions 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 ctging 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 foepple in phase one and evening classes for those in phase
two. These groups are required for continu
the clients currently in the program should be able to be interviewed this way. In order to
encourage participi@n and thank participants for their time, snacks and drinks were

provided with healthy options.
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MeasuresThe theoretical basis for the interview was the five principles of
Traumalnformed care as defined by Community Connections: Safety, Trustworthiness
Empowerment, Collaboration, and Cho(éallot & Harris, 2011)

Quantitative:xCommunity Connections gave the researcher sample statements
with Likert scale answer choicésppendix B which were expanded to include more
statenents involving the five principlg$allot & Harris, 2011)A statement regarding
hope about recovery was also added, as thi
Traumalnformed Care. Answers of less than agree were followed up withenmed
probes wen possible.

Qualitative: Operended questions focusing on experiences of the program,
including empowerment, peer leadership, and trateteded referrals and ope&mded
guestions about suggestions for improvement were also a part of the interview guide
(Appendix D.

Data collection protocolThe mixedmethods 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 takatendance. A transcript of the qualitative
sectionsandfollomp questions to any fAdisagreeodo or
created using the recording and interview notes soon to maintain accuracy. Any
Adi sagreed or Ast r o muplitayiveld probed dor neoee inforanatisnw e r s
and suggestions for improvement. This feature highlights a benefit of a-metads
approach, as details can better emerge from the data.

Data analysisAfter the client interviews were transcribed anddimntified, 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 weréocoded
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.
AEmpower ment o). After the codebook was fin
student &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 ofodes 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 percetages 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
agee suggest an ardzat has room for improvemegtiallot & Harris, 2012) Some
guestions related to trauma have answer ch
applicabled. These answers did not receive
of those questions, but the number of people under these categories was reported under

in/ ao.
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Triangulation

After analysis is done on the staff and client interviews, triangulation was done to
determine overall findingsemaséddamrmltihatclv
staffds qualitative results. Themes were d
a matrix for each question, and the way the client and staff responses do or do not match
each other was highlighted. An overall triangulatas 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?

Progranmatic 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 poséile activities, including traumspecific interventions, peer leadership,
and staff training and educati@iRallot & Harris, 2011)Informal interviews and formal
gualitative 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
selfreported comfort and competence with providing TIC were reported using the
qualitative staff interviews. Qualitative staff interview answers about the ways acid wh
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 ifmxa matr
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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
addressedverer epor t ed, al ong with answers of | ess
for not agreeing when possible. Qualitatiywv
integrated treatment and ways to improve it were also reported. Staff qualitativersansw
to how they address clientsd trauma were r

results.

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

Clientsd perceptions of tr auitatigedatds ses s me
and qualitative data. The staff membersodo e
symptoms are assessed was also reported. These were compared with other methods of

assessing trauma and trauma symptoms.

To what extent are program activities aredtgigs consistent with five core values of
traumainformed cultures of care: safety, trustworthiness, choice, collaboration, and
empowerment?

Clientbés quantitative data was analyzed
instances that clients did narae for each question, along with the reasons for not

agreeingQual i tative data about clients6é percep

to i mprove care related to that principle
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how they supportach 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 deemedAppendxipAsthé r om Emory
evaluation study is not generalizable, it
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 evaluationtarsl
Master thesisAppendix G& Appendix H. Informed consent forms were read out loud
and, if the participant agreed to the study, signed. Neither the statienemor 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 abamaumaspecific 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. ltds i mportant that the
but an evaluation wasot 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.



TRAUMA-INFORMED CARE 32

Due to he 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 participants®o
evaluation documents were kept on passwwalected computers and in locked file
storage. Recals 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
guestons 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 Jurgk Aangust 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 @Mbr discharged before being
interviewed Figure2). 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 mal€onsistehwith 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 d3gble4).

Participants Flow Chart

28 participantsin
treatment

26 participants 2 participants

eligible ineligible
23 total | 3 discharged

interviewed or AWOL |

Figure2: Client Participants Flow Chart
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. Median (IQR)

Demographics (N=23) 0 (%)
Race

Non-Hispanic Black/African American 17 (74%)

Non-Hispanic White/Caucasian 6 (26%)
Gender

Male 16 (70%)

Female 7 (30%)
Reported Trauma 20 (87%)
Age (in years) 45 (12)
Length of Time in Program (in days) 66 (35)

Table4: Demographics of Client Participants (N=23)

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

Through integratinghte TIC scale and conducting formal and informalriigas
with staff and clientsseveral RCA institutional activities and practieesre assessed
order to determine their fidelity to TIC. These included geisggregated trauma
processing groups, trmarelated referrals, peer leadership, and the level of
administrative support for staff training, education, andcaié. Through examination
of these program activities, it became clear that the administration supports the
integration of TIC through stprovision of TREM and TREN, traumarelated
referrals, staff tr a-basdadsegvices §éna iheir prdgeachi cat i o
including the alumni group and treatment staff members who are also in recovery. While
the interviewed staff members werained 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 TREMIinterventions are given as a weekly
class to men and women in gendegregatedroups. According to the counselors,

clients with severe trauma are typically referred to outside organiz#tibey feel safe
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getting help outside of RCAAll clients who reported being referred to outside services

for help with trauma reported accaple 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 communitybased organization that has a trauma
support group, and the Departmeh¥/eterans Affairs (VAXn=3). Since onlythree

clients reported having traurnalated referraldurther examination of referrals might be
required, including looking iwtreferral documentation.

RCA has a number of different Apeer | ea
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 gealduem the program
who were leaders. However, the clients overwhelmingly interpreted their counselors as
peer | eaders because they were also in rec
to work.o A staff member lesnrendovénaimnuitipleas ser t e
settings can inspire hope in clients. Thes
assumptions that indigenous staff serve as an inspiration to clients.

Others talk about the support of other clients and how seeingpasibple
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 laketirfeelings
about a traumatic event from many years ago.

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

anger. And when | was really able to open up to share about it, you know,
| received some positive feedback and also some stigges how to
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cope with it. And periodically | have been pulled to the side and asked
how am | doin' and concern about that situation.

Another client mentioned how the alumni events were a great experience for
them. Informal interviews with staff alsndicated 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 aftercareR(CA.

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 mergbsteslig
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. Yafiile s
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 bmesthér
reported wanting more education, recommending that RCA provide more training.

In addition to training, staff reported receiving institutional support forcset in
the form of personal days and staff widdwns, which happen one Friday a moaitial
include relaxation and hanging out as a group. The staff see a good portion of clients who
come through the program and have the burd
trauma histories, which can take a toll and result in vicarious traumaitizatd
compassion fatigugRasmussen, 2012Ylany counselors also have trauma histories and

coping strategies themselves. Healthy counselors are key to providing quality services,
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and Rasmussen highlights se#fre and organizational support as protedaesors

against vicarious traumatization and compassion fa{igasmussen, 2012)

Source Traumalnformed CareStructure

1 Peer leaders include staff members in recovery,

Client Qualitative alumni, and other clients.

1 While many staff memérs are trained and/or
education in trauma treatment, not all feel comfortablg
and competent giving TIC.

1 Staff reported wanting more training.
Staff Qualitative |1 Ability to give TIC growing with Medicaid expansid
1 Psychiatrist Dr. Bharmal seen as asset.

1 Staff members refeclients with severe trauma to
other community organizations that will support them
the client feels safe doing so.

Table5: How Traumalnformed Caras Structurel

To what extent is trauma being addressed during treatment?

Andementoftrauma nf or med care includes address
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 helpeditem 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 Table6). The one client did not want to say how making connections could be
improved Appendix ). All but two reported understanding what trauma was, with one
saying they did not have trauraad 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. Al of the clients repo
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category were malemdicating that women are getting their trauma addressed

guantitatively better than the men are.

dd Less than
Address Trauma Average| e
RCA staff have helped me understand the connections

between my trauma symptoms and substance abuse. 4.5 1
(n=18)

RCA staff have helped me understand the connections 14 0
between my trauma and substance abuse. (n=18)

| understand what trauma is. (n=23) 4.4 2
RCA staff have helped me understand the connections

between my trauma and symptoms related to trauma. 4.3 1
(n=18)

I know what symptoms related to trauma are. (n=23) 4.0 5
Domain Average & Total Less than Agree 4.3 9

Table6: Client Perceptions of HoWwraumais Addressed (N=23)
Staff and clients reported that trauma care or referrals to traumaagpened

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, iabeseasier ¢ talk about and find real
solutions to problems. One client explains
to subdue it with the drugs and alcohol, once that wear off, the problem is still at the
surface. o0 A femal e selniprecedsingttraum& ed about t he

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

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

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

me. Ittook some crying and some eas-one counseling, and some

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

Another female cliensaid specifically thathe traumgprocessing group helped them

make connections between their trauma and subistouse. 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 ps\stisiatiih
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\uih the referral. One
client mentioned that staff followp 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 drah&buld 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 mpeestionsAnother wishedhere
was more aftercare related to trauma.

Staff talked about the i mportance of t
perception that i f clientsd traumaidenas not
a larger wound. Thereported traumapecific counseling being done in group classes
and oneonone counseling through exercises, handouts, and homework. One staff
member talked about teaching clients coping skills because while RCA cannot change
clientsdé moddugs,quihekleyaa® ways that can
Staff also reported referring clients who need traspecific 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 membproi nt ed out that RCAGOG6s possibl e
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 cliemtsed, including the gender segregated TREM classes
or substituting certain classes with outside trawspecific support groups. Trauma
specific care also happens in counseling sessions. Staff mentioned activities like
educating clients about trauma, empang clients, asking questions, asking permission
to talk about trauma, checking in, persmmtered care in talking about how they help
clients with trauma. Cliententered care was mentioned across all the interviews and the

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

Source How Trauma is Addressed

1 Clients generally agree that RCA helps them makj
connections between trauma, trauma symptoms, and
Client Quantitative | substance abuse.

1 Five men reported not knowing thaysptoms
related to trauma were.

1 Some clients talked about the benefits of trauma
care.

1 Suggestions for improvement mostly involved ask|
more questions and talking more about trauma, but
more people said that they were satisfied witthat was
happening.

91 Processing group. If something notable happens i
group with trauma, primary counselor gets a note abg
it.

Staff Qualitative |1 Counselors report doing some trauma care in
individual counseling when clients want it.

1 If client needs morérauma care than counselor cai
give( referred to other organization.

Table7: How Trauma is Addressed

Client Qualitative
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To what extent is RCA systematically and sensitively assessing trauma and trauma
symptoms?

Clients agreed that stafiembersare as sensitive as possible when they ask about
possibly trauma events. Only one person di
staff, and they had previously mentioned a confidentiality breach. Another client could
not remember whether or not thff explained why they asked about possibility
traumatic experiences. The averages of abo

felt that the staffnembersvere sensitive when asking about traumab(e8).

Assess Trauma Average | "5 e
Agree

The staff are as sensitive as possible when they ask me 45 0

about difficult or frightening experiences | may have had.

| feel safe talking with staff here about my experiences with 14 1

violence or abuse.

The staff explained to me why they asked about difficult 14 1

experiences in my life (like violence or abuse).

Domain Average & Total Less than Agree 4.4 2

Table8: Client Perceptions ofraumaAssessment (N=23)

Interviews with staff indicated that trauma history is assessed during the initial
assessments through the HleycheSocial history and through a question on the GPRA
survey but also k& 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 andiggers. The bigpsychesocial assessment does provide a way to collect
and record a clientds abuse history throug
Amedi cal hi storyo, but 1t is |l ess systemat

specifically for tauma 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. Staffnembersare sensitive when asking about trauma, and there are ways in
which staffmembersretaking trauma histories. The process of taking trauma histories

and trauma symptoms could be more system@a#ablé9).

Source How Trauma is Assessed

1 Average score for trauma assessment questiwas
4.4,

1 Clients generally agreed that RCA staff were sens
Client Quantitative| when asking about trauma, that they feel safe talking
staff, andthat staff membersexplain why they take
trauma histories.

1 Only 2 less than agree answers.

1 Reasonsdr less than agree: one did not say (but
previously mentioned confidentiality breach?) and the
other could not remember whether why was explaine
to them.

1 Take trauma histories through bmsychesocial and
Staff Qualitative | GPRA at beginning and continteenotice signs of abusg
of discomfort. No systematic symptom assessment.
Table9: How Trauma is Assessed

Client Qualitative

To what extent are program activities and settings consistent with five core values of
trauma-informed cultures of care: sity, trustworthiness, choice, collaboration, and
empowerment?

All the separate principles of TIC have averages above 4, indicating agreement.
The scale recommends that any individual
room for improvementKigure 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

gualitative data from both clients and staff interviews.
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Domain Averages

Empowerment

Safety

Trustworthiness

Collaboration

Choice

1.0 15 2.0 2.5 3.0 3.5 4.0 4.5 5.0

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 heding 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 thaviaey h
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 goal$gble10). 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.yigave me a willingness to want to live again

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

Less than

Empowerment (n=23) Average

Agree

The staff here at RCA are very good at letting me know that 46 0
they value me as a person.

| feel stronger as a person because | have been coming to 45 0
RCA.

The staff here at RCA help me learn new skills that are s 1
helpful in reaching my goals. |

Domain Average & Total Less than Agree 4.6 1

Tablel10: ClientPerceptions dEmpowermen{N=23)
All the interviewed clients indicated that they felt that RCA lets themvkihat

they valued them as a person. In response to a question about what makes them feel
valued, clients reported that staff have
Afencouraging wordso. Not only do staff t
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 tthvevbints

want and pay attention to clientso6 feeld.

involved with clientsd recovery and makes

and need, helping them feel valued. Staff support was a commomatayients 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

fi

el

ng

the freedom to make mi steaeedom®omake mistakesQut st af f
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not so much that [clients are] alone when
appreciated and understood because theratatibersvere once in their shoes (i.e.
starting to recover from substance addiction). Another tsachidar comment that they
felt valued because the staff Aput up with

Many clients also reported feeling stronger as a person because of RCA. RCA has
several events that made clients feel stronger, including ¥¥amd 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 orenctelt 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 etamsncouraged 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 learnssiilat 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 femiwas 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 dowhef3 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 skillsass#s, through journaling, and
talking with their counselors. One client says that it helps that the staff are also people in
recovery because Athey been there and | se
encouragement."” Many say that these skillsalree ones t hey need to i
sobero. Client said, AThey gave me skills
relapse.”
Of the 23 clients, two experienced events that made them feel disempowered. One
felt not valued when they experienced a brezfatonfidentiality 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 emposvment and hope was connected for people, as this
guote illustrates.
| 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 |
do them. But then [they show] it to mevdty time | go in [their] office
[t heydbre], ALook man you about done
because |1 6ve accomplished more in th
[ many] years of getting high. That i
not somethig 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. Onemdisaid 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 fe

with. Just helping me to see that | am somebody. Mhatmatter. Set my goals higher

for myself. o0 This change in the way client
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hope. Not only did clients talk about staff helping them build skills and accomplishing

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

they are worthy helped them feel hope. One client said thans¢afbersit al k t o me
everyday o and another reported that staff | et
somebody. 0 Anot her ecl. iTehrety ddisd etnh avmh esmnteasfefr
to say. o0 One client mentioned that seeing
which is an important reason to have peer leaders in treatment settings. Not only does

hope help people feel empowered, it camplodents 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. Iratt, one staff member pointed out that feeling empowered is to also
feel respected. Counselors use Motivational Interviewing as an evidased practice
that empowers clients. It focuses on encouraging clients to articulate their own goals and
plans of ations 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 clien
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
tel ing clients that they are victorious sim
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 waywhsyto 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 REDAges clients

to Ado support groups so they can see peop
theyoll see people that have gone through
of work and are reaping the rewards. And they can see thatdtk is worth it, and

that 6s the hope | believe. 0 This matches a

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 @rg r i@ablell)( 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 regfdc 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 f
children. Another client suggted 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 themcreasing their sense of safety and

control (Appendix H.
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Less than
Agree

Average

Safety (n=23)

The staff (including the reception staff) notice signs of
distress among fellow clients and respond in a gentle,
compassionate way.

My first contact (by phone or in person) with the program 16 1

was welcoming and respectful.

| was given clear guidelines in advance about what to expect 16 1

of the program

When | come to RCA, | feel emotionally safe. 4.5 1

When | come to RCA, | feel physically safe. 4.4

Domain Average & Total Less than Agree 4.5 4
Table11: ClientPerceptions obafety(N=23)

Al | clients agreed that they felt emot.i

and | feel safe i n my honmanyxledscanemon yv. 0 Em

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 lteghents 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 counselststi and pay close attention to their
emotional state and can tel]l i f something
or some emotions that | donét understand vy
equipped to help you identify the thinggth ar e causing these emot
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 counrselo have fibeen t her

understand what it is |Ili ke to be Iin recove
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broke everything down to what | needed to
came here with a little attitude and | came here wgllint oo t hought but the
though O6cause it was part of the process. o
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
bascally safe." The skills taught in classes made clients feel emotionally safe, like the
anger management cl| as s.-ndlévénehe stadfjusyputdHeir e nt s
arms around and told me things that would comfort me and make me feel Avatter
then, when I finally reached my counselor and talked to him about it, he gave me some
really sound advice that | should follow. o
By far, a safe, gendesegregated housing environment was the most common
service cited by clients that provided themlwit p hy si cal safety. A[] RCA
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 t efreene. 0 Not o
at mosphereo, fA[The ethabfubeck]ljentse. oeMagnut
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 procedurdeelped clients feel safer, including locking the doors
bet ween the waiting area and the treat ment
system, 0 where clients have to | eave with
treatment time. Oneclientepc i f i cal |l y said that RCA could

around | onger because Adit keeps people out
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not universally appreciated: some clients wanted RCA to give them more freedom and
trust. Another aspect of rul@gs 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 th parking area, going ovall 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
clientsd issues. P r o v ipdint forg grpakertalki aboatltheirs af et y
thoughts about what they need to feel safe because the problem might be-degiin
For staff, there was not such a clear difference between providing physical versus
emotional safety. They reported doing physibaigs 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 alternasver 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 mnresmoment. 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 membekeal about the importance of being authentic and
having cultural sensitivity to help clients feel safe. There was also this idea that safety is

not @ aftkkrae e didtrequees & cliententered approach.
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With physical safety, policies and proceesi 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 <cl i empostanvaitetami n RCAOS

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 tharstaff
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 e$ipattsng a
breach of confidentiality, leading them to feel that s&aliéss trustworthy. Another client

wanted better followup on referrals.

Less than

Trustworthiness (n=23) Average

Agree

| trust the people who work here at RCA. 4.6 0
The people who work here at RCA act in a respectful and A5 0
professional way toward me.

| trust that people here at RCA will protect my private 45 1
information and records as much as possible.

| trust that people here at RCA will do what they say they 43 )

are going to do, when they say they are going to do it.
Domain Average & Total Less than Agree 4.5 3
Tablel2: ClientPerceptions of rustwvorthiness (N=23)
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Clients have to trust counsedan 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 atrexactly 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 doemhthey 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. Ma®} fike 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 kf@mnation 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 whssthiking 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 repodeding the door, putting up
a Ando not disturbo sign, and wusing a white

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@anenselor, 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 chent 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 aditeg 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.

. Less than
Collaboration (n=23) Average| =
At RCA, the staff is willing to work with me (rather than 16 0
doing things for me or to me).

My group sessions are responsive to what | and other 14 1

consumers want.

When decisions about my services or recovery plan are
made, | feel like | am a partner with the staff, that they 4.3 2
really listen to what | want to accomplish.

Consumers play a big role in deciding how things are done
here at RCA.

Domain Average & Total Less than Agree 4.4 6

Table13: ClientPerceptions o€ollaboration(N=23)

4.2 3

A good summation of positive experiences people had with staff can be seen in
this quote: "I like my treatment plan. It's what | need and what | want.” For the most part,
clients reported that counselors worked wi

actuallylisten 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

theyenjoyed 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 isndot a good w
Clients differed on their perceptions about staff fologron recommendations

and referrals. Oneclienteport ed that RCA staff ndexplain

services, they are able to provideup" whil e

on recommendations and referrals, another said that "they're more on you scheduling

aboutthe thingsyos houl d be doing and the things you

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 taked about giving cliertentered 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 followup 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 thing2ounselos talked about how impont&

listening is to this process, fronetting client inpubn how counselors shoulest

respond tahem to hearinglients makegoals and say they can follow through with the

actions. Specifically with traumapunselors letlients determine when they kadbout



TRAUMA-INFORMED CARE 56

trauma by asking permission to talk abowribywaiting until they are readyore than

just listening, ae 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 abmauraging 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 clientcenter planning and collaboration is a techeitp empower @nts and

prevent cedependency.

Choice

With an average of 4.3, this section wa
greatest room for improvement according to quantitative data. Clients all agree that their
goals are treated as the most artpnt factor in their recovery plans. From the responses,
RCA generally provides services that work
person finds RCAOGs |l ocation difficult and
t i mes t h aforthém. Th@ guestians vith 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 provid@able14).
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. Less than
Choice (n=23) Average| e
My goals are treated as the most important factor in my
recovery plan by the people at RCA.

RCA is easy to get to for me (by MARTA/car). 4.5 1

People here at RCA really listen to what | have to say about

4.6 0

things. 45 1
The services | receive are given at times that work for me. 4.5 0
RCA offers me a lot of choices about the services | receive. 4.2 3
| knew about all the service options at RCA, like the types of

services offered, housing possibilities, and clinicians, before 4.0 3

| started my treatment planning.

Domain Average & Total Less than Agree 4.3 15

Table14: 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 wtisaid that
|l tds kind of structured. They have vy
they tell you, you have to go to mee
go and do what we want we have to stay within the rules and their limits.

But the client ado argued that clients have a choice of engaging with the program:

They dondét make you do nothing, you
you want to.

A few clients admitted that there is less control but they like the format or do not feel

like they wanto 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

feelsempowering 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
outa 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
hospitalizatio, 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 thebusiness 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 moreloices, a few clients wanted moredapth 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 mighen 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 serves 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 RC

Counselors reported that around the time of the study, tidleeiprocedures were
changed to allow for more a more clier@ntered 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 cdanadittle later. This will hopefully

increase clientsd sense of control over ti
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.

Counselorseaported 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 eimsckbout treatment plans to

see if tlere need to be any changes because the treatment plans can be modified at any

time and should be flexible to meet client

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 edenced 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 cliets 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 strgghb ased environment, RCAG6s dedicati

apparent and producing positive experiences for clidratisl¢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 whilg
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.

Emotional Safety:
Counselors who
understand and have

Less clear boundaries
between physical and
emotional safety than
clients. Ensure

Safety Average of 45;4| a6 SSy (i KS NEB £| confidentiality, ask clients
less than agree. | support from counselors | permission and what will
and other clients. Physical make them feel safe. Colo
Safety: Housing, drufyee, | codes and locked door
attentive clients, and rules| between bacloffices and
public front waiting area
Providing confidentiality
. important to staff. Use
. | Clients generally trust RC4 _ .
Average of 4,5; 3 staff with few exceptions, noise maghles, close
Trustworthy less than agree including a possible doors, limit access to

answers.

confidentiality breach.

records, and talk about
confidentiality at
beginning of treatment.

Collaboration

Average of 4.4; 6
less than agree
answers. Clients
feel that the staff
membersare
willing to work
with them. Clients
indicated that
could hare a
larger role

aL tA1S YvYe i
It's what | need and what |
gl ylioég |t ASy
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 lowe
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 clases

Intake procedures recently
changed to increase

Ot ASyiaqQ OKz2
Focus on providing
alternative solutions
during counseling.

Table15: How Five Principles of TIC are Integrated
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Chapter 5: Discussion

Conclusions

Therear e many aspects of R-Ofdrnded, irclednyi ces
their dedication to addressing trauma, peer leadership, training and education of staff
members, and providing clietdvel integrated service®f the five TICprinciples, all of
thedomainsfor the clientshad averages over agree, (@hich shows that they are
working, withempowermenas the highestated principle. The domain of choice showed
the greatest opportunity for improvement, with spegbssibilities forenhancements in
control over services and choid&'hile RCA provided traimg for TIC a few years ago,
notall of thecounselorgeel comfortable and confident in giving TIC and one requested
more trainingClients generally agree that RCA helps them make connectionsdoetwe
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 throlughout t
program in a sensitive way. However, it could be a more comprehensive and specific
process with a validated scale. aRCA coul

symptoms in a systematic wayable16).

d

t
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Question

Findings

Structure

91 Peer leaders include staff members in recovery,
alumni, and other clients

1 While many staff members are trained and/or
education in trauma treatment, not all feel comfortablg
and competent giving TIC. Staff reported wanting mo
training

1 Ability to gve TIC growing with Medicaid expansio
9 Psychiatrist Dr. Bharmal seen as asset

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

Addressed

1 Clients generally agree th®CA helps them make
connections between trauma, trauma symptoms, and
substance abuse

1 Five men reported not knowing that symptoms
related to trauma were

1 Genderspecific processing group

1 Counselors report doing some trauma care in
individual counseling wheclients want it

1 If client needs more trauma care than counselor ¢
give¢ referred to other organization

Assessed

1 Clients generally agreed that RCA staff were
sensitive when asking about trauma

1 Systematic trauma history but could be improved
Could startaking trauma symptoms systematically

5 Principles

1 All domains have averages abagree
1 Strong in empowerment

1 Could improve on choice and control for clients

Tablel16: Overall Evaluation Findings

Recommendations

Recommendationsere poduced through a meeting with RCA Executive

Director, Cassandr@ollins, and other program staff. All recommendations from staff

were classified as both highly important and highly feasible during the meeting, which

involved participatory methodd ooming up with ideas for recommendations and

discussing their importance and feasibility as a group. The recommendgimwersted

62
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from that meeting are followed by additional recommendations from the evaluator based

on the literature review and evaluatiresults. These recommendations are listed below.

Follow-Up TIC Training:

Institute afollowu p TI1 C tr ai ni ng-dodnor iTrhg sa wiowutl af fb e
all-day training covering the basics of TIC for all staff in the program, including talking
aboutthe symptoms of trauma afidding anew possible todior monitoringtrauma

symptoms.

Confidentiality Training:

Implement a staff training on confidentiality and how to prevent sensitive
information from being shared. Confidentiality is key to keepingrganization safe and
trustworthy for clients, and many of the staff members in interviewsigthé meeting

expressed a desire to provide confidential services.

Optional Classes for Clients:

The executive director suggfed startinggroups that wouldds b ased on cl i €
interests and led by clientBheseoptional clientled andi run clasesaddressing topics
that matter to them could potentiallyn c r ease c¢cl i entsd rol e and ¢
only would this increase the diversity of classesiantease the rolesvailable toclients,

it would ease pressure ®CA staff to provide more classes
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Continuing to I|datprmipatioa: Cl i ent s6 Sel f

Anot her suggestion was to increase the
There was some digssion 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.

| mpr ovi ng Ma llebge®flTraena sl iis Efentsr w

Educate male clients about trauma and its effects through classes. Not all clients
are required to do the traurpaocessing group, so having education at some point in
treatment might help them learn more about the symptelated 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 Scdie assess trauma symptoms systematically to
intakeand discharge assessmantsrder tobetter monitor the changes in symptoms
during treatment and improve the evaluability of TIC outcormbss already has some
buy-in from staff membersasafew equest ed a way to systemat:i
PTSD Symptms, and a validated scale would aid in this. The PTSD Symptom Scale
(PSS) is a commonly used assessmentth@dlallows practitioners to assess the
existence and severity of the DSM symptoms of PSTIDassBrailsford & Myrick,

2010)
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Comprehensive anSlensitive Trauma Scale to Intake Assessment:

Includethe Life Stressor ChecklisRevisedfor trauma history at intak&he Life
Stressor ChecklisRevised isa validated and sensitive way to take a trauma history that
has been used in both men and woifiworris & 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 st@s s . |l tds also broken dov
variables: childhood physical abuse, childhood sexual abuse, adulthood physical abuse,
andadult sexual abugdcHugo, Caspi, et al., 2005)he WCDVS built in a retest,
tolerance, and face validity testing commgntto their studyand this measure was found
to be a way to accurateind sensitivelyneasure trauma histories. Since asking about
traumatic events can be stressful, the researam@ngoredhow the respondents and data
collectors tolerated and witlelp 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 eamdsevere casgMcHugo, Caspi, et

al., 2005) indiciating a low chance for adverse effects

Limitations

Even though looking at complete programs and all stadfclients in a parallel
way is recommende(Fdlot & Harris, 2011), this will have to be left for a future
evaluationscheduled fosummer 2014For the purpose of this analysibetdecision was
made to focus on the treatment staff, as they ask questions about trauma and lead the

groupsthatprocess trauma. While the sample size of 23 clients was good for qualitative



TRAUMA-INFORMED CARE 66

data, the validity of the quatdtive 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 changedifiqualitative to quantitative questions after the first

two interviews because of the risk- of <clie
ended followup about what improvements could be made was asked of all clients, two
fewerclients answered the gatitative version of the question as a result of the change in
protocol.Finally, since this is an evaluation o§pecificprogramand has small sample

size, its specific findings related to fidelity are not generalizable to other programs.

However, is 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 strerdggbed aproach, 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, fasraer client helped in the
editing of the questions through piloting the questionnaire and giving feedback on the
guestions. The mixed methods approach allowed the evaluation to not only find out what
aspects of TIC were working well and which could bernoved but it also found details
about what specific program and staff actiwgtweae working well for the clients and

which could be improved. This evaluatios@focused on finding out what svavorking
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well, which empowers organizations to continuegplement 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 developmeintecommendations not only
increases the buy to those specific recommendations, it also can improve the

organi zationds capability to think eval

Dissemination Plans

Some of the findings of this report have been shaiéh RCA. The results will
further be shared through meetings with
through meetings witRCA leadership anthe substance treatment counselors. Results
will also be shared with SArpSHAMdetng vati g h
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 evaluatiovill cover more of the prograand program staéindwill
be less irdepth and cliertocused than this evaluation due to the feasibility of

interviewing clients with less contact time with the program.

uat

RC

RC
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Creating Cultur es of Trauma-Informed Care: Program Fidelity Scale Version1.1 (12-12)
Community Connections, Wastington, DC
Agency/Program Date

Person(s) Completing Scale:

Domain 1. Program Procedures ard Settings

1A.1. # of indicators Rating.
1.A2. # 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 Qubtotal # of indicators Rating.

Domain 2. Formal Services Policies

Domain 2 Qubtotal # of indicators Rating.
Domain 3: Trauma and Gender Screening, Assessment, and Service Planning
1. # of indicators Rating.

2. # of indicators Rating.

Domain 3 Qubtotal # of indicators Rating.
Domain 4: Administrative Support for Program-Wid e Trauma-Informed, Gender -Responsive Services
1. # of indicators Rating.

2. # of indicators Rating.
3. # of indicators Rating.
4 # of indicators Rating.
Domain 4 SQubtotal # of indicators Rating.

Domain 5: Staff Trauma and Gender Training and Education
Domain 5 Qubtotal # of indicators Rating.

Domain 6: Human Resour ces Practices
Domain 6 Subtotal # of indicators Rating.

Grand Total of Ratings 6 =l0&erall Mean of

Interpretive ranges for overall mean: 1.00-2.00 =Beginning the trauma-informed, gender-resporsive
process;2.00-3.00= Not very trauma-informed or gender-resporsive 3.00-4.00= Somewhat trauma-
informed and gender-resporsive 4.00-5.00= Very trauma-informed and gender-resporsive 5.00= Fully
trauma-informed and gender-resporsive

Grand Total of Indicators

(c)Roger D. Fallot, & Maxine Harris; Community Connedions For information: rfallot@ccdcl.org
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Appendix B: CCTIC Self-Assessment and Planning Protocol

./\—_“.
Community Connections

Creating Cultures of Trauma-Informed Care (CCTIC):
A Self-Assessment and Planning Protocol

Roger D. Fallot, Ph.D. and Maxine Harris, Ph.D.
November, 2011

Over the past fifteen years, there has been growing acknowledgement of several
interrelated facts conceming the prevalence and impact of trauma in the lives of people in
contact with vanous human service systems. We advocate for tranma-informed service
approaches for a number of reasons.

«Trauma is pervasive. National community-based surveys find that between 55 and
90% of us have expenienced at least one traumatic event.  And individuals report, on average,
that they have expenienced nearly five trammatic events in their lifetimes. The expenience of
trauma is not the rare exception we once considered it. It is part and parcel of our social reality.

«The impact of trauma is very broad and touches many life domains. Trauma
exposure increases the nisk of a tremendous range of vulnerabilities: mental health problems like
postiranmatic stress disorder, depression, excessive hostility, and generalized anxiety; substance
abuse; physical health problems; interpersonal struggles; eating disorders; and suicidality, among
many others. Trauma thus touches many areas of life not obviously or readily connected with
the expenence of trauma itself. This broad impact makes it particularly important to understand
the less evident links between tranma and its sequelae.

«The impact of trauma is often deep and life-shaping. Trauma can be fundamentally
life-altering, espeaally for those mdividuals who have faced repeated and prolonged abuse and
especially when the violence is perpetrated by those who were supposed to be caretakers.
Physical, sexual, and emotional violence become central realities around which profound
neurobiological and psychosocial adaptations occur. Survivors may come to see themselves as
fundamentally flawed and to perceive the world as a pervasively dangerous place. Trauma may
shape a person’s way of being in the world; it can deflate the spint and trample the soul.

eViolent trauma is often self-perpetuating. Individuals who are victims of violence are
at increased nisk of becoming perpetrators themselves. The intergenerational transmission of
violence is well documented. Community violence is often built around cycles of retaliation.
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Many of our institutions—cnminal justice settings, certainly, but also schools and churches and
hospitals—are too frequently places where violent tramma is perpetuated rather than elimmated.

e«Trauma is insidious and preys particularly on the more vulnerable among us.
People who are poor, who are homeless, who have been diagnosed with severe mental health
problems, who are addicted to drugs, or who have developmental disabilities—all of these
groups are at increased nisk of violent victimization.

«Trauma affects the way people approach potentially helpful relationships. Not
surpnisingly, those individuals with histonies of abuse are often reluctant to engage in, or quickly
drop out of, many human services. Being vigilant and suspicious are often important and
thoroughly understandable self-protective mechanisms in coping with tranuma exposure. But
these same ways of coping may make it more difficult for survivors to feel the safety and trust
necessary to helpful relationships.

«Tranma has often occurred in the service context itself. Involuntary and physically
coercive practices, as well as other activities that tngger trauma-related reactions, are still too
common in our centers of help and care.

e«Trauma affects staff members as well as consumers in human services programs.
Stressors deeply affect administrators, clinicians, and support staff working in human services.
Not only is “secondary” or “vicanious” traumatization common but direct threats to physical and
emotional safety are also frequent concems. Being asked to do “more and more with less and
less” becomes a pervasive theme underlying work experiences that may threaten to overwhelm
coping abilities.

Growing awareness of these facts regarding tramma has led to calls for the development
of both trama-informed and tranma-specific services. Human service systems become tranma-
informed by thoroughly incorporating, in all aspects of service delivery, an understanding of the
prevalence and impact of trauma and the complex paths to healing and recovery. Trauma-
informed services are designed specifically to avoid retraummatizing those who come secking
assistance as well as staff working in service settings. These services seck “safety first” and
commit themselves to “do no harm.” The SAMHSA-funded Women, Co-Occuming Disorders,
and Violence Study (1998-2003) has provided evidence that tranmma-informed approaches can
enhance the effectiveness of mental health and substance abuse services. By contrast, trauma-
specific services have a more focused prnmary task: to directly address trama and its impact
and to facilitate tranma recovery. An increasing mumber of promising and evidence-based
practices address PTSD and other consequences of trauma, especially for people who often bning
other complicating vulnerahilities (¢.g., substance use, severe mental health problems,
homelessness, contact with the ciminal justice system) to the service setting.

This Self-Assessment and Planning Protocol and its accompanying CCTIC Program Self-
Assessment Scale attempt to provide clear, consistent guidelines for agencies or programs
interested i faalitating tramma-informed modifications in their service systems. It is a tool for
administrators, providers, and survivor-consumers to use in the development, implementation,
evaluation, and ongoing monitoring of trauma-informed programs.
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Overview of the Change Process,Protocol, and Scale

Culture Changein Human Service Programs

The Creating Cultures of TraumaInformed Cae approach to oganizationd change is bult on
five core vaues ofsafety, trustworthiness, chote, collaboration, and empower ment. If a
program can sg that its culture reflects each of thesevaues in @ch contact physical seting,
relationship, and activity and that ths cultureis evident in the experiences d steff aswell as
consumers, then the programds culture is traumainformed.

We emphasie organizationd culture because it epresents he mostinclusive and genera | evel
of an agency or programéd fundamental approach to itswork. Organizational culture reflects
wha a program consides important and unimportat, wha warrants atention, how it
undestands he people it seves andthe people who sewve them, ad haw it puts hese
undestendings into ddly prectice. In short, cilture expresses the lsc values ofa program.
Culture thusextends vell beyondthe introdudion of new sevices or the training of a particular
subset otaf membes; itis pewasive, including al aspects of an agency&s functioning.

In order to accomplish this culture change, we strongly recommend several steps:

1) Initial Planning. In this phese the pogram considers theimportance of, and weghs its
commitment tq atraumainformed dange process. Thefollowing elements ae key to the
sucessful pbnning of organizationd traumainformed dange: @ administrative commtment to
and support othe initative (see Doman 4 below) b) theformation of atrauma initative
workgroupto lead and oversee the change process; c)the ull representation of each significant
stakenoldergroup on theworkgroupd administrators, supevisors, drect savice staf, suppot
staff, and consuners; d) identification of trauma fichampionso to keep the initiative alive and fion
the front burner;0 €) programmatic awareness of the scope (the entire agency and its culture and
timeline (sually upto two years) of the ailture shift.

Discussins of taumainformed pogram modifications onsitute an oppotunity to involve all
key groupsin thereview and planningprocess. In our experience, the moreinclusive and fully
representative theedisaussons ae, the moe eff ective and substntial the resulting changes.

2) AKickoff Training Event. Usudly two days long, the kidoff training is attendd by as
mary of the staf as practical and indudes sgnificant consumerepresentaton; it certainly
includes all membeis of thetrauma inifative workgroup. During this event, thele are at least
three presentations In the first, central ideas of taumainformed wltures ae presented,
emphasiing shifts in boh undestanding and in practice. Second, the importace of steff
support ad care is emplasized, ensuringthat s&ff membes experience thesame vdues in he
organizationd culturetha consumes need to experience. Finally, athird presentation addesses
the importaace of traumain thework of the speific agency (e.g., trauma and subsdnce use,
trauma and children oryouth, rauma and ment&hedth prdblems). Thereis also a geat deal of
time for the workgroupmembes and otherattendees to dscuss e planning process n more
detail and to ondud preliminary conversaions hat will mirror those to béndd in the lager
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agency after the kickoff. Thegod of the kidoff is to notivate and energize the dange process
while simultaneously providing a beginning seng of direction. Thekickoff ends wih discussin
of next steps in the impementdion of this chage initiative.

3) Short-term Follow-up. Over thenext sevea months the gency takes the ides from the
training and applies themin more detail, usng this Self -Assessnent and Pénning Protocol.
First, the workgroup develops anlmplementationPlan for review by the est of the
administration, s&ff, and consuners, & well as by outside consutants wit experiencein
facilitating agency change. Community Connections ®nsutants, forexample, provide deailed
feedback on Implementtion Hans; dsauss ay bariers as thg arise; andasskt in developing
straegies to ovecome theseobstcles. Community Connectionsstaff offer this consufationon
site or by written or telgphonediscussins.

Simultaneously, two educationd events ae scheduled for all staf. Thefirstis on
fiUndestanding Traumad or fiTrauma 10106 This training is desgned to discuss he prevalence
and impact of trauma as well as sone of the muliple paths b recovery, enphasizing the ways in
which trauma mg be sea in thelives of mnsuners and in the work experience of stff. The
second traning focuses moredirectly on fiStaff Support ad Cae,0 emphasizing that aculture
shift toward atrauma-informed system of care rests on staff membersdexperiences of safety,
trustwortthiness, choie, collaboraion, and enpowerment. Idedlly, thesetraining events ae
offered by experienced trainers who ae aso able and willing to en©urage and teach stff
membes to beome teiners thanselves. In this way, as the pogram is able its own traners
become @uipped to passdong the important infomation éout rauma tonewer or untrained
staf.

4) Longer-term Follow-up. After aout $x-nine months,Community Connections onsutants
revisit the progam site tb mee with the workgroup and sdected otters, inorde to review and
discuss progsss b dae. At that time, on@ing processes mg be put in plae to sistain he
initiative to its condusion. Depending on the pogramé neelsand interests consutants nay
return for additional ste visits unil the taumainformed @re initiative is firmly establishedin
the aency culture. Sustaindility is obvioudy akey factor in this transfomation and pograns
have arange of choices about the best ways to maintain a traumainformed culture. For
example, mary agendesbuild traumainformed qiestions nto their Consumer Satisfaction
Survey (or usea specaly developedsuney to cgturethe five core valuesfor consuners and
staff). Many add thelmplementation Rans to he qudity assuance or improvement pocess.
Still othes, in larger systems, dscuss was to huild in consulétion to heir own and other
agencies through a fitrain the consultantd approach. Themostimportant goal in this phaeis to
maintain the momentum e$téshedafter the kickoff training until the culture changeis
thoroudhgoing. In our experience, this pro@ss nay take from two to fiveyears.
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The CCTIC Sef-Assessmant and Planning Protocol

The Self-Assessnent and Planning Protoool is divided into sk domains;theyaddress
both srvices-level and alministrative or systemsleve changes. In each domain, thee are
guiding questions fora collaboraive discussbn by a comprenensive workgroup of a programés
activities and ptysical settings, followed by alist of morespedfic questions andor possble
indicators ofatraumainformed gproach. Mary of thesequestions ad indicators ae dravn
from the experiences of humanseavice agencies tha haveprevioudy engaged in this lf-
assessment.

Part A : Senvices-level Changes

Domain 1. Program Procedures ard Settings: fiT o what extent are program activities and
sdtings casigent with five guiding principlesof trauma-informed pradice: safety,
trustworthiness, choice, collaboration, and empower ment?0

This =ction ofthe potoml can beusedto assss he extent to which brma and informal
procedures andthe plysica environment in a huran sewices pragram are traumainformed and
to plan correspondng modifications n sewice delivery practices. Gonsuner-survivors shoutl be
actively involved in thereview proaess as shouldupport siff, direct sewice staf, supervisors,
and aministrators.

Step e Identify Key Forma and Informal Activites and S#ings

Thegod of Step (neis to gain a comprenensive gnse d the experiences d both mnsuners and
staf membess as they come to the siting and participate in its adivities, elationships,and
physicd settings. Thegoal of this review is to capturefor each of thesegroupsd consuner and
stafd theirexperiencesin deail from ther very first to heir very last ontact with the ppgram
or agency. Though sorre progams acomplish this efectively by forming a representatve
workgroupto review thefull range of contads, ohers have foundit very helpful to engagein a
fiwalk-through.0 A walk-through is a process in which staff members come to the setting fias ifo
they are new consuners and thusenterthe séting with a ©nsuner-oriented paspetive. For
moredeails about onevay to condud such awvalk-through, e the NIATx website:

Sites routiney begin by focusingon the e&periences of consumes andthen
repeat the process forstedf membes.

A. List the sguence of sevice activitiesin which nev consuners ae usudly involved (eg.,
outreach, intake, assessrent, sewice planning). Think broally to indude informal &
well as fomal mntacts. For example, consuners may be greeted and given directions ly
anumberof people pior to formal sevice ddivery.

B. Identify the staff members (positions and individuas) who hae contad with consurners
at each pointin this proess.

C. Identify the setingsin which thevarious ativities ae likely to take place (e.g., home,
waiting room, elephore, office, insttution).
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Step Two: Ask Key Questions about Each of the Activities and Settings

(See list of questions for Domains 14-1.J following Step Four)

Step Three: Prioritize Godls for Change

Afler the workgroup has reviewed services and has developed a list of possible trauma-informed
changes in service delivery procedures, these goals for change should be pnionitized. Among the
factors to consider in this pnoritizing are the following: (1) feasibility (which goals are most
likely to be accomplished becanse of their scale and the kind of change involved?); (2) resources
(which goals are most consistent with the financial, personal, and other resources available?); (3)
system support (which goals have the most mfluential and widespread support?); (4) breadth of
impact (which goals are most likely to have a broad impact on services?); (5) quality of impact
(which goals will make the most difference in the lives of consumers?); (6) nsks and costs of not
changing (which practices, if not changed, will have the most negative impact?).

Step Four: Identify Specific Objectives and Responsible Persons

Afler goals have been pnontized, specific objectives (measurable outcomes with timelines for
achievement) can be stated and persons responsible for implementing and monitoring the
comesponding tasks can be named. These objectives are incorporated into the program’s
Implementation Plan.

Domain 1A. Safety—Ensuring Physical and Emotional Safety

¢ Key Questions: “To what extent do the program’s activities and settings ensure the
physical and emotional safety of consamers? How can services be modified to ensure
this safety more effectively and consistently?”

Sample Specific Questions:

«How saft is the area around the program’s building? Are sidewalks and parking arcas
well-lit? How far do consumers need to walk to get to the building or program entrance?
Is this walk a safe one?

e Arc directions to the propram’s location readily available? Are they clear?

«Once a consumer amves, are directions to the receptionist or other offices clear?
«Where are services delivered? In the office, institution, home, or community? What
safety considerations are important in the location of vanious services?

«When are they delivered? Are there services available in addition to usual office hours?
If so, what safcty considerations are important in the iming of vanous services?

«Who is present (other consumers, etc.)? Are secunity persomnel present? What impact
do these others have?

«What signs and other visual matenals are there? Are they welcoming? Clear? Legible?
e Arc doors locked or open? Are there casily accessible exits?
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«How would you descnibe the reception and waiting areas, interview rooms, etc.? Are
they comfortable and mviting?

e Are restrooms easily accessible? Are there signs indicating their location?

e Are the first contacts with consumers welcoming, respectful, and engaging?

«Do consumers receive clear explanations and information about each task and
procedure? Are the rationales made explicit? Is the program mission explained? Are
specific goals and objectives made dear? Does each contact conclude with information
about what comes next?

e Are staff attentive to signs of consumer discomfort or unease? Do they understand these
signs in a trauma-informed way?

«What events have occurred that indicate a lack of safety—physically or emotionally
(e.g., arguments, conflicts, assaults)? What tnggered these incidents? What altematives
could be put in place to mimimize the likelihood of their recurrence?

eIs there adequate personal space for individual consumers?

«In making contact with consumers, is there sensitivity to potentially unsafe situations
(e.g., domestic violence)?

Domain 1B. Trustworthiness—Maximizing Trustworthiness through Task Clarity,
Consistency, and Interpersonal Boundaries

¢ Key Questions: “To what extent do the program’s activities and settings maximize
trustworthiness by making the tasks involved in service delivery clear, by ensuring
consistency in practice, and by maintaining boundaries that are appropriate to the
program? How can services be modified to ensure that tasks and boundaries are
established and maintained clearly and appropriately? How can the program maximize
honesty and transparency?”

Sample Specific Questions:

eDoes the program provide clear information about what will be done, by whom, when,
why, under what circumstances, at what cost, with what goals?

«When, if at all, do boundaries veer from those of the respectful professional? Are there
pulls toward more friendly (personal information shanng, touching, exchanging home
phone numbers, contacts outside professional appointments, loaning money, etc.) and less
professional contacts in this setting?

«How does the program handle dilemmas between role danty and accomplishing
multiple tasks (e.g., especially in residential work and counseling or case management,
there are significant possibilities for more personal and less professional relationships)?
e«How does the program communicate reasonable expectations regarding the completion
of particular tasks or the receipt of services? Is the information realistic about the
program’s lack of control in certain circumstances (e.g., in housing renovation or time to
receive entitlements)? Is unnecessary consumer disappointment avoided?

«What is mvolved in the informed consent process? Is both the information provided and
the consent obtained taken seniously? That is, are the goals, nisks, and benefits clearly
outlined and does the consumer have a genuine choice to withhold consent or give partial
consent?
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Domain 1C. Choice—Maximizing Consumer Choice and Control

¢ Key Questions: “To what extent do the program’s activities and setfings maximize
consumer experiences of choice and control? How can services be modified to ensure
that consumer experiences of choice and control are maximized?”

Sample Specific Questions:

e«How much choice does each consumer have over what services he or she receives?
Over when, where, and by whom the service is provided (e_g., time of day or week, office
vs. home vs. other locale, gender of provider)?

«Does the consumer choose how contact is made (e.g., by phone, mail, to home or other
address)?

«Does the program build in small choices that make a difference to consumer-survivors
(e.g., When would you like me to call? Is this the best number for you? Is there some
other way you would like me to reach you or would you prefer to get in touch with me?)
«How much control does the consumer have over starting and stopping services (both
overall service invol vement and specific service times and dates)?

eIs each consumer informed about the choices and options available?

«To what extent are the individual consumer’s priorities given weight in terms of services
received and goals established?

«How many services are contingent on participating in other services? Do consumers get
the message that they have to “prove” themselves in order to “eamn” other services?

«Do consumers get a clear and appropnate message about their nghts and
responsibilities? Does the program communicate that its services are a privilege over
which the consumer has little control?

e Are there negative consequences for exercising particular choices? Are these necessary
or arbitrary consequences?

eDoes the consumer have choices about who attends various meetings? Are support
persons pemitted to jomn planning and other appropniate meectings?

Domain 1D. Collaboration—Maximizing Collaboration and Sharing Power

¢ Key Questions: “To what extent do the program’s activities and setfings maximize
collaboration and sharing of power between staff and consumers? How can services
be modified to ensure that collaboration and power-sharing are maximized?”

Sample Specific Questions:

«Do consumers have a significant role in planning and evaluating the agency’s services?
How is this “built in” to the agency’s activities? Is there a Consumer Advisory Board?
Are there members who identify themselves as trauma survivors? Do these individuals
understand part of their role to serve as consumer advocates? As trauma educators?
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«Do providers communicate respect for the consumer’s life expeniences and history,
allowing the consumer to place them in context (recognizing consumer strengths and
skills)?

oIn service planning, goal setting, and the development of priorities, are consumer
preferences given substantial weight?

« Are consumers involved as frequently as feasible in service planning meetings? Are
their pnionities elicited and then validated in formulating the plan?

eDoes the program cultivate a model of doing “with” rather than “to” or “for”
consumers?

«Does the program and its providers communicate a conviction that the consumer is the
ultimate expert on her or his own expenience?

«Do providers identify tasks on which both they and consumers can work simultaneously
(e.g., mformation-gathering)?

Domain 1E. Empowerment—Prioritizing Empowerment and Skill-Building

¢ Key Questions: “To what extent do the program’s activities and setlings prioritize
consumer empowerment and skill-building? How can services be modified to ensure
that experiences of empowerment and the development or enhancement of consumer
skills are maximized?”

Sample Specific Questions:

«Do consumer-survivor advocates have significant advisory voice in the planning and
evaluation of services?

«In routine service provision, how are each consumer’s strengths and skills recognized?
«Does the program commumicate a sense of realistic optimism about the capacity of
consumers fo reach their goals?

eDoes the program emphasize consumer growth more than maintenance or stability?
eDoes the program foster the involvement of consumers in key roles wherever possible
(e.g., m planning, implementation, or evaluation of services)?

«For each contact, how can the consumer feel validated and affirmed?

«How can each contact or service be focused on skill-development or enhancement?
«Does each contact aim at two endpoints whenever possible: (1) accomplishing the given
task and (2) skill-building on the part of the consumer?

Domain 1F. Safety for Staff —Ensuring Physical and Emotional Safety

¢ Key Questions: “To what extent do the program’s activities and settings ensure the
physical and emotional safety of staff members? How can services be modified to
ensure this safety more effectively and consistently?”

Sample Specific Questions:
e Do staff members feel physically safe? Do staff members provide services in areas
other than the office? If so, what safety considerations are important?
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« Do staff members feel emotionally safe? In relationships with administrators and
supervisors, do staff members foel supported?

« I3 the physical environment safe—with accessible exits, readily contacted assistance if
it is needed, enough space for people to be comfortable, and adequate pnivacy?

« Do staff members feel comfortable bnnging their dinical concems, vulnerabilitics,
and emotional responses to dient care to team mectings, supervision s¢ssions or a
supervisor?

e« Docs the program attend to the emotional safety needs of support staff as well as
those of dimasans?

Domain 1G. Trustworthiness for Staffl—Maximizing Trustworthiness through Task
Clarity, Consistency, and Interpersonal Boundaries

¢ Key Questions: “To what extent do the program’s activities and setfings maximize
trustworthiness by making the tasks involved in service delivery clear, by ensaring
consistency in practice, and by maintaining boundaries that are appropriate to the
program? How can services and work tasks be modificd to ensure that tasks and
boundaries are established and maintained clearly and appropriately? How can the
program maximize honesty and transparency?”

Sample Specific Questions:

Do program directors and climcal supervisors have an understanding of the work of
direct care staff? Is there an understanding of the emotional impact (burnout,
vicarious trauma, compassion fatipuc) of direct care? How is this understanding
communicated?

« s self-care encouraged and supported with policy and practice?

« Do all staff members receive dinical supervision that attends to both consumer and
dinician concems in the context of the cinical relationship? Is this supervision
dearly separated from administrative supervision that focuses on such issucs as
paperwork and billing?

« Do program directors and supervisors make their expectations of staff dear? Arc
these consistent and fair for all stafT positions, including support staff?

« Do program directors and supervisors make the program’s mission, goals, and
olyectives clear?

« Do program directors and supervisors make specific plans for program
implementation and changes dear? Is there consistent follow through on anmounced
plans? Or, in the event of changed plans, arc these announced and reasons for
changes explained?

«  Can supervisors and administrators be trusted to listen respectfully to supervisees’
concems—even if they don’t agree with some of the possible implications?

Domain 1H. Choice for Staff —Maximizing Staff Choeice and Control.

¢ Key Questions: “To what extent do the program’s activities and setfings maximize
staff experiences of choice and control? How can services and work tasks be modified

10
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o ensure that staff experiences of choice and control are maximized, especially in the
way that staff members’ work goals are met?”

Sample Specific Questions:

Is there a balance of autonomy and clear guidelines in performing job duties? Is there
attention paid to ways in which staff members can make choices in how they meet job
requirements?

e  When possible, are staff members given the opportunity to have meaningful input
into factors affecting their work: size and diversity of caseload, hours and flex-time,
when to take vacation or other leave, kinds of training that are offered, approaches to
clinical care, location and décor of office space?

Domain 11. Collaboration for Staff —Maximizing Collaboration and Sharing Power

¢ Key Questions: “To what extent do the program’s activities and setfings maximize
collaboration and sharing of power among staff, supervisors, and administrators (as
well as consumers)? How can services be modifted to ensure that collaboration and
power-sharing are maximized?”

Sample Specific Questions:

Docs the agency have a thoughtful and planned response to implementing change that
encourages collaboration among staff at all levels, including support staff?

e Are staff members encouraged to provide suggestions, feedback, and ideas to their
team and the larger agency? Is there a formal and structured way that program
administrators solicit staff members’ input?

« Do program directors and supervisors communicate that staff members” opimons are
valued even if they are not always implemented?

Domain 1J. Empowerment for Staff —Prioritizing Empowerment and Skill-
Building

¢ Key Questions: “To what extent do the program’s activifies and setfings prioritize
staff empowerment and skill-building? How can services be modified to ensure that
experiences of empowerment and the development or enhancement of staff skills are
maximized? How can the program ensure that staff members have the resources
necessary to do their jobs well?”

Sample Specific Questions:

e Are each staff member’s strengths and skills utilized to provide the best quality care
to consumers/clients and a high degree of job safisfaction to that staff member?

e Are staff members offered development, tramning, or other support opportunities to
assist with work-related challenges and difficulties? To build on staff skills and
abilities? To further their career goals?

¢ Do all staff members receive anmal training in areas related to trauma, including the
impact of workplace stressors?

¢ Do program directors and supervisors adopt a positive, affirming attitude

11
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encouraging stafT, both climcians and support stafT, to fulfill work tasks?

« [s there appropnate attention to staff accountability and shared responsibility or is
there a “blame the person with the least power” approach? Is supervisory feedback
constructive, even when critical?

Domain 2. Formal Services Policies

Key Questions: “To what extent do the formal policies of the program reflect
anderstanding of trauma survivors’ needs, strengths, and challenges? Of staff needs? Are
these policies monitored and implemented consistently?”™

Some Possible Indicators:

¢ Pohaes reganding confidentiality and access to information are dear; provide adequate
protection for the privacy of both consumers and staff members; and are commumnicated to the
consumer and staff in an appropnate way.

¢ The program avoids involuntary or potentially coercive aspects of treatment—involuntary
hospitalization or medication, representative payeeship, outpatient commitment—whenever
possible.

¢ The program has developed a de-escalation or “code blue” policy that mimimizes the possibility
of retranmatization.

+ The program has developed ways to respect consumer preferences in responding to crises—via
“advance directives” or formal statements of consumer choice.

¢ The program has a clearly wntten, easily accessible statement of consumers’ and staff
members’ nghts and responsibilitics as well as a gnevance policy.

¢ The program’s policics address issucs related to staff safety. For example:
« Policies address if and when a staff member may be alone in the alding or on duty.
« Policics govern specific ways for staff to offer home or community based services.
« Incdent reviews follow verbal or physical confrontations and lead to effective plans
to reduce staff volnerability.

Domain 3. Trauma Screening, Assessment, Service Planning and Tranma-Specific Services

Key Question: “To what extent does the program have a consistent way to identify individuals
who have been exposed to trauma, to condact appropriate follow-up assessments, to include
trauma-related information in planning services with the consamer, and 1o provide access o
effective and affordable trauma-specific services?”

12
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Some Possible Indicators:

+ Staff members have reviewed existing instruments to see the range of possible screening tools.

+ At least minimal questions addressing physical and sexual abuse are included in trauma
screening-

+ Screening avoids overcomplication and unnecessary detail so as to minimize stress for
CONSUINETS.

¢ The program recognizes that the process of trauma screening is usually much more important
than the conient of the questions. The following have been considered:
«What will it mean to ask these questions?
«How can they be addressed most appropnately—for the likely consumers, for the
service context, time available, pnior relationship, possible future relationship, at vanous
pomts in the intake/assessment process?

+ The need for stand ardization of screening across sites 1s balanced with the unique needs of
each program or setting.

¢ The screening process avoids unnecessary repetition. While there 1s no need to ask the same
questions at multiple points in the intake or assessment process, there is often a pood rationale
for retuming to the questions after some appropnate time interval.

+ Screening is followed as appropnate (given the nature and goals of the program, the length of
time consumers are involved, and the spedfic relationships established with staff members) by a
more extensive asscssment of trauma history (type, duration, and timing of tranma) and of
tramma-related sequelae (addressing resilience-related strengths and coping skills as well as
vulnerabilitics and problems).

¢ In service planming, climcians and consumers discuss ways in which trauma may be taken mto
account in chinicians’ work with the consumer to achieve the consumer’s goals (¢.g., the place of
trauma and tramma-related strengths and problems in giving shape to the recovery plan, its
pooritics, and the services and other supports that may be useful).

¢ The program cither offers or makes referrals to accessible, affordable, and effective trauma-

specific services. Group and individual approaches to trauma recovery and healing are both
available.

13
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Part B: Systems-level/Administrative Changes

Domain 4. Administrative Support for Program-Wide Trauma-Informed Services

Key Question: “ To what extent do program or agency administrators support the inlegration
of knowledge about vielence and abuse into all program practices?”

Some Possible Indicators:

¢ The existence of a policy statement or the adoption of general policy statement from other
organizations that refers to the importance of tramma and the need fo account for consumer
expenences of trauma in service ddivery.

¢ The existence of a “trauma imtiative” (¢.g., workgroup, tranma specialist).

«Designation of a competent person with administrative skills and organizational
credibility for this task.

«Chief administrator meets periodically with tranma workgroup or specialist.

« Admimistrator supports the recommendations of the tramna workgroup or speaalist and
follows through on these plans.

¢ Administrators work closcly with a Consumer Advisory group that includes significant trauma
survivor membership. Consumer-survivor members of this group identify themselves as trauma
survivors and understand a part of their role as consumer advocacy. They.play an active role m
all aspects of service planning, implementation, and evaluation.

#Administrators are creative in finding ways to clicit consumer suggestions and feedback on the
process of becoming trauma-informed. These mechanisms may include focus groups; suggestion
boxes; walk-throughs by senior administrators to “check in” with consumers (and staff); bnief
feedback sessions or surveys following groups or other interventions; special events to highhight
the initiative; among others.

#Administrators actively support the trauma-informed culture change initiative by “markefing™ it
throughout the agency, raising its profile and making it a central part of the program’s agenda
and mission. Administrators recognize the value of everyone’s enthusiastic participation in the
imitiative and faalitate broad-based buy-m from all groups.

4 Admimstrators make collaboration and shared decision-making a key part of their leadership
style. When working with staff members and consumer advisors, they listen respectfully and
sohicit ideas for project development. Whenever possible and practical, they involve both staff
and consumers in planning, implementing, and evaluating program changes.

¢ Administrators make basic resources available in support of tramma-informed service
modifications (e.g., time, space, traiming money)-
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¢ Administrators support the availability and accessibility of trauma-specific services where
appropnate; they are willing to be creative about finding altemative reimbursement strategies for
tranma services.

¢ Administrators find necessary sources of funding for trauma traiming and education (this
sometimes requires going outside the usual funding mechanisms i a creative way).

¢ Administrators are willing to release both direct service and support staff from their usual
duties so that they may attend tramings, plan trauma-informed changes, and deliver trauma-
specific services. Funding is sought in support of these activities.

¢ Administrators are willing to attend tranma training themselves (vs. sending designees in their
places); they allocate some of their own time to tramma-focused work (¢.g., meeting with trauma
imitiafive representafives, keeping abreast of trauma initiatives in similar program areas).

¢ Administrators participate actively in identifying objectives for systems change.

¢ Administrators monitor the program’s progress by identifying and tracking core objectives of
the trauma-informed change process

¢ Administrators may arrange pilot projects for trauma-informed parts of the system.

Domain 5. Staff Trauma Training and Education

Key Question: “To what extent have all staff members received appropriate training in
trauma and its implications for their work?”

Some Possible Indicators:

¢ General education (including basic information about tramma and its impact) has been offered
for all employees in the program with a pnmary goal of sensitization to tramma-related dynamics
and the avoidance of retranmatization.

¢ Staff members have recetved education in a trauma-informed understanding of unusual or
difficult behaviors. (One of the emphases in such training is on respect for people’s coping
attempts and avoiding a rush to negative judgments.)

¢ Staff members have recetved basic education in the maintenance of personal and professional
boundanes (e.g., confidentiality, dual relationships, sexual harassment).

¢ Clinical staff members have received trauma education imvolving specific modifications of
services in their content area: clinical, residential, case management, substance use, for example.

¢ Staff members have received training in basic coping skills for trauma survivors, including

psychoeducational framing of trauma-related expeniences and coping responses, grounding and
emotional modulation techniques, and safety planning,
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¢ Tranma clinicians have recerved training in additional skills-based and other trauma-specific
approaches.

+ Staff members offenng tranmma-specific services are provided adequate support via supervision
and/or consul tation (including the topics of vicanous traumatization and climician self-care).

Domain 6. Human Resources Practices: “To what extent are trauma-related concerns
part of the hiring and performance review process?”

Key Question: “To what extent are trauma-related concerns part of the hiring and
performance review process?”

Some Possible Indicators:

+ The program secks to hire (or identify among curmrent staff) tranma “champions,” individuals
who arc knowledgeable about tranma and its effects; who prionitize tranma sensitivity in service
provision; who communicate the importance of trauma to others in their work groups; and who
support trauma-informed changes in service delivery.

+ Prospective staff interviews include trauma content (What do applicants know about tranma?
about domestic violence? about the mpact of childhood sexual abuse? Do they understand the
long-term consequences of abuse? What are applicants’ mitial responses to questions about
abuse and violence?)

+ Incentives, bomuses, and promotions for line staff and supervisors take into account the staff
member’s role in trauma-related activities (speaalized traming, program development, etc).
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Community Connections/Version 2.3/11-11

Addendum A: Possible Items for Consumer Satisfaction Surveys

(Items are worded to be consistent with a Likert response scale from “strongly disagree” to
“strongly agree;” specific items and wording should be tailored to the program’s goals and
services)

Safety
eWhen I come to [programl], I feel physically safe.
«When I come to [program], I feel emotionally safe.

Trustworthiness

o] trust the people who work here at [program].

o[ Program] provides me good information about what to expect from its staff and services.

o] trust that people here at [program] will do what they say they are going to do, when they say
they are going to do it

oThe people who work here at [program] act in a respectful and professional way toward me.

Choice

o[ Program| offers me a lot of choices about the services I receive.

eI have a great deal of control over the kinds of services I receive, including when, where, and by
whom the services are offered.

ePeople here at [program] really listen to what I have to say about things.

Collaboration

oAt [program], the staff is willing to work with me (rather than doing things for me or fo me).
«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.

eConsumers play a big role in deciding how things are done here at [program].

Empowerment

o[ Program| recognizes that I have strengths and skills as well as challenges and difficulties.
oThe staff here at [program] are very good at letting me know that they value me as a person.
oThe staff here at [program] help me leam new skaills that are helpful in reaching my goals.
e] feel stronger as a person because I have been coming to [program].

Trauma Screening Process

oThe staff explained to me why they asked about difficult expenences in my life (like violence
oThe staff are as sensitive as possible when they ask me about difficult or frightening
experiences I may have had.

o] fecl safe talking with staff here about my expeniences with violence or abuse.
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Appendix C: Staff Interview Guide

RQ\ Saff Questions
Qient Satisfaction Survey
Canyou pleasedesaibe TIC ayou understand it?

What TIC kackgound do you have? (Edication/ previous experierce) (What formal training haveyou received in TIC?)

How comfortable doyou feel when giing TIC?

How competent do you feel at providing TIC?

What deesRCA d to sugport you in providing trauma-informed care?What more could they do?

How do you help dientsfeel empowered during sessians?

What doyou do to help dientsfeel respeced?

What doyou do to keep dientsinformed abouttheir treatment?

What doyou do to keep dientshopeful abaut their recovery?

What doyou do to help dientsfeel emotionally safeduring individual caunseling? How about group counseling?

What doyou do to help dientsfeel physicaly safeduring individual caunseling? Howv about group counseling?
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How do you helpyour clients makethe connections betwveen their trauma, rauma symptoms, andsubstanceabuse?

How do you asse&s rauma duing individual caunseling? (Whendo you assas rauma duing individual caunseling?)

How do you record the trauma? (How do you makenotes d trauma andtriggers?)

What trauma-related referrals have you made? How do you follow up on thesereferrals? What support do you need
to improve your referrals, if thereis arything to improve?

How do you create treatment plars that addresstrauma?

How do you include the dient in theseplans? (Are the dientsgoals a prority? Doesthe dient hawe a clearvoicein
plan?)

How do you think the dientsfeel about receving TIC?Do they notice adifference?

What dfect in your group/individual sessias daesTIC have (How doesTIC inprove your interactions with dients?
What caild be better?)

What séf-caredo you do? How do you stay safe?

Any other comments you want to make? (Isthere anything you want the evaluation to include that | haven®asked?)
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Appendix D: Client Interview Guide

R\ Qient Questions

Ace: Date of Entryinto Treatment Frogram:
Gencer: Other senicesfrom RCA:
RaceEthnicity: Identifier:

Safety

When| ®ometo RCA, | fel physicaly safe.

Neither Agee nor
Disagee

What deesRCA d to helpyou feel physicaly safe?What could RCA ddo helpyou feel physicaly safer?

Strongly Agee Agee Disagee Strongly Disagee

When| ®meto RCA, | fel enotionally safe

Neither Agee nor
Disagee

What deesRCA d to helpyou feel emotionally safe? What could RCA ddo helpyou feel safe?

Strongly Agee Agee Disagee Strongly Disagee

My first contact (by phone or in persan) with the program was welcoming andrespectful
Neither Agee nor
Disagee
Thestaff (including the reception staff) natice sigrs o distress anong fellow clients and respondin a getie,

compassimate way.

Strongly Agee Agee Disagee Strongly Disagee

Neither Agee nor

Strongly Agee Agee Disagee Disagee Strongly Disagee
| wasgiven dear guidelinesin advance abaut what to expectof the program
Neither Agee nor ! |
Strongly Agee Agee Disagee Disagee Strongly Disagee
Trustworthiness
| trust the people who work hereat RCA.
Neither A } .
Strongly Agee Agee elther Ageenor Disagee Strongly Disagee

Disagee
RCA povidesme good information abaut what to expectfrom its staff andsevices.
Neither Agee nor

Strangly Agee Agee Disagee

Disagee Strongly Disagee

| trust that people hereat RCA wildo what they saythey aregoing to do, when theysaythey aregoing to doit.

Neither Agee nor
Disagee

| trust that people hereat RCA wilprotect my private information andrecords asmuch as pssitie.

Neither Agee nor
Disagee

Thepeople who work hereat RCA acin arespectful aml professianal waytoward me.

Neither Agee nor
Disagee

Strongly Agee Agee Disagee Strongly Disagee

Strongly Agee Agee Disagee Strongly Disagee

Strongly Agee Agee Disagee Strongly Disagee
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Choice
| knewabout all the senice options atRCA, likeéhe typesof sevicesoffered, housirg possibilities, and dinicians,
before | started my treatment plaming.

Neither Agee nor

trangly Al Al i Di trongly Di
Strongly Agee gee Disagee sagee Strongly Disagee
RCA #ers me a lat of chaicesabout the servicesl recave.
Neither Agee nor ) }
Strongly Agee Agee ! g Disagee Strongly Disagee

Disagee
What improvements about chaiceswould you liketo see?

| have a geat deal d control over the kinds d servicesl recave, incuding when, where,and bywhom the senicesare

offered.
Neither Agee nor ! !
ly Al Al ! Di ly Di
Strongly Agee gee Disagee sagee Strongly Disagee
People hereat RCA reajl listen to what | have to sayabaut things.
Neither Agee nor ) !
ly Al Al i Di ly Di
Strongly Agee gee Disagee sagee Strongly Disagee

My gaals are teated asthe most important factor in my recovery plan bythe pegle at RCA.
Neither Agee nor

Strongly A A : Di Strongly Di
rongly Agee gee Disagee sagee rongly Disagee
RCA is eadp getto for me (by MARTAcar).
Neither Agee nor ) )
Strongly A A . Di Strongly Di
rongly Agee gee Disagee sagee rongly Disagee
Thesenicesl recave aregiven at timesthat work for me.
Neither Agee nor ) }
Strongly Agee Agee Disagee Disagee Strongly Disagee
Qollaboration

At RCA, thetaff iswilling to work with me (rather than doing things for me or to me).
Neither Agee nor
Disagee
Whendecisims abait my sevicesor recovery plan aremade, | fed like lam apartner with the staff, that they really

listen to what | want to acomplish.

Strongly Agee Agee Disagee Strongly Disagee

Neither Agee nor

Strongly Agee Agee Disagee Disagee Strongly Disagee
Cmsume's phya big role in deciding how things aredone here at RCA.
Neither Agee nor ) ’
Strongly Agee Agee Disagee Disagee Strongly Disagee
My group sessians arerespasive to what | and other consume's warnt.
Neither Agee nor ) }
Strongly Agee Agee Disagee Disagee Strongly Disagee
Enpowerment

RCA recgnizesthat | havestrengths andskills as vell as dallengesand difficulties.
Neither Agee nor

Strongly Agree Agee Disagee

Disagee Strongly Disagee
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Thestaff hereat RCA areery good at letting me know that they value me as apersm.

Neither Agee nor
Disagee

What havethe staff said @ done that made you feel valued o not valued?

Strongly Agee Agee Disagee Strongly Disagee

Thestaff hereat RCA Blp me learn new skills that arehelpful in reaching my gaals.
Neither Agee nor
Disagee
Canyou think of a particular skill that RCAhas helgd you learn?What was the experience lik&

Strongly Agee Agee Disagee Strongly Disagee

| fed stronger as apersan because | havbeen coming to RCA.
Neither Agee nor

Disagee
Canyou tell me about a time that the program helped you feel stronger? Or what could the program do to helpyou
feel stronger?

Strongly Agee Agee Disagee Strongly Disagee

Now | amgaing to askabaut questions rdated to "trauma." If you need to skp anyquestions a checkin with a
counsela, pleaselet me know.

Trauma-Secific
| understand what trauma is.
Neither Agee nor

Strongly Agee Agee Disagee Disagee Strongly Disagee
I know what symptoms rdated to trauma are.
Strongly Agee Agee Neither Agee nor Disagee Strongly Disagee

Disagee

Thestaff explained to me why they asled aboutdifficult experiercesin ny life (ike violence or abuse)
Neither Agee nor

Strongly Agee Agee Disagee

Disagee Strongly Disagee

Wasnever askal abaut difficult experierces

Thestaff areas sasitive as passide when theyaskme about difficult or frightening experierces| may have had.
Neither Agee nor

Strangly Agee Agee Disagee

Disagee Strongly Disagee

Wasnever askal abaut difficult or frightening experierces

| fee safetalking with staff here about my experierceswith violence or abuse.
Neither Agee nor

Strongly Agree Agee Disagee

Disagee Strongly Disagee
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I'd liketo asksome questions abaut the waythat RCA hadies rauma inthe treatment stting. Reople can have
differentideasabout what trauma is, andthere are noright or wrong definitions. Fa this interview, | amdefining
trauma asany experierced volence or trauma in anyseting, incuding community or schal violence; physical
psychdogical, or sexual mistreatment/assalt within or outside d the family; natural disaster; terrorism; negkct, or
traumatic gref (GARA).Peaseconsider this defirition asyou answerthe nex questions, even if you don't think that
those experienceswere traumatic. Ao, same people haw trauma that is related to their sutstanceabuseor
substanceabuserelated t their trauma. If you feel like some questions donot apply to you or you do not want to
answer thesequestions, pleasdet me know.

RCA staff havielped me understand the connections betwveen my trauma andsymptoms rdated to trauma.
Neither Agee nor

Disagee Disagee Strongly Disagee

Strongly Agee Agee

Not Applicale

RCA staff havielped me understand the connections betveen my trauma andsutstanceabuse.
Neither Agee nor

Disagee Disagee Strongly Disagee

Strongly Agee Agee

Not Applicalle

RCA staff havlelped me understand the connections betveen my trauma symptoms andsukstanceabuse.
Neither Agee nor

Disagee Disagee Strongly Disagee

Strongly Agee Agee

Not Applicalle

What cauld they do better in helping you makeconnections betveen your trauma, trauma symptoms, andsutstance
abuse?

Canyou tell me about a time where peer leaders atRCA hve helped you in your recovery?

Canyou tell me about any trauma-secific referals RCA remade and how they worked aut for you?

| feel hopefulabaut my recovery
Neither Agee nor
Disagee
What havethe staff said @ done that made you feel hopeful or not hopeful?

Strongly Agee Agee Disagee Strongly Disagee

Are there any commentsor stories that you would liketo addasa pat of the evaluation?
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Appendix E: Client and Staff Combined Codebook

Evaluation Codes and Explanations of Code
Question Subcodes Clients Staff
How RCA supports
Institution Institutional staff in providing care
Support to clients, particularly
TIC
TIC Training and TIC training or
Education education
Institution Comfortable How comfortable and
competent staff feel
and Competent in providing TIC
How staff take care of
" themselves and how
Institution SeltCare RCA supports them ir
selfcare
Institution TIC Definition How staffdefine TIC
What effects of TIC
Institution Effects of TIC staff observe on
clients
Peers who help them;
People who are forme
clients who have
Institution Peer Leaders leadership positions
(alumni); counselors
who are/were in
recovery
Institution Experiences with When, how, and why
Traumarelated referrals for trauma trauma referrals are
Trauma Referrals treatment outside of | made and work out
Addressed RCA for clients
How the staff
members make How the staff make
connections betwen | connections between
substance abuse, substance abuse,
Trauma Trauma Addressed trauma, and symptomg trauma, and
Addressed related to trauma. symptoms related to
Client experience of | trauma. Activities
trauma treatment at related to the
RCA, including treatment of trauma
referrals.
Trauma Trauma How staff assess
Assessment | Assessment trauma
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Feel stronger or
weaker or empowered

How staff helps clients

Empowerment or unempowered. O feel respected and
empowered at RCA
valued or not valued
5 Principles of : Skills they feel RCA Specific Sk'”.s taught
TIC Skils helned build by staff to clients or
P learned by clients
How they feel RCA
Hopeful helps them be hopeful] How staff helps clients
P Or reasons why they | feel hopeful.
feel hopeful
Safety General safety or General safety or

5 Principles of
TIC

protection from harm

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 stuf
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

The clients feel like
they have choices or
don't have choices.

How staff kep clients
informed about their

TIC Choice They are informed or | treatment options and
uninformed about plans.
choices
Positive Spec_|f_|c ms_tance ora
Overall £ : specific attribute that
Xperiences the client feels is good
. Specific instance or a
Overall lglegat.lve specific attribute that
Xperiences the client feds is bad
Reasons for Not Any rgsponses'to nen
Overall A : agreeing quantitative
greeing guestions
: . Recommendations
Suggestions for Recommendations ang .
Overall and solutions to

Improvement

solutions to problems

problems
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Appendix F: IRB Exemption

RE: IRB approval for a program evaluation
Copplestone, Martha

SentFriday, April 05, 2013 11:35 AM
To: Adker, Carolyn Jayne

Hi Carolyn,

If the results will not be generalizable, then your project isn’t considered “research” according to our
definitions. So you won't need IRB review or oversight. If you have any further questions, please let us know.

Thanks!
Martha
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Appendix G: Staff Consat Form

Emory University
Consent to be a Research Participant

Title: Process Evaluation of a Trauma Informed Care at Recovery Consultants of Atlanta, Inc.

Principal Investigator: Funding Source:
Carolyn Acker, BA SAMHSA

MPH Candidate 2014
Behavior Science and Health Education
Emory University

Introduction

You are being invited to be in an evaluation that will be used as a Master’s thesis. An evaluation is a study that
finds out if a program works the way that it wants to. This form is designed to tell you everything you need to
think about before you decide to consent (agree) to be in the evaluation and Master’s thesis research or not
to be in them. Itis entir ely your choice. If you decide to take part, you can change your mind later on and
withdraw from the research. You can skip any questions that you do not wish to answer.

Before making your decision:
o Please listen carefully as | read this form to you
e Please ask questions about anything that is not clear

You can take a copy of this consent form, to keep. Feel free to take your time thinking about whether you
would like to participate. By signing this form you will not give up any legal rights.

Evaluation Overview

The purpose of this evaluation is to find out how well RCA is implementing Trauma-Informed Care. The
findings will be used to keep doing or grow what works well and to improve what could be done better. They
will also be used as Carolyn Acker’s Master’s thesis.

Procedures

This is a one-time interview. The interviewer will ask questions, and, based on your understanding of the
question, you are free to answer as few or as many questions as you want with details and stories that you
have experienced. If you need the interviewer to repeat or explain the question, feel free to ask her to do so.
It should take about 30 minutes.

Risks and Discomforts

By signing this consent form you agree to allow the evaluation team to produce confidential files. To keep your
records confidential, your written records, including this informed consent form, notes from this interview,
and a transcript of the interview, will be kept offsite in a locked filing cabinet. The recorded interview will be
kept in two locations: on a password-protected computer and a secure personal drive on a university
computer. The interview will be erased from the recording device as soon as possible. However, it is possible
that a breach of confidentiality can still occur.
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I will not ask for details about your trauma and am not trained to help. | will only ask questions related to your
activities at RCA. However, this interview still may cause discomfort. You are free to stop the interview at any
time, and the researcher will connect you with a counselor here at RCA.

Benefits
This evaluation is designed to benefit you directly through improved services at RCA. It could also improve
care for others at RCA, too.

Compensation
You will not be offered payment for being in this evaluation, but you will be provided snacks and drinks for
your participation.

Working at RCA
You do not have to be in this evaluation to work at RCA. It will not affect your current position at RCA to be or
not to be a part of it.

Confidentiality

Certain offices and people other than the researchers may look at evaluation records. Evaluation records
include the recorded and written version of your interview and consent form. These records include
demographic information, like gender and age. A pseudonym rather than your name will be used on
evaluation records wherever possible. These documents will be kept on password-protected computers and in
locked file storage. Records will be destroyed in May 2015, a year after the evaluation and thesis are
completed in May 2014. Government agencies and Emory employees overseeing proper evaluation conduct
may look at your records. These offices include those of RCA, Khurram Hassan, Carolyn Acker’s internship
supervisor and a consultant working with RCA, and Dr. Iris Smith, faculty thesis advisor at Emory University.
Emory will keep any research records we create private to the extent we are required to do so by law. Your
name and other facts that might point to you will not appear when we present this evaluation.

Evaluation records can be opened by court order. They may also be produced in response to a subpoena or a
request for production of documents.

Your evaluation records will not be filed in your personal records at RCA.

Voluntary Participation and Withdrawal from the Evaluation

You have the right to leave the evaluation at any time without penalty. You may refuse to answer any
questions you do not wish to answer. Your interview and evaluation records will be destroyed and the
information not used.

Contact Information
Contact Carolyn Acker at 817-874-4927:
o if you have any questions about this evaluation or your part in it, or
e if you have questions, concerns or complaints about the evaluation

Contact Khurram Hassan at Advantage Consulting LLC at 404-213-9825:
e if you have questions about your rights as an evaluation participant, or
o if you have questions, concerns or complaints about the evaluation.
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Contact Dr. Iris Smith at Emory University at 404-727-2925:
o if you have questions about your rights as an evaluation participant, or
o if you have questions, concerns or complaints about the evaluation.

Consent
Please, print your name and sign below if you agree to be in this evaluation. By signing this consent form, you
will not give up any of your legal rights. | will give you a copy of the signed consent to keep.

Name of Subject

Signature of Subject Date Time

Signature of Person Conducting Informed Consent Discussion Date Time
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Appendix H: Client Consent Form













