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Trauma comes in many forms and can include psychological, physical, emotional, sexual abuse, or domestic violence. The 
Substance Abuse and Mental Health Services Administration (SAMHSA) describes individual trauma as resulting from "an 
event, series of events, or set of circumstances that is experienced by an individual as physically or emotionally harmful or 
life threatening and that has lasting adverse effects on the individual’s functioning and mental, physical, social, emotional, 
or spiritual well-being."1 Traumatic events can include a host of situations involving loss and threats to safety and well-being, 
such as separation; natural disasters; bullying and cyberbullying; and chronic and historical stressors, such as poverty, 
racism, and intergenerational trauma.1, 2 The COVID-19 pandemic can now be added to this list with the impacts of social 
isolation and increasing death tolls experienced nationally and internationally.3,4 

Many people who have substance use disorders have experienced trauma as children or adults.5, 6 Substance abuse is 
known to predispose people to higher rates of traumas, such as dangerous situations and accidents, while under the 
influence.7, 8 Unaddressed trauma significantly increases the risk of substance use, mental health disorders, and chronic 
physical diseases.9, 10, 11 A Department of Veterans Affairs study found that a high proportion of SUD patients had trauma 
histories.12 One of the first studies on addicted women and trauma found that a history of being abused drastically increased 
the likelihood that a woman would abuse alcohol and other drugs.13 In addition, people who abuse substances and have 
experienced trauma have worse treatment outcomes than those without histories of trauma.14, 15 Thus the process of 
recovery is more difficult, and the counselor’s role is more challenging, when clients have histories of trauma. 

Trauma is a complex experience. According to SAMHSA, the experience of trauma can be described through some common 
elements: event(s), experience, and effects, also known as the “Three Es.”1 These elements address the uniqueness of an 
individual’s response to an event and how an event affects one’s future behavior and well-being. 

•	 An Event is objective and measurable. Traumatic events include abuse (physical, emotional, sexual), domestic or community 
violence, an accident or natural disaster, and war or terrorism. 

•	 An Experience is subjective and difficult to measure, because it relates to how someone reacts to an event. It is often 
thought to be life threatening or physically or emotionally overwhelming, and intensity can vary among people and over 
time. The way one person experiences an event might differ from the way another person does; culture, gender, and age 
all influence one’s experience of the event. Resilience, risk and protective factors, and supports may contribute to this 
experience. 

•	 Effects are the reactions a person has to an event and the ways an experience changes or alters that person’s ongoing 
and future behavior. Classic symptoms include experiencing hyperarousal, such as overreacting or being hypervigilant; 
re-experiencing an event as nightmares or flashbacks; and avoiding a situation by having a fight, flight, or freeze reaction. 
The effects of a traumatic event can have a long-term impact on neurobiological development and contribute to negative 
physical, hormonal, and chemical changes due to stress responses. 

Event(s) 

Events/non-events/ 
circumstances cause trauma 

Experience 

Individual’s experience of the 
event determines whether it 
is traumatic 

Effects 

Adverse physical, social, 
emotional, or spiritual 
consequences 

Source: Substance Abuse and Mental Health Services Administration (SAMHSA). Trauma and Justice Strategic Initiative, 2021, p.2 

It is important to recognize the pervasiveness and impact of trauma on survivors, staff, organizations and communities. 

The need to address trauma is increasingly viewed as an important component of effective behavioral health services. 
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Moving to Trauma-Responsive Care 

Trauma-Informed Approaches 
Interest in trauma-informed approaches has grown substantially. These approaches are characterized by integrating an 
understanding of trauma throughout a program, organization, or system to enhance the quality, effectiveness, and delivery of 
services provided to individuals and groups.16 Trauma-informed care has been used in a variety of settings, including criminal 
justice, school, child welfare, and health care systems. 

Although there is not a universal definition of trauma-informed practice, the core tenets are reflected in the SAMHSA's concept. 
In a trauma-informed approach, all people at all levels of the organization or system have a basic awareness about trauma 
and understand how trauma can affect families, groups, organizations, and communities as well as individuals.1 According to 
SAMHSA, a program, organization, or system that is trauma-informed: 

1. Realizes the widespread impact of trauma and understands potential paths for recovery 

2. Recognizes the signs and symptoms of trauma in clients, families, staff, and others involved with the system 

3. Responds by fully integrating knowledge about trauma into policies, procedures, and practices 

4. Seeks to actively resist re-traumatization.1 

The National Child Traumatic Stress Network (NCTSN) has been at the forefront of efforts to raise public awareness of trauma 
and trauma symptoms, and to develop and promote the use of evidence-based trauma screenings and interventions. Among 
its important contributions, the NCTSN has provided guidance to organizations and larger systems (e.g., child welfare, juvenile 
justice, education, and workforce development systems) about the ways they can provide trauma-informed care and become 
trauma-responsive organizations. Recommendations center on integrating research and practices that infuse knowledge of 
culturally responsive screening, assessments, and treatment approaches. They also include efforts to strengthen resilience and 
protective factors in clients and client populations, ensuring a continuity of care and collaboration across systems, including 
addressing symptoms of secondary trauma in frontline professionals.17 

Trauma-informed practices can equip behavioral health service providers with the knowledge and skills to meet the specific needs 
of clients, recognize that individuals may be affected by trauma whether acknowledged or not, and understand that trauma likely 
affects many individuals seeking help. 

Moving to Trauma-Responsive Care 
Knowledge and awareness of trauma is a necessity, but in order to fully meet the needs of people who have experienced trauma 
and adversity, a more significant level of responsiveness to those needs must be achieved.18 Much of the focus thus far has been 
on trauma-informed treatment and individual providers who use trauma-informed approaches. There is a recognition that trauma-
responsive care services also need to incorporate an organizational climate that is sensitive to those with trauma histories, 
and recognition that the quality of services delivered are impacted by the organizational culture in which service providers 
are employed.19 Trauma-responsive models and frameworks have been developed for several systems including child welfare, 
medical, criminal justice and school organizations, but research has not shown the same effort in the addiction field. The states of 
Missouri and Massachusetts have begun the move to becoming trauma-responsive systems, rather than remaining more narrowly 
focused on only trauma-informed treatment modalities or trauma-informed care providers. 

THE MISSOURI MODEL (FOR SCHOOLS) 
The implementation of a trauma-informed approach is an ongoing organizational change process. Most people in the field 

emphasize that a trauma-informed approach is not a program model that can be implemented and then simply monitored by a 

fidelity checklist. Rather, it is a profound paradigm shift in knowledge, perspective, attitudes and skills that continues to deepen 

and unfold over time.20
 

Trauma responsivity is the point at which planning and action take place and procedures in all systems (cafeteria staff, 
transportation staff, administration, teachers, etc.) are reconsidered with the intent to better accommodate those with trauma 
backgrounds. Staff is better supported through self-care support, supervision models, staff development, addressing of staff 
trauma, and performance evaluations in the trauma-responsive stage. Staff begins to more concretely apply trauma foundations 
to their behaviors and practices in their specific roles. Language is embedded throughout the infrastructure that corresponds 
with safety, choice, collaboration, trustworthiness, and empowerment. In trauma responsivity, universal screening for trauma 
takes place, and trauma-specific assessment and treatment are offered to those who need them, either at school or  work or to an 
outside referral. Additionally, there is a predetermined plan in place for crises that reflects trauma-informed values.20 

THE MASSACHUSETTS CHILDHOOD TRAUMA TASK FORCE FRAMEWORK 
The Massachusetts Childhood Trauma Task Force has decided to adopt the term trauma-informed and responsive (TIR) to 
describe approaches that are both informed by the research on trauma and child development and responsive to the needs of 
children and their families who have experienced trauma. Specifically, to be Trauma-Informed and Responsive (TIR) means that:21 



  

 
 

 

 

 

 

•	 Adults working with children, youth and families realize the widespread impact of trauma on child development and 
behavior; recognize and respond to the impact of traumatic stress on those who have contact with various systems, 
including children, caregivers and service providers; actively work to avoid re-traumatization; and take an active role in 
promoting healing; and 

•	 Organizations infuse an understanding of trauma and its impacts into the organization’s culture, policies, and practices, 
with the goals of maximizing physical and psychological safety, mitigating factors that contribute to trauma and 
re-traumatization, facilitating the recovery of the child and family, and supporting all children’s ability to thrive. 

The Massachusetts Childhood Trauma Task Force has developed a framework for trauma informed and responsive 
organizations in the state. The framework includes five Guiding Principles: 1. Safety; 2. Transparency and Trust;  
3. Empowerment, Voice, and Choice; 4. Equity, Anti-Bias Efforts, and Cultural Affirmation; and 5. Healthy Relationships  
and Interactions.21 

Implementing a Trauma Informed and Responsive approach requires change at multiple levels of an organization and 
systematic alignment with the five key principles noted above in each of the following Domains. How an organization applies 
the guiding principles in each domain of implementation will vary depending on the role, responsibilities, and purpose of that 
organization.21 

Domain #1: Organizational Leadership 
Leaders must actively demonstrate their commitment including leading by example, modeling healthy relationship 

behaviors, invite staff input as well as client input into organizational decision-making, be visible members of the 

agency/organization and community, and tend to their own self-care. Leaders can also prioritize the financial and time 

investments needed to implement trauma-responsive approaches. Leaders should strive to ensure that staff at all levels 

of the organization, as well as organizational materials, represent the diversity of the community being served.
 

Domain #2: Training and Workforce Development 
Building an organization’s workforce should include encouraging diversity, equity, and inclusion in hiring and promotion 

practices at all levels; providing training on trauma, secondary traumatic stress, and racism/equity to all employees and 

volunteers on an ongoing basis; developing policies that address secondary traumatic stress to prevent staff burnout that 

can lead to disengagement; and providing support for all levels of the workforce that includes self-care strategies and 

mental health benefits. Organizations should strive for adequate staffing levels and manageable caseloads.
 

Domain #3: Policy and Decision-Making 
Policies and procedures establish expected norms of behaviors and decision-making protocols. TIR policies and 

procedures recognize that many of their clients, as well as in many cases the staff themselves, have experienced trauma 

in their lives. Policies and practices are clearly articulated, identify clear roles and responsibilities for staff members, and 

detail expected behavior with regards to confidentiality. 


Domain #4: Physical Environment 
TIR physical environments are designed with the needs and abilities of the individuals using the space in mind, and are 

regularly re-evaluated with input from youth, families, and staff members. Aspects of the physical environment to consider
 
include: lighting and color; noise and smell; temperature; direct access to exits; images (e.g. on posters, in magazines); 

language accessibility; respect for the diverse needs (e.g. cultural, linguistic, gender, religious) of clients; and a clean, 

inviting, and healthy atmosphere for the staff as well as clients. 


Domain #5: Continuous Quality Improvement (CQI) 
Implementing a TIR approach can be challenging, and organizations will likely need to reassess and modify their course of 

action over time. Organizations should develop written processes for regularly assessing the design and implementation 

of policies, programs and/or practices to ensure they are having the desired impact. Organizations should consider
 
identifying specific, desired outcomes that are meaningful in the organization’s setting and sector, and selecting methods 

for measuring the extent to which these outcomes have been achieved. 


The models presented above are useful examples that can inform the development of trauma-responsive approaches in 
addiction treatment organizations. 

< CONTINUED NEXT PAGE 
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Moving to Trauma Responsive Care 

Summary 
Trauma impacts survivors, staff, organizations and communities. Addressing 
trauma is an important component of delivering effective organizational 
services. Increasing knowledge and awareness of trauma and moving to 
implementing trauma-responsive practices is critical in providing behavioral 
and addiction treatment and services, particularly with those from 
marginalized communities. While trauma-responsive models and frameworks 
have been developed for use in several systems—including child welfare, 
medical, criminal justice and school organizations—implementation and 
research in the field of addiction seems to be lagging. With a strong body 
of research showing that trauma greatly increases the risk of substance 
abuse and impacts outcomes of addiction treatment, the future of addiction 
treatment will necessarily integrate trauma-informed and trauma-responsive 
approaches to care. 

The Hazelden Betty Ford Foundation Experience 
While many organizations are trauma-informed, becoming trauma-
responsive means looking at every aspect of an organization’s programming, 
environment, language, and values, and involving all staff in better serving 
clients who have experienced trauma. The Moving from Trauma-Informed 
to Trauma-Responsive program, available through Hazelden Publishing, 
provides program administrators and clinical directors with key resources 
needed to train staff and make organizational changes to become trauma-
responsive. This comprehensive training program involves all staff, ensuring 
clients are served with a trauma-responsive approach. Developed by leading 
trauma experts Stephanie S. Covington, PhD, and Sandra L. Bloom, MD, this 
program is an excellent primer to assist organizations in becoming trauma-
responsive prior to implementing an in-depth trauma curriculum. 

At Hazelden Betty Ford, our focus in residential and individual outpatient 
treatment is to provide integrated addiction and mental health services, 
which help patients identify trauma that can be contributing to their 
substance use and other co-occurring disorders. To learn more visit 
HazeldenBettyFord.org/Treatment/Mental-Health-Services 

Hazelden Betty Ford prevention solutions also focus on the early 
identification of and support mitigating trauma in youth. The Building Assets, 
Reducing Risks education model allows schools to be the first and most 
frequent point of contact for youth with trauma. Learn more at Barrcenter.org 
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