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TRAUMA INFORMED CARE:  

WHAT ARE SERVICE RECIPIENTS SAYING? 

 

Previous issues of Trauma Matters have described the principles of trauma-
informed care as they apply to program settings and working environments. This 
article reflects trauma-informed care from the experience of service recipients.  A 
statement that Roger Fallot, a pioneer in trauma informed care and I often make to 
stress the importance of collaboration with and feedback from service recipients is: 
“We do not have a trauma-informed system of care unless and until those 
who are receiving services say we do.”   
 
To this end, a series of focus groups with service recipients were held beginning at 
the end of 2010 and throughout 2011.  The first group in 2010 was held via  
conference call, the remaining five were held in person throughout the state.  The 
groups represented various treatment types and modalities including mental health 
and addiction services, inpatient, outpatient and residential programs. The  
participants in the group were diverse in respect to age, gender, race and ethnicity.  
Each focus group was facilitated by two people who are not employed by a treat-
ment program.  The facilitators were Eileen Russo, Linda Lentini, Terry Nowakowski 
and Diane Lee. Focus group questions targeted the five values of trauma-informed 
care; safety, trust worthiness, choice, collaboration and empowerment (Harris 
& Fallot, 2006).  Participants were asked not to use the names of staff or specific  
treatment programs/services, but to answer the questions in a way that represented 
their overall current and past experiences.  
 

To gauge the service recipient’s sense of safety during their experiences the group 
participants were asked, How can services you have received here or in other  
programs be changed to increase both your physical and emotional safety? To  
assess service recipient’s trustworthiness relative to their interaction with care 
staff, participants were asked to reflect on the degree of openness and transparency 
in their interaction with staff, confidence that staff care roles were clearly defined, 
and perception that staff maintained privacy and confidentiality. Participants were 
asked to reflect on how services could be structured and delivered to offer more 
choice and control that would increase their sense of empowerment. Specifically, 
how could program staff improve the way they collaborate and share power with 
service recipients. Finally, the focus groups were asked to offer feedback on  
beneficial skills learned.   
 
Some of the service recipients responses were positive; “When I did not believe in 
me, they did”, “This program likes clients to take their own initiative” and “I relapsed 
but my clinician helped me get to a safe place.” (continued on page 2) 
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Three common concerns relative to confidentiality, boundaries and skill building were consistent themes 
in all focus group discussions.  
 
Confidentiality: While confidentiality is a foundation of trauma informed care practice, service clients  
reported that they often felt information had been shared even when not purposeful to their care.  
Additionally, participants stated that nobody explained how information about them was shared and how 
confidentiality was met within a team approach. Comments such as “Meeting about me, but not with me”, 
“When I disclose to a therapist somehow other staff knows and they should not know, they are not on my 
team”, and “Sometimes other clients know my information” reflect systems that need to develop better 
standards for confidentiality to ensure trauma informed care is being maximized. 
Boundaries: Another common theme identified in the various focus groups centered on unclear boundaries 
that manifested itself in staff/recipient, and recipient/recipient interactions. Some comments reflect the 
degree that individuals felt unsafe due to a lack of appropriate defined boundaries. “People I do not know 
come up and give me a hug. I do not know what to do”, ”I need my personal space”, I was told by my  
clinician that I was changing group and I was re-traumatized when the relationship ended,” “There are male 
patients that make female patients unsafe.” One participant suggested that service recipients need to be 
educated on sexual harassment and staff should be more alert and better trained to intervene in 
situations of harassment and threatening that can result in clients feeling unsafe.  
Skills: Participants in the focus groups stressed the need for skill building relative to basic needs, 
employment, finances and housing.  Of these three, employment took top billing.  Service recipients  
expressed needing assistance with resume writing, applying for jobs and retaining a job. Learning how to 
manage money was viewed as important and how to obtain housing and other post-discharge supports was 
viewed as critical to a continued recovery.  Focus group comments offered solutions to improve skill  
building; “More communication is needed between employers and programs”, “Staff and programs need 
more information on finding resources, identifying and circumventing barriers”, “Job counselors on site are  
needed”. 
There were some comments that did not develop as a theme across programs but did stand out and made a 
powerful impact.  “I have never seen my actual treatment plan.”, “If they (staff) want me to trust them, then 
they have to trust me”. Overall, feedback from service clients is a valuable resource to enrich and improve 
the many trauma informed care systems already committed statewide to the mission of the DMHAS Trauma 
and Gender Practice Improvement Collaborative and DMHAS trauma care practice.   

                                                                                                                        Submitted  by Eileen M. Russo                                                                                                                                                                                                                                                                                                       

 
TRAUMA INFORMED CARE: WHAT ARE SERVICE RECIPIENTS SAYING?  continued 

 
Evidence based treatment is the expected norm in providing service for mental health and substance use 
disorders.  How about a little evidence based self-care? 
 
According to the British Medical Journal, people who ate dark chocolate with a cocoa content of 70% or 
more, twice per week were 37% less likely to develop cardiovascular disease and 29% less  
likely to suffer a stroke (Real Simple, 2012). Chocolate also triggers the release of serotonin (regulates 
mood) and the neurotransmitter related to pleasure - dopamine (medicalnewstoday.com; 2011).  
The moral of the story?  Chocolate on the job may equal a healthier workforce. (Hint to supervisors) 
 
                                                                                                                        

                                                                                                                          Submitted by Eileen M. Russo 

TIPS FOR STAFF CARE 
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23 AND ½ HOURS: 

WHAT IS THE SINGLE BEST THING WE CAN DO FOR OUR HEALTH?” 

 
Recovery from physical and/or emotional trauma includes caring for one’s physical health; it is also a means 
of reducing the risk of potential future physical and emotional trauma due to serious illness and life-
threatening physical conditions. This article is the first of several focusing on recovering and maintaining 
one’s physical health. For individuals recovering from trauma this series offers some basic strategies for 
enhancing one’s physical well-being; for service providers, this series offers health-focused discussion topics 
for working with individuals recovering from trauma.  In all instances, a physician should be consulted before 
making lifestyle changes which may affect one’s health. 
        
Every day, as individuals, clinicians, family members and advocates we are challenged to improve and 
sustain the health and welfare of ourselves and those around us. We adopt interventions that often have 

limited success. But what if you could find just one intervention that does so much more? 
 
Would you be interested in an intervention that, among many other benefits, research has 
shown to: 
 Lower the risk of death by 23% (in a study of 10,000 Harvard alumni followed for 12 years) 
 Reduce anxiety by 48% (in a wide-ranging meta-analysis) 
 Reduce progression to dementia and Alzheimer's by 50% 
 Reduce progression of diabetes (when coupled with other lifestyle changes) in persons at risk for 

diabetes by 58% 
 Reduce the risk of hip fractures in post menopausal women (4 hours/week of treatment) by 41% 
 Reduce depression by 30% with low dose (by 47% with high dose) 
 Reduce pain and disability by 47% (3 hours/week of treatment) for people with knee arthritis 
 Be the #1 treatment for fatigue 
 Over and over again improve one’s quality of life 
 

If your answer is “yes,” then you must want to know what this intervention is... 
 
 Dr. Evans, St Michael’s Hospital and professor at the University of Toronto offers an impactful 10 minute 
online video http://www.cbc.ca/news/canada/toronto/story/2012/01/11/toronto-viral-video-doctor-health.html 
that asks his audience these questions and offers a surprisingly simple intervention or “treatment” : 
“exercise” -  mostly walking, not long-distance running, triathlon or mega-hours at the gym. Evans advises 
that the best thing you can do for your health is spend 1/2 hour a day being ACTIVE!   Granted people often 
lead very busy lives; but most of us for large portions of a day sit while working, eating, watching TV, 
reading, driving, using a computer and engaging in leisure activities, and that doesn’t include the many 
“inactive” hours spent reclining while sleeping. 
Need some convincing that exercise in general and walking in particular is a great tool to recover 
and maintain physical health?  Here are just a couple of examples of the available research given in 
the video: 

 Steven Blair, a professor at the University of South Carolina, looked at data in The Aerobic Longitudinal 
Study which followed 50,000 men and women and found that “low physical fitness” was the strongest 
predictor of death exceeding hypertension, smoking, obesity, high cholesterol and diabetes.  In another 
analysis, Blair found that being obese and not exercising led to a much higher death rate than being 
obese and exercising regularly.   

 During the 1990’s, Japan required employers to conduct health screens for all of their employees and 
one company tried to answer the question: If people walked longer distances to work, are serious health 
problems reduced?  Results show that for employees with a 10 or less minute walk to work, there was no 
change in high blood pressure; an 11-20 minute walk to work resulted in a 12% reduction in high blood 
pressure; and more than a 20 minute walk to work resulted in a 29% reduction in high blood pressure.   

http://www.cbc.ca/news/canada/toronto/story/2012/01/11/toronto-viral-video-doctor-health.html
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 Finally, Leonard Veerman in Australia found that people who watched six or more hours of TV a day lived five 
years less than those who watched zero hours a day. The average adult in the U.S. watches TV five hours a 
day. 

 
So if exercise is the intervention to achieve overall health and quality of life, what is the “dose” needed to 
accomplish this goal? 
 
In general, the more activity one can accrue, the better; however the rate of return tends to decline after 20-30 
minutes a day.  The red flag goes up if you are getting <150 minutes of exercise per week.  Going from no activity to 
some activity is definitely helpful.  For example, women who went from zero activity to one hour of activity per week 
reduced their heart disease rate by almost half. Higher intensity of exercise and spending less time is equivalent to 
less intense exercise for a longer time.  Dogs are great walking coaches; studies show 67% of dog walkers achieve 
150 minutes of activity per week. 
 
So ask yourself or your clients:  “Can you limit your sitting and sleeping to just 23½ hours a day?”  Twenty 
to thirty minutes of exercise daily such as walking will significantly improve one’s overall health and quality of life, 
assist with recovery and reduce risk of future trauma. Check out the video online and begin devoting a half hour a 
day to walking. 

 

This article summarizes a terrific video (<10 minutes) by Dr. Mike Evans, a doctor at St. Michael's Hospital and professor at 

the University of Toronto.  The video can be seen in its entirety at  http://www.cbc.ca/news/canada/toronto/story/2012/01/11/

toronto-viral-video-doctor-health.html 

Submitted by Steve Bistran  

Trauma-informed care is one of six Department of Children and Family cross-cutting themes that is 
embedded within the Strengthening Families Practice Model and advances the federal goals of safety, permanency, 
and well-being.  A trauma-informed child welfare system is one in which all parties involved recognize and respond 
to the impact of traumatic stress on those who have contact with the system including children, caregivers, and 
service providers. Five years ago DCF and a broad base of stakeholders began to build a trauma-informed system 
of care, commencing with a statewide trauma summit.  This was followed by the implementation of standardized 
trauma training for all new staff, using a CT-tailored version of the National Child Traumatic Stress Network 
(NCTSN) Child Welfare Trauma Training Toolkit (www.nctsn.net).  
 
Additionally, DCF funded three Trauma-Focused Cognitive Behavior Therapy (TF-CBT) Learning Collaboratives, 
resulting in the establishment of 16 TF-CBT teams located at outpatient psychiatric clinics for children across the 
state. These agencies have provided TF-CBT, an evidence-based trauma-focused treatment, to more than 2,000 
Connecticut children over the past five years.  Highly significant improvements in children's PTSD and  depression 
symptoms have been found among children completing treatment.  (More information regarding the TF-CBT 
Learning Collaboratives can be found at:  http://www.chdi.org/impact-tf-cbt-learningcollab . 
 
CT's trauma agenda has recently been accelerated and expanded.  In October 2011, the Administration for Children 
and Families (ACF) awarded a 5-year, $ 3.2 million grant to improve trauma-focused services for children in the 
child welfare system.  Titled the Connecticut Collaborative on Effective Practices for Trauma (CONCEPT), this 
initiative is a collaborative effort between DCF, the Children's Health and Development Institute of Connecticut 
(CHDI), the Yale Child Study Center, and the Consultation Center at Yale  
University.  The CONCEPT Coordinating Center is located at the Connecticut Center for Effective  
Practice (CCEP), a division of CHDI. (continued page 5) 

Helping Children in CT’s Child Welfare System Heal from Trauma:  
A System-Wide Approach 

http://www.cbc.ca/news/canada/toronto/story/2012/01/11/toronto-viral-video-doctor-health.html
http://www.cbc.ca/news/canada/toronto/story/2012/01/11/toronto-viral-video-doctor-health.html
http://www.nctsn.net/
http://www.chdi.org/impact-tf-cbt-learningcollab


  
The specific goals of the grant are to: 1) Support the workforce development of DCF staff to become more 
trauma-informed; 2) Develop and implement a system-wide protocol and quality assurance mechanism to  
consistently screen for trauma exposure and child traumatic stress for each child/youth who comes into contact with 
DCF (including clients at Solnit Campuses and CT Juvenile Training School - CJTS), and develop/implement  
standardized referral protocols for those children/youth in need of trauma assessment and/or trauma treatment;  
3) Further disseminate TF-CBT to six community providers in 2013 and an additional 6 community providers in 
2014; 4) Disseminate Child and Family Traumatic Stress Intervention (CFTSI) to 10 clinics in 2015 - 2016 (CFTSI is 
a new, brief treatment model that can help prevent the development of PTSD in children exposed to potentially  
traumatic events); 5) Review relevant child welfare and congregate care policies through a "trauma lens," and make 
recommendations for improvement; 6) Support implementation of health and wellness activities for the DCF  
workforce to prevent and/or reduce secondary traumatic stress; and 7) Evaluate the child and system outcomes 
across the  5-year grant period. DCF was also invited by the model developers of TF-CBT to participate in a  
National Institute of Mental Health (NIMH) funded project that will implement TF-CBT in residential treatment  
programs across the state. This summer clinical staff was trained in the TF-CBT model and direct care staff as well 
as other administrative and support staff was trained in how to create an environment that supports TF-CBT 
implementation.  Follow-up  consultation, supervision and assessment of fidelity to the model will occur.   
Participating providers include: Solnit Psychiatric Hospital for Children - North and South Campuses; CJTS;  
Stepping Stone; Touch Stone; Journey House; and Mt. Saint John.   
 

All of the grant activities will be integrated with DCF's past and current systemic initiatives to 
transform the culture and institutionalize trauma-specific practices.  For example, the trauma screening and referral 
tools will be embedded within DCF's automated child welfare information system, known as LINK and results of the 
screening will be automatically incorporated into case planning for each child and caregiver.  Follow-up monitoring 
will be required until the trauma-related needs are met.  Similar processes will occur at Solnit campuses and CJTS. 
During the past year activities have focused on system assessment and planning.  Much progress was made 
through the use of multi-disciplinary work groups comprised of all levels of child welfare staff (e.g. administrators, 
program managers, supervisors, social workers, trainers, and policy/quality assurance/information systems staff), 
community providers, mental health/trauma experts, model developers/trainers, implementation experts and family 
members.   

Accomplishments to date include:  A Trauma Screening Measure developed to assess all children entering 
the child welfare system for trauma exposure; Behavioral Health Referral Form developed to refer children with 
positive trauma screens to a mental health provider; Trauma-Informed Policy and Practice Guide developed to  
increase trauma awareness, knowledge, skills and competencies of the child welfare workforce; System Readiness/
Capacity Assessment through use of web-based surveys and focus groups with child welfare staff, providers, and 
families to assess current barriers and strengths; and selection of 6 clinics to begin the first TF-CBT Learning  
Collaborative this fall.  Next phases of work will include:  reviewing and enhancing the in-service training 
curriculum for all staff; designing and testing the trauma screening measure within the LINK system; developing and 
implementing a plan for roll-out of universal trauma screening and referral, either on a statewide or regional basis; 
delivery of the TF-CBT Learning Collaborative during 2013; ongoing review of existing policies and practice guides; 
and continued evaluation of facilitators and barriers to the grant's implementation, the costs and the outcomes at the 
child, family, service provider and system levels. We will continue our systemic efforts to work more closely with the 
Department of Mental Health and Addiction Services (DMHAS), Connecticut Women's Consortium and the adult 
mental health provider system, especially to refer parents and other caregivers who have trauma histories and to 
build a strong integrated system of care across the life span.   
 
There are many challenges ahead as we continue our ambitious journey to transform the system.  However, we are 
amazed and inspired by the level of interest, support and contributions from both internal and external parties.  We 
look forward to ongoing collaboration, learning and system improvement. 
 
                                                                                       Submitted by Kim Campbell, Marilyn Cloud and Jason Lang 
 
The CONCEPT Grant is funded through the Department of Health and Human Services, Administration for Children 

and Families, Children’s Bureau, Grant # 0169. If you would like further information regarding this article, please feel free to con-

tact: Kim Campbell, MSW    CONCEPT Project Coordinator  kcampbell@uchc.edu;Marilyn Cloud, LCSW    Co-PI  ACF Trauma Grant  

marilyn.cloud@ct.gov;Jason Lang, Ph.D.   Co-PI  ACF Trauma Grant  jalang@uchc.edu 
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Featured Resource 
 

8 Keys to Safe Trauma Recovery: Take-Charge Strategies to Empower Your Healing  
 

By Babette Rothschild 

 
8 Keys has become a favorite “go to” book in my library.  Ms. Rothschild writes from the dual 
perspective of a therapist and a trauma survivor.  Written in plain language, 8 Keys answers  
commonly asked questions about trauma recovery such as “when is someone ready for trauma 
processing”?  The author answers this question in Key 3: Remembering is not required.   
Ms. Rothschild is not against remembering or processing, but this work must serve a purpose and 
should occur only in the context of relieving suffering.  In addition, she outlines what should be in place 
first and asks questions regarding the needs of basic living, expected length of treatment and the ability 
to manage intense affect.  
 
For survivors, Ms. Rothschild offers education, methods to evaluate progress and a ‘take what you like 
leave the rest approach’ to her tips and suggestions.  For the service provider, the author introduces 
common sense into traditional trauma therapy by stating that her aim is to reduce the ‘trauma of trauma  
therapy.’ 
                                                                                                                 Submitted by Eileen  M. Russo 
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