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Trauma Recovery and the Forensic Patient

Individuals with mental health treatment needs may also interface with the police 
and courts. Some require a secured inpatient level of care and are remanded to 

forensic hospitals, such as the Whiting Forensic Division of Connecticut Valley Hospital 
(CVH) in Middletown, CT. The long term patients in Whiting are a unique and important  
population and are a small percentage of the larger population of persons with men-
tal illness who are involved in the criminal justice system. Given the need for forensic 
hospitals, one might ask, “What is the relationship between psychiatric disorders and 
criminal behavior?” Examining this question, Higgins (1995) noted that the answer is 
far from straightforward and is often complex. He stressed the dangers of superficial 
and simplistic explanations, such as believing that those with psychiatric disorders are 
more prone to committing crimes, and advised: It is preferable to see each mentally 
disordered offender as a rare individual from a unique social and cultural network, with 
particular advantages and disadvantages, who has acted in a particular way against 
people or property, at a particular time, in particular circumstances. (Higgins, 1995). 
Those of us working with forensic populations know, at least anecdotally, that early 
psychological trauma can be part of a unique narrative that pairs psychiatric disorders 
with crime. Research that investigates this relationship has been relatively scarce. 
However, the Adverse Childhood Experiences (ACE) Questionnaire (Felitti, Anda, & 
Nordenber, 1998; Felitti & Anda, 2010) was recently utilized to investigate childhood 
trauma in the lives of individuals who had committed crimes. Results suggest that 
criminal behavior may be yet another outcome of exposure to childhood trauma.

Sidebar - The ACE study (highlighted in the Spring 2013 edition of the Trauma Matters 
newsletter), summarized data and research that had been gathered from over 17,000 
individuals. Utilizing medical records and a questionnaire, the study analyzed data to 
determine the effects of adverse childhood experiences, which were defined as trau-
matic experiences that took place before the age of 18. Findings demonstrated a strong 
association between adverse childhood experiences and the lifetime development and 
the prevalence of risk factors for disease, mental health, and social well-being.

In a pioneering study, Reavis et al. (2013) administered the ACE Questionnaire (Felitti 
& Anda, 2010) to 151 subjects who had been referred for outpatient mental health 
treatment following conviction in a criminal court. The researchers compared the ACE 
scores from four different offender groups to a normative sample and found that the 
offender groups reported nearly four times as many adverse childhood experiences 
than did the subjects in the normative sample. Moreover, eight of ten adverse events 
were found at significantly higher levels among the offender groups; convicted sex-
ual offenders and child abusers were more likely than other offender types to report 
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experiencing child sexual abuse. Despite this study’s 
suggestion that childhood trauma may be significant for 
forensic patients, many of these individuals engender 
more fear, curiosity, and anger than empathy. Perhaps this 
is because it has not been clear what increases the risk for 
crime in the mentally ill offender or how they differ from 
non-offenders with mental illness. At Whiting, therapists 
are regularly exposed to patients’ narratives that include 
stories of profound childhood trauma. Feelings that arise 
from countertransference can become an issue, particu-
larly when we think about the price a victim might have 
paid. In addition, some forensic patients pose a significant 
treatment challenge. The patient may be confused or lost 
in an unremitting psychosis; he or she may be fearful or 
resistant to treatment or barely able to conceal efforts to 
sabotage their own progress. Should this be surprising? 

It has become common knowledge that the long-term ef-
fects of childhood trauma, particularly “complex” trauma, 
include severe disturbances in the victim’s development, 
such as the ability to form attachments and to trust oth-
ers. Donald Kalsched (2013), a Jungian analyst, has taken 
this understanding one step further. Kalsched (2013), has 
spent years exploring the inner experience of trauma and 
notes that the wounded psyche is at once a miraculous 
survival system that can also become a prison. According  
to Kalsched (2013), the very defenses that develop as part  
of a protective “inner-care system” are capable of becom-
ing destructive, turning on the host, and causing additional  
trauma to the “self” and others. This maladaptive phenom-
enon seems to be embodied in many forensic patients, 
but there is reason to hope.

Like other facilities under the Connecticut Department of  
Mental Health and Addiction Services umbrella, CVH prac- 
tices trauma-informed care. Some forms of trauma-specific 
treatments are also available from trained staff, and these 
therapies have been game changers in the lives of some of  
our patients. In the Whiting Division, M-TREM (Men’s Trauma 
Recovery Empowerment Model) has been offered for sev-
eral years to patients who have experienced any of a wide 
range of types of trauma. The guided, shared discussions 
in these groups have helped many long-term patients finally  
gain some insight into why they feel and behave as they do.

Eye Movement Desensitization Reprocessing (EMDR), a 
trauma-specific psychotherapy, is likely responsible for the 
remarkable transformations I witnessed in two of my own 
therapy patients. Although these men were very dissimilar 
in the details of their childhood traumas, both had been 
trapped in life-long cycles of hurting others and losing their 
freedom. Both had become more comfortable living in 
institutions than in the community, and both continued 

to experience intense anger that negatively affected the 
quality of their interpersonal interactions, including their 
relationships with service providers. I am convinced that 
EMDR brought traction to what had been a lengthy, slow, 
and painful progress for one; it also facilitated an early 
and rapid progress for the other. Both patients have since 
left the hospital. 

Are there special challenges when doing therapy with 
forensic patients? The answer is yes, and it begins with 
thoughts about oneself. Much has been written about the 
therapeutic relationship and the characteristics of thera-
pists that contribute to a positive outcome for the patient 
(see, for example, Ackerman & Hilsenroth, 2003). An effec-
tive alliance occurs when “attunement” is reached, in which 
the therapist serves as a “container” for the patient’s freely 
shared thoughts, feelings, and ideas. As with any patient 
whose relational life has been insecure or laden with unsafe 
emotional connections, forensic patients may not expect or 
trust the opportunity for connection with another human 
being. Therefore, I must know alot about the container that 
is me, particularly my capacity to hear stories of intense 
distress, doubt, rage, and trauma (Robertson, 2012). 

Forensic patients are complex human beings and may 
arouse fear, curiosity, or anger. Trauma history should be 
considered when formulating an understanding of behav-
ior that led to crime. When trauma is present, addressing 
it must be an essential element of the treatment plan. 
Without it, treatment will be incomplete. 

Submitted by Maxine Varanko, Ph.D.
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Males, Trauma, and Addiction Treatment

Men’s services and male trauma is perhaps one of 
the greatest overlooked areas in mental health and 

addiction services. The common response is: “Well, hasn’t 
everything been about men?” The answer is yes and no. 
Yes, it has been focused on men because men represent 
about 80% of the population of those getting services and 
the overall service structures for addiction and mental 
health were historically put in place and overseen by men. 
The same cannot be said about much of the current ser-
vice system for dealing with trauma which, outside of the 
separate Veterans Administration system, has been largely 
developed by women for women with women in mind. 

Ideally, we strive for values-based services that are gender 
-responsive, trauma-informed, culturally competent and 
recovery-oriented. What I like to call the Four Pillars of Ef-
fective Treatment. None of these services, nor our under-
standing of how to work effectively with males, has come 
out of a perspective that has taken into consideration the 
incredible impact of male socialization on a male’s experi-
ence of treatment, males’ unique experiences and needs, 
and how males respond to, and heal from, addiction, 
mental health issues, and trauma. 

The good news is that we have seen progress in addressing 
this issue in the last few years. In May of 2012, SAMHSA 
and the National Center for Trauma-Informed Care brought 
together a group of ten men, all in recovery from trauma 
and professionals in the field who have continued to work 
together and coordinate efforts to forward this discussion 
called Males for Trauma Recovery. The men’s Treatment 
Improvement Protocol (TIP-56) was developed ten years 
ago and although already dated, is now available on the 
Substance Abuse and Mental Health Services Administration 
(SAMHSA) website at www.samhsa.gov. This past spring, 
SAMHSA brought together a group of male champions for 
males’ services from across the country to discuss what 
it would look like to develop programs and services for 
males with a focus on trauma and how to begin to identify 
resources in SAMHSA to move this effort forward. The 
group emphasized the importance of more effectively 
and comprehensively addressing the issue of trauma as a 
keystone of males’ recovery. 

In May of 2013 at the Males, Trauma, and Addiction Summit, 
funded by the Ohrstrom Foundation and held in La Quinta, 
California as part of the West Coast Symposium on Addic-
tive Disorders, Eight Agreements on Males, Trauma and 
Addiction were collaboratively agreed upon as foundation-
al principles for males’ services. This was the first summit 

of its kind to focus on males’ issues and the 8 Agreements 
is the first document that articulates a specific under-
standing of male trauma and addiction. The goal of these 
agreements is to achieve the most efficacious treatment 
of males with addictive disorders by urging the field to 
recognize the importance of comprehensively addressing 
men’s trauma. The eight agreements are as follows:

1.  While progress has been made in the understanding 
of trauma, there remains a myth that trauma is not a 
major issue for males. 

2.  Trauma is a significant issue for males with substance 
and/or process addictive disorders.

3.  Males are biologically and culturally influenced to mini-
mize or deny traumatic life experiences. 

4.  Addiction treatment has been negatively influenced by 
cultural myths about males. 

5.  Males are often assumed to be the perpetrator, which 
has negatively biased our concepts of trauma and 
models for addiction treatment, and often results in the 
re-traumatization of males. 

6.  Male trauma must be assessed and treated throughout 
the continuum of addiction services. 

7.  Male-responsive services will improve addiction treat-
ment outcomes. 

8.  Effective treatment of male trauma will help to inter-
rupt cycles of violence, abuse, neglect, and addiction. 

The following individuals arrived at consensus on the Eight 
Points of Agreement as part of the Summit:

Miles Adcox, Onsite; Mike Barnes, Ph.D., CEDAR; Richard 
Bebout, Ph.D., Community Connections; Allen Berger, 
Ph.D.; Lou Cox, Ph.D.; Judy Crane, The Refuge-A Healing 
Place; Richard Dauer, River Ridge Treatment Center; Tian 
Dayton, Ph.D.; Teresa Descilo, Trauma Resolution Center; 
Eduardo Duran, Ph.D.; Norma Finkelstein, Ph.D., Institute 
for Health and Recovery; William Ford, Ph.D., Recovery 
Solutions; Rawly Glass, The Bridge to Recovery; Dan Griffin, 
Griffin Recovery Enterprises, Inc. & Males for Trauma Re-
covery; William Pollack, Ph.D., Harvard Medical School; Da-
vid Powell, Ph.D., International Center for Health Concerns; 
Pat Risser, Males for Trauma Recovery; Jaime Romo, Ed.D., 
Males for Trauma Recovery; Cheryl Sharp, The National 
Council for Behavioral Health; Dr. Brian Sims, M.D., Psychia-
trist, Correctional Mental Health Services; David Wash-
ington, Males for Trauma Recovery; Rob Weiss, Elements 
Behavioral Health; Jacquie Wheeler, Jaywalker Lodge.

Submitted by Dan Griffin, M.A.

www.samhsa.gov


Health Series: Metabolic Syndrome
(also known as Syndrome X) or “KNOW YOUR NUMBERS”

This article is the 5th and last article in a series 
focusing on recovering and maintaining physical 

health. For the person recovering from trauma, this 
series offers basic strategies for enhancing physical 

well-being. For the service provider, 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 that may affect health outcomes. 

Metabolic syndrome is the name for a group of risk 
factors that significantly raises one’s risk for heart 

disease, diabetes and stroke, all of which often result in 
premature death. Other names for this condition include 
syndrome X, dysmetabolic syndrome, hypertriglyceride-
mic waist, insulin resistance syndrome, or obesity syn-
drome. It is well documented that people recovering from 
serious mental illness and/or substance abuse die on aver-
age 25 years earlier than an individual with the average 
life expectancy. It is widely believed that the significant 
shortened life span of this population is due mainly to 
a very high prevalence of metabolic syndrome risk fac-
tors. An increasing body of evidence (Violanti et al., 2006; 
Heppner et al., 2009; Romana, et al, 2013), suggests that 
people who are diagnosed with Post Traumatic Stress Dis-
order (PTSD), are more likely to have metabolic syndrome. 
In addition, more severe PTSD is associated with a higher 
likelihood of metabolic syndrome. 

There is some slight variation in the exact criteria that 
define the five risk factors that, in turn, define metabolic 
syndrome. The following criteria have been established 
by the U.S. Department of Health & Human Services, 
the National Institutes of Health, and the National Heart 
Lung and Blood Institute:

1.  Large waistline also known as abdominal obesity or as 
having an “apple-shaped” figure. A waist measurement 
of 35 inches or more for women or 40 inches or more 
for men is a metabolic risk factor.

2.  High triglycerides (a type of fat found in the blood), at 
levels of 150 mg/dL or higher, is a metabolic risk factor 
(mg/dL is milligrams per deciliter, the unit measure for 
triglycerides, cholesterol, and blood sugar).

3.  Low HDL cholesterol (“high density cholesterol,” some-
times called “good” cholesterol helps remove cholester-
ol from arteries). An HDL cholesterol level of less than 
50 mg/dL for women and less than 40 mg/dL for men is 
a metabolic risk factor.

4.  High blood pressure defined as blood pressure of 130/85 
mmHg or higher is a metabolic risk factor (mmHg is 
millimeters of mercury). If only one of the two blood 
pressure numbers is high, one is still at risk for meta-
bolic syndrome.

5.  High fasting blood sugar of 100 mg/dL or higher is a 
metabolic risk factor.

Risk factors need to be assessed by a physician via a physi-
cal exam and blood tests. Having any one of these risk 
factors can have a significant negative effect on health. 
The presence of three or more risk factors is needed for a 
formal diagnosis of metabolic syndrome.

The risk for heart disease, diabetes, and stroke increases 
with the number of metabolic risk factors. In general, a 
person diagnosed with metabolic syndrome is twice as 
likely to develop heart disease and five times as likely to 
develop diabetes as someone who does not have meta-
bolic syndrome. Although not part of metabolic syndrome,  
having a high LDL, (“low density” or “bad” cholesterol 
which fosters plaque buildup in arteries level) of 100mg/
dL or higher and/or smoking greatly increases the risk of 
heart disease.

Most metabolic risk factors have no signs or symptoms. 
A large waistline is a visible sign; symptoms of high blood 
sugar may include thirst, increased urination especially at 
night, fatigue (tiredness) and blurred vision. High blood 
pressure usually has no signs or symptoms but some 
people in the early stages of high blood pressure may ex-
perience dull headaches, dizzy spells or more nosebleeds 
than usual.

Because most of the metabolic risk factors are “silent,” all 
people are advised to “know their numbers” (e.g., waist 
size, blood pressure, triglyceride, HDL, and blood sugar 
levels), which requires periodic physician visits. Very often 
people in recovery do not routinely visit a physician un-
less there are obvious symptoms of a cold, flu, infection, 
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or other acute illness. It is important for all providers of 
services to people in recovery to urge their clients to visit 
their healthcare provider on a regular basis and to “know 
their numbers.” It is also crucial to encourage clients who 
are at risk or have a diagnosis of metabolic syndrome to 
take positive steps to reduce their ongoing risk or monitor 
their health.

Some factors leading to metabolic syndrome cannot be 
controlled. Genetics (ethnicity and family history) can 
increase one’s risk for insulin resistance (increasing blood 
sugar levels), thus leading to metabolic syndrome. Aging 
also increases the likelihood of risk factor development. 
However, an unhealthy life style is a major factor contrib-
uting to metabolic syndrome. Developing healthy life style 
changes (“to bring your numbers into a ‘healthy’ range”) is 
the first line of both prevention and treatment for meta-
bolic syndrome. These include:

1.  Losing weight - Aim for a healthy weight by staying 
within one’s daily calorie needs. Balance the calories 
taken in from food and drinks with the calories used 
during physical activity.

2.  Following a heart healthy diet - A healthy diet includes 
a variety of vegetables and fruits (fresh, canned, frozen, 
or dried). Include whole grains, fat-free or low-fat dairy 
products, and protein foods such as lean meats, poultry 
without skin, seafood, processed soy products, nuts, 
seeds, beans, and peas. Choose and prepare foods with 
little sodium (salt). Avoid foods and drinks high in added 
sugars (i.e., drink water instead of sugary drinks such as 
soda). Limit the amount of solid fats (saturated fat and 
trans fatty acids), and refined grains (processed whole 
grains result in a loss of nutrients and dietary fiber). If 
you drink alcohol, do so in moderation. Too much alco-
hol can raise blood pressure and triglyceride levels and 
can add extra calories that lead to weight gain.

3.  Being physically active - Physical activity helps keep 
one’s heart and lungs healthy. Even modest amounts of 
physical activity are good for one’s health. The more ac-
tive one is, the greater the benefit. The four main types 
of physical activity are aerobic, muscle-strengthening, 
bone strengthening, and stretching. While physical 
activity can be of light, moderate, or vigorous intensity, 
a moderate level of activity is recommended.

4.  Stopping smoking - If you smoke, quit! Smoking raises 
an individuals’s risk for heart disease and heart attack 
and worsens other heart disease risk factors. Also, 
avoid secondhand smoke. Talk with your doctor about 
programs and products that can help you quit smoking.

If you have trouble quitting smoking on your own, con-
sider joining a support group; many hospitals, workplaces, 
and community groups offer classes to help people quit 
smoking. If lifestyle changes alone do not bring one’s 
numbers within safe levels, medicines to help control risk 
factors may be prescribed to treat unhealthy cholesterol 
levels, high blood pressure, and high blood sugar levels. 

In summary, motivating and assisting people toward 
recovery from trauma/PTSD, emotional/behavioral issues, 
and/or substance abuse always needs to be “holistic,” 
whereby physical as well as psychological and emotional 
factors are addressed.

Submitted by Steve Bistran, M.A.

Parts of this article are summarized from the NIH National 
Heart, Lung and Blood Institute website’s section on meta-
bolic syndrome (http://www.nhlbi.nih.gov/health/health-
topics/topics/ms/). Visit this link for additional information 
and for more links to helpful information on: controlling 
blood pressure, cholesterol and blood sugar levels; exercise 
and keeping active; healthy eating; and quitting tobacco.
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Featured Resource: 
International Society for Traumatic Stress Studies

www.istss.org

I have been a member of the International Society for 
Traumatic Stress Studies (ISTSS) for a number of years, but 

I must confess it has been quite a while since I looked at the 
website. I was pleasantly surprised to find how much infor-
mation is available to non-members. The mission of ISTSS is 
to advance and exchange knowledge about traumatic stress. 

This knowledge includes:

•  Understanding the scope and consequences of 
traumatic exposure;

•  Preventing traumatic events and ameliorating 
their consequences; and

•  Advocating for the field of traumatic stress. 
(ISTSS, 2013)

In order to serve this mission ISTSS publishes research in 
the Journal of Traumatic Stress, holds an annual conference, 
and provides education to the public. Resources that are 
available to non-members are access to public information 
pamphlets, video clips, fact sheets, and the newsletter, 
Traumatic Stress Points. There is a section in the newsletter 
on best practices for researchers and practitioners, and  
an area that contains position papers. For those interested 
in becoming a member, benefits include access to assess-
ment and treatment tools and online viewing of the Journal 
of Traumatic Stress. This year’s annual meeting and con-
ference will be held in Philadelphia, November 7-9, 2013 
and is open to all.

Submitted by Eileen M. Russo, M.A., LADC
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