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DMH'’s Trauma Recognition
Beginning

Massachusetts’ Imprint on Trauma Recognition:

1994: “Dare to Vision” landmark conference focused
on the mental health needs of abused women and the
traumatic effects of some psychiatric practices,
particularly R/S. Keynote address by Pat Deegan, PhD:
"Before We Dare to Vision, We Must Be Willing to See"

1995: Advocates raised serious concerns with DMH
Commissioner Elias about the experiences of women in
psychiatric settings. Consumers described how coercive
Intervention, especially RS recapitulated earlier
traumatic experiences. A Task Force was appointed to
study the issue. Their report followed in 1996.
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DMH’s Trauma Recognition
Beginning

e 1998: Two years after the Task Force’s work,
DMH revised its restraint and seclusion
regulations. The new regulations required
that trauma assessments be conducted at
admission for all consumers. For those
who had abuse histories, individual crisis
prevention planning was also mandated.
These regulations applied to all DMH state
hospitals and private sector psychiatric
facilities.



Task Force Concerned with Restraint/Seclusion of Persons who have been
Physically andior Sezually Ahnsed
Restraint Reduction Form for DMH Facilifies Vendors

This Fofma is a guide b gathesing information with clients for the developmmnl of sralegies 1o de-ssoalate
agitation and destress so thai pesteaint and seclusion can be svesied It shoeld be used in conjumion with
the Trauma Assessmen! Form M is recommended for wss in all acuie care faciliiies, such as acute
Empatient units, crisis gabiliztion and other divession weits, and psychistrc emsrgency moms, when
clindeally indicaied Indications inchede a st history or ldelihood of loss of comrol of aggressive
qﬂuﬁ!MmMﬂdeMﬁuﬂnuﬂMﬂuhﬁ::ﬁmL

i. Tt is helpful for us to be aware of the things that can help you feel better when you're
having a hard time. Have any of the following ever warked for you? We may not be able
to affer all these altematives but ' like us to work together to figure out how we can best
hedp you while vou're here.

4. Huve you ever been restrained in a hospital or other setting, for example, in 2 crisis
stabilization unst or at home?

physicallyimechanically? | chemically?
whenT
wihiere?
what happened?

3. If you are escalating or in danger of hurting yoursell or someone else. we may need 1o
use & physical, mechanical or chemical restraint, Wie may pot be sble to offer you &ll of
these alternatives, but if it becomes neceaary, we'd like 10 know vour preferences.,

| quist rocm | seclusion
physcal hold | safery coat | papoos= baard
J-point restraint fwee up? face down?
4- paint restraint with legs iogeiher face up? fwee down?

welluntary time out in your room listenmg to muse

voburiary fime oud in quiet room reading a newsaapenbook

sitting by the nurses station watiching TV

lalking with another corsumer pacing the halls

talking with staff callang a fnend

havving your hand held callmg your therapist

having a hiig pounding some clay

puniching a pillow cXerCise

writing in A diary/journal uising o on vour body

deep breathing exercises putting hands under cold water

going for a walk with staff Tying diwn with cold facecloth

taking & bod shower other? {please list)

wrapping up in a blanket
2 Is there & person who has been helpful wo you when you're upset? (Y1) Would o
like them (o come and visit youT [Y/H) Can we nssist in this process? (Y7
If you are in @ position where vou are not able o give us information to farther your
trestment, do we have your permission 1o call and speak io {rssme)

(phaney® (¥/M) IF you agree that we can call to get informagion, sige

belowas:

Clhent signaturs Witness Drate

3. What are some of the things that make it more difficult for you when you're already
upset? Are there particular “irigers™ that you know will canss you to escalate?

| being touched | being isolated ]
basdsoaen daar open | mph;wﬂhm
particular time of day {when?) timmee of the vear (when?)

losd noise yellmg
nok having controlinput {explain) ather (pleass list)

chemical restraint

6. Da you have  preference regarding the gender of stafl assigned to you during and
immediately after & restramt? Women staff Men staff M praference

7. Lz there anything that would be belpfal to you during a restraing? Please describe,

B We may be requined 1o admanister medication if physical restraints arent eslming you
down. In this case, we would like 1o know what medications have been especially belpsil
1o you? Please describe

9. IF FACILITY DOES ROOM CHECKS: We do room checks here to make sure you
are okay at night. We are trying to meke these room checks as ponistrusive as passible. Is
there anything that would make room checks mere comfortable for you?

Please incorporate the information obtained in the restraint reduction
form into the treatment plan for this client

rswinfdmbirauma’l 12095



Evolution of DMH Raising Trauma
Awareness / Practice Expectations

2000
2001
2004
2004
2006

2009
2009

2010
2012

Commissioner Sudder’s Directive
RS Prevention Initiative Kickoff
Philosophy Statement
SAMHSA Grant
New RS Prevention Regulations &

RS Forms & Debriefing with apology
Interagency RS Prevention Initiative

DMH Forensic Services grant with DOC results
iIn MCI-Framingham’s 1t major trauma
training for correctional officers

New RS Policy
Joint Procurement: Caring Together



Recognizing Trauma Underlying

RS Use

e Providers: “It’s the
kids ...”

e Medical records:

 frauma 8/7%
(2001)

* frauma 98%
(2008)

e The forms: reactive
Restraint Recipe

Restraint Episodes per 100 Admissions
(Licensed Facilities)

Pre-Initiative
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C/A Restraint/Seclusion
Prevention Effort

» Teaching about trauma & retraumatization
with RS use (workforce, youth & families)

Janina Fisher x 23 (Sensory-Motor) ~ 03/20
Jake Lukas (Relational Health) ~ 10/19
Glenn Saxe (Trauma Systems)

Ross Greene (CPS)

Laura Prescott (consumer experience)
Kevin Huckshorn (Six Core Strategies)
Tina Champagne (sensory-integration)
Maggie Bennington-Davis (Engagement)
Laurie Leitch (Tl is not enough) ~ TBD

vV V. VY V VY V VYV VY V



C/A Restraint/Seclusion
Prevention Effort

» Asking about trauma (assessment &
crisis prevention/safety/soothing
planning)

» Doing something about trauma (sensory
Integration/sensory modulation,
recreation/ExYo & skill development)

» Studying the impact of RS on
treatment/operations: The Business
Case



What makes you feel upset?

(Circle all that make you feel sad, mad, scared or other feelings)

See
Being touched Too many people Darkness
Hear
¥ = e
%—5« g,ﬂ‘%
(-c__))\ Z o A =
ILoud noises Yealling

Other

Missing someone

Being tired Someone being mean
' = NNy
Being sick Certain time of year Certain time of day/night Having my bedroom

door open
Anything else that makes you feel upset?

NOTE: The following are general triggers for people
Being told what to do rather than asked:
Being told no rather than being given choices.

Massachusetts Department of Mental Health Safety Tool — August 2006




Warning Sign Tool

What happens to my body when I am angry, scared or upset?
(Circle all that apply)

)
o

r
4 e

Cry

o
Ben.

Being mean or rude

Loud voice Red/hot face Laughing/giggling

-\

Upset stomach shaking or tapping Jumping up and down
or stamping feet

@

Rocking Hyper Running or pacing

14



What helps you feel better?

(Circle all that help you)

9
.l
Games

~

e

Fidget tools Toys or Blocks
Bath or Shower Stress ball or clay Special blanket or cloth

Any other objects you touch or hold that help you feel better?

Reading Watching TV Looking at pictures Using a computer
Any other objects you like to look at that help you feel better?
Movement
\ }‘/
f.
-« ‘ L
Using a rocking chair Swinging Sports

Any other movements you like that help you feel better?

(kickball, basketball, soccer, etc)

Talking on Listen}ng Singing or

Quiet place Counting
the telephone to music humming to ten
Do you prefer music that is: CLoud or [ Soft

What type of music do you prefer:

Any other sounds or noises that help you feel better?

Pressure touch

Hugging a stuffed animal  Sitting in a bean bag chair Using a weighted blanket

¥ ™

Exercise

Climbing on a jungle gym Getting a hug

Any other activities that help you feel better?

Sitting on a therapy ball

(Examples: blowing bubbles, deep breathing, etc.)

mell

Any smells that help you feel better?
(Examples: peppermint, popcorn, cookies, flowers, etc.)

Taste

Any certain tastes that help you feel better?
(Examples: chewy, crunchy, salty, sour, spicy, etc.)




Raising Awareness
Improving Practice

Massachusetts Department of Mental Health

Creating Tangible Legacies
o Standards / Regulations
o RS Forms
> Resource Guides
o Licensing expectations
- Contract language & Performance Indicators

> Y&F Position Statements; Real Danger DVD; &
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Youth Create their own Position
Statement: RS are “devastatingly
traumatic”




Creating New Treatment Modalities:
Practicing Pleasure & Experiencing Joy

Teach sensorimotor integration:
Healing the

brain, the mind, and
the body through
proprioception,
vestibular input,
movement, exercise,
dance, & more




(Panksepp, 1998)



Play and Fear

DORSAL CONTACTS / 5 Mins.
8 53 S g 3 =
i r'l 1 A 'y

-
=2
X

~ PLAY ‘SOLICITATIONS

== CONTROL
vereyeer CAT-SMELL

=
L=J

PINS / 5§ Mins.

PINNING DURING ROUGH AND TUMBLE (%4’

CATFUR - 1 & ...... Q. ...... §

(for one sesslon&'-..

SUCCESBIVE TEST DAYS

(Panksepp, 1998)



Creating New Treatment Modalities:
Practicing Pleasure & Experiencing Joy




‘Changing Practice

» Restraint & Seclusion Room e Sensory & Play Room




Child/Adolescent Services
Episodes

Child and Adolescent Licensed and State Hospitals Restraint Episodes 1999-2016
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DMH Regulations

* 104 CMR 27.05(4) Admission examination:
assessment of trauma/trauma history;

* 104 CMR 27.12(2): Assessment of trauma,
trauma impact on persons served & staff;

e 104 CMR 27.12(3): Staff training on the
Impact of trauma, including sexual and
physical abuse and witnessing of violence, on
both patients and staff;

» 104 CMR 27.12(4b): Incorporation of trauma
history Into crisis prevention plan/planning



A Shared Approach

Interagency RS Prevention
effort is organized with a
Vision, Guiding Principles and
a trauma platform

Initial work was:

e Guided by a national scan
funded by Casey Family
Services

e Co-Chaired by DMH & DCF

» Staffed by Amy Kershaw,
Project Manager

e Conducted by 3
subcommittees:

1) Data Analysis & Reporting
2) Training & Technical Support
3) Policy & Regulation Reform

Commonwealth of Massachusetts

Massachusetts Interagency Restraint and Seclusion Prevention Initiative
Member Agencies:

Exacutive Office of Health & Human Services Executive Offce of Education:
drn and Famibes (DCF) Deparmen

75 Pemani Sseel
Maides, MA 02148

riy Education and Cae (EECy

Towrer Peint
I7 Wormmeood Stmet, Suite 400
Bosion, MA. OZ110

Charter

The Commonwaalth is committed to serving youth and families in the most respectful manner
possible and strives to ensure that treatment and educational settings employ behavior support
methods that reflect current knowladge about the developmental impacts of sardy traumatic
experiences. To that end, the Departments of Children and Families, Mental Health, Early
Education and Care, Elementary and Secondary Education and Youth Services are working
togather, in partnership with providers, advocates, educators, schools, families and youth, to
focus on preventing and reducing the use of behavior restrictions that can be re-traumatizing, in
particular the use of restraint and seclusion,

Vision

All youth serving educational and treatment settings will use trauma informed, positive
behavioral support practices that respectfully engage families and youth.

Guiding Principles
The wark of this Initiative will be quided by the following principles:

» Safety for staff and children is the first priarity and informs all practice and palicy
considerations.

# Public and private agencies are partnering together and with youth and their families in
this work. Each entity brings assets to the effort that has equal importance to the
success of the initiative.

#* Providing training and technical support opportunities is a shared responsibility of all
partners in the initiative.

# All levels of the system must be afforded reasonable time and opportunities to make the
changes required by any revisions of state agency regulations or polides.

# Data, research, practice wisdom and a framework of Continuous Quality Improvement
informs all practice and palicy changes to ba implementad as a result of this Initiative.

* Recommendations and strategies implemented will focus on ensuring the sustainability of
change over time.

Suppart for b & provided by Cass
9/30/2010 the Massachusetts Departo




Important Systemic Movement

» 2009: EEC licensed programs aggregate
restraint total:

> 65,000 episodes.

» 2017: EEC licensed program aggregate
restraint total:

> 17,000 episodes.

» Even with a reduction in beds ... this is
>48,000 episodes that did not happen and
roughly 74% statewide reduction.

27



Caring Together (2012).
New EXxpectations

DCF & DMH RFR Performance Standards

Restraint/Seclusion Prevention:

The Agencies are committed to serving youth and families
In the most respectful manner possible and preventing and
reducing these coercive practices by ensuring that
treatment and educational settings use trauma informed,
positive behavioral support practices and methods that
reflect current knowledge about the effects of trauma.



Caring Together (2012).
New EXxpectations

DCF & DMH RFR Performance Standards

Clinical Model:

The Agencies require the use of evidence based and
promising practices which support trauma informed, strength-
based, individualized, family driven/youth guided and
community focused care clinical approaches which are
consistent with the Building Bridges Initiative (see

). While the
Agencies do not mandate a specific clinical model for
services under this RFR, a Contractor must utilize a coherent
and organized therapeutic model that: ..... Is consistent with
trauma-informed care



https://email.state.ma.us/owa/redir.aspx?C=53195ed06a014b0a9a9ee51cba7df700&URL=http%3a%2f%2fwww.buildingbridges4youth.org%2f

Caring Together (2012):
New EXxpectations

DCF & DMH RFR Evaluation Tool & Proposal

Trauma-Informed, . Describe the policies and practices you have Section 2.06, 2.07
Trauma-Sensitive Care implemented, or will implement, to strengthen trauma- | Section 2.08
informed care. Section 4.21
. How will you ensure staff provide trauma-informed/
trauma-sensitive care?

Selection:

e Evaluation scoring anchored by trauma-informed
practice indicators

» New consumer roles in services: Peer Mentors, Family
Partners / Leaders

e New funding methodologies

» New QI approach to trauma-focused service
Implementation & monitoring

o Consumer inclusion in service design & selection




Teaching about the Effect on Health,
Longevity & More

Adverse Childhood Experiences (ACE)
have serious health consequences

» Adoption of health risk behaviors as
coping mechanisms

o eating disorders, smoking, substance abuse,
self harm, sexual promiscuity

o Severe medical conditions: heart disease,

pulmonary disease, liver disease, STDs, GYN
cancer

e Early Death (NASMHPD, 2015; Felitti et al, 1998)



Morbidity & Mortality Study

(NASMHPD Technical Report: Parks, Svendsen, Singer, & Foti, 2006)

2. Massachusetts Study

The Massachusetts Department of Mental Health (DMH) Massachusetts Study: Deaths from Heart

first conducted and presented the results of a study that | Disease by age group/DMH Enrollees with

led to the Sixteen State Mortality Study as well as other | SMIcompared to Massachusetts 1998-2000
states’ surveillance studies. Of note are the increased
rates of death from heart disease, particularly in DMH
populations under 55. In 1998 - 2000, among persons
25 to 44, cardiovascular mortality was 6.6 times higher
among DMH clients than the general population.

Fated par 100,000

Age and selected disease specific rate comparisons are
illustrated in the accompanying graphs. The DMH
deceased population was younger, less educated, and had
a higher proportion of African Americans than the
general population.”

Massachusetts Study: Mortality fram
Pneumonia/influenza
DMH clients, ages 25-64

1998-99 Age Specific Death Rates
DMH compared to Massachuselts

-
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MASSACY Yﬂlﬂ"l‘ﬁ
DEPARTMENT ¢ l" TN nEALTH

DMH Education e

INFORMATION FOR
EXISTING K.\Il'l.() Rm

ANRITIO
wiaas

Safety Hope & Healing

e Trauma & Culture

» Trauma & the Brain
» What being Trauma Informed means
» Trauma: defined Big Ts and little Ts

» Effects of Trauma

e Trauma Informed Approach
 Trauma Assessment

» Challenging Behaviors in Context




Isaac’s Story B TGS

Trauma-implicit - NICERas of et

Isaac’s Story

Different Kinds of Hurt: - . ;
WRITTEN BY LEIGH HALLISEY  ILLUSTRATED BY CHRISTINA KELLY

isaac’s Stor

At different points in the film, Mia and Isaac talk about feeling anxious or worried.
What colors, shapes, and words would you use to illustrate your own feelings (worry,
anxiety, hurt feelings) during difficult times?

— — .

Q Different Kinds of Hurt:

isaac’s Stor

About the Film and Book

©

A letter from the Commissioner Haacs Sery
On behalf of the Department of Mental Health, 1 am
delighted you have found Different Kinds of Hurt
Isaac’s Story, developed by youth and mental health
experts. Isaac’s Story Is a wonderful jumping-off point
for conversations about the power of friendship,

the pain of stigma, and the Importance of paying

attention to and encouraging all youth who are Book Film

wounded somehow to find their strength, rely on

friends, family and helpers, hang on to their dreams, how they needed trestment and help with their

and to live a life with joy and meaning. Please use different medical issues, drawing on th

the film, book, and resource materials and be the between their experiences and speaking and listening
difference ina childs life. The best hope of a youth or without judgement_ f we start talking about mental
an adult to recover from mental lliness is to be loved health early, before stereatypes and stigmas set in,
and cared for by others. Do not hesitate to contact we can change the conversation at a national—and

DMH or any of the resources
somecne who may need help.

sted if you know International—

Isaac’s Story Is part of a national campalgn aimed at:

| for the next generation.

sincerely, + Destigmatizing and reframing how we talk about
) mental health.
J(":;(::;:m + Making mental health and well-being a part of

educational curriculum.

+ Assuaging fear and confusion for children and
careglvers dealing with mental health chalienges.

- Empowering kids with a shared vocabulary to talk

Department of Mental Health

The mission

Different Kinds of Hurt: Isaac’s Story begins with a about mental health.
simple question: “What if we talked about and treated + Encouraging empathy, kindness, listening
mental health the same as physical health?* For many and sharing.

people, mental health challenges are a taboo subje
even something to be ashamed of. While parents
openly share their kids' medical Issues, like broken

Why talking to kids about mental heaith

bones or appendicitis, families are more reluctant PRI

to discuss a child whose frequent st z;;:,gl»:;s m‘d’;'g + One-in-ten children have a diagnosable mental
anxiety, el health issue.
anger, or fear

« Children with untreated mental health

S impacts their
; academics, sodal more likely to self-harm, drop out of school, abuse
& and bome Bfe. drugs and alcohol, and be incarcerated.
Ay and everyday * In the last 10 years, sulcide rates among

happiness. adolescents has doubled.
i Siniy + For many adults who have mental disorders,
Mia and lsaac symptoms were present—but often not
ot el recognized or addressed—in childhood and

™ adolescence.

Page 1

and Book produced by FobleVision Studios in partnership with The M

tory Parent/Educctor
Walker, Inc. and Expr

VW mass gouisor




Other DMH Area Efforts

» Central MA Area: met with every
school district in their Area and
educated them on SAMHSA's
“Building a Trauma Informed Nation”
and discussed ways that school
districts can be more trauma
iInformed In their programming and
response to student behavior.



DMH Adult System

» Motivational Interviewing: person-
centered practice Is rolling out system

wide

e SU

nostance Use Treatment framework

— rolling out with 3 strands of focus: 1)
12-step; 2) Cognitive Behavioral; 3)
Trauma-Informed



Advancing Knowledge & Understanding

e Pre-Trauma Recognition ¢ Post-Trauma Recognition
1995 2019

e No Trauma Education
e No Trauma Assessment

e No Crisis Prevention /
Soothing Planning

e No Sensory Alternatives
e High R/S Use

e Prevalence of Point/Level
System Use

e No Consumer Inclusion /
Roles

e No Consumer Education /
Empowerment

Trauma Education
Trauma Assessment for all

Crisis Prevention /
Soothing Planning for All

Sensory Infusion

Decreasing RS Use &
Some elimination

Point/Level System Sunset

Concerted Consumer
Inclusion & many new
Roles Developed

Gift Training & Core
Elements



New Face of DMH Leadership:
Consumer Mobilization

Fully include
persons-served
 Facts tell,
stories sell

» Self-advocacy
»Laura Prescott

(Prescott photo credit: mindfreedom.org)



Parting Thoughts

» Being trauma informed Is not enough:
- Overly focused on problems/deficits/negative
symptoms
> Focus on positive and protective factors

> Promote neurogenesis/neuroplasticity through
self-directed attention practices (e.g. meditation,
yoga, etc.) and movement (sports, rec.)

- Teach practical skills of self-regulation (social
skills)

(Leitch et al., 2017)



Parting Thoughts

» To make trauma-informed care/approach

real:

o |dentify the problem and goal from the perspective of
those you serve

- Be pragmatic: take good care of the youth/family first
and prepare to answer the “So What?” question

- Qrganize the leadership/team/coalition & include
persons-served

> Publically commit to a direction — in writing with
deliverables

o Stay current with new knowledge & raise the practice
bar with new written expectations & standards






CREATING GUIDELINES FOR TRAUMA-
INFORMED PRACTICE IN
MASSACHUSETTS



Trauma Guidelines Purpose

e Purpose: Promote greater (and more consistent)
adoption of trauma-informed practices in child-
serving organizations in Massachusetts

 We want systems & services to be trauma-
informed

 We want “trauma-informed” to mean something

* We want to help systems/organizations get there

* Questions:
 How will creation of guidelines move us closer to

purpose?
e How do we want guidelines to be used? @s&,sg!
 Who are these written for? (Audience)

Office of the Child Advo



Trauma Guidelines Use

Define, in an accessible way, what it means to be “trauma-informed”
* C(Clear, easy to understand, context-specific examples

Help organizations assess themselves:
* Strengths of their approach
e Opportunities for improvement

Direct organizations to resources for more information about key elements
of trauma-informed practices (e.g. staff training, role of leadership, safety
planning, etc.)

Are there opportunities for alignment with state RFPs/service
procurement?

Could these guidelines form basis for additional work (e.g. technical

assistance, training, certification)? E

MASSACHUSETTS

Office of the Child Advocate

Other?



Trauma Guidelines Audience

State child-serving agencies
Community-based providers
Public and private schools

Healthcare organizations (community health centers,
hospitals, pediatric care)

Law enforcement

Judiciary

[e] [¢] N

MASSACHUSETTS

Office of the Child Ad t
OtherS? ice of the Chi vocate




Trauma Informed Frameworks

« SAMHSA (2014)

* National Center for Child Traumatic Stress (2012,
2013, 2018)

 Trauma & Learning Policy Initiative (2005, 2013)

e OJJIDP (2006, 2007, 2013)

* American Institutes for Research (2014)

* Are there existing agency-specific
guidelines/frameworks in MA that we should
know about/incorporate?

MASSACHUSETTS
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Defining Trauma-Informed

SAMSHA uses trauma-informed care and trauma-informed approach
interchangeably.

An organization/system is trauma-informed if the following conditions are
met:

o All people at all levels of the organization/system “have a basic
realization about trauma” and understand how trauma can affect the
behavior of individuals, families, groups, organizations, and
communities.

o People in the organization/system know how to recognize signs of
trauma.

o The organization or system responds by applying principles of trauma-
informed approach

= Staff training
= Policies and procedures
= Environment

o The organization/system resists re-traumatization of children, youth,m
and staff members.

MASSACHUSETTS
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Defining Trauma-Informed

e SAMSHA uses trauma-informed care and trauma-
informed approach interchangeably.

— * Anorganization/system is trauma-informed if the
following conditions are met:
Things an o All people at all levels of the organization/system
org needs “have a basic realization about trauma” and
understand how trauma can affect the behavior of
individuals, families, groups, organizations, and
communities.
o People in the organization/system know how to
recognize signs of trauma.
o The organization or system responds by applying
principles of trauma-informed approach
= Staff training
= Policies and procedures
= Environment
o The organization/system resists re-traumatization m

MASSACHUSETTS
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Things an

org needs to
DO/NOT DO

of children, youth, and staff members.




Defining Trauma-Informed

CTTF Needs to

Define/Further
Explain

CTTF May

Want to ADD

An organization/system is trauma-informed if the following
conditions are met:
o All people at all levels of the organization/system “have
a basic realization about trauma” and understand how
trauma can affect the behavior of individuals, families,
groups, organizations, and communities.
o People in the organization/system know how to
recognize signs of trauma.
o The organization or system responds by applying
principles of trauma-informed approach
= Staff training
= Policies and procedures
= Environment (Physical & Emotional Safety)
= Staff Support (Addressing Secondary Trauma)
= QOrganizational Leadership
= Evaluation & Continuous Quality Improvement

o The organization/system resists re-traumatization of m

children, youth, and staff members. MASSACHUSETTS
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Principles of Trauma-Informed
Approach

Organizational Leadership

Staff Training

Environment (Physical & Emotional Safety)
Policies and Procedures

Staff Support (Addressing Secondary Trauma)

Evaluation & Continuous Quality Improvement

MASSACHUSETTS
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Organizational Leadership

Establishing a trauma-informed approach as part of the
organization’s mission/vision statement, manual, and policies

Aligning resources to support implementation of a trauma-
informed approach

Promoting an organizational culture based on resiliency and
recovery

Other?

Examples of what this may look like in different settings
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Staff Training

Who should receive training?
How frequently?

Training intensity (length of time)
e Differentiated by staff role?

Training Content/Learning Objectives
o Basic understanding of trauma, signs of trauma, and impact
trauma can have on behavior
o Vital role staff play in lives of traumatized children & impact
(positive or negative) that staff can have
o Helping traumatized children modulate their emotions and
gain social and academic competence E
o ldentifying & using outside supports (context specific) MASSACHUSETTS
o Other?




Environment (Creating Physical &
Emotional Safety)

What does it mean to provide physical & emotional safety for
children?

Examples may include:
e Safety planning with child: what helps this youth calm
down/regain control?
* Establishing routines and predictability
* Modifications to physical space
* Avoiding re-traumatization
e Other?

Examples of what this may look like in different settings
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Policies & Procedures

* Will vary dramatically across audience types

* Examples of what adhering to the definition of “trauma-informed”
looks like in different settings
* Things to do
* Things not to do/to avoid

[e] [el I
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Staff Support (Secondary Trauma)

 What does it mean to provide physical and emotional safety for staff
members?

O

O O O O O

Training on self-care and secondary trauma

Supporting open communication

Providing mentoring

Supporting continuing education and wellness activities
Encouraging use of vacation time

Providing good mental health care coverage in benefits
package

Other?
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Evaluation & CQl

What are the key data elements that should be collected?
How might this differ based on organization type?

How should an organization incorporate evaluation and CQJ with
regards to trauma-informed practice?

Other?
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Next Steps

* OCA will develop guidelines draft based on this
conversation

* Will need CTTF members support in:
* Providing context-specific examples
* Reviewing draft

MASSACHUSETTS
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Next Meeting

TBD
(Please fill out Doodle!)
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