Trauma-informed
Practice

Learning
objectives

1.

Understand the principles of trauma
informed care and its importance in
context of UPHNS

2.

Understand the different types of
trauma and how its impact on
participants and staff

3.

Staff become aware that their
interactions and response to
participants will impact the safety and
effectiveness of the UPHNS.

4.

Understand the trauma informed care
is a learning process that requires selfreflection, self-awareness and
empathy

▪ Trauma-informed practice considers an understanding of trauma in all aspects of

service delivery and places priority on the individual’s safety, choice, and control.
▪ Utilizing a trauma-informed approach does not necessarily require disclosure of
trauma. Rather, it recognizes the need for physical and emotional safety, as well as
choice and control in decisions affecting one’s treatment.
▪ Trauma-informed practice is more about the overall essence of the approach, or way
of being in the relationship, than a specific treatment strategy or method. Such
services create a treatment culture of nonviolence, learning, and collaboration.
Poole, Nancy.(2013).Trauma-informed practice Guide

▪ In trauma-informed services, safety and empowerment for the service user are

central, and are embedded in policies, practices, and staff relational approaches.
Service providers cultivate safety in every interaction and avoid confrontational
approaches.

▪ Trauma-informed staff not only work together as a team, but they also collaborate

with participants and peers to create environment that is safe space and ideal for
connection and engagement.

▪ Trauma-informed approaches are similar to harm-reduction-oriented approaches, in

that they both focus on safety and engagement.

▪ A key aspect of trauma informed services is to create an environment where service

users do not experience further traumatization or re-traumatization (events that
reflect earlier experiences of powerlessness and loss of control) and where they can
make decisions about their treatment needs at a pace that feels safe to them.

▪ Trauma-informed staff are aware of the power inequities that impact to people who

use drugs (PWUD) and seek to prevent re-traumatization.

 Trauma Awareness
 Safety and Trustworthiness
 Earning Trust and Creating

Principles of
Trauma
Informed
Practice

Safety
 Choice, Collaboration and
Connection
 Strength and Skill Building
 Self-Awareness

▪ Accept and understand that trauma is very common
▪ Staff understand that trauma can impact development in young people and children

▪ Trauma can lead to adaptive behaviours such as substance use
▪ People who have experienced trauma are associated with mental and physical

health concerns

▪ Consider the potential impact of trauma in all aspects of service delivery
▪ Safety and empowerment for the service user are central, and are embedded in

policies, practices, and staff relational approaches.
▪ Service providers cultivate safety in every interaction and avoid confrontational

approaches.

▪ People need to be able to feel safe and welcome

when talking about safer drug using practices. It
may not happen with all clients, some people may
never feel comfortable talking about that aspect of
their life with someone else.

Engaging
with PWUD

▪ There are things we can do to help the person

feel more open to sharing…
▪ Active Listening

▪ Body Language is essential for people who may

have experienced violent trauma

▪ Asking open ended questions, being engaged.
▪ Don’t be on your phone when talking to a

client!

▪ Occurs when individuals are traumatized and/or re-

traumatized while in the “care” of institutions e.g.
jail, hospital, child services

▪ Being unaware that the client’s traumatic history

significantly affects their life

SystemOriented
Trauma

▪ Failing to screen for trauma history prior to

treatment planning

▪ Labeling behavior/feelings as pathological
▪ Minimizing, discrediting, or ignoring client responses
▪ Limiting participation of the client in treatment

decisions and planning processes

▪ Imposing agency policies or rules without exceptions

or an opportunity for clients to question them

TIP57(pp45-46)

▪ An aspect of historical trauma that describes the

Intergenerational
Trauma

psychological or emotional effects that can be
experienced by people who live with trauma
survivors.

▪ Particularly relevant for indigenous people and

those who have fled genocide in other countries,
e.g. refugees, ethnic minorities

The groundbreaking study on ACEs showed
the impact of childhood trauma on longrange adult outcomes (Felitti et al., 1998).
Since that study, evidence has increasingly
shown that the effects of trauma can be
experienced intergenerationally.
Though the “how” is not yet fully
understood, the impact may be related to
parents using the same parenting behaviors
as those practiced by their own parents or
the ongoing impact of significant
environmental stressors like poverty,
unsafe living conditions, or racial inequity
across generations.

▪ Trauma can deeply impact

a person’s perception of
self and others.
▪ This impacts ability to
form positive and trusting
relationships
▪ Trauma can affect the
ability to see the world.

▪ People who have experienced trauma are at risk of re-traumatization which can

represent in a many ways:
▪ Flashbacks

▪ Hypervigilance

▪ Dissociation

▪ Mistrust/paranoia

▪ Night terrors

▪ Panic attack

▪ TIC requires that the worker be aware of how they may be unintentionally triggering

a participant

▪ we don’t have much collateral information about our clients therefore there is a

high risk of re-traumatization if we do not use trauma informed approach

▪ Asking someone to talk about their trauma can cause re-traumatization!

▪ there is a common connection between substance

use and trauma

Why TIC is
important
in UPHNS?

▪ people in UPHNS/OPS may exhibit a range of

responses to certain situations based on trauma
history or drug use

▪ people who have experienced trauma have

trouble forming trusting relations, Tic creates a
safer environment for people to form trusting
relationships

▪ TIC can help staff recognize when someone might

be responding to the effects of their trauma

During trauma we ONLY use
brain stem, which is necessary
at the time. With supports and
time we can return using the
whole brain and feel “normal”.
When we are ‘triggered’ we
revert to survival state and the
brain stem.
Traumatized clients often ‘live’
in their brain stem and limbic
system. This is linked to more
impulsivity and challenges with
drug use. Accessing rational
thinking brain requires
assistance from compassionate
workers.

▪ Everybody’s WOT changes

throughout the day
depending on stress and
interactions with others.

▪ When people are

“triggered” they leave
their window of tolerance
(WOT) – entering “fight of
flight” response.

▪ Conversations when people

are in “fight or flight” or
brain stem thinking are
very different than when
we can use the whole
brain.

▪ Staff should adapt

their communication
based on the where
the client is in their
WOT.

▪ Staff also have

“WOT” that changes
depending on
situation, energy
level, mood etc.

▪ Physical Issues: chronic pain or fatigue, headaches, or digestive problems;
▪ Emotional/Cognitive Issues: depression, anxiety, anger management, dissociation,

fearfulness, and suicidal thoughts;

▪ Spiritual: loss of connection to family, self, and community, feelings of guilt,

shame, and self-hate, and loss of meaning;

▪ Interpersonal: inability to trust, difficulty establishing and maintaining

relationships, frequent conflict in relationships, and difficulty with boundaries;

▪ Behavioural: substance use, self-harm, high-risk sexual behaviours, isolation, and

criminal justice involvement

Empathy
vs.
Sympathy

▪ https://youtu.be/1Evwgu369Jw

Are there times when I should not ask about trauma?
Yes: If a client seems outside their window of tolerance. e.g. overwhelmed, distracted, triggers,
crying, flat mood or despondent. Trauma informed care does not require disclosure of trauma.

•

•

“How can I help you now? What needs
to happen to help you feel more under
control now?”
“Let’s take some deep breaths
together.”

▪ “Sounds like you are dealing with trauma.

Do you have time to talk about the
memories and how they are impacting
you?”

▪ “What happened to you?”

▪ “What’s wrong with you?”

▪ “Sounds like you are going through a hard

▪ “Oh that sounds terrible, well it’s a good

time, and that makes sense given what
you’ve already gone through.”
▪ “I’m wondering if you could say a bit more

so I can understand how to be helpful,”
▪ “How long have you felt this way?”

thing you are here now!”
▪ “You must have been abused”

▪ “Was it a traumatic experience in your

past that you haven’t dealt with yet that is
causing these feelings?”

▪ This photo was taken in Halifax, Nova Scotia. We can learn a

lot from this one photo.

▪ How often do you see a police officer get down on the ground,

right to the same level as someone that they are talking too?

▪ His hands are completely behind himself allowing the male to

open up and feel comfortable.

▪ You can tell he cares, this isn’t a routine stop. He’s genuinely

worried or engaged.

▪ Why don’t we all work like this?

▪ What can we do to make it a more welcoming work

space for people who use drugs?

▪ Provide harm reduction supplies and naloxone.
▪ Allow for patient/client autonomy, use a harm

A welcoming
workspace
for PWUD

▪
▪
▪
▪
▪
▪

reduction approach for empowering people to make
their own choices.
Have cultural awareness supplies readily available
such as smudging equipment.
Provide service delivery in plain clothes if you can.
Have music playing the background, unless asked
otherwise.
Nutrition is essential, providing food and nutritional
information.
Always have a pot of coffee on.
Have opportunities for people (research
opportunities, group opportunities, social
opportunities, etc.)

Strengths and Skills Building

Deficit based

Trauma-informed or Strengths based

Symptoms

Adaptations

Disorder

Response

Attention seeking

The individual is trying to connect in the best way they know how

Borderline

The individual is doing the best they can given their early
experiences

Controlling

The individual seems to be trying to assert their power

Manipulative

The individual has difficulty asking directly for what they want

Malingering (Needy)

Seeking help in a way that feels safer
Table 1: Understanding A Strength Building Approach (Adapted from Royal College of Nursing, 2008, pg. 18 [54])

Does my professional/care provider identity

depend on your change?
▪ As care providers we may feel that we are failing at doing good work if our clients don’t

change

▪ The higher these expectations of ourselves, the more difficult it may be to accept

client’s choices and the faster we could travel the road to ‘burn out’; often shown as
compassion fatigue

▪ Taking responsibility is connected with making choices and the client may not feel that

they have choices nor the resources for the choices, even though it looks that way to us.

“I don’t feel safe”
“I don’t deserve to be treated like this”

▪ Pwud are often perceived as “dangerous, disruptive, threatening, demanding, controlling, manipulative, troublesome,

impulsive, complaining, suspicious and non-compliant.”

▪ If we perceive these behaviours as personal characteristics, we are also more inclined to take them personally, to feel

hurt, used and abused, to get resentful and want to set boundaries that may be overly narrow or rigid.

▪ Recognizing your limits is essential as comfort levels and triggers vary and the environment can be highly stressful
▪ Debriefing and brainstorming can help in relieving the impact and restoring the respectful service
▪ Education about the complexities of substance use can strengthen your ability to achieve respectful and empathetic

relationships.

▪ Focus on the People not the problem
▪ How they feel matters
▪ A transformational relationship is a relationship that focuses

more on the message not the task

burnout and compassion fatigue

Job performance

Morale

Behavioral

Interpersonal

Obsession about detail

Loss of interest

Frequent job changes

Poor communication

Decreased productivity

Apathy

Overwork

Staff conflicts

Avoidance of certain
tasks

Dissatisfaction

Tardiness

Withdrawal from others

Low motivation

Decreased confidence

Exhaustion

Impatience

Table 2: Examples of how Life Experiences Influence Care

Activity – Self-Reflection:
1.

Identify an underlying assumption you have about the experience of those with
trauma and/ or substance use and how people recover?

2.

Identify a time when this belief has influenced your work with a client.

3.

What particular responses or behaviours triggered you? How would you respond, if
you were to not use the principles of trauma-informed care? How would you
respond, if you were to use the principles of trauma-informed care?

1.

What are my underlying assumptions about the experience of those with trauma
and how people recover? How might this belief influence my work with others?

2.

What particular responses or behaviours of those I am assisting might trigger me?
How do I know when this is happening? How will I respond?

3.

How do my cultural background and personal experiences of diversity influence
my interactions with others? What am I bringing to the relationship?

4.

There may be some experiences in my life that could influence my ability to
provide trauma-informed care. How am I managing?

5.

What am I noticing in my body? Are there areas in my life that I need to pay more
attention to? Who can I turn to for support?

