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“A focus on trauma will  
actually help clinicians  
to be more effective  
with some of their  
most distressed clients  
and will help staff to  
understand their own  
reactions to working  
with this population.”  

  —LOEWY, NIENDAM, AND  
WADELL (FORTHCOMING) 

A significant percentage of clients with first episode psychosis have experienced one or  
more traumatic events. Determining if and how those traumatic experiences are related  
to the client’s first episode of psychosis is a critical part of the clinical formulation.  
Understanding and addressing the impact of trauma may be essential to effective engagement, 
treatment, and recovery.1   

This document encourages FEP providers to consider introducing trauma-informed 
approaches and trauma-specific treatment to their programs. SAMHSA’s 10 organizational 
domains will be presented with a brief discussion about using these domains as a template  
for change. SAMHSA’s six principles of a trauma-informed approach will also be described, 
with examples of how embracing these principles can enhance clinical practice. 

Significant attention is paid to staff support, self-care, and resilience—all essential components of a  
trauma-informed organization.  However, the bulk of this document is devoted to a discussion of one   
of SAMHSA’s 10 domains:  screening, assessment, and treatment. This domain reflects the need for an  
effective clinical response to clients whose psychosis is related in some way to traumatic experiences. 

SAMHSA’S 4 R’S OF A TRAUMA-INFORMED APPROACH  
 A program, organization, or system that is trauma-informed: 

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

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

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

Seeks to actively resist re-traumatization. 

IN A TRAUMA-INFORMED FEP PROGRAM . . . 
All staff—from the front desk to management—recognize the signs of trauma in clients, themselves, 
and others, and realize that psychotic symptoms may be tied to the experience of traumatic events. 

The agency responds to trauma in clients by making information about trauma and mental health 
readily available in the waiting room and on the website. 

Staff recognize symptoms of trauma, understand that clients who have experienced trauma may 
feel unsafe in situations they can’t control, and provide choices wherever possible. 

The agency responds to primary and secondary traumatic stress among staff by providing 
opportunities for self-care and healing. 

Care is taken to ensure that clients and families are not re-traumatized by inadvertently replicating 
traumatic experiences, including interpersonal violence, abuse, neglect, and historical or cultural trauma. 

Clinical staff are skilled in treating both psychosis and trauma-related disorders. 

1  Trauma results 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.  Substance Abuse 
and Mental Health Services Administration. (2014). SAMHSA’s Concept of Trauma and Guidance for a Trauma-Informed Approach. HHS Publication No. (SMA) 
14-4884. Rockville, MD: Substance Abuse and Mental Health Services Administration. 
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IMPLEMENTING A TRAUMA-INFORMED APPROACH:   
SAMHSA’S DOMAINS AND PRINCIPLES 
SAMHSA’s foundational document—SAMHSA’s Concept of Trauma and Guidance for a Trauma-Informed  
Approach—provides a framework that can help organizations respond more effectively to the consequences  
of trauma. Becoming trauma-informed requires more than just attending a training or adding a new service  
component; it is a long-term process of integrating an understanding of trauma into all aspects of the  
organization.  Being trauma-informed is consistent with good clinical treatment.  It is another tool for FEP  
programs to use in helping their clients achieve recovery.   

SAMHSA’s 10 domains of organizational functioning (see text box) provide a roadmap for  
organizational change.  Becoming trauma-informed entails building a strong foundation, measuring  
impact, supporting workforce development and new collaborations, reviewing and revising  

organizational policies, and making sure that effective trauma screening and  
treatment are available.  

SAMHSA’S 10 ORGANIZATIONAL DOMAINS 

BUILDING A STRONG FOUNDATION 

Leadership • Environment • Financing 

MEASURING ONGOING IMPACT 

Quality Assurance • Evaluation 

ENHANCING WORKFORCE CAPACITY 

Training and Development  
Staff and Patient Engagement  

Cross Sector Collaboration 

SUPPORTING EFFECTIVE PRACTICE 

Policy • Screening and Treatment 

The 10 organizational domains provide the roadmap, but SAMHSA’s six principles are  
the bedrock of a trauma-informed culture. The principles emphasize the importance of  
both staff and clients feeling respected and supported, and they encourage healing and  
recovery through the development of authentic relationships between management,  
staff, clients, and community members.  Ideally, all six principles are meant to be  
embedded throughout each organizational domain.  Examples of how the principles  
apply in FEP programs are included on the following pages. 

SAMHSA’S SIX PRINCIPLES2  

Safety 
An FEP program reflects safety when staff and clients feel physically and 
psychologically safe throughout the organization.  This requires that both the 
physical environment and interpersonal interactions promote a sense of safety. 

People who have experienced trauma often feel unsafe. They may respond with 
hyper-vigilance, distrust of authority figures, and the need to be in control, which may 
be puzzling or frustrating to others. 

Safety is compatible with Coordinated Specialty Care (CSC) guidelines for assessing and ensuring 
physical safety of clients, family, and staff and with flexibility to deliver services at home or 
in neutral community spaces. One integration challenge is that all staff—not just individual 
providers—must be trained in recognizing and addressing fearfulness and safety. 

2 Material in this section is based in part, with permission, from the following publication: Loewy R. L., Niendam T., & Wadell P. (in press). Assessing and treating 
trauma in team-based early psychosis care, in Intervening Early in Psychosis: A Team Approach. Edited by Hardy, K. V., Ballon, J. S., Adelsheim, S., & Noordsy, 
D. L. Washington, DC, American Psychiatric Publishing. 
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PRACTICE TIPS 

What makes a person feel safe widely varies. Ask people what makes them feel safe or unsafe. 

Take time to familiarize clients with the physical environment, including washrooms and exits. 

Give clients options and make it clear that they always have the right to refuse. 

Ensure that staff feel safe in their workspaces and implement clear guidelines for 

managing risk.
 

Trustworthiness and transparency 
An FEP program reflects trustworthiness and transparency when organizational operations and 
decision-making are conducted with the goal of building and maintaining trust with clients, staff,  
and others involved with the organization. 

Trustworthiness and transparency are closely related to safety.  Trust in others is often shattered by 
violence or abuse. People who have experienced trauma may have difficulty trusting others, even 
those with good intentions. Building a trusting relationship requires being honest, following through 
with commitments, and following up to see how things are going. 

Trustworthiness and transparency are compatible with the CSC team-based approach that depends 
on trusting relationships among team members. However, transparent communications are more 
difficult in complex, decentralized organizations. 

PRACTICE TIPS 

It may take time to build a trusting relationship with some of your clients. Let them know 

you don’t expect them to trust you immediately and that you are willing to work to gain 

their trust. 


Be authentic. Trauma survivors are often finely attuned to people’s emotional states; 
better to acknowledge your feelings openly than to pretend you are fine when you are not. 

Empowerment, voice, and choice 
An FEP program reflects empowerment, voice, and choice when the organization fosters a belief in 
resilience and in the ability of people to heal from trauma and psychosis, builds on the strengths and 
experiences of clients and staff, and offers opportunities for self-determination and growth. 

Trauma can affect an individual’s sense of personal worth, strength, and competence.  For people who 
have experienced trauma and psychosis, the most important message a provider can convey is hope. 
People can and do gain control over their lives, develop strategies for well-being, and recover from 
traumatic experiences. Even if a patient has a long history of complex trauma, healing can happen. 
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Empowerment, voice, and choice are compatible with the CSC focus on strength-based perspectives,  
resilience, and recovery.  These principles can be implemented through person-centered planning, shared  
decision-making, and other good clinical practices that promote clients’ primary role in establishing  
treatment goals. An integration challenge arises through interaction with other service agencies and  
sectors that have traditionally lowered expectations for people diagnosed with mental illnesses.  

PRACTICE TIPS 

Provide information or links to online resources about trauma and resilience. 

Have an open discussion with clients about how to stay in close communication while also 
respecting boundaries and the need for privacy. 

Use best practices such as person-centered planning and shared decision-making to
 

engage the client in treatment decisions.
 

Collaboration and mutuality 
An FEP program reflects collaboration and mutuality when it supports healing relationships through 
shared decision-making, engaging clients in treatment goals and strategies, ensuring that everyone 
has a valued role, and supporting collaboration among all levels of staff.  

Traumatic events often elicit feelings of powerlessness by the individual experiencing them.  As a 
result, trauma survivors are often acutely aware of power differences in relationships.  Unless you 
work to level the inherent imbalance between staff and client, you may unintentionally recreate 
the kind of situation in which abuse occurred. An organizational culture that models collaboration 
among all levels of staff will likely find it easier to support mutuality between staff and clients. 

Collaboration and mutuality are compatible with the CSC model of shared decision-making 
in treatment planning. An integration challenge can arise in organizations that have a strong 
hierarchical orientation, as collaboration requires engaging staff as equal partners on treatment teams, 
sharing information about treatment options with clients, and facilitating client control over treatment 
goals and decisions. 

PRACTICE TIPS 

When you meet a new client, ask if they have a preference in how they are addressed. 

Pay attention to power differentials based on race/ethnicity, gender/gender identity, sexual 
orientation, social class, language and literacy skills, and other aspects of identity that are 
differentially privileged in society. 

When possible, explore the client’s values and preferences about treatment (e.g., whether to  
target psychosis or trauma symptoms first). Explain your thinking if you need to deviate from  
their expressed priorities, such as providing psychoeducation before addressing trauma. 

5 
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Peer support 
An FEP program reflects peer support by engaging patients in peer-to-peer mutual support activities 
and peer-led individual or group interventions as key vehicles for establishing safety and hope, 
building trust, and promoting healing. 

Peers are people with shared experiences, cultures, values, or interests. Peer support works because 
people who have been through similar challenges can empathize easily.  In addition, peers share 
“experiential knowledge” and provide hope through a positive demonstration of recovery.  For 
trauma survivors who may isolate themselves, have damaged self-concepts, or struggle to move 
forward in life, peer support can help rebuild self-confidence, make new social connections, and 
model effective strategies for coping with distress. 

Peer support is compatible with the common use of peer and family partners in CSC programs.  
Successful integration of this principle requires clearly defining the peer role on the CSC team, 
providing excellent peer supervision by a team leader who understands and values that role, and 
ensuring that peers are well trained in principles of trauma-informed care.  

PRACTICE TIPS 

Offer evidence-based and evidence-informed peer-led trauma treatment options and 

recovery supports, such as peer-led Seeking Safety, Wellness Recovery Action Planning 

for Trauma, and Intentional Peer Support.
 

Create opportunities for clients to meet peers, whether clients or peer support workers, 

either in-person or virtually.
 

If your clinic has peer partners, offer training in trauma-informed peer support.3 

History, gender, and culture 
An FEP program reflects history, gender, and culture when it incorporates policies and protocols that 
are responsive to the racial, ethnic, and cultural needs of clients; offers gender-responsive services; 
leverages the healing value of traditional cultural connections; and addresses historical trauma. 

Incorporating historical, cultural, and gender-based practices in treatment for clients with trauma  
histories is not just a best practice, it is essential to good care.  The neurobiological underpinnings   
of trauma-related mental health problems may be universal, but cultural, historical, and gender factors  
affect how a person talks about, relates to, and experiences the difficult events in their lives.  As an  
FEP practitioner, it is important to recognize that cultural factors also may alter a client’s response to  
treatment, to be aware of implicit bias, to practice the skills of cultural humility,4 and to remain open   
to partnering with culturally-based healers. 

3  A trauma-informed peer support curriculum and trainer’s manual are available from the National Center on Trauma-Informed Care: https://www.nasmhpd.org/ 
sites/default/files/TIPS_CurriculumTrainerManual_03-21-2017.pdf.  Several national organizations also offer trauma-informed peer support training. 

4  Tervalon, M. & Murray-Garcia, J. (1998). Cultural humility versus cultural competence: A critical distinction in defining physician training outcomes in 
multicultural education. Journal of Health Care for the Poor and Underserved, 9(2), 117–125. 
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Addressing history, gender, and culture are compatible with CSC clinical assessment, conceptualization 
of psychosis, and recognition of the importance of identity issues for transition-age youth.  An 
integration challenge arises when evidence-based treatment models do not address these issues. 

PRACTICE TIPS 

“You have to create a 
healthy organizational 
environment in addition  
to emphasizing self-care. 
It doesn’t matter how 
many deep breaths you 
take if the air is polluted.”  

  —HEIDI MILLER, MD, FAMILY  
HEALTH CENTERS OF ST. LOUIS 

Don’t assume that an event you consider traumatic was experienced that way by your client, 
or vice versa. 

Ask your clients if there is a cultural or religious support person they would like to have 

involved in their treatment.
 

Be aware of how current political and social events may be triggering for some clients. 

A HEALTHY ORGANIZATIONAL CLIMATE: STAFF SUPPORT, SELF-CARE,  
AND RESILIENCE 
Trauma-informed clinical practice is highly relational.  It rests on a foundation of self-reflection,  
self-care, and compassion for self and others. 

Working with FEP clients can be uniquely rewarding, but also demanding.  Staff may need to cope 
with vicarious trauma as well as trauma from their own lives. It is essential when working with 
clients who have experienced trauma to avoid unintentionally activating traumatic memories in either 
client or staff.  When staff learn to recognize their own triggers, their interactions with other staff  
and with clients become safer and more healing. 

Many organizations find that trauma-informed training is well-received when   
it focuses on resilience, acknowledges the primary and secondary traumatic   
stress staff have experienced, and gives teams an opportunity to discuss and  
practice trauma-sensitive interactions. It is also important to make sure that  
opportunities to practice self-care are accessible. Adding or linking to wellness  
programs such as yoga, mindfulness meditation, and therapeutic massage—  
and making them available for both staff and clients—can be helpful.  Many  
agencies also integrate communication and wellness techniques into ongoing  
operations (e.g., opening staff meetings with a “mindfulness minute,” breathing  
exercise, or check-in).   

Increasingly, trauma-informed organizations are moving away from the concept 
of “self-care” to focus on the development of healthy, caring organizational 
communities. When “self-care” is conceived as an individual activity, it can too 
easily come to feel like one more burden on staff who already have too much to 

do and too little time to do it. A trauma-informed organization should be a place where management 
strives in every way to support staff well-being.  An example would be basing the selection of 
“employees of the month” on exemplary self-care as well as working hard and performing well. 
Management can work to ensure that pressures to generate revenue do not undermine trauma-
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