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Executive Summary (OY1 of 5 year contract)
This is the second annual report, Option Year 1, of SAMHSA’s National Center for Trauma-Informed
Care and Alternatives to Restraint & Seclusion (NCTIC). The National Association of State Mental
Health Program Directors (NASMHPD) is the prime contractor for NCTIC. NASMHPD has three principal
subcontractors as partners: Advocates for Human Potential, Inc. (AHP); TASH (and the Alliance to
Prevent Restraints, Aversive Interventions, and Seclusion); and the National Empowerment Center (and
the National Coalition for Mental Health Recovery).
The purpose of this project is to support SAMHSA’s goals to design, assess, and implement a technical
assistance strategy to assist publicly funded systems, agencies, and organizations across the country in
addressing two high priority and interrelated objectives. The first objective is to promote alternatives to
and ultimately eliminate restraint, seclusion, and other forms of aversive practices. The second objective
is to develop and implement training and TA that supports SAMHSA’s working definition of trauma, and
key principles of trauma-informed approaches.

Accomplishments
A diverse team of staff and consultants, (peers, trauma survivors, and nationally recognized leaders),
worked collaboratively with SAMHSA’s COR and Alternate COR to develop and provide training and
technical assistance (TA), and products to meet the goals of this contract and spread the message
of importance of peer/survivor inclusion in trauma-informed approaches and that trauma-informed
approaches are vital to the reduction of seclusion, restraint and coercive practices. The use of traumainformed approaches has been incorporated into a broad range of service systems, with input from peers
and trauma survivors’ perspectives in all aspects of the contract. The most notable accomplishments
during the OY1 include:
•

SAMHSA and NCTIC incorporated SAMHSA’s Trauma and Justice Strategic Initiative goals
of creating capacity and systems change in the behavioral health and justice systems;
implementing trauma-informed approaches in health, behavioral health and related systems;
and reducing the impact of disasters on individuals, families, and communities.

•

NCTIC provided training/TA to over 10,000 people in all publicly funded service systems through
134 training/TA events - including on-site training and consultation, webinars, and virtual
learning networks. (Task 5 – 104 events, Task 10 – 15 events, and Task 14 – 15 events).

•

SAMHSA and NCTIC worked closely with Kathryn Power, SAMHSA Regional Administrator to
implement Trauma-Informed Peer Support in her region. Five trainings were conducted by peer
trainers after NCTIC peer consultants contacted peer organizations directly. A follow-up call with
the COR, RA, and NCITC led to a proposed idea for a peer Virtual Learning Network (VLN)
(further discussed in Recommendations).

•

SAMHSA and NCTIC responded to a request from the city of Baltimore for consultation and
training following the tragic death of a citizen in police custody. Under Jean Bennett, Regional
Administrator’s leadership the collaborative effort resulted in 10 introductory training events
throughout the city of Baltimore and included staff from 76 organizations.
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•

NCTIC completed one 18-month long Virtual Learning Network (VLN) with a group of six diverse
organizations and initiated a second VLN with six organizations focused on reducing restraint,
seclusion and other forms of aversive interventions.

•

NCTIC, with guidance from the COR created a Blog series on SAMHSA’s six key principles of
trauma-informed approaches and implementation examples from each of the six organizations
that participated in the 18-month VLN.

•

Developed a detailed work plan complete with time frames, tasks, and staffing for an online
training curriculum on SAMHSA’s Key Concepts of Trauma-Informed Approaches; wrote two
modules and reviewed and tracked key resources.

•

Developed a comprehensive method to assess the effectiveness of training and TA through
feedback forms, training evaluations, and six-month follow up interviews as a critical component
of the project team’s approach and began to build a knowledge base for deeper evaluation of
the impact of training on SAMHSA’s principles of trauma-informed approaches.

These and other accomplishments completed throughout the year are highlighted in this report. The
NCTIC team worked closely with the COR and Alternate COR throughout the year through routine
program staff meetings and regular contact by telephone and email, which kept deliverables on track with
some scheduling challenges discussed in the “challenges and solutions” section. The COR, Alternate
COR, and NCTIC team worked collaboratively to address changes and modifications in plans and
products to result in a successful year.

Background
SAMHSA is committed to reducing and ultimately eliminating the use of seclusion and restraint in behavioral
health and other systems serving people with mental health and substance use disorders. Seclusion
and restraint are violent and preventable behavioral health practices that are now widely understood as
treatment failures. Seclusion and restraint can be traumatizing for anyone, and they can be re-traumatizing
for people with past experience of violence or other traumatic events.
Trauma-informed approaches are critical to the eradication of seclusion and restraint. A growing body
of evidence shows that cultural and environmental changes within institutions and service systems,
especially changes that recognize and address the trauma histories of people receiving services, can
prevent the use of these dangerous interventions. The most effective alternatives to seclusion and
restraint are practices that recognize and acknowledge the impact of past trauma and violence.
Through technical assistance, grants, and other activities, SAMHSA has supported hundreds of
organizations to inspire leaders, train staff and trauma survivors, and implement trauma-informed
approaches to reduce the use of these harmful interventions. These include programs to increase
awareness about the risks of seclusion and restraint; provide concrete alternatives that are grounded in
an understanding of trauma and trauma-informed approaches; and encourage the use of trauma-informed
approaches in a broad range of service systems.
The Statement of Work (SOW) for NCTIC’s OY1 contained eight core tasks and exercised optional tasks 10,
11, 14, and 16. Accomplishments for each task are summarized in the following sections.
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Impact of Inclusion of Peers at all Levels
NCTIC is firmly committed to meaningful inclusion of persons with lived experience of trauma and
behavioral health conditions at all levels and especially at the forefront of leadership, planning, and
implementation of all project activities. A trauma survivor/peer was hired this year as Coordinator of
Consumer Affairs for NASMHPD. In that role she leads peer activities, participates in monthly project
team meetings, serves as a lead trainer, and contributes to written materials. Her contributions as a team
member enhance the quality of NCTIC deliverables by bringing the survivor voice into all discussions
along with her multitude of talents. She was also instrumental in bringing the Trauma-Informed Peer
Support Training (TIPS) to Region I; finalizing a brief on SAMHSA’s principles of trauma-informed
approaches, served as a coach for two of the VLN groups, and completed a Blog series.
NCTIC employs approximately 20 peer trainers and consultants who participate on multiple levels. For
example, peers/trauma survivors were the lead trainers in all VLN content expert sessions on SAMHSA’s
six key principles of trauma-informed approaches – they delivered content-rich presentations and led
the discussion with VLN members around challenges/suggestions within their organizations. The peer/
survivor voice is included in as many training events as possible. SAMHSA and NCTIC have made this
a priority, thus demonstrating through practice the inclusion of peers/survivors as leaders. Learning
about the principles of trauma and trauma-informed approaches directly from people who have
received services from the same systems both educates and motivates organizations toward
culture change. When asked what made a particular training meaningful to training participants, the
overwhelming response is “hearing directly from the person who told their story and learning what
a difference being trauma-informed can make”.
In addition, sites receiving TA are asked to include survivors as essential members of the planning/change
team. According to participant evaluation summaries a portion of most audiences includes peers, family
members, and survivors. Multiple organizations have indicated their plan/desire to develop or strengthen
their peer programs following a training/consultation.
Ten Trauma-Informed Peer Support Training (TIPS) events were also held throughout the country – five
were in New England and will be discussed under task 14. Additionally, NCTIC provided a facilitator
training in King County, WA. Six peer specialists representing multiple agencies completed the training
and are using it to train new peer specialists throughout King County. TIPS training was also held
in Pennsylvania and Delaware. Word of mouth about TIPS is spreading, and the team has received
requests from the District of Columbia, Wisconsin, Michigan, and Florida.

“Wow! What a powerful TIC training. The growth and experience I got from this training
exceeded my expectations. By the 2nd day it was evident in us all. I am really
grateful to have been part of this empowering training.”
Participant,
King County train the facilitator TIPS training
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Project Activities
Task Order Administration (Task 2)
NCTIC staff participated in the kick-off meeting on October 10, 2014 along with SAMHSA lead staff and
Trauma and Justice Strategic Initiative Lead. Prior to the meeting NCTIC staff prepared a comprehensive
work plan and calendar, agenda, and detailed approaches for the major tasks. During the kick-off meeting
participants reviewed the SAMHSA vision for the overall contract and expectations for each task and
discussed the approaches and work plan proposed by NCTIC. Continued planning occurred during the
November and December monthly project team meetings to refine the plan for project deliverables.
Following the planning phase, NCTIC submitted a revised work plan and budget to COR.
NCTIC staff participated in monthly project team meetings with COR and Alternate COR and prepared
agenda, draft proposals, and meeting minutes for each meeting. Meetings were frequently rescheduled
due to COR’s shifting priorities and meetings and NCTIC staff remained flexible to meet the ongoing
changes and review project deliverables, challenges and present revised task proposals.
NASMHPD submitted monthly project reports, on time, to the COR and Alternate COR that detailed
the progress and accomplishments of the contract. The first draft of the annual report was initiated in
September and submitted in early October, two days after the deadline for the first draft. This final report
was revised to incorporate SAMHSA’s comments and feedback.
The NCTIC team prepared a sophisticated SharePoint site to document, track, and report on all TA requests
received under this contract. The site recorded key elements of the TA application, planning call notes
and ongoing status of each application, a consultant roster, reports prepared by the TA applicants, and
evaluation reports completed by participants. The site includes a calendar with hyperlinks to descriptions of
all TA events, and all project resources and materials developed.

Marketing and Outreach (Task 3)
NCTIC performed marketing and outreach in a number of ways to spread the message of traumainformed approaches as a means to reduce seclusion and restraint. Among these were a series of
blog posts informed by the continued use of virtual learning networks (VLNs) as a tool to focus on
implementation efforts, workforce development, training direct care staff, and the inclusion of the traumasurvivor voice in all areas of work. (For more on VLNs, see task 5)
To disseminate information about NCTIC’s VLNs, in-depth telephone interviews were conducted with each of
the six VLN project participants (including two separate projects in King County, WA) from May to July 2015
to obtain real life examples of how they are implementing the principles of trauma-informed approaches.
From those interviews, eight, 500- to 700-word blog posts profiling each organization’s implementation
stories, along with an introductory blog explaining the VLN purpose and process, were developed. Upon
receiving SAMHSA COR approval, these blogs will be disseminated widely to the field to raise awareness
about the “on the ground” impact of trauma-informed approaches. (Attachment A – Blog Series)
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Blog Topics
From Trauma-Aware to Trauma-Informed: Implementing SAMHSA’s Six Principles
Implementing the Principle of Safety: Commonwealth Center for Children and Adolescents (CCCA)
Implementing the Principle: Peer Support at the CORE Center
How King County, Seattle Implements the Trauma-Informed Principle: Trustworthiness and Transparency
Culture, Historical, Gender Issues: A View on Implementation of the Principle
Collaboration and Mutuality in Practice: Learning from On Our Own of Maryland, Inc
Empowerment, Voice and Choice: How a Trauma-Informed Courtroom Works
Becoming a Values-Based, Trauma-Informed Agency Serving LGBTQI Individuals: The Seattle Counseling
Service Story
In addition, as a tool for outreach, a marketing brochure that was completed in the Base Year was revised
and submitted for clearance. (Attachment B – Marketing Brochure)

Steering Committee (Task 4)
Task 4 is dedicated to creating a steering committee to advise on contract projects. In OY1, as was the
case in Base Year, the funds for this task were allocated to the virtual dialogue networks (VDLs) that
advised Task 16, per COR request. For more information see the task 16 summary.

Technical Assistance (Tasks 5)
Technical Assistance and Training Infrastructure
NCTIC developed a comprehensive infrastructure for receiving technical assistance (TA) requests
through multiple avenues, tracking requests, and following up on TA and training delivered. NCTIC
maintains a toll-free telephone number, and people requesting TA may also contact project staff by email
or telephone to request an application. The project’s TA application (attachment C) incorporates elements
of SAMHSA’s six key principles of trauma-informed approaches, asks organizations to identify their needs
and goals for TA, and their readiness to incorporate the principles of change/training content into their
organization based on the following categories:
•

At the exploratory stage: Organizations, systems, and communities are motivated to introduce
trauma-informed practices;

•

Work completed/underway: Organizations, systems, and communities are building capacity
for trauma-informed care, and

•

Everyone on board: Organizations, systems, and communities anticipate measurable
reductions in the use seclusion and restraint as an outcome.
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For TA provided in this contract year the following statistics sum up organizational readiness for change
for task 5.

Task 5
At the exploratory stage

5%

Background on issue completed; ready to take action

12%

Everyone is on board; outcomes are expected

84%

Illustration of Levels of TA Provided
Top TIER – less intensive TA provided such as telephone
consultation, webinars, inviting organizations to
participate in other training events
Middle TIER – o n-site training geared toward entire organization
or select group of staff deemed by applicant to
be ready for change
Bottom TIER – m
 ore intensive TA – typically includes
on-site training, consultation, facility or
policy review, leadership meetings

The statistics demonstrate NCTIC’s judicious use of project resources by providing the highest
level of TA to organizations at a higher level of readiness (bottom tier), while meeting the needs of
organizations at earlier stages of readiness. Consultation/webinars/briefer trainings often have a ripple
effect where participating members report being highly effected by the content and quality of the training
and frequently request additional TA following more work to prepare their organization for a culture shift to
trauma-informed approaches.
Technical Assistance Process
When a TA request is received, the project team conferences with the applicant and key stakeholders to
better understand their specific needs and goals. The planning calls are used to shape the TA response,
identify appropriate consultants, and coordinate logistics. The project team works closely with the
applicant to ensure consumer and family participation along with all staff in planning and at the event.
Participant evaluations ask people to identify their role – most events consist of a full range of agency
staff, peers, family members, trauma survivors and other administrative personnel.
Assessing the effectiveness of training and TA is a critical component of the project team’s approach.
Several evaluation methods are used, including participant evaluations at all TA and training events, as well
as assessments completed by the applicant. (Attachments D and E for participant and applicant feedback
forms). Recipients of intensive on-site TA are contacted to complete a brief telephone interview describing
their trauma-informed implementation efforts. For more information on the evaluation process see the
Measuring the Impact of TIA Training section below.
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Training and Technical Assistance Delivery
NCTIC focused its training and technical assistance in OY1 specifically on increasing awareness of
the six key principles of trauma-informed approaches (TIA) from SAMHSA’s Concept Paper to help
organizations reduce the use of seclusion, restraint, and other forms of aversive interventions.
This year, NCTIC provided TA to approximately 10,000 individuals between on-site events, webinars,
virtual learning networks (VLNs), and consultation. There were 104 for Task 5 on topics ranging from
overall implementation of TIA to special requests.
Task 5 TA by type
Consult (onsite)

27

Training/Consultation (onsite)

71

Webinar

26

There were 76 events focused on trauma-informed approaches and 28 specifically on reduction of
seclusion and restraint, and all training content focused on the reduction of aversive interventions.
Participants came from all publicly funded service settings, and military and education settings.
As a testament to the importance of the topic and the group’s ability to build relationships, 30 TA events
were partially funded by the applicants – this typically included the addition of a second presenter or a
return TA focused on a specific goal or more intensive training.

Systems Served Through TA in 2014 - 2015
Mental health
Co-occurring disorders
Substance use
Criminal justice
Health center
Children’s services
Peer support/Peer Run Organization
Developmental disabilities
Education (schools/colleges)
Domestic violence
Housing
Juvenile justice
Military/veterans
Other
HIV/AIDS
Receiving TA
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In addition to on-site TA, NCTIC and its consultants and subcontractors responded to thousands of e-mail
and telephone inquiries (including those that come through the 800 number).
•

Telephone Inquiries: 1,710

•

E-mail Inquiries: 5,530

•

NCTIC Website visits: 1,715

Applicants are asked how they learned of NCTIC to determine the reach and establish data for any future
marketing strategies. The following table illustrates how applicants reported hearing about NCTIC.
HOW APPLICANTS LEARNED OF NCTIC
Current/past NCTIC training

35

NCTIC consultant/Affiliate recommended

21

NASMPD affiliation

5

SAMHSA affiliation/website

7

NCTIC conference presentation

5

Web search on Trauma-Informed Care

21

Other

9

Applicants are asked to evaluate (on a scale of 1 to 5 with 1 being poor and 5 being excellent) how well
we met their goals for the training along with how the TA could have been improved, and any new goals
they developed as a result of the training. Applicants rated their satisfaction with the training meeting
their goals at 95% for very good to excellent (Excellent – 50%; Very Good – 45%; Good – 5%); training
materials – Excellent – 61%; Very Good – 39%, and satisfaction with trainers - Excellent – 56%, and Very
Good – 44%.

Virtual Learning Networks (VLNs)
In response to SAMHSA’s need to reduce travel and develop creative virtual methods of training,
NCTIC implemented a Virtual Learning Network (VLN) for provider organizations titled Successful
Implementation of Trauma-Informed Approaches: Reducing Seclusion, Restraint, and other Forms
of Aversive Intervention, in the base year. The VLN continued to work together throughout this fiscal
year to complete an 18-month project. The six diverse organizations learned about SAMHSA’s six key
principles, developed action plans based on the principles and then reported their outcomes and impact
statements at two intervals – six months apart – demonstrating the effectiveness of trauma-informed
approaches in different types of service settings. Participating teams included staff leadership, peers,
and clinical and administrative personnel that worked with NCTIC through a hybrid of virtual classroom
webinars, mentoring, and on-site TA. The classroom events consisted of instructor-led presentations (by
peer leaders) through the Adobe® Connect™ platform and interactive work sessions with a NCTIC coach.
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Impact of 201-2015 VLN Action Plans
In 2015, participants from the 2014-2015 VLN developed strategic action plans for implementation of traumainformed approaches. These are summarized in the following. (See Attachment F for a report on each
organization’s final impact statement)
Larkin Community Hospital (LCH), a 146-bed acute care hospital and designated Statutory Teaching
Hospital in Florida, demonstrated a strong track record of decreasing rates of seclusion and restraint in
2012-2013. In 2014, developed an action plan focused on the implementation of TIA Principles. LCH’s
action plan involved improving the general knowledge of the trauma-informed care practices among
medical residents by implementing a series of plans aimed at teaching medical students and residents
on trauma-informed approaches, a task that has proven difficult in the context of a disease-focused,
time-limited educational structure.

“The VLN project has provided us with resources such as educational modules, PowerPoints, and
documents, which can be implemented as part of a structured trauma-informed care didactical
experience… [I]implementation of trauma-informed care educational components in the context of
graduate medical education has been a challenge, but at the same time, an opportunity to
expand and develop curricular activities for medical graduates on trauma-informed care.”
Larkin Community Hospital, Florida

King County Mental Health, Chemical Abuse and Dependency Services Division (MHCADSD), a
provider of public mental health outpatient services to more than 34,000 people through contracts with
20 community-based mental health agencies (CMHAs) in Washington State, developed the King County
Trauma-informed Care Project (KCTIC) to enhance mental health services by infusing trauma-informed
care approaches into the CMHAs. King County developed the following two projects:
King County - Valley Cities Behavioral Health (VCBH) Trauma-informed Care (TIC) project has
provided a framework to develop strategies for engaging and treating clients who have experienced
trauma, helped management and clinical staff develop goals for improving service delivery, and led to
foundational changes of their Model of Care, helping the agency implement a system more centered
around client needs and able to move toward an integrated care model. Among major accomplishments,
VCBH now provides training to all staff on TIC across multiple locations, including intensive training for
peers, and a new trauma-treatment guidelines workgroup developed a list of evidence based practices
(EBPs), which has led to increased training, use of, and clinical supervision surrounding these EBPs.
King County - Seattle Counseling Services (SCS) Founded in 1969, Seattle Counseling Service
(SCS) is the oldest LGBTQ-focused community mental health agency in the world. According to SCS
deputy director Donnie Goodman, NCC, LMHC, technical assistance from SAMHSA’s NCTIC, including
participation in the 2014-15 VLN, was “invaluable in helping us to become a values-based agency.”
Following on-site consultation with NCTIC, SCS’ goals were to identify their core values as an agency and
then apply them in all aspects of their work. SCS has incorporated their identified values into questions
for all new hires. This is particularly significant because over last 18 months, due to the Affordable Care
Act, they have almost doubled in size. The agency has redesigned staff performance evaluations, and are
rewriting their 2016 policies and procedures with the values interwoven throughout.
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On Our Own of Maryland, Inc., Maryland’s statewide mental health consumer education and advocacy
organization, which promotes equality and recovery-based services, focused their action plan on
addressing financial trauma in their organizations for the psychological and physical safety of those they
serve. This was achieved by implementing the principles of trauma-informed care to improve partnerships
with their funders, increase their visibility in their communities, and improve their infrastructure.
Commonwealth Center for Children & Adolescents (CCCA), the sole child/adolescent psychiatric
hospital operated by the Commonwealth of Virginia, adopted a model of relationship-based, collaborative,
trauma-informed care, and is working to identify and use alternatives to seclusion and restraint with a
challenging population of children and adolescents who are refused admission at all other hospitals in
VA, frequently secondary to aggression and clinical acuity. CCCA has added a full-time peer support
specialist, improved the physical environment, and continues to educate all staff on TIA.
“We sought involvement in the VLN to further [our existing] efforts, and because we felt that
while our practices are often trauma-informed, proactive, and focused on providing comfort, there
remain times when we believe we could better avoid responses that are controlling, reactive,
or move too quickly toward containment... At the same time, we continued to face the
challenge of changing culture in a setting that is fast-paced, physically and emotionally
demanding, and often dangerous, and our progress is inconsistent. We have made
strides in the direction in which we wish to move, and will continue to do so.”
Commonwealth Center for Children & Adolescents (CCCA), Virginia
The Queens Treatment Court (QTC), which addresses both felony-level drug arrests and non-drug felony
arrests, and assists defendants with co-occurring disorders by offering defendants drug treatment under
the supervision of a drug court model, continues to apply the TIA principles throughout their five specialized
courts, and recently received a SAMHSA grant to enhance services. As a result of this grant, EAC-TASC
hired a full time housing specialist that provides entitlement services to all participants in the QTC. In
addition the court staff and treatment provider community have been trained on the intervention, sensitizing
providers to the effects of correctional incarceration on treatment and risk management (SPECTRM).
The Ruth M. Rothstein CORE Center in Chicago, a provider of outpatient, medical, and psychosocial
support to those diagnosed with HIV/AIDS, implemented a trauma-informed care training program to
assist staff members in developing the skills and knowledge needed to infuse TIA agency-wide; has
begun using the PCL-C survey, a civilian trauma assessment; and conducted a series of surveys and
focus groups with patients on the topic of trauma-informed care. In addition, they received funding for a
six month planning grant to implement the molding our experience into excellence (MOXIE) training.

“We hope to offer trauma-informed peer support (TIPS) training for our peer workers. We are also
developing a high-risk clinic for people with trauma histories and mental health/substance
use conditions, who tend to rely on emergency services. Finally, we are translating TAMAR
and other materials to make sure they are accessible to multilingual populations.
This VLN has given us the opportunity to foster dialogues about trauma among
and between staff and patients, which has been so valuable.”
Ruth M. Rothstein CORE Center, Illinois
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2015 VLN
The VLN for OY1 was focused on Reducing Seclusion, Restraint, and other Forms of Aversive
Interventions through Successful Implementation of Trauma-Informed Approaches. It again
involved six organizations that demonstrated readiness to change, such as commitment from leadership
and capacity to devote leadership and staff time; commitment to reducing seclusion and restraint and
involvement of trauma survivors/peers; willingness to develop an action plan focused on implementation
of TIA principles; and willingness to identify and report on performance measures/outcomes. The
seclusion and restraint VLN convened in April 2015 and held five webinars/meetings during this contract
year. (The sixth meeting took place at the beginning of OY2.) This year’s roster includes the following
agencies/organizations representing diverse areas of practice.
Department of Youth Rehabilitation Services (DYRS): The DYRS is the juvenile justice agency for
the District of Columbia responsible for the supervision, custody, and care of young people charged
with delinquent acts in the District. They provide a wide range of programs for court-involved youth and
their families that emphasize individual strengths, personal accountability, skill development, family
involvement, and community support, with the goal of helping these youth develop the skills they need to
become productive adults.
State of RI Office of Quality Assurance: The RI office of quality assurance is comprised of state and
private sector professionals dedicated to implementing trauma-informed practices, leading organizational
change to reduce seclusion/restraint and trauma, supporting professionals providing direct support,
and reducing any interventions that pose a risk of trauma, specifically for adults with developmental
disabilities, but with planning across the entire continuum of care for all adults.
Desert Hills: Desert Hills is a large residential treatment center (RTC) in Albuquerque, New Mexico,
that serves more than 100 children ages five to 18 with developmental and cognitive delays, hearing
impairment, sexually maladaptive behaviors, substance use and dependence issues, or recurrent suicidal
ideation and self-harm and their families.
Cooley Dickinson Hospital: Cooley Dickinson Hospital, a Massachusetts General Hospital affiliate, is an
acute care community hospital that offers medical/surgical, orthopedic, obstetric/gynecologic, psychiatric,
geriatric, palliative, emergency, ambulatory, diagnostic, and rehabilitation services.
Big Spring State Hospital (BSSH): BSSH provides psychiatric care and promotes recovery from mental
illness and a rapid return to community life by providing treatment, education, and hope in a safe and
supportive environment to adults exhibiting a danger to themselves, danger to others, or the inability to
care for themselves due to serious mental illness, and those working to regain competency to continue
with pending legal proceedings.
The Psychiatric Institute of Washington (PIW): PIW is a short-term, acute care hospital that offers
inpatient, partial, and intensive outpatient programs, and specialized chemical dependency programs to
adults, senior adults, adolescents, and children with mental health and addiction conditions.
The 2015 VLN will work together for a total of 12 months. In the first phase of the training (April 2015 to
October 2015), guest speakers were brought in every month to educate the group in a webinar format.
Each 90-minute webinar included 30 to 40 minute presentations by one or two national experts (each
training included a peer/survivor as the main presenter), followed by a discussion among the participants.

Ann ua l Re p o rt | 2 0 1 4 - 2 0 1 5 O p tio n Y e ar 1 D e c e m b e r 2 0 1 5

13

The webinars address SAMHSA’s principles of trauma-informed approaches, focusing on one principle
during each session. One month after each webinar, participants are asked to reflect on the changes
they made based on what they learned. Ongoing mentoring and on-site training are available to the
organizations based on their overall goals for participation and to help develop action plans to promote
alternatives to seclusion and restraint through trauma-informed approaches.
The Project Director, Coordinator of Consumer of Consumer Affairs, and a key consultant serve as mentors
to the organizations and provide ongoing consultation and onsite training. The groups will continue to meet
monthly through OY2 to focus on implementation strategies, as well as innovations and challenges.

Additional TA Activities
Promoting the link Between Trauma and Suicide
Another important impact of TA that took place in OY1 was to increase recognition of the link between
trauma and suicide. Members of the NCTIC team were active in promoting trauma-informed approaches
to the suicide prevention field. This has included TA on TIA to the Zero Suicide initiative—which inspired
numerous participants to get serious about implementing trauma-informed care as part of their suicide
prevention plan at their agencies. NCTIC also shared the SAMHSA principles of TIC on a webinar on
“Trauma-informed Care and Zero Suicide” http://bit.ly/1NWZZaW that was the most highly attended
webinar Zero Suicide has ever organized. Eileen Zeller, Lead Public Health Advisor in the Suicide
Prevention Branch at SAMHSA said of this webinar: “I thought the webinar was beautifully done, with
the voice of science, survivors, and cutting-edge practitioners all coming across loud and clear.
It is so energizing to see previously divergent silos merging to become a whole greater than the
sum of the parts.”
Reducing Restraint and Seclusion in Public Schools
Through NCTIC, the Alliance to Prevent Restraints, Aversive Interventions, and Seclusion (TASH)
coordinated outreach, TA, and professional development efforts in OY1 aimed at reducing restraint and
seclusion in public schools. These activities are summarized in the following.
•

To improve national compliance with the U.S. Department of Education (ED) Office of Civil
Rights (OCR) on mandatory nationwide data collection on R&S use in public schools, TASH
and other APRAIS members provided TA to the Office of Management and Budget on tightening
responsibility for home schools to report on students referred to segregated school placement.

•

To continue a focus on R&S prevention in public schools, TASH and other APRAIS members
submitted substantial recommendations to U.S. Department of Education (ED) Office of Civil
Rights (OCR) on enhancements to the Resource Document on Restraint and Seclusion use.

•

Training sessions were conducted for CPI national trainers, teachers, administrators, parents,
and self-advocates at 4 national conferences and 4 regional conferences, reaching a total of 850
people.

•

TA to advocates in five states (MS, NH, CA, AZ, IO) as they work on systems change.

•

Identified and recommended subject matter experts on systems change efforts in KY.

•

Conducted a webinar for the National Autism Association (45 parents)

•

Planned a five-part webinar series in partnership with the National Association of Elementary
School Principles to be conducted in Jan. and Feb. of 2016

•

Adding new content and resources to the website http://stophurtingkids.com.
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Measuring the Impact of Trauma-Informed Approach (TIA) Training
Training on TIA resulted in remarkable increases in understanding and knowledge of TIA immediately after
the training and subsequently on progress toward change interviews upon six-month follow up.
NCTIC uses a pre/post-retrospective design in its evaluation method. This design was chosen based
on research recommendations that people tend to be more honest about their level of knowledge
when they are asked to rate prior and post knowledge at the same time as opposed to a pre- and
post-test where participants tend to rate their level of knowledge higher prior to receiving training. In
evaluation surveys conducted for all training events, including TIPS immediately after TA events, nearly
100% of survey respondents reported a gain in knowledge/understanding across all measures
surveyed (understanding of the impact of trauma on themselves and those they serve; knowledge of
the principles of trauma-informed care and strategies to prevent the use of seclusion, restraint, and
coercive interventions; and self-reported ability to implement the principles of trauma informed care).
All participants reported increases of at least one to two points on a scale of one to five (from poor
knowledge to excellent knowledge). In fact, participants who rated their abilities to implement the
principles of trauma-informed care as “excellent” increased an average of more than 40 percentage
points after training. An average of close to 90% of participants rated the quality and effectiveness of their
training and/or trainers as “very good” or “excellent.” See the following charts for more information.

KEY

Poor/Fair

Good

Very Good

Excellent

My Understanding of the impact
trauma on the people I served

My Understanding of the impact
of the trauma on me

My knowledge of the principles of
the trauma-informed care

My ability to implement the principles
of trauma-informed care
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KEY

Poor/Fair

Good

Very Good

Excellent

My knowledge of the strategies to
prevent the use of seclusion, restraint
and coercive interventions

How would you rate the effectiveness
of the training overall

How would you rate the effectiveness
of the trainers?

Overall my experience with the
training was:

Immediate Impact
To measure the immediate impact a training has on participants, they are asked “ What is the one
thing that you could do differently tomorrow that is more trauma-informed?” Below is a sample
of responses given – they are overwhelmingly positive and represent intended action and continued
momentum from the training – “this is the best training I have ever attended and feel I can put to use on
my job”, and “I feel like I learned a language I can use in talking with my colleagues and people served
to create change”. As noted previously, NCTIC always encourages cross-pollination in training events
because when people train together they learn to speak the same language, which helps in the
change process.
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What is the one thing that you could do differently tomorrow that is more
trauma-informed?
Sample Respones
Always be aware of my physical stance (i.e. blocking the door) with an individual. Always ask what happened, and
what can I do for you, not “what’s wrong with you”
I can, and will, view all of my interactions through an intentionally trauma-informed “lens” and respond with
appropriate compassion for all.
Understand that a person’s behaviors are a symptom of trauma and try to understand the reason behind the
behaviors. Trauma is not an excuse, it is an explanation.
Try to be more mindful and self-aware of how my trauma affects me and my relationships.
Encourage new ideas with staff – we can walk with patients when they are anxious.
Have a dialogue with clients about what works best for them.Focus more on strengths and building self-esteem.

Six-Month Follow-Up
To measure the effects of training efforts in facilitating implementation of TIA and reduction of seclusion
and restraint, six month follow-up interviews are conducted for organizations that receive intensive
TA (including those who receive a combination of training and on-site consultation); and are willing to
participate in the interview process. The questionnaire is sent ahead of time, pre-filled with the goals each
applicant chose during their planning or in the applicant report completed immediately after a TA event is
completed. Applicants had anywhere from one to four goals set for their respective organizations. About
midway through OY1, NCTIC added a question about how organizations rate themselves on addressing
the six key principles. Of the two interviews conducted to date (since the form was changed); and on a
rating scale ranging from (1) – poor to (5) excellent, both applicants rated themselves as 4 or 5 (very good
or excellent, respectively) for all six principles. (Attachment G revised follow-up form)
Applicants are asked to rate themselves on how they are meeting their goals using the following ranking:
1 – No Activity; 2- Planning Underway; 3 – Plan Completed; 4 – Implementation Underway;
5 – Fully Implemented
Of the interviews conducted in OY1
•

19% of participants had fully implemented their goals by the six-month mark;

•

50% of participants had begun implementing their goals (“implementation underway”)

•

27% were in the planning stage (“planning underway”)

•

And a miniscule 0.04% had no activity to report on a particular goal

These ratings reflect the overall positive impact of the training and consultation participants
received in helping them implement their goals within six months of having received TA. Some
organizations also called the consultant for a follow-up consultation to help develop action plans or talk
through challenges.
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Sample TA Applicant Goals:
Self-selected TIA goals of OY1 TA participants range from:
“A shift in organizational culture/language/and understanding of trauma and its impact,”
“A decrease in physical restraints or isolations in a residential facility,”
“To examine the role peers have in supporting recovery from a trauma-informed perspective.”

Sample Identified Changes/Innovations by Organizations Receiving TA:
Some of the organizational changes identified by organizations that received TA include the following:
TIC is being discussed in multiple settings, and language between staff and clients - and between agencies has
changed.
Staff is recognizing trauma as a huge factor in the lives of clients we work with.
Understanding trauma and the language staff use to communicate to de-escalate a situation has made a huge
difference in our physical restraint rates.
A trauma-informed community is more equipped to meet the needs of youth.
Peers have used the materials learned from the trainings and are now a part of each work group for ongoing
trauma-informed care and treatment changes in the organization. Their view point and experience provide
valuable input.

Information on goal attainment, types of goals set, and the outcomes/impact an organization
experiences following TA has provided a knowledge base to examine the overall impact of TA at a
deeper level – possible further steps will be discussed in the Recommendations section.

Product and Material Development (Task 6)
SAMSHA’s Trauma-Informed Approach:
Key Assumptions and Principles Online Curriculum (Task 6)
During the November and December planning meetings the COR approved the use of product resource
dollars to be devoted to development of the online curriculum and principles briefs described below.
As a companion piece to the SAMSHA’s Trauma-Informed Approach: Key Assumptions and Principles
curriculum, an online training curriculum was partially developed in this contract year. The interactive
online course is divided into four content modules plus an introduction and summary, which provide an
introduction to trauma and trauma-informed approaches. The curriculum is based on SAMHSA’s concept
paper, which provides a framework for understanding trauma and its impact and prevalence, along with
the key principles (goals) and domains (implementation areas) of trauma-informed approaches.
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The online curriculum is being designed for a wide target audience, and the course requires no prior
knowledge about trauma. The training is intended for staff at all levels, including direct service providers,
supervisors and administrators, advocates, service recipients, and community members. This training
curriculum forms the basis for more advanced work in developing trauma-informed environments and
practices.
During OY 1, the scripted narration for first two modules of the online curriculum was completed and
placed into a storyboard, with links to accompanying videos, resources and supporting materials. The
narration is written in plain language so that it is understandable to all viewers, including those with no
previous knowledge about trauma. Interesting visual and media elements are a vital component in online
learning, and those included with this course were selected to inform visual learners, make the course
more engaging and varied, and allow viewers to watch experts speak more in-depth about the topics
covered in the course. Because the majority of media elements are links to online videos, participants can
choose to watch the videos more than once, share the links with colleagues/peers, and incorporate them
into presentations to their colleagues/staff.
1. The first module centers on understanding trauma and its overarching impact.
2. The second module introduces viewers to SAMHSA’s four Rs of a trauma-informed organization
and six principles of a trauma-informed approach.
3. The next steps are to complete the remaining sections and move the storyboards into interactive,
508-compliant, HTML design.

From Trauma-Aware to Trauma-Informed: Implementing SAMHSA’s Six Key
Principles (draft brief)
This draft brief was developed to provide concrete strategies for implementing these principles across
service systems, within provider agencies, and in supporting individual service users. The examples
provided are directly from the organizations participating in the 18-month VLN. (Attachment H)

Partners and Content Experts (Task 7)
The Federal Partners Committee on Women and Trauma has grown significantly since its inception in
2009, and now includes more than 100 members from 40 federal agencies and divisions. The Committee
conducts annual training; hosts an ongoing webinar series and a bi-annual national event; and facilitates
interagency policy and program initiatives to advance trauma-informed approaches across a wide variety
of settings.
Throughout this process, NCTIC has provided content expertise to the committee, helping members
understand how trauma affects their agency’s staff and operations, identifying relevant applications in
the field, and helping to design, implement and evaluate events and activities. Many committee members
come from fields that have not traditionally addressed health and wellness concerns (for example, labor,
international affairs, parks and recreation, education, etc.).
With NCTIC’s support, the Federal Partners Committee has had a profound impact on the federal
government and on the field. The committee has provided a platform for disseminating SAMHSA’s
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framework for understanding trauma and trauma-informed approaches across federal agencies,
contributing significantly to the ability of different agencies to work collaboratively on common problems.
Building on a common understanding, agencies have been able to align initiatives to create synergy and
expand impact on an array of contractors, grantees and field offices.
During OY1, the committee’s impact expanded dramatically. While maintaining a focus on federal agency
operations, the 2015 national event, Building a Trauma-Informed Nation, also reached hundreds of local
communities, agencies, and individuals involved in implementing federal policies and programs. Through
innovative use of technology, individuals and groups at over 85 “amplifier sites” in over 30 states were
able to participate, interact with speakers, and network with others across the country. The event has
already spawned an ACEs Connection group, Resilience USA, to continue the national dialogue. While
impact data have not yet been analyzed, the initial estimate is that well over a thousand individuals
participated through a combination of amplifier sites, the “host site” at DOL, and individual connections.
Initial comments from participants have been uniformly positive.
The Federal Partners Committee, with NCTIC’s ongoing technical assistance and support, has arguably
done more than any other group or organization to spread interest in a trauma-informed approach to
a wide audience – including education, justice, health and human services, housing, the military and
Veteran’s affairs, the state department, the faith based community, homeland security, labor, the research
community, international activities such as the Peace Corps, and others. The net result of such broad
involvement is to convey the message that trauma and trauma-informed approaches are critical to the
well-being of all citizens. The Committee has also provided a concrete demonstration that complex social
issues can be effectively addressed through interagency and cross-sector approaches.

Prepare and Produce Reports and Publications (Task 8)
The following documents have been submitted to SAMHSA’s concept clearance:
•

Reducing Seclusion and Restraint by Creating Trauma-Informed Service Systems: An Issue
Brief for Policymakers on Trauma-Informed Practices

•

Best Practices in the Use of Restraints with Pregnant Women Under Correctional Custody

•

Essential Components of Trauma-Informed Judicial Practice

•

Promoting Prevention through Trauma-Informed Practices: Seclusion and Restraint Efforts
since 1998

•

NCTIC Marketing Brochure

•

SAMHSA’s Trauma-Informed Approach: Key Assumptions and Principles Trainer’s Manual,
Master PPT slide deck, and on-line training.

•

GATSBR products: Info-doc, Fact Sheet, and Action Brief
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Training and TA for Substance Abuse Initiatives (Task 10)
Under Task 10, NCTIC provided targeted TA to Center for Substance Abuse Services (CSAT) grantees
working in the area of substance abuse/addiction treatment, recovery community services programs,
and HIV/AIDS to expand the development and implementation of trauma-informed organizational,
culture, community, and/or practice changes. Project staff collaborated with CSAT Task Lead to design
a framework for applying, approving, planning, conducting, and tracking fifteen TA events for CSAT
grantees. This task also funded the development of a draft brief: Creating Comfort and Strength Based
Support for Trafficked Youth: The Trauma-Informed Care Initiative at Denver’s Treatment Accountability for
Safer Communities (TASC) and Restore Educate Support and Treat (REST) Court, a technical assistance
document on a trauma-informed approach to refugees. (Attachment I)

Trauma as a Risk Factor for Substance Abuse (Optional Task 11)
The primary focus for this task during OY1 was to develop a set of materials that would serve as
supplementary resources to NASMHPD’s literature review, Understanding and Addressing Adversity as a
Risk Factor for Substance Abuse in Young People.
The task involved the development of a toolkit and other resources for community practitioners committed
to developing “adversity-informed” communities. In particular, the resources were intended to illustrate
the relationship between childhood adversity and increased risk for substance abuse among adolescents
and adults, and to explore the implications for community practice. The core premise is that childhood
adversity can initiate a developmental cascade which significantly increases the likelihood of substance
abuse, school failure, and associated lifelong problems. These included
•

Fact Sheet for professionals working with young people and families: “Healthy and Resilient
Children, Youth, and Families: Tips for Promoting Wellbeing, and Reducing Risks for Behavioral
Health Problems”

•

Fact Sheet for Communities: “Weaving a Web of Resilience”

•

Fact Sheet for Communities: “How Childhood Adversity and Substance Abuse Affect Our
Community”

•

Planning Guide for Community Stakeholders: “A Guide to Creating Resilient, Adversity-Informed
Communities.”

•

Planning Guide for Educators and School Administrators: “A Planning Guide for Creating and
Nurturing Adversity-Aware Educational Environments.”

•

Resource Listing: “Addressing Adversity as a Risk for Youth Substance Abuse: Resource Listing”

•

PowerPoint Slides with Embedded Talking Points: “Addressing Adversity as a Risk Factor for
Substance Use in Young People: Considerations for Prevention-Focused Activities”

•

Webinar: Adversity, Resilience, and the Role of Health Systems in Prevention (June 1,
2015), featuring Sharon Stephan, PhD., Co-Director of the Center for School Mental Health
and Associate Professor at the University of Maryland School of Medicine; Nancy KassamAdams, PhD., Director of the Center for Pediatric Traumatic Stress at the Children’s Hospital of
Philadelphia; and Laura Porter, Co-Founder of ACE Interface, LLC, and Senior Director of The
Learning Institute at The Foundation for Healthy Generations.

•

Webinar: Intervening in Early Childhood to Prevent Later Risk for Substance Abuse (September
24, 2015), featuring Belinda Sims, PhD of the NIDA Prevention Branch.
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Regional TA (Task 14)
Task 14 was designed to respond to specific TA requests from SAMHSA regional administrators. In OY1,
15 training events were held in two regions - this included five trauma-informed peer support trainings in
Region 1 (New England); and 10 specialized TA events in Baltimore, Maryland (Region 3) in response to
the unfortunate death of a young man in police custody that drew national attention and civil unrest.

Trauma-Informed Peer Support (TIPS) Trainings
Under the leadership of Kathryn Power, Regional Administrator of Region 1, NCTIC trainers promoted
and scheduled TIPS trainings throughout New England in summer and early fall. Massachusetts was
particularly enthusiastic about the trainings and has already requested a train-the-trainer.
The following table lists the TIPS trainings conducted under optional task 14.
TIPS Trainings in Region I
Agency/Participant

State

CT Department of Mental Health & Addiction Services

CT

Northeast Recovery Learning Community (NERLC)

MA

Advocates

MA

Bureau of Behavioral Health-Office of Consumer & Family Affairs

NH

Bureau of Behavioral Health-Office of Consumer & Family Affairs

RI

Evaluations of TIPS trainings have been uniformly excellent, with such comments as:
•

“I found the interaction of audience and trainers along with the thorough responses to questions
very helpful”

•

“Very well planned and organized training, excellent content”

•

“Training has the potential to be off the charts awesome!”

•

“Excellent training, speakers very engaging”

Baltimore Regional TA
Jean Bennett Regional Administrator, worked with NCTIC to begin the first phase of TA “Be More Kind”,
for the city of Baltimore, MD in OY1 in response to civil unrest due to a civilian death while in police
custody. The vision of this TA was to help individuals, families, agencies, and systems across Baltimore
City realize the widespread impact of trauma and understand potential paths for recovery; recognize the
signs and symptoms of trauma in individuals; and respond by fully integrating knowledge about trauma
into policies, procedures, and practices and seek to actively resist re-traumatization. Experiences and
practices that support healing from trauma will be widely accessible to City residents.
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Phase 1: Introductory Trainings
During Phase 1, NCTIC worked with the Baltimore City Health Department (BCHD) and Behavioral Health
System Baltimore (BHSB) to provide 10 introductory trainings on Trauma-Informed Care (TIC) to City
employees, professionals and residents. The training included:
•

Recognizing the signs and symptoms of trauma in families and youth,

•

Understanding the impact of traumatic events on brain development, and

•

Discussing how to integrate trauma-informed practices and resist re-traumatization.

Approximately 1,000 individuals were trained from 76 different agencies, including BCHD, the Mayor’s
office of human services (MOHS), Mayor’s office of information technology (MOIT), Mayor’s office of
employment development (MOED), Baltimore Police Department (BPD), Baltimore City Department
of Human Resources, Baltimore public library (EPFL), Baltimore city public school system (BCPSS),
school police, Parks & Recreation, social services (BCDSS), DJS, Head Start, Johns Hopkins University,
behavioral health agencies, and treatment foster care agencies. Participants repeatedly expressed
being deeply moved by the training. They reported that the experience transformed how they think about
themselves and how they will approach their work and interactions with family members, co-workers and
clients. They talked about changing the manner in which they relate to the most challenging people in
their daily work and personal lives. Many participants expressed a desire to participate in next steps.

Feedback from participants in phase 1 include the following:
“We learned how profound conditioning impacts everything in very big ways. We probably don’t listen as much as
we should.”- DSS
“ I will exercise empathy with all encounters, particularly when working with vulnerable children and recognize that
everyone has a story.” - DSS
“ We need other agencies involved in training more members of the police force.” - BPD
“I am going to spread the information from the lecture to those who have not yet attended because word of this
program needs to spread.” – BPD

General Adult Trauma Screening and Brief Response (GATSBR) (Task 16)
A rapidly growing body of research has demonstrated the importance of implementing trauma-informed
practices in health care settings. The GATSBR initiative is based on the premise that trauma-informed
primary health care professionals can play an essential role in identifying and addressing the behavioral
health consequences of trauma, preventing intergenerational transmission of trauma, and improving the
treatment of trauma-related health issues. The GATSBR initiative began by convening a national group of
experts, including health care practitioners, researchers, consultants, and trauma survivors to explore the
issues from a variety of perspectives. Federal partners from a variety of other agencies (including HRSA,
NIH, NIDA, OWH, ACF, DOD, VA, and others) joined SAMHSA to help ensure that similar efforts in other
agencies informed and were informed by the GATSBR conversation.
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The group explored different aspects of trauma screening and assessment, brief response, and
organizational change in the context of medical care settings. A series of bi-monthly online “learning
communities” continued the discussion of key themes. (In this contract year, Task 4 steering committee
funds were allocated to support this virtual dialogue network (VDN) part of GATSBR.) Much of the
discussion during the GATSBR challenged conventional wisdom and practice in the field. The group
was able to balance conflicting concerns and develop a fresh new set of recommendations for the field.
Key among these recommendations are new ways of thinking about screening and assessment and
brief response to trauma in primary care settings. These discussions resulted in the development of a
three-part toolkit to assist primary care settings in becoming trauma-informed. It includes
1. An “info-document” laying out a compelling argument for why primary care settings need to be
concerned about violence, abuse and trauma; (Attachment J)
2. A fact sheet illustrating how adopting a trauma-informed approach will help primary care settings
align themselves with major trends in healthcare; and (Attachment K)
3. A guidebook for implementation of trauma-informed practices in primary care settings, with a
particular emphasis on effective strategies for trauma screening (inquiry) and brief response. (in
development)
The first two products have been completed and reviewed by the GATSBR group. The third product is
under development, with a draft scheduled for completion by early 2016.
In addition to product development, the GATSBR initiative has had the following impacts:
1. Development of a national group of opinion leaders committed to trauma-informed change
in primary healthcare settings. The group convened during the GATSBR project has become a
collective force for change across the country. This is evidenced by several publications¸ webinars,
conference presentations, and curriculum development projects that have emerged directly from or
been influenced by the GATSBR process.
2. A new, unified national conversation about trauma-informed healthcare for adults and
families. Until GATSBR, discussion of trauma-informed healthcare had occurred primarily in the
pediatric community and in narrowly focused efforts to address specific forms of violence and
trauma, such as intimate partner violence and sexual assault. By focusing broadly on traumainformed primary care, GATSBR developed a conceptual approach that helps primary care settings
unify ongoing efforts.
3. An application of organizational change tools and techniques to the development of traumainformed primary care settings. Many of the GATSBR participants have years of experience in
implementing trauma-informed practices in healthcare settings. Drawing on their expertise, NCTIC
was able to summarize key elements of a successful change process tailored to the unique culture
of medicine and primary care.
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Challenges and Solutions
1. The NCTIC team addressed challenges related to meeting the volume of need across the
country by working with organizations to help share costs and coordination of each event.
Reduction of project resources, and limits to how many trainers can participate in an event was
altered this contract year to include one staff person and one consultant per event. NCTIC works
hard to coordinate events among consultants, for example, if two requests come in from the same
State, we work with the two organizations to coordinate the timing of the training so a consultant(s)
can travel within State from one event to another. Organizations are asked if they have any ability
to cost-share, however inability to cost share does not prohibit any organization from receiving TA.
NCTIC also tailors each response to the organization so when a second consultant was required,
the applicant was able to cover costs for the second trainer on several occasions (when the second
trainer was not a staff person). The contract also changed in that NCTIC staff are no longer allowed
to present at conferences so NCTIC project director presented at some events at no charge to
NCTIC, or at times the applicant was able to cover which allowed us the opportunity to keep NCTIC
on the national, state, or local agenda. As noted earlier in the report, 30 organizations were able help
offset costs, thus helping to spread resource dollars for training the workforce.
2. The NCTIC team and SAMHSA worked cooperatively to overcome the challenges related
to the Office of Communications clearance process and move completed documents/
resources out to the field. Project staff completed all concept clearance paperwork, made all
revisions requested, and the team discussed regularly in project team meetings. We will continue
to work directly with COR as requested to complete all work related to clearance and then develop
a dissemination plan to match the audience. The COR also approved the Key Assumptions and
Principles Trainer’s Manual and master slide deck as “draft TA” documents so they could be posted
on NASMHPD’s web site and made available to the field.
3. Coordinating and meeting training needs for task 14 (Regional Administrators) was a bit
of a challenge in terms of helping RAs identify specific needs. We suggested to Kathryn
Power of Region I that we provide Trauma-Informed Peer Support – she agreed and contacted
her commissioners to initiate the process. We weren’t receiving requests so we had NCTIC peer
consultants reach out directly to peer organizations and were able to plan/conduct trainings in each
State. For Baltimore, the Safe Streets initiative funded by DOJ reached out to NCTIC project director
for consultation and training in response to a tragic incident where a person died while under police
custody. When the unrest occurred, Dr Leena Wen (Health Officer, Department of Health)) wanted to
expand audience and requested 10 multi agency trainings. Dr Wen had a relationship with Dr Jean
Bennett, Regional Administrator for Region 3) – we collaborated efforts via several conference calls
and Dr. Bennett approved the work under this task and provided leadership and ongoing support.
We greatly expanded TIPS and met a critical need in Baltimore that we would have been unable to
accomplish without support of Regional Administrators.
4. The NCTIC team has continued to address the issue of limited travel and training resource
funds by conducting Virtual Learning Networks. In keeping with SAMHSA’s goal to develop
and implement training and TA on the working definition of trauma and key principles, NCTIC
completed one 18-month long VLN and began a second VLN within this contract year (as
described under Task 5).
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Recommendations
1. Baltimore TA: Phase 2 – Implementation of TIC Principles
Planning for phase 2 took place in 2015 and we recommend the following plan for this next contract
year: This phase will include developing 20 teams from agencies across the city that will be charged
with identifying and implementing TIC principles and practices at their respective agencies. These
teams will meet monthly through June 2016 and have committed to the goals of 1) successful
implementation of three changes to policies and/or practices that are trauma-informed by June 30,
2016, and 2) commitment to sustaining and continuing to implement trauma-informed approaches
past June 2016. Also planned are a train-the-trainer program and the development of a TIC
webpage for the city of Baltimore. This phase will be funded by the Baltimore Behavioral Health
Department’s Federal Block Grant Funds through a separate contract with a NCTIC lead consultant,
with assistance from NCTIC.
2. Completion of online curriculum and revised video As a companion piece to the SAMSHA’s
Trauma-Informed Approach: Key Assumptions and Principles curriculum, an online training
curriculum was partially developed in this contract year. The training is intended for a wide range of
potential audiences, including direct service providers, supervisors and administrators, advocates,
service recipients, and interested community members. This training curriculum forms the basis for
more advanced work in developing trauma-informed environments and practices. Due to the high
volume of both initial and repeated requests for training we recommend completing the writing of the
online curriculum during this next contract year. Also in OY1 a great deal of project resources were
dedicated to the development of a detailed work plan and budget, along with layout for all modules,
and completion of two of the modules.
3. The virtual learning networks have been highly successful in helping organizations
implement the principles of trauma-informed approaches by working with them over an
extended period of time through on-line courses, individual coaching sessions, development
of action plans, and possible on-site training. We recommend a VLN to meet SAMHSA’s goal of
implementing TIA in crisis services, a VLN for the peer groups that received training in SAMHSA’s
Region I, and an additional VLN for peer-run organizations to meet NCTICs goal of expanding TIA
efforts in peer-run organizations.
4. Assessing the effectiveness of training and TA through feedback forms, training evaluations,
and six-month follow up interviews has been a critical component of the project team’s
approach and begun to build a knowledge base for evaluating the impact of training on
SAMHSA’s principles of trauma-informed approaches. Several evaluation methods are used,
including participant evaluations at all TA and training events, as well as assessments completed
by the applicant. We recommend taking the evaluation process a step further by reviewing data
from previous evaluation forms and developing a method for capturing the data from beginning
to end with up to five applicants. To accomplish this we recommend a small steering committee
made up of peer researchers, SAMHSA and project staff, and experts in the field to develop a data/
evaluation process and produce written impact statements that can be disseminated to the field via
SAMHSA Blogs.
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5. While the existing pool of peer consultants/trainers is excellent and diverse in many ways,
we would like to increase the diversity among NCTIC peer trainers and consultants to more
accurately reflect the range of people who are impacted by trauma across the lifespan, and
to encourage the involvement of additional emerging and established leaders in the work of
NCTIC. We can do this through a review of existing peer consultant roster and identify any existing
gaps in experience and expertise. Recruit new consultants, including transition-aged youth (TAY) of
color, transgender TAY, TAY and adults with lived experience of the juvenile and/or criminal justice
systems, foster care, lived experience of homelessness, human trafficking, cultural dislocation, and
domestic violence.
6. Increasing capacity to deliver Trauma-Informed Peer Support (TIPS) training. The Seattle
train-the-trainer was a great success. Peers who received this training are already using it to train
other peers in the Seattle area. We recommend furthering the capacity by offering another train-thefacilitator training in the next contract year. We recommend continued work with SAMHSA Region I
to develop criteria and an application process to recruit 6 diverse peer specialists to participate in a
Region 1 Train-the-Facilitator training to take place in this contract year. Peers who completed the
Train-the-Facilitator training would commit to providing at least one TIPS training in their state/region
in the contract year, to be supported by their local peer run organization.
6. Increasing capacity of peers as leaders of trauma-informed systems change. The TIPS
training ends by asking participants the question “what will your commitment be?” in terms of being
leaders in trauma-informed change. However, there is no opportunity for follow up after the training.
Research shows that learnings from one-time trainings tend to fade over time, so it would be helpful
for NCTIC to facilitate additional learning/leadership development opportunities for people who have
already received TIPS training. We recommend expanding the existing TIPS training to include a
leadership development component, this process could be accomplished via a Virtual Discussion
Network (VDN) where NCTIC creates facilitated spaces for peers to share about the challenges
and opportunities in leading trauma-informed systems change within their organizations/agencies,
communities, and states. The VDN could be composed of attendees of TIPS trainings conducted
since 2014; host organizations would be encouraged to invite them to join. Another option may be
to contact Regional Administrator Jean Bennett to see if she has additional funds to support TIPS
training in Region 3, similar to what Kathryn Power did in Region 1. This would be a cost-effective
region to continue to work, either in this or a future contract year, because several of our existing
TIPS trainers are in relatively close proximity to Region 3.
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Attachments
Attachment A – Blog Series
Attachment B – Marketing Brochure
Attachment C – TA Application
Attachment D – Participant Evaluation
Attachment E – Applicant Feedback Form
Attachment F – VLN Impact Summaries
Attachment G – Revised 6-Month Follow-Up form
Attachment H – From Trauma-Aware to Trauma-Informed: Implementing SAMHSA’s Six Key Principles
draft brief
Attachment I – Creating Comfort and Strength-Based Support for Trafficked Youth draft brief
Attachment J – GATSBR Info-Document
Attachment K – GATSBR Fact Sheet
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