Trauma Informed Care
A hallmark of traumatic experience is that it typically overwhelms an individual mentally, emotionally, and physically.
 Although it is obvious that experiencing abuse at the hands of an intimate partner is traumatic, it can be difficult to view domestic or sexual violence through the lens of trauma during daily advocacy activities. Certainly, advocates will be more effective and responsive to the needs of survivors if they understand domestic or sexual violence in the context of trauma. 
So… What is Trauma?

According to Judith Herman’s book, Trauma and Recovery, psychological trauma is characterized by feelings of: 

-intense fear

-helplessness

-loss of control

-threat of annihilation

Survivors certainly experience these feelings as they encounter violence. In addition, trauma typically involves threats to harm a person or an encounter with violence. Again, this certainly applies to the situations of domestic or sexual violence survivors. 

A hallmark of traumatic experience is that it typically overwhelms an individual mentally, emotionally, and physically. These feelings of being overwhelmed are what is typical for a person who is traumatized. 

Judith Herman also reports that “traumatic events produce profound and lasting changes in physiological arousal, emotion, cognition, and memory.” The following sections of this chapter explain some of these changes that may occur for survivors as well as how traumatic responses may manifest in our interactions with those we serve. 

So…What is it about the event that makes it traumatic?

Peter A. LeVine, Ph.D. describes that the determination or source of the trauma is based in the individual’s perception of the event and does not have to come from a huge catastrophic event. A person can become traumatized when his/her ability to respon to a perceived threat is in some way overwhelmed. A traumatic experience can impact a person in obvious and subtle ways. Trauma is “in the eye of the beholder;” what one person may consider traumatic may not be traumatic to another person. 

So…Who gets traumatized?

Although generalities of traumatic response will be presented in the following pages, it is important that advocates understand that no two survivors will respond to the traumatic experience of violence in the exact same way. 

There is another equally important concept for advocates to understand about traumatic responses: traumatic reactions are NORMAL reactions to ABNORMAL events. Traumatic reactions are not a sign of emotional of psychological weakness, but are typical reactions to the traumatic experience. In other words, anyone could experience some of the symptoms discussed on the following pages if they experience a traumatic event. 

A trauma-informed approach is based on the recognition that many behaviors and responses expressed by survivors are directly related to traumatic experiences. 
What is Trauma-Informed Care (TIC)?

Trauma-informed care views service provision through a lens of trauma. It involves having a basic understanding of trauma and how trauma impacts survivors, understanding trauma triggers and unique vulnerabilities of trauma survivors, and designing services to acknowledge the impact of violence and trauma on people’s lives. Finally, a trauma-informed approach is sensitive and respectful: advocates seek to respond to traumatized individuals with supportive intent and consciously avoid re-traumatization. 

Often behaviors such as hyperarousal, constriction, and other responses to trauma are viewed as symptoms of a mental health condition, when in fact these are normal responses to traumatic experiences. Trauma-informed care shifts the philosophical approach from “What’s wrong with you?” to “What happened to you?”.

Characteristics of Trauma Informed Services

Any agency, regardless of the services they provide, can become trauma-informed. In fact, it is wise to consider trauma-informed care as a “universal precaution” because trauma is so common. Likewise, regardless of your position or what type of work you do, you can become a trauma-informed service provider.  

Trauma-informed services:

· Focus on understanding the whole individual and context of his or her life experience

· Infused with knowledge about the roles that violence and victimization play in the lives of women

· Designed to minimize the possibilities of victimization and re-victimization

· Hospitable and engaging for survivors

· Facilitates recovery

· Facilitates growth, resilience and healing

· Respect a woman’s choices and control over her recovery

· Form a relationship based in partnership with the survivor, minimizing the power imbalance between advocate and survivor

· Emphasize women’s strengths

· Focus on trust and safety 

· Collaborate with non-traditional and expanded community supports (such as faith communities, friends and families, etc.)

· Provide culturally competent and sensitive services

How Domestic Violence Differs from Other Traumatic Experiences?
Experience domestic violence is clearly traumatic to adult survivors and their children. Domestic violence certainly brings forth feelings of helplessness and powerlessness in the face of the abuser’s violence. In addition, all survivors of domestic violence will experience some typical, expected reactions to being violated by a loved one. 

1. Domestic violence is, by its nature, chronic. 

· There are not discreet episodes of trauma; rather, domestic violence is an ongoing traumatic experience for all members of the family.
· While the physical violence may be episodic and/or infrequent, the other forms of abuse are ongoing and complicate the survivor’s experience of trauma.
2. The perpetrator of the traumatic experience is a loved one.

· Most survivors will be interacting with their perpetrator on a regular basis

· The violation of trust and disruption to interpersonal connections is more severe due to trauma occurring in context of an intimate relationship 

Other issues hat may occur for survivors of chronic trauma:

· Experiencing “triggers” that can reawaken traumatic responses.

· Avoidance or isolation produced by traumatic experience is exaggerated.

· All actions have potentially serious consequences so survivors know that thorough plans must be made before taking action. 
Domestic Violence and Trauma

It makes sense that those of us who work in shelter environments see many trauma reactions, due to the fact that the majority of the survivors living in shelters have experienced severe abuse in several different areas of their lives (including physical, sexual, financial, and emotional abuse). Many of the symptoms that we so quickly want to call mental health symptoms are trauma reactions to an abnormal event happening: being hurt in a multitude of different ways by the person you love. While some women do need additional services to address issues of depression, anxiety or other mental health disorders, a lot of women who we would call “depressed” find themselves feeling remarkably better when they are able to be in an environment where they are safe and feel supported.

Therefore, it is important to remember a few key points:

· Everyone deserves our high quality services, regardless of mental health condition

· Many women who have been diagnosed with mental health conditions were not asked about their relationships or trauma histories, and were diagnosed due to symptoms that could be trauma reactions  
· Many normal responses to trauma (such as depression, anxiety or hyperarousal) are criteria used to diagnose mental disorders

· It is important to share information about trauma with survivors, so that their reactions and responses can be normalized, and instead of feeling “crazy”, survivors be validated rather than further stigmatized

Sexual Violence and Trauma

Sexual assault is a crime of violence and is initiated without consent. The victim usually experiences fear, terror, and helplessness during the assault which tends to hurl the victim into crisis. The crisis overtakes the psychological resources that an individual possesses and exceeds one’s traditional problem-solving capabilities.
The survivor’s belief system about the world being a safe place and the positive view of oneself are shattered following such an atrocity. The victim is also faced with alienation by society due to the damaging myths about sexual assault and therefore lack of social, institutional and family support. They also potentially experience re-victimization through medical, legal and therapeutic intervention. All of this resulting in powerlessness and loss of control over one’s life.

Sexual Assault Trauma Syndrome is specific to survivors of sexual assault and is described by a classic triad of symptoms.

1. Haunting, intrusive recollections (thought, feelings, images…)

2. Numbing or constriction of feelings or focus

3. Increased arousal

Some symptoms related to the syndrome include the following:
Fear, humiliation, guilt, shame, headaches, stomach pains, sleep disturbance, embarrassment, powerlessness, intrusive imagery, nightmares, self-blame, hyper alertness, feeling dehumanized, obsessions of vengeance, feeling dirty and defiled, reduces capacity for intimacy, low self-esteem and defensiveness.

Fear seems to be the most predominant symptom and one which may also develop into phobic symptoms such as fear in indoors or outdoors, fear of being alone, sexual fears, fear of crowds, or fear of people coming from behind.
Acute Phase

Immediately following the assault the victim exhibits a wide range of emotional reactions which result from being faced with life-threatening situation. The general reactions may be shock, disbelief, guilt, anger, and feelings of powerlessness.

Feelings are manifested in two distinctive ways:

1. Controlled: feelings are masked in calm, composed and/or subdued manner.

2. Expressed: crying, sobbing, restlessness, shakiness and/or tenseness.

Anger and hostility may be present towards the assailant and/or people who are trying to help acute physical symptoms experienced are soreness, bruising, headaches, fatigue, disturbed sleeping, gynecological symptoms, nausea, loss of appetite. Gynecological symptoms include vaginal discharge, burning sensations, pain, itchiness, rectal bleeding (reported by women forced into anal intercourse) and sore throats (reported by women forced into oral intercourse). Practical problems faced in the period immediately following the assault may be police interrogation, gynecological examination, informing friends/family, deciding to press charges (she must do so during the gynecological exam in order for forensic evidence to be collected) identification and description of the assailant(s), possible effects of publicity, fear of being alone, and retaliation by the assailant(s).

Outward Adjustment

Apparent outward adjustment as realistic problems and consequences replace the emotional turmoil created by the sexual assault. Immediate anxiety subsides, and the survivor returns to normal pursuits. Survivor’s desire to talk about the sexual assault wanes rapidly – this is a healthy reaction. Practical problems include the decision to move to a new location, facing co-workers and/or neighbors may have to deal with public reactions to the sexual assault.

Integration Phase

This phase is frequently precipitated by a specific incident; e.g. the survivor finds that she is pregnant, she receives a court summons, or she sees a man who reminds her of the assailant. The survivor will feel depressed and will want to talk and therefore, the survivor may contact us through the hotline.
Brian Processes during Trauma

Although the action of trauma on brain processes is not fully understood, the following will give a brief overview of current knowledge about the brain’s role in processing traumatic experiences. The experience of trauma actually changes the structure and function of the brain. Pathways in the brain can be disrupted by exposure to trauma, which causes some trauma survivor’s brains to be altered forever. 

· The DOING brain. Called the amygdala, this part of the brain is located in the limbic system where response to threat, extreme danger, and intense emotion occurs. This is designed to act as a smoke alarm that goes off when our brain thinks we are in danger. It is designed to help us take care of ourselves.
· The THINKING  brain. This part of the brain, called the pre-frontal cortex or cerebrum, helps us plan, problem-solve, and organize the world around us. It helps us analyze situations rationally and make thoughtful decisions. 

When the DOING brain alerts us that there is a danger present, the THINKING brain is designed to check things out. For example, when we hear a loud noise, the DOING brain sends a signal to the THINKING brain that you might be in danger. The THINKING brain then checks it out (and sees that the wind closed the door) and sends a message to then DOING brain that you are not in any type of danger. However, if the THINKING brain determines that you really are in danger (as in the THINKING brain sees a gun and hears a gunshot), the THINKING brain sends a message to the DOING brain that the danger is real. The THINKING brain then shuts down to allow the DOING brain to do whatever it needs to do (run, hide, or take some other action) to keep ourselves safe. The DOING brain releases chemicals in our body to prepare us for action by first bringing the energy in the body up (sometimes referred to as an adrenaline rush). The DOING brain can also release chemicals that calm us down, and finally can release a chemical that helps regulate the body. The ways in which the DOING brain responds to events helps determine whether individuals will experience fight, flight, or freeze reaction in the face of dangerous events. 
Babbette Rothschild in Making Trauma Therapy Safe explains, “Hyperarousal in their bodies leads to physical symptoms that can include anxiety, panic, muscle stiffness, weakness, exhaustion, and concentration problems, sleep disturbance, etc.” These reactions are especially noticeable with traumatized children and people in situations of chronic stress. 

Our body is designed to remember dangers, so if the same dangerous thing happens again, the body can respond quickly and efficiently. If a person is in constant danger or in danger quite frequently, this is a very efficient way in which the brain keeps us safe. Sometimes something will happen that reminds us of past events and makes us feel in danger even when we are not actually in danger in the present moment. These are “triggers”: they can be sounds, smells, words, tones of voice, approaches, etc. They can make a survivor respond as if they are in danger, even if the situation is safe. 

Fight, Flight, or Freeze Reactions

At the time when people experience traumatic events, a number of physiological changes immediately occur in their bodies. It is important to note that individuals do not control these instinctive reactions to signs of danger. Rather, it is a part of the way that our body is wired to respond to perceived danger and keep us safe. These changes are often characterized as “fight, flight, or freeze” reactions. 

When a person is threatened, the sympathetic nervous system is initially aroused. This cause the person to feel a rush and go into a state of alert as adrenalin and other stress hormones flood the body. Danger also acts to concentrate a person’s attention on the immediate situations. When threatened, a person’s attention on the immediate situations. When threatened, a person’s feelings will shut down and information taken in will become very focused on survival so that the person can make vital decisions. Other information is ignored. 

There are other processes that happen at the time of acute trauma. These include:

· Ordinary perceptions may be altered- for example, a person’s sense of time may slow down.
· Non-essential body processes will be disrupted- for example, a person may be able to disregard the need for food or sleep.
· These changes described above are normal, adaptive reactions. They mobilize the threatened person for reaction to the traumatic event- the reaction of flight, fight or freeze.
Fight

The person decides to “fight back” in the face of traumatic events. Fighting back may take the form of physical or verbal resistance. A good example of this is the fight response of soldiers in combat.

Flight

In the face of trauma, the person’s reaction is to flee the situation. The body mobilizes to leave the traumatic experiences. Nature provides many examples of animals fleeing dangerous situations.
Freeze

This traumatic response involves a shutting down of physical reactions to the violence that is occurring. Survivors may have feelings of being unable to move and/or may instinctually “freeze” to endure the trauma. Women may be more likely to have this type of reaction as they are socialized by both culture and religion to yield in the face of powerful events. 
It’s important to recognize that survivors usually do not consciously “choose” their particular fight, flight, or freeze response. In addition, survivors may feel a significant amount of shock or shame about how they reacted in the moments of traumatization. Finally, this point in time is not a good time for trying to teach or provide new information. The person is only focused on immediate needs. Survivors might feel shocked of ashamed at their reaction to a traumatic event. Women might blame themselves if they “froze” and did not resist during an attack. How a survivor responds is outside of their control, so sharing this information with survivors can help decrease some of the negative feelings around how the individual responded to the traumatic situation. 

Trauma Triggers

The idea of there being certain “triggers” for survivors that will make them feel emotionally distressed is fairly well accepted by most advocates. For example, advocates know not to yell at survivors or touch them without permission. We understand that controlling behavior on the part advocate may trigger the survivor to respond to us as though we are her partner. It is critically important for all advocates to understand trauma triggers.

What is a trigger?

Triggers are those events or situations which in some way resemble or symbolize a past trauma to individual survivors. These triggers cause the body to return to the “fight, flight, or freeze” reaction common to traumatic situations. When triggered, survivors do not necessarily return to a full-blown traumatic response, but may experience discomfort or emotional or physical distress. This distress ranges from mild discomfort to acute distress. 

Events or situations that might otherwise be insignificant become associated with the trauma in a survivor’s mind and body and become “triggers” that indicate danger to a survivor. 

Common Triggers to Trauma Responses:

· Sounds

· Smells

· Colors

· Movements

· Objects

· Anniversaries

· Significant life events

· Any event or situation that resembles or symbolizes the trauma

Trauma and Memories

The general public lacks information about how traumatic memories are stored, accessed, and recalled by traumatized persons. What is clear is that memories of trauma are stored in the brain differently than non-traumatic memories. Information and thoughts, as well as emotions, behaviors, and physical feelings, are disconnected and stored in the brain in such a way that a person may not be able to remember the details of the traumatic event very easily. 

Traumatic memories are probably encoded into the brain differently, due to the high levels of adrenaline and other stress hormones that are circulating through the body during the traumatic event. It is not that these memories are “forgotten” by the traumatized person, but they are stored in the brain differently, so survivors cannot access them as readily as other experiences. 

Judith Herman explains that traumatic memories are encoded into the brain as vivid sensations and images rather than as a verbal narrative, or “logical story”. It may be that the language coding centers of the brain are inactivate during trauma as part of the “fight, flight, or freeze” response so that the memory is never encoded into language but rather remains as images and sensations. Many survivors have difficulty “remembering” traumatic events in a way that enables them to verbally describe them to advocates or others. While this may seem to decrease the credibility of survivors and their accounts of abuse, it is simply a function of trauma and should not reflect on the credibility of the survivor. For example, sometimes survivors can tell advocates the exact moment during a trauma when they decided they were leaving. But for others, they have an inability to recall important aspects of the trauma. This is a protective mechanism that the brain unconsciously employs to protect survivors. This means that the person cannot remember exactly what happened. As Patience Mason in the Trauma Gazette observes, “Many trauma survivors forget in order to survive.”

This may explain the fragmented stories that advocates may hear from survivors. Rather than “playing detective” to get at the “truth” of what happened, it is important that advocates view memories of violence through the lens of trauma to gain a fuller understanding of survivors’ experiences. Repetitive traumas often result in memory disturbance, and woman-defined advocacy requires us to start where the survivor is, which may not be with a fully detailed verbal account abuse. 

Dissociation

Dissociation is a “reduced awareness of one’s self and/or environment.” (Elizabeth Vermilyea, Growing Beyond Survival)

Above is a simple definition of a complex brain phenomenon that involves a continuum of mental states ranging from simple daydreaming while driving a car to the formation of separate personalities, or Dissociative Identity Disorder. 

All people dissociate to some degree at different times of their lives (for example, when zoning out in front of the television), but during the experience of trauma, the survivor may experience a more significant degree of dissociation. For example, she may report feeling as if she was watching the assault from outside of her body. 

Dissociation is a protective, strategic mechanism employed by the brain to protect survivors as they experience abuse. It is a completely normal response to a traumatic experience and may become a common coping mechanism for survivors who also have childhood experiences of abuse. Dissociation, while adaptive, can cause problems for survivors if it becomes a daily coping mechanism. 

The connection between dissociation and memory formation is complex as well. When a survivor dissociates to cope with the abuse, the memory of that abusive incident may be completely repressed or remembered in a fragmented manner or remembered without any emotions attached to the experience. 

Bessel van der Kolk suggests that during the abusive incident, survivors tend to dissociate emotionally and respond with a sense of disbelief that the incident is really happening. He also suggests that, to varying degrees, the memory of the battering incidents is dissociated, and only comes back in full force during renewed situations of battering. This hypothesis can help advocates understand why some battered women do not seem that fearful of remember the actual incident, but the emotions of fear and terror felt during the event do not accompany the memory in the same way that others might expect. 
Three Common Trauma Responses

There are three clusters of “symptoms” often associated with traumatic experience. These three responses are most associated with the diagnosis of Post-Traumatic Stress Disorder (PTSD); however, these reactions may occur whether or not a diagnosis of PTSD is appropriate. The three categories of traumatic responses are not individual and discrete, however. They overlap and intertwine and may occur in an oscillating pattern for survivors of violence. 
1. Hyperarousal refers to the physiological changes that occur in the brains of trauma survivors which prepare them for “fight, flight, or freeze” on a continuing basis. Being in a state of hyperarousal leads the survivor to startle easily, be constantly on the alert for danger, and be very sensitive to the reactions of others. 

2. Intrusion or re-experiencing events refer to the experience of the trauma “intruding” upon a survivor’s life after the trauma is over. Intrusion may include nightmares, flashbacks, or intrusive images. There is a sense of re-experiencing the traumatic event that is out of the control of the survivor. 

3. Constriction or avoidance refers to the narrowing down of consciousness or “numbing” of feelings and thoughts associated with the traumatic situation. In constriction, the survivor avoids all circumstances associated with the trauma and may withdraw from others in an attempt for emotional safety.  
Hyperarousal 

Hyperarousal refers to those responses to trauma that indicate that the body is overly aroused or agitated. 

How does Hyperarousal affect the physical body?

Judith Herman observes that traumatic events appear to actually recondition the human nervous system. The body systems that are responsible for responding to traumatic events seem to go on “permanent alert” as if danger might return at any moment. In fact, survivors do not have a normal baseline level of alert, or a state of relaxed attention. Instead they have an elevated baseline of arousal: their bodies are always on the alert for danger. Author, Frank Ochberg, describes the experience of hyperarousal “as though the alarm mechanism that warns us of danger is on a hair trigger, easily and erroneously set off.” The body begins to respond to normal, safe stimuli as if it were imminent danger. 

How does hyperarousal affect survivors emotionally and mentally?

There are number of emotional and mental responses indicating physiological hyperarousal. There are two major reactions that are indicative of hyperarousal: 

· Hypervigilance: Survivors may be constantly on the lookout for danger.

· Exaggerated startle reflex: Survivors may be easily startled or unable to get used to sudden sounds or movements.

Perhaps the most adaptive effect of hyperarousal is the ability of survivors to read the moods of those around them. That way they can adapt to the needs of their surroundings in an effort to keep themselves safe. This can often be misconstrued but is, in effect, a very good safety planning mechanism. 

What might hyperarousal look like?

· Panic attacks

· Nightmares or trouble sleeping

· Having difficulty concentrating

· Irritability to minor provocations

· Exaggerated startle reflex

· Feeling constantly “on guard” or injury

Intrusion or Re-Experiencing Symptoms

Intrusion includes a cluster of reactions that involve survivors reliving the traumatic events as though they are reoccurring in the present. When intrusion is present, survivors feel as though they are actually re-experiencing the original trauma. This can be long after the danger from the abuser is past. This can often make the survivor feel “crazy” and result in seemingly irrational behavior that can be hard for advocates to understand. For example, a survivor might stay up all night, walking the halls, only to sleep all day. Some advocates would judge this as irresponsible and believe that the survivor is not motivated to change, but they don’t know that she stays up all night because she was often raped by her partner at night, and being in her room in the dark brings back these painful memories. 

Intrusive Thoughts

Intrusive thoughts involve the ways in which survivors find themselves spending a lot of time thinking about the traumatic event, regardless of whether they want to or not. They might be doing something else and all a sudden, have a flood of images or emotions related to the trauma that seems beyond their control. Some survivors may become preoccupied with the trauma and feel unable to be distracted from the traumatic thoughts, or they might feel like they don’t have the power to stop thinking or talking about the trauma. 

Another aspect of intrusive symptoms is their exacerbation at times of anniversaries or by things that remind the survivor of the original trauma. For example, survivors may start to experience nightmares or intrusive thoughts at the same time each year. This typically corresponds with the anniversary of a significant aspect of the traumatic experience. Also, intrusive symptoms may be exacerbated around court dates, counseling sessions, or in other situations when the survivor will have to discuss the trauma or interact with the abuser. 

There is an important distinction to make in terms of intrusive symptoms. Some intrusive symptoms are clearly thoughts or memories, and the survivor knows that they are simply recollections. However, flashbacks do not appear to be memories or thoughts to survivors. Rather, the survivor feels as if the trauma is actually occurring in the present.

Nightmares and Flashbacks

The intrusive symptoms of nightmares and flashbacks are both a function of how traumatic memories are stored and accessed differently than typical memories. Therefore, we know that nightmares related to trauma are the mind’s way of processing the traumatic event. Judith Herman also describes that traumatic dreams are not like typical dreams. Traumatic dreams may include fragments of the traumatic experience which seem to be exactly as they were during the trauma. Traumatic nightmares may often occur repeatedly. Another characteristic traumatic nightmares is they may be accompanied by feelings of terror as they are felt with a sense of immediacy, as if they are occurring in the present. 

Flashbacks may be described as the survivor’s acting or feelings as if the traumatic event is actually recurring in the present. Memories of trauma that have been encoded as intense emotional or physical sensations may erupt into the consciousness in the form of flashbacks and physical pain or panic. 

Flashbacks may be triggered by small, seemingly insignificant smells, sights, sounds, or other reminders; but the experience of having a flashback is intense, vivid, and typically quite scary for the survivor.

What might intrusion look like?

· Survivors report that they think about their experience when they don’t want to

· Sights, smells, or sounds cause the survivors to have a flashback, where they feel like they are in the traumatic situation again

· Survivors report nightmares or reoccurring dreams related to the trauma

Constriction or Avoidance 
Constriction refers to the cluster of traumatic reactions that involve the narrowing down of consciousness or numbering of feelings and thoughts associated with the traumatic situation. This numbing of feelings works to protect a survivor from experiencing the overwhelming emotions associated with the trauma, such as terror, helplessness, distress, anger, etc.

This numbing reaction may encompass the numbing of both emotions and bodily sensations. Traumatic events may be remembered, but they may be distorted by lack of feeling or apparent indifference or emotional detachment. This numbing is very adaptive and protective. It can be viewed as the mind’s way of protecting the survivor against unendurable information or feelings. 
Constriction or Avoidance reactions

Constriction refers to the cluster of traumatic reactions that involve the narrowing down of consciousness or numbing of feelings and thoughts associated with the traumatic situation. This numbing of feelings works to protect a survivor from experiencing the overwhelming emotions associated with the trauma, such as terror, helplessness, distress, anger, etc.

This numbing reaction may encompass the numbing of both emotions and bodily sensations. Traumatic events may be remembered, but they may be distorted by lack of feeling or apparent indifference or emotional detachment. This numbing is very adaptive and protective. It can be viewed as the mind’s way of protecting the survivor against unendurable information or feelings. 

In addition, survivors may restrict their lives significantly to create a sense of safety for themselves. They may avoid people, situations, and/or conversations related to the trauma. This can be difficult and frustrating for an advocate who needs information related to the experience of abuse to provide advocacy services, but it should be understood in the context of self-protection and coping. Advocates should understand that survivors do not do this intentionally and may not even be consciously aware that they are experiencing this. 

Effects of Constriction

Constriction is a very adaptive response to traumatic experience; however, there are certainly costs to this reaction as well. Although coping is used for self-protection, constriction can result in withdrawing from others who could give support and assist in healing. It can also lead to avoiding anything associated with the trauma which can effectively limit positive, healing activities such as support group participation.

Although painful feelings are numbed through constriction, positive feelings are numbered as well. A survivor doesn’t have the ability to pick and choose what feelings to repress- all feelings are numbed. This numbness can lead advocates to underestimate the severity of the trauma or a survivor’s emotional reaction to the abuse.

Finally, the experience of numbness, or absence of feeling, can also be troubling to survivors. Some survivors may create high-risk or painful situations to counteract these feelings of numbness (i.e. self-mutilating behaviors). Conversely, when people are not able to detach or dissociate spontaneously, they may turn to other activities such as alcohol or other drugs to produce a numbing effect. 

There are three “D’s” associated with constriction: 

Detachment- withdrawal from people and activities that are typically a part of a survivor’s life; this can also include dissociative response

Disorientation- feeling dazed or as if her perceptions aren’t quite on target

Denial- an unwillingness to “look at the hard facts” related to the trauma or rejection of the idea that something is wrong

Emotional and Psychological Reactions to Trauma

After experiencing a traumatic event, survivors go through a wide range of normal emotional and psychological responses. Advocates should encourage survivors to view these reactions as NORMAL reactions to ABNORMAL events. For example, it is completely normal to “forget” important aspects of a traumatic event. It is also normal to have flashbacks or nightmares related to the trauma. 

Although some of these responses feel “crazy” to survivors and to the advocates who work with them, they are predictable, adaptive responses to the overwhelming experience of being battered in a relationship. Each survivor of domestic violence may experience some or none of these trauma reactions. Focusing on woman-defined advocacy, advocates will assist survivors by giving information about possible emotional responses to trauma and working with women to address those symptoms that are bothersome. 

Emotional Reactions to Trauma

A trauma-informed approach understands these reactions as normal responses to an abnormal event, and does not view them as evidence of a survivor’s problems, bad decisions, personal shortcoming, or weakness. As an advocate, you should be ready for any of the above emotions from survivors. A key skill an advocate must develop is the ability to accept a wide range of emotions and feelings—even once that are difficult to deal with. All of these emotions are normal responses to experiencing trauma. 

· Shock and disbelief

· Fear and/or anxiety

· Grief

· Guilt or shame

· Denial or minimization

· Depression or sadness

· Anger or irritability 

· Panic

· Apprehension

· Despair

· Hopelessness

· Emotional Detachment

· Feeling lost or abandoned

· Increased need for control

· Emotional numbing

· Difficulty trusting

· Mood swings

· Feeling isolated

· Intensified or inappropriate emotions

· Emotional outbursts

· Feeling overwhelmed

· Diminished interest in activities

· Hyper-alertness or hyper-vigilance

· Re-experiencing of the trauma

· Desire to withdraw

· Spontaneous crying

· Exaggerated startle response
· Feelings of powerlessness

Psychological and Cognitive Reactions to Trauma

Trauma also impacts how people think and the ways in which they process and understand information. When working with survivors, taking the following trauma reactions into account is critically important to effective advocacy with survivors. Advocates may need to help survivors compensate for this by using memory tricks, writing things down, having survivors repeat important information back, and using other strategies to support survivors in achieving their goals. Below are some of the ways in which trauma impacts how people think:

· Difficulty concentrating 

· Slowed thinking 

· Difficulty with figures

· Blaming self or others

· Poor attention span

· Mental rigidity

· Disorientation

· Uncertainty

· Memory difficulties

· Difficulty with problem solving

· Nightmares

· Flashbacks

· Intrusive thoughts

· Distressing dreams

· Suspiciousness

Behavioral/ Physical Reactions

There are number of behavioral or physical reactions to traumatic experiences in addition to the emotional reactions discussed previously. Traumatic experience has a strong physiological component which affects both the psychological and physical body. These effects can manifest in both physical symptoms and as behaviors for survivors of violence. 

· Sleep disturbance

· Appetite disturbance

· Fatigue

· Inability to rest
· Angry outbursts

· Change in interaction with others

· Withdrawal or isolation

· Rapid heartbeat

· Nausea or upset stomach 

· Aches and pains

· Increased susceptibility to illness

· Decrease of humor

· Fainting

· Dizziness

· Weakness

· Grinding of teeth

Often these reactions look like a person’s personality has changed or mirror signs of chronic depression. Sometimes these results in others missing the significance of the trauma and misdiagnosing these conditions. 

Because bodies express what cannot be verbalized, traumatic memories are often transformed into physical outcomes including:

· Chronic pain

· Gynecological difficulties 

· Gastrointestinal problems
· Asthma

· Heart palpitations

· Headaches

· Musculoskeletal difficulties

Chronic danger and anticipation of violence stresses the immune and other bodily systems, leading to increased susceptibility to illness.

Other difficulties associated with traumatic experiences:

· Eating problems

· Substance abuse

· Problems in relationships

· Physical problems that doctors can’t diagnose

· Self-harmful behavior, self-mutilation

· Sexual difficulties: promiscuity, dangerous sexual practices, or denial of sexuality

Impact of Trauma on Belief Systems

A question that many people ask about trauma is whether after experiencing trauma people ever go back to “normal”. Generally, the best way to answer this question is that people absolutely do go on to leave productive, fulfilling and exciting lives. Often people who have experienced trauma comment that while they never would have wished to experience something like this, they did learn new things about themselves, or learned new coping skills or learned how strong and resilient they are. At the same time, after trauma, people generally have a new “normal”, because their belief system is impacted and changed by the traumatic experience. Therefore, it is important to encourage survivors throughout their healing and recovery, and assist them with figuring out what the new “normal” is for them in their lives after surviving a traumatic experience. 

Survivors often report that their views of the world or their values have been fundamentally altered by their experiences. Often some survivors have difficulty reconciling the reality that the person who promised to love them also hurt them deeply. In addition, if the survivor sought help from a system (such as the police or a shelter), she might no longer believe that police, courts, or even advocates are there to help her, and might decide that she must deal with anything in the future on her own. Domestic violence survivors who stay with their partners might feel like they have disappointed advocates who are working with them, so they might not contact then in the future. Some survivors who have managed to escape an abusive relationship report that their trust in intimate partners has been destroyed, and do not want to enter other relationships. Others report that they have decided that they will never accept any disrespect or signs of control in a relationship, and are on guard for such signs. Some find their spiritual connection to be strengthened through the experience, while others lose their faith in both religion and a higher power. It is important for advocates to validate all of the various thoughts, feelings, beliefs, and questions that survivors have, and assist them in finding ways to feel comfortable and safe in the new reality. Viewing survivors as having made it through an amazingly difficult experience, and look to her strengths in surviving that experience and helping her recognize the ways in which she has protected herself. We need to celebrate both who she is and acknowledge and honor what she has been through, and support her in wherever she wants to go. 
General Principles when Working with Trauma Survivors

While traumatic responses are normal, expectable reactions to trauma, they are also very uncomfortable for the survivor. Letting the survivor know that these responses are NORMAL can help relieve some of the distress caused by these symptoms. When a survivor learns tools to address symptoms related to trauma, she becomes empowered to better understand and manage her symptoms, which hopefully results in her feeling safer, calmer, and more capable to face additional challenges she might encounter. 

What to Expect:

Letting the survivor know what to expect after experiencing a trauma can help alleviate symptoms and help her to prepare to cope with them. 

· Survivors of a traumatic event may alternate between periods of intense anxiety or re-experiencing the event and periods of depressing and withdrawal. That is how our brain copes with trauma. 

· Some situations may “trigger” the survivor to remember the trauma vividly

· Anniversaries of traumatic events may cause post-trauma symptoms to recur or worsen. 

· Events that are related to the trauma (court dates, counseling sessions, medical appointments) can cause these symptoms to worsen temporarily.

· Survivors may become impatient with the recovery process. It takes time to heal from trauma.

· There is a new “normal” after recovering from trauma. It is not the same as the “normal” experienced before the trauma but can be rich and fulfilling in its own right. 

Assisting Survivors with Coping

As advocate, our role is both to affirm and validate the coping mechanisms that trauma survivors use and also to support survivors in developing new ways to cope with the impact of trauma. 

Keep these goals in mind when discussing positive coping with trauma survivors:

· Coping skills should support the survivor making new, safe connections with others. Experiencing traumatic events undermines a victim’s sense of safe relationships with others, and some coping should focus on helping survivors re-establish trust and connection with others and the wider community.

· Telling the story of the traumatic experience is essential to healing. Our society encourages and reinforces silence around women’s experience of trauma. Breaking this silence can be an important means of coping. 

· It’s normal to be affected by trauma. Having traumatic response is not an indication of individual pathology or weakness. Reactions are a body and mind’s attempts at processing and healing and should be honored as such. 

Some coping strategies

· Talk about the traumatic experience with safe people

· Hard exercises (bicycling, aerobics, walking)

· Relaxation exercises (yoga, stretching)

· Journal about the trauma

· Listen to music

· Create music, draw, or create other forms of art

· Avoid caffeine, sugar, and nicotine—these are stimulants

· Use humor

· Prayer or meditation

· Take time for yourself daily

· Keep objects around you that feel safe

· Cry

· Call the domestic violence hotline
· Be good to yourself 

· Maintain a balanced diet and sleep cycle as much as possible

· Proactively respond toward your personal or community safety- organize to do something socially active

· Treat yourself with respect

· Practice deep breathing

· Read—NOT horror books or true crime

· Take a warm shower or bath

· Find hobbies you enjoy or play sports

Reframing Existing Coping Strategies

Survivors have a broad range of coping strategies that they use to survive and resist the violence in their lives. These coping strategies are adaptive and effective in many situations but may not be helpful as long-term responses to the experience of abuse. 

Coping strategies such as drug and alcohol use, hyperarousal and being constantly aware of surroundings, sensitivity to being touched, jumpiness or defensiveness, a general feeling of apathy (where the survivor feels as if she doesn’t really care about anything) can all be viewed as adaptive strategies to deal with currently occurring trauma. 
Unfortunately, sometimes these coping strategies continue even when the survivor is safe from the trauma. This might start creating problems in the survivor’s personal life, and the adaptive coping strategy may have negative consequences. Drug and alcohol use is a prime example of a coping strategy that can end up creating major problems in the lives of survivors. It is problematic a survivor feels a lack of connection to her children, others who are important to her, or feels like she could never be in another relationship because she has lost the capacity to love and trust someone. Helping survivors understand the responses they have to trauma as trauma responses, as opposed to symptoms of a mental health disorder, can normalize the trauma response and help survivors come up with more effective ways to cope with their situations. Reframing behaviors as coping strategies might also reduce some of the shame survivors feel about ways they have attempted to cope with the trauma, and can reduce the stigma around seeking help for those coping strategies.
While survival strategies can become maladaptive, it is important to understand these strategies as resourceful and effective responses to trauma, not signs of a mental health condition. Because so many trauma reactions are the same as some signs of mental health conditions, survivors can often mistakenly be diagnosed and treated (often with medication) for a mental health issue that really is a trauma reaction. Often survivors are looking for validation that they aren’t “crazy”, so educating survivors on trauma reactions as normal responses to abnormal situations can be very helpful for survivors. 

Tools for Coping with Traumatic Stress

Grounding 

Present, here-and-now awareness. Grounding is the process of connecting with the present moment so that a survivor can connect with her resources and options.

Reality Check
The process of accurately figuring out what is really happening in the moment versus what the survivor may think or feel is happening.

Feelings Check

Paying  attention to and learning the natural cycle of increases and decreases in feelings and mood states.

Imagery 

Using her imagination to manage difficult experiences. Imagery allows a survivor to plan or problem solve, to achieve a goal, and to comfort herself. 

· May by used to help a survivor envision practicing steps to achieving goals.

Journal Writing

Writing to facilitate self-awareness, understanding, self-expression, healing and recovery.

· The journal serves as a road may, a support, and a method of internal communication and self-expression

· Surface Level: writings about events of the day in a present-focused way, records facts not feelings. 

· Present Focused Level: write about feelings, thoughts, or impulses, and how trauma is affecting  the person

· Level 3: involves writing about traumatic events and is only recommended for people working with a therapist

Artwork

Drawing to facilitate self-awareness, understanding, self-expression, healing, and recovery.

Talking

Using words to describe your thoughts and feelings, and experiences to yourself and to others. 

Key Points to Remember for Trauma-Informed Care Best Practices: 
1. Advocate-survivor relationships are based on equality, an advocate will not use punitive or coercive interventions because they emphasize power differentials. 

2. Each individual seeking services has her own unique history, background, and experience of victimization. Treat each survivor as an individual. 
3. Healing and recovery is personal and individual in nature. Each survivor will react differently. Programs and advocates need to be consistent yet flexible. 
4. Establishing a connection based on respect and focusing on an individual’s strengths provides the survivor an environment that is supportive and less frightening. 

5. The experience of domestic and sexual violence violates one’s physical safety and security. Programs need to provide safe physical spaces for both adults and child survivors.

6. Emotional safety is imperative so that survivors can feel more secure and comfortable. They need to live in an environment where their worth is acknowledged and where they feel protected, comforted, listened to and heard. 

7. Healing and recovery cannot occur in isolation but happens within the context of relationships. Relationships fostered with persuasion rather than coercion, ideas rather than force, and empathy rather than rigidity will encourage trust and hope survivors. 
8. When a trauma survivor understands trauma symptoms as attempts to cope with intolerable circumstances, this understanding takes power away from perpetrator and an individual’s traumatic experiences. 

9. Despite a survivor’s experience of trauma, women and children may still feel an attachment to the person who has harmed them. 

10. Advocates need to look at the “big picture” and not just view the adult or child victim as only their “behaviors and symptoms”.

11. The manner in which a survivor experiences traumatic reactions will certainly be affected by the culture to which she belongs. 

12. Collaborating with a survivor places emphasis on survivor safety, choice and control. 

13. Personal boundaries and privacy are inherent human rights. 

14. Assume information will need to be repeated from time to time. Survivors of trauma and loss may have difficulty retaining information and processing information. 

15. Secondary traumatic stress can cause advocates to lose perspective and slop from understanding to blame. 
**Training adapted from Trauma-Informed Care: Best Practices and Protocols for Ohio’s Domestic Violence Programs.(2010)
