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CURRENT APPROACHES IN TRAUMA INFORMED CARE

Since the Vietnam War, mental health services in the United States has become increasingly
engaged in treating the symptoms of the military service population related to traumatic experiences.
Besides symptoms of Post-Traumatic Stress Disorder (PTSD), many veterans of the Vietnam War
developed co-occurring disorders related to anxiety, depression, and many forms of addictive
behaviors. More mental health providers across the world became aware of the impact of traumatic
events in people’s lives. There was an increasing need for research and the exchange of knowledge
concerning the effects of trauma on health. As a result, the International Society for Traumatic Stress
was founded in 1985 in the United States, and in 1989, the Department of Veterans Affairs formed the
National Center for Post-Traumatic Stress Disorder. Ten years later, research concerning the impact
of Adverse Childhood Experiences (ACES) on health led to the development of trauma-informed
methods for the assessment and treatment of mental health disorders including substance use
disorders across the global population. The recognition of the pervasiveness of trauma and the
resulting disorders led to the development of interventions to assess and to treat trauma disorders.
Post-Traumatic Stress Disorder (PTSD) was first included in the American Psychological
Association’s Diagnostic and Statistical Manual (DSM) in 1980. Revisions of these diagnostic criteria
and epidemiological evidence occurred in 1987 and in 1994 [Turnbull, 1998].

In the fifth revision of the DSM in 2013, the set of trauma and stressor related disorders were
removed from the anxiety disorders and grouped in their own category entitled Trauma-and
Stressor-related disorders [Gray, 2013].

Practitioners recognized the need for specialized approaches to the assessment and treatment of
trauma-related disorders to reduce the possibility of re-traumatization and to promote effective
engagement in treatment and recovery. In 2014, the Substance Abuse and Mental Health Services
Administration (SAMHSA) issued a guide for trauma informed care, so all clients seeking care for
trauma-related symptoms would receive appropriate assessment and interventions [SAMHSA, 2014].

SAMHSA’s six key principles of trauma-informed care include:

1. Safety.

2. Trustworthiness and Transparency.

3. Peer Support.

4. Collaboration and Mutuality.

5. Empowerment, VVoice and Choice.

6. Cultural, Historical and Gender Issues.

The US Department of Veterans Affairs (VA) created guidelines to help veterans who are
diagnosed with PTSD. The most recent VA guidelines are available under the title “Management of
Posttraumatic Stress Disorder and Acute Stress Reaction 2017 on the VA/Department of Defense
website. According to VA guidelines, it is suggested that the main clinical approach should be patient
centered and that both client and therapist should follow a Shared Decision Making process in the
establishment of treatment goals. Since many functions in trauma informed practice are provided by
primary care, the VA applied the Collaborative Care model to integrate physical and behavioral health
services. All of these approaches are evidence based, in an effort to insure that veterans receive the best
possible care. In addition to the explanations of the key principles of Trauma Informed Care, the VA
guidelines recommended a cluster of evidence based practices for PTSD treatment. They recommend
manualized psychotherapies with the application of exposure and/or cognitive restructuring therapies
including Prolonged Exposure (PE), Cognitive Processing Therapy (CPT), Eye Movement
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Desensitization and Reprocessing (EMDR), and other cognitive behavioral therapies addressing PTSD
symptoms. The VA guidelines also included Narrative Exposure Therapy (NET).

Surprisingly, many well-known therapy modalities, for example, Acceptance and Commitment
Therapy and Seeking Safety, were not recommended by the guidelines due to insufficient evidence of
their efficacy, as of 2017. In our presentation we would like to focus on the last four years of research
data concerning the development of different approaches in trauma informed care. We are aware that
although the cited publications are recent, the studies presented were conducted over a longer time
frame. The authors built their conclusions on long-term observations. The significance of long-term
observation is well represented by the following two treatment practices. Prolonged Exposure and
Seeking Safety are examples of therapeutic approaches that different studies by different researchers
have shown to be at times successful and at other times unsuccessful. It is well-known that although PE
is established as a successful therapy, many veterans are simply afraid of it. In contrast, Seeking Safety
was once established as successful, but later there were studies showing that this modality was as
effective as treatment as usual. These different efficacy results may suggest that there are different
subpopulations of patients with varied clinical conditions that are not addressed by applied therapy
techniques. There are also therapies that are well known as effective in dealing with stress and anxiety
but that are not well accepted for trauma informed care practices. For example, under their group of
Complementary and Integrative Treatments, the VA does not recommend body oriented therapies such
as mindfulness and yoga.

We want to acknowledge that the “Bottom-Up” interventions [Grabbe & Miller-Karas, 2018] and
other holistic therapies are well accepted by treatment-seeking veterans. It is interesting to note that the
VA guidelines recommend psychotherapy over pharmacotherapy and that the authors of the guidelines
explained their position. They downgrade medication mostly due to side effects and the well-known
phenomenon of patients’ increase in tolerance to psychoactive substances. It is also recognized that
psychotherapy can be much more individualized to the patient’s treatment needs than pharmacotherapy. In
our presentation, we would like to discuss those clinical issues that deserve more focused therapy
modalities in TIC. A topic discussed in the introduction to the work of Barth et al. [2020] is why ET may
not work for every veteran; for many of them, ET can even be harmful. In such a situation, ET should be
avoided in TIC since the first rule in this approach is not to re-traumatize a patient. These authors said that,
in addition to fear-driven symptomatology, many veterans also struggle with other clinical problems
related to identity such as moral injury, guilt, and shame. For these veterans, suggesting they re-experience
a situation when their sense of moral identity was shattered is not acceptable. It should not be surprising
that many PTSD treatment programs do not work as intended for many veterans with clinical issues
different from fear driven symptoms. It is suggested that, for many of them, different screening and
assessment tools addressing problems such as guilt, shame, and moral and spiritual injury should be used
and that special treatment modalities addressing those conditions should be offered [Barth et al. 2020].

Many veterans seek help to manage their clinical issues by abusing psychoactive drugs or
developing process addictions such as gambling. It is questionable if they need more help with their
fear driven symptoms or with traumatic loss and guilt [Giacomucci, 2020].

Similarly, it was established that Military Sexual Trauma (MST) leads to symptoms of PTSD
among men more often than PTSD developed in relation to combat. This leads to the question, if
PTSD in response to MST is fear driven or related to traumatic identity injury. Although Cognitive
Processing Therapy helps survivors of MST [Boehler, 2019], it is interesting to learn if therapies
addressing traumatic loss and guilt could bring better and more sustained results. Recent
neuroscience research on memory reconsolidation may be another opportunity to develop therapies
for anxiety and addiction in relation to traumatic experiences [Monfils & Holmes, 2018].

These discoveries may clarify why the Narrative Exposure Therapy recommended by VA
guidelines is so effective. In summary, recent years have brought new dimensions in the research on
the efficacy of trauma treatment. We have learned more about the patient’s motivation for treatment
and about the neuroscience of the memory of trauma.
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Bopona M. M.,
acripaHT Kadeapu corianbHOI MMeIaroriky 1 ComaibHOI poOOTH
Hiscuncoxutl deporcasruii ynisepcumem imeni Muxonu I'ocons (m. Hiscun, Yxpaina)

MPIOPUTETHICTb HAIIPAAMKY EKOJIOT'TYHOI OCBITHU B
KOHTEKCTI HEOBXITHOT'O CTAHIAPTY CYYACHOI'O
CYCHUIBCTBA

Cepen daxTopiB 0e3mocepeHHOr0 BIUIMBY Ha PO3BUTOK CYCIIIBCTBA K B YKpaiHU Tak 1 Ha
CBITOBIM apeHl MPOTATOM OCTAHHBOTO ACCATHIITTS — TIOCTAa€ eKojoriyHa mpooOsemaruka. [lig
BIUTMBOM AQHTPOTOTCHHHUX KaTacTpod Ta MacoBUX BHPOOHHUIITB, HE MEHII BIUTMBOBHUM BHCTYIIA€
Ha/IMIpHE CTIOXKHBAIITBO HACEJIIEHHSIM HEMPOJAOBOJIBYHX Ta POJIOBOJIBYMX TOBAPIB.

HenapeMHO B KOHTEKCTI OCTaHHBOTO JAECATHIITTS, MpPEIMET NPOQUIAKTUKUA EKOJIOTIYHOTO
KOJIATICy MOBCSKYAC 3aiiMae MPIOPUTETHE TOJOKEHHS y KYJIbTYPHUX Ta PO3BaXKaIbHUX cdepax, y
HOJITHLI TPONaryBaHHs MPUPOIOOXOPOHHUX IIIHHOCTEH Ta MPOEKTIB, SKI 3[aTHI MiHIMi3yBaTu
HACJIIIKW BIUIMBY JIFOJICTBA HA €KOJIOTIYHY CUTYAIlII0 B CBITI.

3naBasiocs O, TUIOBA CHUTYyalis, KOJU MiANPHEMCTBA-TITAHTH MOHOIOMI3YIOTh «PUHOK)
€KOJIOTIYHOTO 3a0pyIHEHHS, ajie ICHY€E TIHbOBA KapTHHA, B AKIHA KOXKEH 13 HAaC, HE MAlOYH YSBIICHHS
npo MailOyTHE TIJIACTUKOBOI KpPUIIKKM a00 COJOMUHKM 13 TiJ KaBW, IUIACTUKOBOI TapH,
1eao(gaHOBOrO TAKETHKa, B3ATOIO Ha Kaci cymepMapkery, abo ToBapy, MapKyBaHHS YIIaKOBKH
SKOTO HE MiJUIsrae MOBTOPHIM mepepoOlli, mo30aBiseTbcs BiJl LHOTO BCHOTO 3BUYHHUM Ui cede
Ccroco0OM — BHUKHJA€ J0 CMITHHKA. Yepe3 Ie 1 BHHHUKIM Ta CHIBICHYIOTh TaKl TOHSTTS SK
«CTIOKHMBAIITBOY» Ta «EKOJIOT1YHA KOMIIETEHTHICTBY, SIKI MAKPECTIOITh €roi3M Ta IIUHIYHI TOTJISIIN
MEePECIYHOr0 TPOMAJSIHUHA, NPUMHOXKEHOTO Ha TEKTapu CMITTEBUX TIOJITOHIB, CTPYKTYPHO
30yI0BaHUX 13 «HEOOXITHUX» peyel KOXKHOTO 13 Hac.

HanMipHe CHOXHBALTBO SIBISETHCS HACIIAKOM TEPEHACHYCHHS CBITOBOTO Ta JIOKAJIHLHOTO
PHUHKIB TOBapaMu, MOCITyTraMH, IO IiIKPIIUTIOETHCS MiAMIHOIO JIIOICEKUX HIHHOCTEH.

CrarHamisi OCTaHHIX, BIIOYBA€ThCS 3a pPaxXyHOK HACADKEHHS TIMOMUJIKOBHUX I[IHHOCTEH
CyJacHUMH Mejia, a KOPIOpaTHBHI CTpaTerii CBITOBMX KOPMOpPALIN-TIraHTIB JETAIbHO BUBYAIOTH
MOBEIHKY CEPETHHOCTATUCTUYHOTO KITIEHTA, SIK 00’ €KTa BILIUBY.

B oaniit miomuHi 31 CIIOXKUBAITBOM, 3HAXOAUTHCS TOTAIbHE ITHOPYBaHHS Ta HE3HAHHS OCHOB
€KOJIOT1YHOI KOMITETEHTHOCTI — SBHINA, IO 3aKJaJac OCHOBH BIAIIOBIJAJBHOTO CIIOKUBAHHS
MPOIYKTIB JIFOJCHKOI JISTTBHOCTI: COPTYBaHHS CMITTS, BiIMOBa BiJ HaIMIPHOTO BUKOPHCTAHHS
IUTACTHKY y BIACHOMY MOOYTi, MiHIMi3allis OTPYHHUX BUKUIIB Y MOBITPA 1 T. 1.
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