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ALL Behavior has Meaning



YOU DO NOT HAVE TO BE A THERAPIST TO BE 
THERAPEUTIC





PREVALENCE IN THE GENERAL POPULATION

 90% of public mental health clients have been exposed to 
trauma.

 In the general population, 61% of men and 51% of 
women reported  exposure to at least one lifetime 
traumatic event, but majority reporting more than one 
traumatic event.

(Kessler, et al, 1995 National Co-Morbidity Study)



Secondary Trauma

Compassion Fatigue, or             

Vicarious Trauma

Two common forms of staff responses seen while 

working with those addicted to Opioids:



SECONDARY TRAUMA

•Secondary trauma is commonly referred to as "the stress 
resulting from helping or wanting to help a traumatized 
or suffering person.



Vicarious trauma is the term used to 

describe the "cumulative” 

transformative effect of working with 

survivors of traumatic life events.

Vicarious Trauma





Emotional Behavioral Physical/physiological Spiritual Cognitive

Prolonged grief. Prolonged anxiety.
Prolonged sadness.
Irritability.
Labile mood.
Depression.
Agitation/anger.
Changed sense of humor.
Tuning out.
Feeling less safe in the world.

Isolation. Avoidance.
Numbing.
Staying at work longer.
Not being able to 
separate work from 
personal life.
Increased alcohol 
consumption.
Undertaking risky 
behaviors.
Avoiding people or duties.
Difficulty sleeping.
Changed eating habits.

Headaches. Hives or 
rashes.
Heartburn.
Migraines.
Stomach ulcers.
Tics.
Anxiety.
Hot Sweats.

Changed relationship with 
meaning and hope. Lack 
of sense of purpose.
Decreased sense of 
agency.
Reduced sense of 
connection to others.
Challenged to maintain a 
sense of self as viable, 
worth loving, deserving.

Cynicism. Becoming 
judgmental of others.
Negativity.
Thinking about clients’ 
traumas when at 
home/not at work.
Difficulty thinking clearly, 
concentrating, and 
remembering things.
Difficulty making day-to-
day decisions.

Symptoms often associated with Secondary Trauma



Four domains are important to the prevention of 

secondary traumatization in mental health care providers:

1) professional strategies, such as balancing caseloads and accessible supervision; 

2) organizational strategies, such as sufficient release time and safe physical space; 

3) personal strategies, such as respecting one's own limits and maintaining time for self-care     

activities

4) general coping strategies, such as self-nurturing and seeking connection. 









So there’s this patient, Jake. Maybe you know him? Jake is very sociable, and has a lot of …colorful friends who 

tSo there’s this patient, Jake.  Jake is very sociable, and has a lot of colorful friends who visit 

him in your  facility. He’s quite likeable, because he’s intelligent, funny and clever. He’s not 

bad-looking, but his lifestyle is starting to take a toll on his looks. Jake had an appendectomy 

and also has a substance use disorder.a In this example, let’s say that I am Jake’s treating Nurse.

. He’s quite likeable, because he’s intelligent, funny and clever. He’s not bad-looking, but his lifestyle is starting to take 

a toll on his looks. Jake had an appendectomy and also has a substance abuse disorder.

Case History



HOW DO I FEEL ABOUT JAKE?

I’m angry sometimes.

Angry because he sometimes makes me feel manipulated 

and used

Angry because Jake’s not playing by My Rules

Angry because I’m a tight-lipped, mean nurse with Jake. 

Not the compassionate angel of mercy I prefer to think of 

myself as! I hate when that happens, JAKE!!

Angry because I’m angry



Resolutions that Help Me Cope with Patients with Substance Use Disorder

I will check my judgmental attitude. I remind myself that I don’t know how Jake got to this place. I don’t know his story, all the 

factors and forces that led to his addiction. Did someone hurt him? Did his father leave him.  But reminding myself that I haven’t 

walked in Jake’s shoes instantly changes my perspective and helps me be less judgmental.  I will be realistic. Why am I surprised 

when a person with a substance use disorder displays behaviors… consistent with those of a substance use disorder? Folks with 

diabetes have high blood sugars. Folks with an active addiction lie, cheat, steal and manipulate to get their drugs. When Jake lies, 

flatters, or waffles, I won’t take any of it personally.

I will understand my job. I can’t cure Jake’s addiction. I’m not that powerful. Even if I could, which I can’t, and even if he 

wanted me to, which he doesn’t, that’s not why he’s here. Jake’s here because he had surgery. My job is to provide the best post-

op nursing care I can.

I will take control. Of myself. My anger is my problem, not Jake’s. I own it. I can only be manipulated if I allow it.



I will not engage in a power struggle with Jake. We both lose. I’ve worked 

with nurses who use passive aggressive behaviors, “forget” to medicate their 

patient, wait until change of shift, etc. Failure to treat pain is profoundly wrong, 

unethical, and unprofessional. Nurses who position themselves as “She (or He) 

Who is the Gatekeeper of Pain Medication” need to re think how they’re using 

their authority.

I will be professional. I won’t use stigmatizing terms such as “drug-seeking” and 

“clock-watcher.” In handoff report, I will simply inform the next RN when Jake’s 

pain med is due. Jake deserves the same access to pain medication as Edna, my 

78 year old female post-op hip surgery patient, and the same dignity and vigilance. 

I will respect Jake as a fellow human being who, for all I know, is doing the best 

that he can with what he has. As are we all.



Addiction

According to the American Society of Addiction Medication (ASAM), 

addiction is “A chronic, primary disease of (the) brain…characterized by 

inability to abstain.” People with active addictions can’t control their 

cravings or impulses.

Patients with active addiction have pain, too. Perhaps even more pain than 

other people undergoing the same procedure. There’s a phenomena known as 

opioid induced hyperalgesia, in which patients dependent on opioids 

have increased pain despite increasing doses of meds.  

http://www.asam.org/














ADVERSE CHILDHOOD EXPERIENCES 
(ACES) AFFECT ADULT HEALTH

• Adoption of health risk 
behaviors as coping 
mechanisms (e.g., eating disorders, 

smoking, substance abuse, self-harm, sexual 
promiscuity)

• Severe medical conditions 
(e.g., heart disease, pulmonary disease, liver 
disease, STDs, gynecologic cancer)

• Early death

ACEs have 
serious 
health 

consequences 
for adults: 

(Felitti et al, 1998) Slide 27



ACE QUESTIONS: 

While you were growing up, during your first 18 years of life: 

1. Did a parent or other adult in the household often or very often… Swear at you, insult you, put you down, or 
humiliate you? Or Act in a way that made you afraid that you might be physically hurt?

2. Did a parent or other adult in the household often or very often… Push, grab, slap, or throw something at you? 
Or Ever hit you so hard that you had marks or were injured?

3. Did an adult or person at least 5 years older than you ever… Touch or fondle you or have you touch their body in 
a sexual way? Or Attempt or actually have oral, anal, or vaginal intercourse with you?

4. Did you often or very often feel that … No one in your family loved you or thought you were important or 
special? Or Your family didn’t look out for each other, feel close to each other, or support each other?

Slide 28



ACE QUESTIONS: CON’T

5. Did you often or very often feel that … You didn’t have enough to eat, had to wear dirty 
clothes, and had no one to protect you? Or Your parents were too drunk or high to take care 
of you or take you to the doctor if you needed it?

6. Were your parents ever separated or divorced?

7. Was your mother or stepmother: Often or very often pushed, grabbed, slapped, or had 
something thrown at her? Or Sometimes, often, or very often kicked, bitten, hit with a fist, 
or hit with something hard? Or Ever repeatedly hit at least a few minutes or threatened with 
a gun or knife?

8. Did you live with anyone who was a problem drinker or alcoholic or who used street drugs?

9. Was a household member depressed or mentally ill, or did a household member attempt 
suicide?

10. Did a household member go to prison?

(Felitti et al, 1998) Slide 29



• Severe and persistent emotional problems 

• Health risk behaviors 

• Serious social problems

• Adult disease and disability

• High health and mental health care costs

• Poor life expectancy

For example:

The following information and slides are from September 2003 Presentation at 
“Snowbird Conference” of the Child Trauma Treatment Network of the 

Intermountain West,  by Vincent J. Felitti, MD. And from Lanius/Vermetten
Book Chapter 6/2007

The higher the ACE Score, the 
greater the likelihood of :



ACE SCORE AND INTRAVENOUS 
DRUG USE
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IS DRUG ABUSE SELF-
DESTRUCTIVE OR IS IT A 

DESPERATE ATTEMPT AT SELF-
HEALING, ALBEIT WHILE 

ACCEPTING A SIGNIFICANT 
FUTURE RISK?”

(FELITTI, 1998)



TRAUMATIC REMINDERS

• Loss of Control

• Power Differential

• Lack of Predictability 



• Basic cause of addiction is 
experience-dependent,  not 
substance-dependent

• Significant implications for 
medical practice and treatment 
programs



All behavior has meaning

▪ Symptoms are ADAPTATIONS

▪ Comfort vs. Control

▪ We build on success not deficits



TRAUMA SYMPTOMS?  USE 
TENSION REDUCING BEHAVIORS

“How do I understand this person?”

rather than

“How do I understand this problem or 
symptom?”



AVOIDANCE OF SHAME AND HUMILIATION

THE BASIC PSYCHOLOGICAL MOTIVE OR CAUSE 
OF VIOLENT BEHAVIOR IS THE WISH TO WARD 
OFF OR ELIMINATE THE FEELINGS OF SHAME 
AND HUMILIATION – A FEELING THAT IS 
PAINFUL AND CAN EVEN BE INTOLERABLE.

OUR TASK IS TO REPLACE IT WITH A FEELING OF 
PRIDE.

Hodas, 2004



THINGS TO REMEMBER

Underlying 
question = 

“What 
happened to 

you?”

Symptoms = 
Adaptations
to traumatic 

events

Healing 
happens

In 
relationships

Slide 38



THE FOUR R’S

• Realizes widespread impact of trauma and 
understands potential paths for recoveryRealizes

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

Recognizes

• Responds by fully integrating knowledge about 
trauma into policies, procedures, and practicesResponds

• Seeks to actively Resist re-traumatization.Resists

A trauma-informed program, organization, or system: 



PRACTICING SELF- REGULATION

• The challenge is to not let the nervous system stay     
chronically aroused

•

• Have a plan to deal with triggers/arousal

• Socio-environmental strategies – Prevention

• Relational, Repetitive and rewarding experiences

• Practice, practice, practice
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