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What is Trauma?



The Three E’s



4

Types of Trauma that Often Resulting in Serious 

Mental Health and Substance Use Problems

• Are interpersonal in nature: intentional, 
prolonged, repeated, severe 

• Include sexual & physical abuse, severe neglect, 
emotional abuse

• Also, witnessing violence, repeated abandonment, 
sudden and traumatic loss

• Often occurs in childhood and adolescence and 
may extend over an individual’s life span

(Terr, 1991; Giller, 1999; Felitti, 1998)(Terr, 1991; Giller, 1999; Felitti, 1998)



The Three R’s

A definition of trauma-informed incorporates 

three key elements: 

(1) realizing the prevalence of trauma;

(2) recognizing how trauma affects all individuals 

involved with the program, organization, or 

system, including its own workforce; and 

(3) responding by putting this knowledge into 

practice.



Self Inflicted Injuries

• People use self-harm because it helps them manage 
what feels unbearable in the moment. There is a great 
deal of intensity behind the acts of self-injury.  

• Feeling states such as profound despair, anguish, rage 
or terror, or a fear of losing oneself or being 
swallowed by traumatic flashbacks or re-enactments 
are just some of the stressors leading to self-inflicted 
violence (SIV). 

(Mazelis, n.d.)



Dissociation

• A mental process which produces a lack of connection in 
a person’s thoughts, memories, feelings, actions, or sense 
identity.  

• During dissociation certain information is not associated 
with other information as it normally would be.

• For example: during a traumatic experience, a person 
may dissociate the memory of the place and 
circumstances of the trauma from his ongoing memory, 
resulting in a temporary mental escape from the fear and 
pain of the trauma and, in some cases, a memory gap 
surrounds the experience.        

(Sidran Institute, 1999 )



Post-Traumatic Stress Disorder 

(PTSD)

• Symptoms of PTSD

– Intrusive Re-experiencing

–Avoidance

–Arousal

(Sidran Institute, 2000)



Intrusive Re-experiencing

• People with PTSD frequently feel as if the 
trauma is happening again. This is may be 
called a flashback, reliving experience, or 
abreaction. The person may have intrusive 
pictures in his/her head about the trauma, have 
recurrent nightmares, or may even experience 
hallucinations about the trauma. 

(Sidran Institute, 2000) 



Avoidance

• People with PTSD work hard to avoid anything that 

might remind them of the traumatic experience. 

They may try to avoid people, places or things that 

are reminders, as well as numbing out emotions to 

avoid painful, overwhelming feelings. Numbing of 

thoughts and feelings in response to trauma is 

known as "dissociation" and is a hallmark of PTSD. 

Frequently, people with PTSD use drugs or alcohol 

to avoid trauma-related feelings and memories.

(Sidran Institute, 2000) 



Arousal

• Symptoms of psychological and physiological 

arousal are very distinctive in people with PTSD. 

They may be very jumpy, easily startled, irritable 

and may have sleep disturbances like insomnia or 

nightmares. They may seem constantly on guard 

and may find it difficult to concentrate. Sometimes 

persons with PTSD will have panic attacks 

accompanied by shortness of breath and chest pain.

(Sidran Institute, 2000)
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• Goldson, 2002 reports maltreatment among children with disabilities:

• Individuals with disabilities are over four times as likely to be victims of crime as the 

nondisabled population (Sobsey, 1996).

• Sixty-four percent of the children who were maltreated had a disability. The most common

disabilities were behavior disorders, speech/language, learning disability, and mental

retardation. The most common type of maltreatment was neglect. Children with mental

retardation were the most severely abused. Children with communication disorders were

more likely to be physically and sexually abused (Sullivan & Knutson, 1998).

• Five million crimes are committed against individuals with disabilities each year in the United 

States (Petersillia, 1998).

•Individuals with developmental disabilities are at increased risk for abuse 

as compared to the general population (Gil, 1970; Mahoney & Camilo, 

1998; Ryan, 1994).



• Individuals with disabilities are 2-to-10 times more likely to be sexually 

abused than those without disabilities (Westat Ind., 1993).

• One of 30 cases of sexual abuse or assault of persons with developmental 

disabilities is reported as opposed to one of five in the nondisabled 

population (James, 1988).

• Even when the abuse is reported, the charges are rarely investigated when 

the victim is disabled (Senn, 1988).

• Victims typically have difficulty accessing appropriate services (Sobsey 

& Doe, 1991).

• Risk of abuse increases by 78 percent due to exposure to the "disabilities 

service system“ alone (Sobsey & Doe, 1991).

• Immediate family members perpetrate the majority of neglect, physical 

abuse, and emotional abuse. Extraf amilial perpetrators account for the 

majority of sexual abuse (Sullivan & Knutson, 2000).

• Sexual abuse incidents are almost four times as common in institutional 

settings as in the community (Blatt & Brown, 1986).

• • Ninety-nine percent of those who commit abuse are well known to, and 

trusted by, both the child and the child's care providers (Baladerian, 

1991).



Special Characteristics of the Population that 

May Influence the Incidence of Trauma

Abuse and neglect have profound influences on brain development.

The more prolonged the abuse or neglect, the more likely it is that 

permanent brain damage will occur. Not only are people with 

developmental disabilities more likely to be exposed to trauma, but 

exposure to trauma makes developmental delays more likely.



People with developmental 

disabilities are
• trained to be compliant to authority figures;

• dependent on caregivers for a longer period of time for more types of assistance 

than a nondisabled child, and they are dependent on a larger number of caretakers;

• often unable to meet parental expectations;

• isolated from resources to whom a report of abuse could be made;

• sometimes impaired in their ability to communicate;

• sometimes impaired in their mobility;

• more likely than other children to be placed in residential care facilities;

• sometimes more credulous and less prone to critical thinking than others, which 

may result in it being easier for others to manipulate them;

• often not provided with general sex education, and caregivers may feel that people 

with developmental disabilities are asexual, although

– for people with mild to moderate mental retardation sexual development and sexual 

interest occur at approximately the same age as the normal population (Tharinger, 

1990), and

– precocious puberty is 20 times more likely to occur in persons with developmental 

disabilities than in the normal population (Siddigi, 1999); and

• viewed negatively by society, which may label them as “bad” because they are 

different or may view them as less than human.



People with developmental 

disabilities may also experience
• cognitive and processing delays that interfere with 

understanding of what is happening in abusive situations, and

• feelings of isolation and withdrawal due to their differences, 

which may make them more vulnerable to manipulation 

because of their increased responsiveness to attention and 

affection.



Possible Reasons for a Higher Incidence of Mental Illness for 

Clients with Developmental Disabilities Than the General 

Population

(Avrin, Charlton, Tallant, 1998)

• It is more difficult to cope with normal life stressors given the limited 

resources the client has available.

• There is increased vulnerability to abuse in the home, since these children 

are often very difficult to raise and place a high level of strain on the 

family.

• These children are more vulnerable to abuse in the community because of 

their poor judgment and lack of self-protective skills.

• An additional stressor for the higher functioning clients is awareness of 

their intellectual deficits. They have many grief and loss issues associated 

with their functioning problems.

• People with developmental disabilities experience greater difficulty in 

getting help for mental illness due to communication and processing 

problems.



Examples of trauma-informed 

approaches

• Telling people what you are going to do before 

you do it

• Recognizing a flashback and managing it with 

words instead of action

• Seeing trauma responses as adaptations rather 

than manipulations



Essential Components

1. Triggers

2.   Early Warning Signs 

3. Strategies



More Triggers:

• Particular time of day/night___________ 

• Particular time of year_______________

• Contact with family _________________ 

• Other __________________________



Second, Identify Early 

Warning Signs



Third, Identify Strategies



CONCLUSIONS

� Response to traumatic stress is learned 

behavior, mediated by the brain & the 

social environment.

� Traumatic stress brings the past to the 

present.

� The survival response impacts the mind, 

body, behavior & speech “… the amygdala 

leads a hostile takeover of consciousness by 

emotion.” (LeDoux, 2002 )



““The truth about childhood is stored up in our The truth about childhood is stored up in our 

bodies and lives in the depths of our souls. bodies and lives in the depths of our souls. 

Our intellect can be deceived, our feelings can Our intellect can be deceived, our feelings can 

be numbed and manipulated, our perceptions be numbed and manipulated, our perceptions 

shamed and confused, our bodies tricked with shamed and confused, our bodies tricked with 

medication, but our soul never forgets. medication, but our soul never forgets. 

And because we are one, one whole soul in one And because we are one, one whole soul in one 

body, someday our body will present its bill.body, someday our body will present its bill.””

- Alice Miller









I've learned that people will 
forget what you said, people will 
forget what you did, but people 
will never forget how you made 
them feel.

~ Maya Angelou 
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