
Survivor Reaction Advocate Intervention 
Fear • Remain with the survivor 

• Give clear, concise explanations of         
    what to expect 
• Allow extra time for expression of    
    feelings 
• Without making unrealistic promises,  
    reassure the survivor that she is now   
    safe 
• Share relevant information to help  
   alleviate the overwhelming fear 
 

Guilt and Self-
Blame 

• Help her distinguish between her    
    judgments and the batterer’s     
    judgments and the batterer’s 
    responsibility for the assault 
• Redirect anger from the survivor to  
   the batterer 
• Dispel myths that she buys into, while 
   explaining why she may believe them 
• Be especially aware of your own  
    judgments 
 

Anxiety • Focus on the here-and-now events  
   and feelings; don’t get caught up in   
   past and future 
• Be calm, kind, supportive, and  
   reassuring; let her know that others    
   have survived, and she can too 
 

Compulsive 
Repetitions 

• Let her know that nightmares and  
   flashbacks are common responses  
   and that they will pass 



• Provide appropriate referrals to long- 
   term counseling with a professional  
   therapist 
• Avoid interpretation of dreams, etc. 
• Continue to be patient and to  
   encourage expression of feelings 

Mastery and 
Control 

• Refrain from arguing with the  
   survivor; set appropriate limits, and  
   don’t respond with anger if she is  
   verbally abusive 
• Support the survivor in making simple 
   decisions and after she has made  
   them, point out her control over her  
   life 
• Empathetically relate to her need to   
   control 
• Reflect her feelings and let her know  
   how you feel about the way she    
   might be treating you 
 

Shock, Disbelief 
and Denial 

• Acknowledge that it is difficult for her  
   to accept the fact that she has been in   
   an abusive relationship 
• Listen empathetically and help her to  
   express her feelings 
• Let her know that her response is  
   normal and she is not going “crazy” 
 

Sadness, Loss and 
Hurt 

• Show non-judgmental acceptance  
   and understanding 
• Reassure her of her worth and value   
   as a person 
• Tolerate silences and encourage her   



   to cry (when she wants to) about her    
   loss 
• Support and encourage efforts to   
   reach out for help from friends and  
   family 
• Encourage expression of feelings and  
   convey your own feelings for the  
   survivor such as concern, compassion,  
   respect, etc. 
 

Anger and 
Resentment 

• Let her know that anger at the  
   batterer is entirely appropriate 
• Explore channels for that energy and  
   support her efforts to release it in   
   healthy ways 
• Encourage appropriate expressions of  
   her anger 
 

 

Adapted from a publication by the Cleveland Rape Crisis Center 

AS SEEN ON stoprelationshipabuse.org 



Secondary Traumatic Stress
A Fact Sheet for Child-Serving Professionals 

“…We are stewards not just of those who  
allow us into their lives but of our own 
capacity to be helpful...”1 

 
Each year more than 10 million children in the 
United States endure the trauma of abuse, 
violence, natural disasters, and other adverse 
events.2 These experiences can give rise to 
significant emotional and behavioral problems 
that can profoundly disrupt the children’s 
lives and bring them in contact with child-
serving systems. For therapists, child welfare workers, case managers, and other helping 
professionals involved in the care of traumatized children and their families, the essential 
act of listening to trauma stories may take an emotional toll that compromises professional 
functioning and diminishes quality of life. Individual and supervisory awareness of the impact 
of this indirect trauma exposure—referred to as secondary traumatic stress—is a basic part 
of protecting the health of the worker and ensuring that children consistently receive the best 
possible care from those who are committed to helping them.  

Our main goal in preparing this fact sheet is to provide a concise overview of secondary 
traumatic stress and its potential impact on child-serving professionals. We also outline 
options for assessment, prevention, and interventions relevant to secondary stress, and 
describe the elements necessary for transforming child-serving organizations and agencies 
into systems that also support worker resiliency.  

How Individuals Experience Secondary Traumatic Stress

Secondary traumatic stress is the emotional duress that results when an individual hears 
about the firsthand trauma experiences of another. Its symptoms mimic those of post-
traumatic stress disorder (PTSD). Accordingly, individuals affected by secondary stress may 
find themselves re-experiencing personal trauma or notice an increase in arousal and avoid-
ance reactions related to the indirect trauma exposure. They may also experience changes 
in memory and perception; alterations in their sense of self-efficacy; a depletion of personal 

This project was funded by the Substance Abuse and Mental Health Services Administration (SAMHSA), US Department 
of Health and Human Services (HHS). The views, policies, and opinions expressed are those of the authors and do not 
necessarily reflect those of SAMHSA or HHS.
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resources; and disruption in their perceptions of safety, trust, and independence. A partial list 
of symptoms and conditions associated with secondary traumatic stress includes3

n   Hypervigilance

n   Hopelessness

n   Inability to embrace complexity

n   Inability to listen, avoidance of clients 

n   Anger and cynicism 

n   Sleeplessness 

n   Fear 

n   Chronic exhaustion

n   Physical ailments 

n   Minimizing 

n   Guilt 

Clearly, client care can be compromised if the 
therapist is emotionally depleted or cognitively 
affected by secondary trauma. Some trauma-
tized professionals, believing they can no longer 
be of service to their clients, end up leaving 
their jobs or the serving field altogether. Several 
studies have shown that the development of 
secondary traumatic stress often predicts that  
the helping professional will eventually leave the 
field for another type of work.4,5

 

 

Understanding Who is at Risk

The development of secondary traumatic stress 
is recognized as a common occupational hazard 
for professionals working with traumatized 
children. Studies show that from 6% to 26% of 
therapists working with traumatized populations, 
and up to 50% of child welfare workers, are at 
high risk of secondary traumatic stress or the 
related conditions of PTSD and vicarious trauma.  

Any professional who works directly with 
traumatized children, and is in a position to 

Secondary Traumatic Stress  
and Related Conditions:  
Sorting One from Another

Secondary traumatic stress refers to the 
presence of PTSD symptoms caused by at 
least one indirect exposure to traumatic 
material. Several other terms capture 
elements of this definition but are not all 
interchangeable with it.  

n  Compassion fatigue, a label proposed by 
Figley4 as a less stigmatizing way to describe 
secondary traumatic stress, has been used 
interchangeably with that term.   

n  Vicarious trauma refers to changes 
in the inner experience of the therapist 
resulting from empathic engagement with a 
traumatized client.13 It is a theoretical term 
that focuses less on trauma symptoms 
and more on the covert cognitive changes 
that occur following cumulative exposure to 
another person’s traumatic material.  The 
primary symptoms of vicarious trauma are 
disturbances in the professional’s cognitive 
frame of reference in the areas of trust, 
safety, control, esteem, and intimacy.  

n  Burnout is characterized by emotional 
exhaustion, depersonalization, and a reduced 
feeling of personal accomplishment. While 
it is also work-related, burnout develops as 
a result of general occupational stress; the 
term is not used to describe the effects of 
indirect trauma exposure specifically.  

n  Compassion satisfaction refers to the 
positive feelings derived from competent 
performance as a trauma professional. It is 
characterized by positive relationships with 
colleagues, and the conviction that one’s 
work makes a meaningful contribution to 
clients and society.  
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hear the recounting of traumatic experiences, is at risk of secondary traumatic stress. That 
being said, risk appears to be greater among women and among individuals who are highly 
empathetic by nature or have unresolved personal trauma. Risk is also higher for professionals 
who carry a heavy caseload of traumatized children; are socially or organizationally isolated; 
or feel professionally compromised due to inadequate training.6-8 Protecting against the 
development of secondary traumatic stress are factors such as longer duration of professional 
experience, and the use of evidence-based practices in the course of providing care.7

Identifying Secondary Traumatic Stress

Supervisors and organizational leaders 
in child-serving systems may utilize a 
variety of assessment strategies to help 
them identify and address secondary 
traumatic stress affecting staff 
members. 

The most widely used approaches are 
informal self-assessment strategies, 
usually employed in conjunction with  
formal or informal education for the 
worker on the impact of secondary trau-
matic stress. These self-assessment 
tools, administered in the form of ques-
tionnaires, checklists, or scales, help 
characterize the individual’s trauma 
history, emotional relationship with work and the work environment, and symptoms or experi-
ences that may be associated with traumatic stress.4,9

Supervisors might also assess secondary stress as part of a reflective supervision model.  
This type of supervision fosters professional and personal development within the context of 
a supervisory relationship. It is attentive to the emotional content of the work at hand and 
to the professional’s responses as they affect interactions with clients. The reflective model 
promotes greater awareness of the impact of indirect trauma exposure, and it can provide a 
structure for screening for emerging signs of secondary traumatic stress. Moreover, because 
the model supports consistent attention to secondary stress, it gives supervisors and 
managers an ongoing opportunity to develop policy and procedures for stress-related issues 
as they arise. 

Formal assessment of secondary traumatic stress and the related conditions of burnout, 
compassion fatigue, and compassion satisfaction is often conducted through use of the 
Professional Quality of Life Measure (ProQOL).7,8,10,11 This questionnaire has been adapted to 
measure symptoms and behaviors reflective of secondary stress. The ProQOL can be used 
at regular intervals to track changes over time, especially when strategies for prevention or 
intervention are being tried. 
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Strategies for Prevention 

A multidimensional approach to prevention and 
intervention—involving the individual, supervisors, 
and organizational policy—will yield the most 
positive outcomes for those affected by secondary 
traumatic stress. The most important strategy 
for preventing the development of secondary 
traumatic stress is the triad of psychoeducation, 
skills training, and supervision. As workers 
gain knowledge and awareness of the hazards 
of indirect trauma exposure, they become 
empowered to explore and utilize prevention 
strategies to both reduce their risk and increase 
their resiliency to secondary stress. Preventive 
strategies may include self-report assessments, 
participation in self-care groups in the workplace, caseload balancing, use of flextime 
scheduling, and use of the self-care accountability buddy system. Proper rest, nutrition, 
exercise, and stress reduction activities are also important in preventing secondary 
traumatic stress.   

Strategies for Intervention 

Although evidence regarding the effectiveness 
of interventions in secondary traumatic stress 
is limited, cognitive-behavioral strategies and 
mindfulness-based methods are emerging as best 
practices. In addition, caseload management, 
training, reflective supervision, and peer 
supervision or external group processing have been 
shown to reduce the impact of secondary traumatic 
stress. Many organizations make referrals for 
formal intervention from outside providers such 
as individual therapists or Employee Assistance 
Programs. External group supervision services may 
be especially important in cases of disasters or 
community violence where a large number of staff 
have been affected.  

The following books, workbooks, articles, and self-assessment tests are valuable resources 
for further information on self-care and the management of secondary traumatic stress:

n   Volk, K.T., Guarino, K., Edson Grandin, M., & Clervil, R. (2008). What about You?  A Work-
book for Those Who Work with Others.  The National Center on Family Homelessness. 
http://508.center4si.com/SelfCareforCareGivers.pdf

Prevention
n    Psychoeducation

n    Clinical supervision

n    Ongoing skills training

n    Informal/formal self-report screening

n    Workplace self-care groups  
(for example, yoga or meditation)

n    Creation of a balanced caseload

n    Flextime scheduling

n    Self-care accountability buddy system

n    Use of evidence-based practices

n    Exercise and good nutrition

Intervention
n    Strategies to evaluate secondary 

stress

n    Cognitive behavioral interventions

n    Mindfulness training

n    Reflective supervision

n    Caseload adjustment

n    Informal gatherings following crisis 
events (to allow for voluntary, 
spontaneous discussions)

n    Change in job assignment or work 
group

n    Referrals to Employee Assistance 
Programs or outside agencies
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n   Self-Care Assessment Worksheet    
http://www.ecu.edu/cs-dhs/rehb/upload/Wellness_Assessment.pdf   

n   Hopkins, K. M., Cohen-Callow, A., Kim, H. J., Hwang, J. (2010).  Beyond intent to leave:  
Using multiple outcome measures for assessing turnover in child welfare.  Children and 
Youth Services Review, 32,1380-1387. 

n   Saakvitne, K. W., Pearlman, L. A., & Staff of TSI/CAAP. (1996). Transforming the Pain: A 
Workbook on Vicarious Traumatization. New York: W.W. Norton.

n   Van Dernoot Lipsky, L. (2009). Trauma Stewardship: An everyday guide to caring for self while 
caring for others. San Francisco: Berrett-Koehler Publishers.

n   Compassion Fatigue Self Test  
http://www.ptsdsupport.net/compassion_fatugue-selftest.html

n   ProQOL 5  http://proqol.org/ProQol_Test.html

n   Rothschild, B. (2006). Help for the helper. The psychophysiology of compassion fatigue and 
vicarious trauma. New York: W.W. Norton. 

Worker Resiliency in Trauma-informed Systems: Essential Elements

Both preventive and interventional strategies for secondary traumatic stress should 
be implemented as part of an organizational risk-management policy or task force that 
recognizes the scope and consequences of the condition. The Secondary Traumatic Stress 
Committee of the National Child Traumatic Stress Network has identified the following 
concepts as essential for creating a trauma-informed system that will adequately address 
secondary traumatic stress. Specifically, the trauma-informed system must 

n   Recognize the impact of secondary trauma on the workforce.

n   Recognize that exposure to trauma is a risk of the job of serving traumatized children  
and families.

n   Understand that trauma can shape the culture of organizations in the same way that 
trauma shapes the world view of individuals.

n   Understand that a traumatized organization is less likely to effectively identify its clients’ 
past trauma or mitigate or prevent future trauma.

n   Develop the capacity to translate trauma-related knowledge into meaningful action, policy, 
and improvements in practices.

These elements should be integrated into direct services, programs, policies, and 
procedures, staff development and training, and other activities directed at secondary 
traumatic stress.

 

“We have an obligation to our clients, as well as to ourselves, our colleagues  
and our loved ones, not to be damaged by the work we do.”12
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GENERAL 

On average, 24 people per minute are victims of rape, physical violence or stalking 
by an intimate partner in the United States — more than 12 million women and 
men over the course of a year.[i] 
 
Nearly 3 in 10 women (29%) and 1 in 10 men (10%) in the US have experienced 
rape, physical violence and/or stalking by a partner and report a related impact on 
their functioning.[ii] 
 
Nearly, 15% of women (14.8%) and 4% of men have been injured as a result of 
IPV that included rape, physical violence and/or stalking by an intimate partner in 
their lifetime.[iii] 
 
1 in 4 women (24.3%) and 1 in 7 men (13.8%) aged 18 and older in the United 
States have been the victim of severe physical violence by an intimate partner in 
their lifetime.[iv] 
 
IPV alone affects more than 12 million people each year.[v] 
 
More than 1 in 3 women (35.6%) and more than 1 in 4 men (28.5%) in the United 
States have experienced rape, physical violence and/or stalking by an intimate 
partner in their lifetime.[vi] 
 
Nearly half of all women and men in the United States have experienced 
psychological aggression by an intimate partner in their lifetime (48.4% and 
48.8%, respectively).[vii] 
 
Females ages 18 to 24 and 25 to 34 generally experienced the highest rates of 
intimate partner violence.[viii] 
 
From 1994 to 2010, about 4 in 5 victims of intimate partner violence were 
female.[ix] 
 
Most female victims of intimate partner violence were previously victimized by the 
same offender, including 77% of females ages 18 to 24, 76% of females ages 25 to 
34, and 81% of females ages 35 to 49.[x] 
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CREATING TRAUMA-INFORMED SERVICES: TIPSHEET SERIES 
 
A Trauma-Informed Approach to Domestic Violence Advocacy 

 
Adopting a trauma-informed approach* to domestic violence advocacy means attending to 

survivors’ emotional as well as physical safety. Just as we help survivors to increase their 
access to economic resources, physical safety, and legal protections, using a trauma-

informed approach means that we also assist survivors in strengthening their own 
psychological capacities to deal with the multiple complex issues that they face in 
accessing safety, recovering from the traumatic effects of domestic violence and other 

lifetime abuse, and rebuilding their lives. It also means ensuring that all survivors of 
domestic violence have access to advocacy services in an environment that is inclusive, 

welcoming, destigmatizing, and non-retraumatizing.  
 

This document will discuss five core components of a trauma-informed approach to 
domestic violence advocacy. These include (1) providing survivors with information about 
the traumatic effects of abuse; (2) adapting programs and services to meet survivors’ 

trauma- and mental health-related needs; (3) creating opportunities for survivors to 
discuss their responses to trauma; (4) offering resources and referrals to survivors; and 

(5) reflecting on our own and our programs’ practice. 
 
1. Provide survivors with information about the traumatic effects of abuse.  

 
Many survivors of domestic violence will not be familiar with the concept of trauma. 

Some survivors may believe that it is a sign of strength to be able to withstand 
extreme difficulty without complaining. Some may view silent endurance as a religious 
or spiritual value. Helping survivors understand that there are natural ways that the 

human mind and body respond to stress and pressure can help counter the belief that 
these reactions are signs of weakness.  

  
How can your programs provide survivors with destigmatizing information 
about the traumatic effects of abuse? 

� Discuss the link between lifetime trauma, domestic violence, and mental 
health.  

� Discuss some of the common emotional or mental health effects of domestic 
violence and ways that these responses can interfere with accessing safety, 
processing information, or remembering details.  

                                                 
* The notion of “trauma-informed services,” which comes from the work of Maxine Harris, PhD, and 

Roger Fallot, PhD, at Community Connections, is designed to promote recovery and minimize the 

chance of revictimization.  Harris, M. & Fallot, R. (2001, Spring). New directions for mental health 

services, Using trauma theory to design service systems, 89, Jossey-Bass. 
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� Discuss the ways that trauma can disrupt our ability to trust and to manage 
feelings and can affect the ways we feel about other people, ourselves, and 
the world. 

� Discuss the things that abusers may do to make their partners feel “crazy.”  
� Discuss the ways that abusers use mental health issues to control their 
partners.  

  
2. Adapt programs and services to meet survivors’ trauma- and mental health-

related needs. 

 
As domestic violence programs become sensitized to the effects of trauma and the 

need to provide inclusive services, we can work to create programs, policies, and 
settings that meet survivors where they are and that are careful not to 
retraumatize survivors. 

  
How can your program respond to the individual needs of survivors? 

� Conduct pre-intake screenings for domestic violence only and do not “screen 
out” for mental health “issues” or a history of psychiatric treatment. 

� Create a welcoming environment with a wide range of options for survivors 
and make changes when practices and policies are not well suited to 
individual survivors’ needs and capacities.  

� Discuss ways that shelter living can be difficult for everyone and offer 
supportive strategies that would make it more comfortable for the individual 
survivor with whom you are working.  

� Have a standard medication policy for everyone. It is not necessary to know 
what medications women are taking or why. Questions related to medication 

may be prohibited by law. Please see the Center’s Model Medication Policy for 
further guidance.  

� Inform survivors about your medication policies and let her know you are 
available to discuss any particular needs she has (e.g., she has run out and 
needs new supply, is having problems with side effects, is not sure they’re 

helping, can’t afford them, etc.). 
� While conducting support groups or house meetings, discuss the range of 
responses people have to trauma, including physical and mental health 
symptoms. 

� Reassure and support survivors who are uncomfortable with the mental 
symptoms of other women in the program that these are common responses 
to abuse.  

� Collaborate (with consent) with the mental health providers, peer support 
specialists, and/or systems that work with each individual survivor.  

� Inform or educate the mental health providers on issues related to domestic 
violence, including documentation of abuse in mental health records and 
additional needed supports. 
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� Advocate with mental health providers and systems on behalf of survivors 
when requested and support survivors in their efforts to advocate on their 
own behalf. 

 

3. Create opportunities for survivors to discuss their responses to trauma. 
 

Once survivors are aware that most people have natural responses to extreme 
stress and pressure, it may be possible to help each woman to think about the 
specific ways that she and her children have managed, responded to, and been 

affected by the stress, pressure, and trauma that they have experienced.  
  

How can your program provide opportunities for a survivor to discuss her 
responses to trauma? 

� Ask about ways that she has changed as a result of the abuse. 
� Ask if she is having any feelings or thoughts that concern her. 
� Ask about the impact of domestic violence on her emotional well-being and 
mental health.  

� Attend to the role of culture, community, and spirituality in her life. 
� Talk with her about how her own emotional responses to abuse can affect 
how she responds to her children and offer strategies for noticing and 
addressing those concerns. 

� Ask if her abusive partner interfered with past mental health treatment or 
medication.   

� Ask if she has any mental health concerns she’d like to discuss, including 
concerns related to treatment, medications, hospitalizations, or past 
interactions with mental health providers or mental health systems.  

   
4. Offer resources and referrals to survivors. 

 
Like many of us, survivors of domestic violence may hold stereotypes about mental 
health treatment. Survivors may be unfamiliar with mental health services, believe 

they are only appropriate for people with very extreme symptoms, or think they are 
indulgences for weak or pampered people. You can let women know that these 

resources are appropriate for anyone who has been highly stressed or 

traumatizedthat everyone deserves to feel better. Resources may include self-
help tools as well as referrals to knowledgeable providers in the community or 

consultants who provide services at a DV program.  
  
How can your program make resources and referrals available to a 

survivor? 
� Discuss the process of healing from abuse and other trauma (instilling a 
sense of hope, that she will not feel this way forever). 

� Develop culturally relevant and community-based referrals and linkages. 
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� Let her know that if she is interested in accessing resources and services 
related to healing from abuse and other trauma, you can help her to access 
them. 

� Provide linkages to information or resources to help her advocate for herself 
around mental health or medication issues (or, with permission, advocate for 
a survivor with her mental health care provider). 

� Work with her on strengthening or developing new skills for dealing with 
painful or disruptive feelings such as relaxation training or exercises,† 
grounding techniques, affect regulation strategies, or developing a written 

plan like a Wellness Recovery Action Plan (WRAP®).‡  
  

5. Reflect on our own and our programs’ practice. 
 
Being aware of our own reactions to others and to trauma helps ensure that our 

interactions with survivors are focused on supporting their best interests and well-
being. Reflection also helps us to make thoughtful and professional decisions with 

knowledge of how our personal reactions and feelings are operating.  
  
How can your program incorporate reflection into your practice and your 

settings? 
� Create an environment with regular opportunities to reflect on your 
responses to each individual survivor and how those responses may be 
affecting her, as well as what those responses may reflect about your own 
experiences. 

� Reflect on the impact of the work that you do on your own life (i.e., how you 
experience secondary trauma) either privately or with trusted others 

(including supervisors, peers, therapists, family, friends, etc.). 
� Work with colleagues to recognize the ways in which tensions that arise 
within your program (among women receiving services and among program 
staff) may be related to staff feelings about and reactions to trauma. Develop 
ways to safely and respectfully address these issues when they arise. 

 
For more information or for technical assistance, please contact the National 

Center on Domestic Violence, Trauma & Mental Health at 
info@nationalcenterdvtraumamh.org or 312-726-7020(P) or 312-726-4110(TTY). 
 

 
 

 

                                                 
† For example, see the Capacitar Emergency Response Tool Kit (available in multiple languages) at 

http://www.capacitar.org/emergency_kits.html 
‡ For more information about WRAP®, see http://www.mentalhealthrecovery.com/aboutwrap.php 
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Tips for Supporting Children and Youth Exposed to  
Domestic Violence:  

What You Might See and What You Can Do* 
 
As advocates, our initial primary focus may be on supporting the adult survivors 
who come into our programs for services, and we may feel less equipped to work 
with their children or may feel unsure of how to be helpful. This tipsheet is a 
starting place for understanding how we can better support children who have been 
exposed to violence in their homes and how we can support parents to help their 
children cope more adaptively with trauma-related responses. 
 
Many factors influence our developmental journey through infancy, childhood, and 
adolescence!our biology, our relationships with caregiving adults, our experiences, 
our environment, and the interaction between all of these.  Painful, scary, and 
overwhelming experiences, such as community violence and domestic violence, can 
profoundly impact that developmental journey. Although there are common trauma 
responses across childhood, understanding the specific needs and experiences of 
children at each developmental stage will help you best support them in their 
ongoing development while increasing healthy coping skills in the wake of violence. 
The following pages give a brief overview of what you may observe and what you 
can do at each developmental stage. 
 

INFANTS, TODDLERS, & PRESCHOOLERS 

What you may observe: How you can help  
(and support parents to help): 

♦ Sleep disturbances 
♦ Disturbances in feeding 
♦ Feelings of helplessness and passivity 
♦ Generalized fearfulness 
♦ Specific new fears 
♦ Loss of recently acquired 

developmental skills (e.g., walking or 
talking) 

♦ Clinginess and separation anxiety 
♦ Inhibited play and exploration 
♦ Thinking and talking about the 

♦ Support parents in keeping their 
children close to them. 

♦ Help the child anticipate what will 
happen. 

♦ Give choices. 
♦ Provide reassurance when the child 

needs it.  
♦ Name the child’s feelings. 
♦ Expect to need to do these over and 

over again. It is normal for children to 
need repeated reassurance. 

                                                
*Adapted from the Domestic Violence and Mental Health Policy Initiative’s 2008 Children Exposed to 
Domestic Violence: A Curriculum for DV Advocates (written by Patricia Van Horn, JD, PhD). Chicago, 
IL: DVMHPI.  



 
 

Page 2 of 3    |    May 2012 P: (312) 726-7020 
TTY: (312) 726-4110  

Copyright © 2012 National Center on Domestic Violence, Trauma & Mental Health www.nationalcenterdvtraumamh.org 
 

CREATING TRAUMA-INFORMED SERVICES: TIPSHEET SERIES 

traumatic event 
♦ Being upset at reminders and doing 

their best to avoid reminders 
♦ Irritability 
♦ Aggressiveness 
♦ Scanning for danger/expecting danger 
♦ Easily startled 

 

SCHOOL-AGE CHILDREN 

What you may observe: How you can help  
(and support parents to help): 

♦ Posttraumatic play* 
♦ Thinking and talking about the trauma 

outside play 
♦ Being upset at reminders of the 

trauma and doing their best to avoid 
reminders 

♦ Specific fears, often triggered by 
traumatic reminders 

♦ Feeling guilty about the trauma and 
responsible for what happened 

♦ Fantasies of revenge 
♦ Fear of being overwhelmed by their 

feelings 
♦ Impaired concentration and difficulty 

learning 
♦ Sleep disturbances 
♦ Headaches, stomach aches, or other 

physical symptoms 
♦ Concerns about their own safety and 

the safety of others 
♦ Aggressive behavior 
♦ Anxiety 
♦ Withdrawn behavior 
 
*Posttraumatic play is a kind of play 
that some children engage in who have 
been exposed to trauma.  
Posttraumatic play is a repetitive 
reenactment of a traumatic experience 
or event. 

♦ Listen to the child’s concerns. 
♦ Answer questions truthfully and 

simply. 
♦ Support the parent in letting the child 

stay close to her. 
♦ Offer reassurance that you and the 

parent are working together to keep 
the family safe. 

♦ Name the child’s feelings and 
encourage the child to find ways to 
express them through language, play, 
or drawing. 

♦ Help the child anticipate what will 
happen next. 

♦ Give choices. 
♦ Expect to have to do these things 

again and again. 
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ADOLESCENTS 

What you may observe: How you can help  
(and support parents to help): 

♦ Detachment, shame, and guilt 
♦ Self-consciousness about their fears 

and intense feelings 
♦ “Acting out” and sensation-seeking 

behaviors that may include life-
threatening reenactments 

♦ Abrupt shifts in relationships 
♦ Desire for and plans to take revenge 
♦ Radical changes in attitude and 

changes in self-identity 
♦ Premature entrance into adulthood or 

reluctance to leave home 
♦ Being upset at reminders of the 

trauma and doing their best to avoid 
reminders 

♦ Coping behaviors that may include 
self-endangering behaviors such as 
substance abuse and/or cutting 

♦ Provide an environment in which the 
teen can talk about concerns. 

♦ Give choices. 
♦ Support parents in letting their teens 

stay close to them!even relatively 
independent teens may need extra 
support after a traumatic event. 

♦ Help teens anticipate what will happen 
next. 

♦ Answer questions honestly. 
♦ Help teens find ways to express their 

strong feelings: journaling, writing 
stories or poems, art. 

♦ Expect to have to do these things 
again and again. 

 

 
For more information or for technical assistance, please contact the National 
Center on Domestic Violence, Trauma & Mental Health at 
info@nationalcenterdvtraumamh.org or 312-726-7020(P) or 312-726-4110(TTY). 
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Tips for Enhancing Emotional Safety 

 
As DV advocates, we are skilled at attending to physical safety in our programs. 

Emotional safety may seem more difficult to achieve because it is harder to 
measure. One definition of emotional safety is “a feeling that your inner most 
thoughts, feelings and experience are, and will be, honored as one honors 

themselves. You need not prove, nor impress; you just simply are. When it is 
present you feel open, even, at ease, and fluid with the spontaneity of a healthy 

child.”* There are several steps that we can take to increase emotional safety in our 
programs.  
 

1. Understand emotional safety.  
 

“We want you to know that whatever you are thinking and feeling, 
 you are welcome here.” 

 

Emotional safety means feeling accepted; it is the sense that one is safe from 
emotional attack or harm. Most survivors have probably felt emotionally unsafe or 

had their sense of “being all right” taken away. Many survivors tell us that the 
ongoing and unrelenting attacks on their sense of well-
being are more painful than a beating. When a 

survivor has been traumatized, she may not be able to 
find her way back to a day-to-day sense of calm and 

safety even after she and her children are physically 
safe and cared for.  

 
2. Help survivors manage feelings.  
 

“For many women, this can all be overwhelming. We don’t have to solve every 
problem right away. Let’s take the time to sort things out together and then decide 

which thing you want to work on first.” 
 

Trauma may affect a person’s ability to find emotional balance. Survivors may 

experience a flood of feelings and worries that make it difficult to make decisions, 
follow plans, and tend to responsibilities. Providing for the emotional safety of 

survivors is an important part of our work as DV advocates. 
 

                                                 
*Jeanne King, PhD, Emotional Abuse: The Lack of Emotional Safety as an Internal Indicator in Abusive 

Relationships, http://www.preventabusiverelationships.com/articles/emotional_safety.php. 
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Our work is not only to reassure and comfort survivors but also to activate and 

engage the thinking processes that can lead to greater safety and control. This may 
mean offering a caring and calming presence, helping with tasks that are 
overwhelming, working to identify achievable goals, offering frequent breaks, and 

tailoring program expectations to the individual survivor.  
 

 
3. Provide a soothing place.  
 

“You may just want to sit and relax for a bit. This room is set up for that and open 
whenever you need to use it.” 

 
When we provide a calming space, we are telling each survivor that we care about 
how she feels and that we are interested in what happens to her emotionally as well 

as physically.  
 

A soothing space may be nothing more than a corner of a quiet room, set aside for 
survivors to use to care for their feelings or to help restore a feeling of calmness. It 
can be as simple as a comfortable chair, a soft afghan, low lights, a door that can 

be closed or kept open, a source of quiet music. Or it could be a more elaborate 
room with plants or flowers, videos of beautiful scenery, stuffed animals to hold, a 

radio or CD player, and space for writing, praying, or exercising. Different things 
will be soothing at different times and to different survivors.  
 

 
4. Provide information about trauma. 
 
“Many people have trouble turning their minds away from frightening experiences. 

Sometimes people feel anxious, worrying about how to make things turn out 
better.” 

 

Trauma can disrupt a person’s sense of well-being. It can also have direct effects 
on the brain, changing how the person experiences the world and how she 

perceives danger.  Some survivors find it helpful to hear that trauma responses are 
real and that they “make sense.” Learning about trauma triggers can help survivors 
understand and manage their feelings and can increase a survivor’s sense of control 

and autonomy. Advocates can provide this information through conversations, 
exercises, classes, posters, handouts, and videos.  

 
5. Provide clear information and avoid surprises.  
 

“A lot of us live and work together in the small space here. That’s why we meet 
twice a week to talk about how things are going for each of us and what we each 
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need to be as comfortable as possible. We ask all the community members who live 

or work in the shelter to be present.” 
 
When a person feels emotionally unsafe, it may feel hard to not know what the 

people who have power, authority, and information are going to do. Providing clear 
and accurate information about policies, procedures, rules, plans, and activities 

helps support emotional safety. If our programs let survivors know how we do 
things and how decisions are made, if we are clear about the rules that the staff 
follow, and if we actually do what we say we are going to do, we avoid surprises.  

 
6. Help survivors feel comforted and in control.  
 

“We want you and your children to feel safe and welcome. If something doesn’t 
seem right to you, please do let us know and we’ll work on it with you.” 

 

Each survivor has her own pattern of needs related to emotional safety. For 

example, one survivor may find it reassuring to have clear directions or information 
from staff who speak with authority and expertise. For someone else, being able to 
withdraw from external stresses to explore her own thoughts and feelings will be 

the jump start she needs to plan for her future. An important aspect of helping 
survivors feel comforted and in control is ensuring that survivors know that they 

can ask for what they need and express their opinions and wishes, even if they are 
different than what the program is offering or what other survivors are doing.  
 

7. Support emotional safety for staff as well.  
 

“All of us are affected by the work we do. 
 Everyone’s emotional safety is important.” 

 
DV program staff need to feel emotionally safe themselves in order to support 
survivors’ emotional safety.  Every tip on this sheet applies to staff as well as 

survivors.  Program leaders should understand how doing DV work affects staff 
members’ feelings, energy, and worldview. Clear policies, honest communication 

about our plans and processes, ongoing training, and supportive supervision are 
important aspects of emotionally safe environments for staff and allow staff to offer 
their best to survivors.  

 
 

For more information or for technical assistance, please contact the National 
Center on Domestic Violence, Trauma & Mental Health at 
info@nationalcenterdvtraumamh.org or 312-726-7020(P) or 312-726-4110(TTY). 
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A Trauma-Informed Approach to Employment Support:  

Tools for Practice 
 

How can your program incorporate information about trauma and mental 
health into the employment support you provide for survivors? 

  
� Talk with survivors about: 

� Common emotional and mental health effects of domestic violence and 
other lifetime trauma (e.g., depression; difficulties with attention, 
concentration, and engagement; and other responses such as 

numbing, irritability, intrusive thoughts, dissociation, avoidance, and 
anxiety).  

 

� Ask survivors about: 
� Workplace safety, including whether previous or current abusive 
partners have access to their workplace, know their route to work, or 
have directly interfered with work. Support survivors in developing a 
safety plan around the workplace, if they need one.   

� Ways in which the abuse may have affected their sense of themselves, 
particularly around work or education. 

� Job history, while being attentive to issues of domestic violence and 
trauma (e.g., What has work been like before? When has it gone well? 
When has it been difficult? Has domestic violence or trauma affected 

work before?). 
� Particular concerns or fears about looking for or starting employment 
(including potential loss of public benefits).  

� Parenting, childcare, and children’s mental health needs and how these 
may affect their ability to look for or maintain employment.  

 
� Offer ongoing support related to: 

� Issues that may come up around work, knowing that anxiety or other 
mental health symptoms can increase at different times (maybe at the 
onset of starting a new job, once they are comfortable, or if conflict 

arises). 
� Strengthening or developing skills for dealing with painful or disruptive 
feelings such as relaxation or grounding techniques, affect regulation 
strategies, or through developing a written plan such as a Wellness 

Recovery Action Plan (WRAP). 
� Identifying and developing workplace supports (e.g., schedule 
flexibility, supportive co-workers, or a workplace safety plan). 
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� Issues related to disclosure of domestic violence and/or psychiatric or 
other disability, including whether to disclose, and potential workplace 
accommodations that may be useful. 

� Accessing and maintaining supports and resources while working (e.g., 
therapy appointments, involvement in peer support services, exercise, 
community involvement, spiritual activities, and time with kids, 

friends, and family). 
� Possible triggers survivors may face in the workplace (such as 
controlling and aggressive behavior, arbitrary rules, conflict, and 

discrimination and oppression such as racism, homophobia, and sexual 
harassment). 

� Talking about interruptions in work history (if applicable) when 
applying for jobs and during interviews. 

 

� Get more information about: 
� Workplace rights of survivors of domestic violence and people with 
disabilities for your city and state (in addition to federal protections 
such as those provided by the FMLA and ADA) and work with survivor 
to figure out what additional protections their workplace may provide 

such as sick leave or a domestic violence policy. See below for more 
resources. 

� Alternative employment models that may be useful (such as co-ops or 
other entrepreneurial opportunities) if the survivor has barriers to 
traditional employment (such as not having documents to work or 

having a criminal record).  
� Tools such as the Self-Sufficiency Standard that help calculate amount 
of income a person or family needs to meet basic needs. (Visit 
http://www.wowonline.org/ourprograms/fess/sss.asp for more 

information.) 
 

� Reflect on: 
� The capacity of your program to provide employment supports to 
survivors experiencing trauma-related mental health needs and 

possible partnerships that may help expand the network of resources 
available. 

� The points where your personal reactions, needs, or experiences may 
influence your attitude toward supporting survivors who are 
experiencing trauma responses and/or a mental health condition. 

� The effect of your work on your own life (i.e., vicarious trauma), either 
privately or with trusted others (including supervisors, peers, family, 
friends, etc.). 
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� For more information on domestic violence workplace policies, 
employment rights of survivors of domestic violence, and reasonable 
accommodations for people experiencing psychiatric disabilities, see these 
resources: 

� Workplaces Respond to Domestic and Sexual Violence: A 
National Resource Center at http://www.workplacesrespond.org/ 

� Legal Momentum (for more information on employment rights of 
survivors, including accommodations) at 
http://www.legalmomentum.org/legal-

knowledge/publications/employment-and-housing-rights.html 
� Bazelon Center for Mental Health Law (for information on the 
Americans with Disabilities Act and employment) at 
http://www.bazelon.org/Where-We-Stand/Community-
Integration/Employment.aspx 

� Center for Psychiatric Rehabilitation at Boston University (for 
more information on reasonable accommodations for people 

experiencing psychiatric disabilities) at 
http://www.bu.edu/cpr/reasaccom/ 

 

For more information or for technical assistance, please contact the National 
Center on Domestic Violence, Trauma & Mental Health at 

info@nationalcenterdvtraumamh.org or 312-726-7020(P) or 312-726-4110(TTY). 
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