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Introduction and Learning Objectives
• Define behavioral health and integrative care
• Gain knowledge about loss and trauma informed care
• Recognize how adverse life experiences can influence utilizing
health care services.
• Identify the role of counselors in working with behavioral
health and integrated care teams.

• Identify strategies for integrating trauma informed care in
medical and behavioral health settings.

Key Terms
• Behavioral health incorporates mental health and includes the
influences of physical health on mental health outcomes (Behaviors
influencing a client’s obesity, diabetes, chronic pain, etc.)
• Integrated Care refers to the collaboration of physicians in behavioral
health settings and clinicians in physical health settings such as clinics
and hospitals.
• Loss and Trauma Informed Approach refers to the awareness of the
widespread impact of trauma & loss and understands potential paths
for recovery; recognizes the signs and symptoms of trauma in clients,
families, staff, and others involved with the system; and responds by
fully integrating knowledge about trauma in the delivery of care.

Challenges in the Profession
• HRSA reported 3669 Mental Health, Health Professional Shortage
Areas containing almost 91 million people.
• Staff Turnover in all mental health fields especially related to
work with at-risk populations
• Burn-out, stress, lack of social supports
• High caseloads
Counselors have historically been found in schools, community agencies,
clinics, A & D facilities, independent practice, and consulting, but less
frequently in integrative care settings.

PCPs and Mental Health Services
• About two-thirds of PCPs reported they could not access outpatient
mental health services for patients
• Lack of access to services, shortages of mental health providers in
some areas and managed care restrictions on the use of mental
health services have also been mentioned as potential barriers
• Only 20 percent of adult patients with mental health disorders are
seen by mental health specialists and many prefer and receive
treatment in primary care settings.

ACEs Study
• Joint venture between the CDC and Kaiser Permanente
• One of the largest studies of childhood abuse and neglect and
household challenges and later-life health and well-being
• Original study was from 1995 to 1997 with two waves of data
collection.
• Over 17,000 Kaiser members from Southern California receiving
physical exams completed confidential surveys regarding their
childhood experiences and current health status and behaviors.
Trauma- intense and overwhelming experiences that involve serious
loss, threat or harm to a person’s physical and/or emotional well being.

ACE Score Prevalence
Take home message for you: a quarter
of your patients are likely to have
experienced at least one ACE…

Source: Centers for Disease Control and
Prevention, Kaiser Permanente. The ACE
Study Survey Data [Unpublished Data].
Atlanta, Georgia: U.S. Department of Health
and Human Services, Centers for Disease
Control and Prevention; 2016

The ACE Pyramid
The study shows how ACEs are strongly
related to development of risk factors for
disease, and well-being throughout a
person’s life.

Content source: National Center for Injury Prevention and
Control, Division of Violence Prevention

Reported Trauma in Behavioral Health
• Majority of adults and children in inpatient psychiatric and substance use
disorder treatment settings have trauma histories (Lipschitz et al, 1999;
Suarez, 2008; Gillece, 2010)
• 43% to 80% of individuals in psychiatric hospitals have experienced physical
or sexual abuse
• 51%-90% public mental health clients exposed to trauma (Goodman et al,
1997; Mueser et al, 2004)
• 2/3 adults in SUD treatment report child abuse and neglect (SAMHSA,
CSAT, 2000)
• Survey of adolescents in SU treatment > 70% had history of trauma
exposure (Suarez, 2008)

Traumatic Grief
Individuals may develop significant trauma symptoms related to the
death of an attachment figure (e.g., child, partner, parent or sibling) or
another important person.
While normal bereavement symptoms are more common and typically
resolve on their own or with grief counseling, it is important to discern
when grief triggers more serious symptoms of depression and suicidal
ideation.

Complications Associated with Traumatic Grief
•
•
•
•
•

Depression
Suicidal thoughts or behaviors
Anxiety, including PTSD
Significant sleep disturbances
Increased risk of physical illness, such as heart disease, cancer or high
blood pressure
• Long-term difficulty with daily living, relationships or work activities
• Alcohol, nicotine use or substance misuse
Prigerson, et al, 1997, 2001

Source: Mayo Clinic

https://www.mayoclinic.org/diseases-conditions/complicated-grief/symptoms-causes/syc-20360374

Addressing Loss and Trauma: General Principles
• Safety
• Transparency
• Support
• Collaboration
• Empowerment
• Cultural, Historical and Gender Issues
Samsha Trauma Informed Approach

Triggers in a Medical Setting
• Invasive Procedures
• Physical Touch
• Lack of Privacy
• Personal Questions
• Power Dynamics
• Sights- like white lab coat, medical equipment
• Sounds- ambulance sirens, noise in the waiting area
• Smells –rubbing alcohol, latex gloves

Trauma Informed Care: Practical Tips
•
•
•
•
•
•
•
•

Engage person, develop rapport and build trust over time
Provide calm and soothing office environment
Give relaxed, unhurried attention
Talk about concerns and procedures before doing anything (ex. asking
patient to disrobe)
Give as much control and choice as possible
Validate any concerns as understandable and normal
Allow a support person or female staff person to be present in the room
Explain thoroughly each procedure and get consent

Trauma Informed Care: Practical Tips
• Ask if person is ready to begin and inform them that they can pause or stop
procedure at anytime
• Encourage questions and ask about any worries or concerns and how you
can help (ex. leaving door ajar)
• Maintain a personable, respectful, kind and honest manner
• Talk to person throughout to let them know what you are doing and why
• Encourage person to do what feels most comfortable (ex. keeping coat on,
listening to music, keeping dental chair upright)
• Place a high priority on culture; including ethnicity, race, religion, sexual
orientation, historical and social trauma such as homelessness and poverty

Trauma informed Approach in Integrative Settings
Counselors offer a unique developmental perspective to the behavioral
health team.
• Collaboration: Educating the Team on Effects of Trauma/Loss/Stress
• Patient Centered Care: Utilizing client’s natural talents and abilities
and being responsive to individual preferences, needs and values.
• Communication: Identifying barriers to treatment and communicating
with Patient/Client and health care professional to identify strategies
to increase well being and reduce symptoms

Interprofessional Training Model
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Translating Core Clinical Competencies:
A Trauma Informed Approach
Developmental Assessment
• Demonstrate ability to
integrate socio/cultural,
attachment/trauma and
strengths based questions in
intake

• Can identify screening
instruments for assessing
behavioral health areas such
as trauma, alcohol and drug
and depression
• Can identify screening
instruments that assess
strengths & resiliencies

Conceptualization

• Can draw on developmental theory and
knowledge and clinical hypotheses to create
conceptual frames for understanding client
problems and goals

Treatment
• Recognizes the importance of both
single theory evidence based
treatments and integrative treatment
for clinical populations
• Can write integrative case
formulations based on data and
recognize areas that require more
assessment

Case Discussion
• Comprehensive Care Clinic (VUMC)
Working with a Team; Initial Assessment
• Sickle Cell Clinic (VUMC)
Providing Patient Centered Care; Conceptual Frame
• Centerstone
Communication and Coordination; Treatment

Site #1: Centerstone
White Avenue – Dede Wallace Campus
• Outpatient Services: psychiatric
evaluation & assessment, medication
management, individual, group &
family therapy, case management
services
• Staff: Psychiatrists, psychiatric nurse
practitioners, nurses, licensed
professional counselors, licensed
clinical social workers, case managers
• Primary duties: individual therapy
sessions
• Collaboration: weekly staff meetings +
constant consultation

Venture Circle
• Outpatient Services: individual &
group therapy, psychiatric evaluation,
medication management, case
management
• Staff: Psychiatrist, psychiatric nurse
practitioner, nurse, licensed clinical
social workers, case managers
• Primary duties: intakes/assessments,
individual therapy sessions,
psychosocial rehabilitation
• Collaboration: weekly staff meetings

Site #2:
Vanderbilt Comprehensive Care Clinic (VCCC)
• Vanderbilt Program in Interprofessional Learning (VPIL)  longitudinal clinical
experience
• 4 members per team: medical, nurse practitioner, pharmacy, & social
work/counseling students
• Services: medication evaluation and follow-up care for HIV/AIDs, medical case
management, medication reconciliation and adherence counseling, mental
health services, nutrition assessment and guidance, outreach and education
• Staff: physicians & nurse practitioners, pharmacists, psychiatrist, psychiatric nurse
practitioner, dietitian, social workers, intake coordinators
• Primary duties: medication reconciliation and mental health screenings
• Collaboration: VPIL students consult with assigned physician about each patient
prior to the physician seeing the patient. VPIL team meets at the end of each
clinic day to de-brief and consult about cases seen

VCCC from a Counseling Lens
Common Themes Among Patients

• Stigma
• Often lack social supports
• History of loss & trauma
• Co-occurring disorders:
• Major Depressive Disorder
• Bipolar I Disorder
• Generalized Anxiety Disorder

• Sleeping & eating concerns

Role of the counselor
• Screening and assessment for
depression, anxiety, and other mental
health concerns
• Validation of patient’s loss/trauma
experience & associated emotions
• Provide psychoeducation on self-care
and healthy boundaries
• Motivational interviewing to
overcome treatment barriers
• Referrals to sleep hygiene,
mindfulness, and other stress
reduction resources

what we know
Sickle cell and
depression
Sickle
cell disease (SCD) is a chronic
illness that ...has a medium to high
comorbidity rate with depression.

Compared to the general population,
the rate of depression among patients
with SCD is 5 times higher (Adam,
Flahiff, Kamble, et al. 2017).
In 2017, a study conducted on SCD and
depression prevalence among patients,
about 35% of adult patients with SCD
had moderate to severe depression and
“stronger associations with worse
quality of life outcomes” (Adam et al.).

Standard of care
guidelines
●

Referrals for mental health
services

●

Prescription antidepressants

●

Triage to the ED for Psych
consult for suicidal ideation

●

Utilization of Pain Action Plan
(PAP) to titrate medication

Limitations to access
●

Lack of awareness to
available mental health
providers

●

Cost of services

●

Establishing care with a new
provider

●

Insurance barriers

●

Cultural mistrust

●

Transportation

approach
A client-centered (or person-centered) builds on
patient centered care and takes into consideration
the relationship between the mental, physical,
emotional, and spiritual aspects of a client, rather
than a linear approach that seeks to assess or treat
the client from only one dimension of the whole
person (Cloninger, 2013).
Client-centered therapy is a non-directive approach
to counseling that incorporates the concepts of
unconditional positive regard, empathetic
understanding, genuine affect, and culturally
responsive care (Meyer & Zane, 2018).

Conceptualization and
Intervention
Core Competencies
Unconditional Positive Regard
Empathetic Understanding
Genuine Affect (transparency)
Culturally Responsive Care

●

Motivational Interviewing

●

Cognitive Behavior Therapy

●

Mind-Body Counseling

●

Psychoeducation

●

Mindfulness-based strategies

goals
Aim 1

Aim 2

Aim 3

Empower and provide
emotional support to
patients through facilitating
a safe, non-judgmental,
and compassionate
therapeutic environment.

Decrease psychological
distress from psychosocial
stressors through
psychoeducation and
implementation of coping
strategies.

Increase medication
adherence and compliance
with pain action plan
during pain episodes for
improved health outcomes.

CLIENT ONE
●

22 yo, Black female

●

Pan-sexual (they/them/their)

●

Single

•

Unemployed—disability

●

Treatment start - 6/28/19 (5 visits)

●

Lives with family in Nashville

●

Last ED visit - 5/6/19

●

Adopted

●

Last Admission- 4/10/19

•

10.13.XX

09.05.XX

●

Hx diagnosis of ADHD and claustrophobia
in elevators

●

Hx of past and recent sexual trauma, gun
violence, and kidnapping

Sickle cell—hemoglobin S
○
Managed with Ibuprofen 600 mg and
Oxycodone 15 mg - per PAP
○
CBT - modified exchange
10.20.XX

11.01.XX

presenting concerns

●

●

●

●

Identifies top 3 stressors as money, living with parents, and
closed-minded people
Issues with safety within community and romantic
relationships
Experiencing racism from police, sexism within workplace,
and judgement from family regarding their sexual orientation
Inability to maintain healthy relationships

assessment/treatment plan
Assessment:
●
●

●

●

●

●

Client consistently attends sessions weekly.
The client is very determined, confident in
themselves, resilient, and independent.
Their significant trauma history has a profound
effect on the client’s ability to feel connected
and safe, which impedes on their ability to form
a genuine connection
Developmentally - Trust vs. Mistrust
Little/No social supports causes increased stress
with more frequent pain crises
Fair/Poor insight into how their actions
contribute to unhealthy coping mechanisms and
relational conflict.

Treatment Goals:
●

Work on establishing safety through boundary

setting in romantic relationships
●

Work on building consistency in their daily life

●

and a routine for self-care
Practice conflict resolution skills to maintain
current social supports

●

Process and validate past trauma experiences for
increased self-efficacy

●

Practice skills for independence (resourcing to

social worker for housing, and government aid)

CLIENT TWO
●
●
●
●
●
●

42 yo, Black female
Heterosexual (she/her/hers)
Single
Unemployed - disability
Lives with brother in Nashville
Hx of significant/traumatic losses
(three children and mother)

●

●
●
●

Sickle cell- hemoglobin S
○
Managed with Methadone 10
mg and Oxycodone 30 mg- per
PAP
○
Hydrea- 1000 mg
Treatment start - 5/10/19 (3 visits)
Last ED visit - 6/17/19 & 8/2/19
Last Admission- 4/29/19

presenting concerns

●

●
●
●

Identifies top 3 stressors as feeling sick/pain, loss of kids,
and sickle cell disease
Issues with insomnia and poor sleeping patterns
Anxious thoughts
Trouble building new relationships due to sickle cell pain

assessment/treatment plan
Assessment:
●
●

●
●

●

●
●

Client consistently attends sessions adjacent
to routine clinic appointments
Client displays selfless behaviors towards
others, enjoys working with kids, and playing
computer games
Overuse of distraction techniques to ignore
pain until hospitalization is required
Does not prefer to identify with symptoms of
depression, despite displaying these
symptoms
Developmentally - Generativity vs.
Stagnation
Has stable social supports
Poor sleeping habits/patterns due to racing
thoughts/preoccupations with tasks she’s
accepted

Treatment Goals:
●

Mindfulness practices for pain

●

management
Mindfulness practice (body scan) to

identify pain intensity and subsequent
plan to decrease hospitalizations
●

Feelings identification work
Practices for boundary setting with

●

family and friends
Provide sleep hygiene practices

●

impact
Preventio
n

Interventi
on
ED/
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Pain
Crisis

Clien
t

Psych

Stressor

Bio

Social
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Community Mental Health- Centerstone
Client D.W.
49 year old, heterosexual Caucasian male. Single with no kids, never
married. Originally from Nashville. Parents are still married, had 2 brothers
and 1 sister. Doomsday prepper. Very strong conservative values.
Physical health problems: diabetes, hypertension, congestive heart failure,
neuropathy, glaucoma, chronic back pain
Mental health concerns: substance use disorder, major depressive disorder
Sociocultural issues: lack of social supports, unpleasant living situation, on
disability (poverty), childhood neglect and family discord, death of brother,
past occupational (vicarious) trauma

• Loss history: death of closest brother, loss of autonomy from medical
complications, lack of close & meaningful relationships
• Trauma and Loss symptoms: nightmares, social isolation, avoidance of
reminders, hostility, mistrust, loss of interest or pleasure in activities,
loneliness, insomnia, emotional detachment
• Addiction history: severe substance use in adolescence/early adulthood,
recovery for multiple years until back injury that led to disability,
prescribed opiates since then and reports he is addicted again

• Medical history: onset of diagnoses following initial back injury in mid-30’s

Treatment plan and strategies
• Client seen for six, 1-hour sessions
• Treatment Plan: decrease symptoms related to depression and
anxiety, grieve loss of brother, learn and utilize coping skills, increase
social interaction
• Strategies: developing trust and building rapport, increasing
opportunities for social support, increasing medical compliance,
psychoeducation, consistent meeting times and structure, reframing
”resistance” and defense mechanisms, narrative work, uncovering
cycles
• Evidence based practices: Motivational Interviewing, short term CBT,
mindfulness based interventions
• Interprofessional meetings: Psychiatrist, Psychiatric nurse
practitioner, nursing staff, Social worker/case manager

Opiate use in adolescence/
early adulthood

Addiction

Recovery

Back Injury

Prescribed opiates for pain
relief

Physical
Health
Diagnosis
Lack of
medication
and
appointment
compliance

Depression

Physical Health
Complications

New Physical
Health Diagnosis

Depression

Lack of
Social
Support

Isolation

Depression

Behavioral Health Competencies:
Health Resources and Services Administration
Competencies in Trauma
Interdisciplinary Core
Competencies
• Provide Patient-Centered
Care
• Demonstrate ability to relate
and collaborate with
professionals from different
disciplines

• Learn how to make a
collaborative treatment plan
• Identify Evidence Based
Practices in Formulation of
TX

Identify principles that describe
trauma informed treatment
Describe effects of trauma
Describe developmental trajectories of
trauma
Tailor trauma interventions to be
culturally adaptive

Cultural Competencies
Demonstrate sensitivity in working
with diverse populations
Increase knowledge skills and
awareness of diverse clients in
diverse settings

Integrated Care Models
https://www.integration.samhsa.gov/integrated-care-models/CIHS_Framework_Final_charts.pdf

Level 1 & 2 - Coordinated

• Key Element-Communication
• Minimal to Basic Collaboration

• Communicates Rarely
• Separate Facilities

•
•
•
•
•

Level 3 & 4 - Co Located
Key Element- Physical Proximity
Collaboration – Some team meetings
Share facility and/or space
Regular face to face interaction
Basic Understanding of Roles

• Views other as Resource
Level 5 & 6 – Integrated
• Key Element- Practice Change
• Collaboration: Part of Care Team
• Meet regularly and routinely
• In-depth Understanding of Roles

