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LEARNING OBJECTIVES
Learners will demonstrate the ability to:

• Explain the background and perspectives on Resident Assault.
• Explain factors that may lead to Aggressive Behavior.
• Contribute to creating a Trauma-Informed Practice.
• Understand facility and staff responsibility to safeguard residents
• Identify strategies for preventing victimization
• Identify services available for Sexual Assault victims. 
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STATE REGULATIONS
Title 10 of New York Codes, Rules, and Regulations § 415.3(d)(1)(vii) –
Resident’s Rights

• (d) Protection of Legal Rights. (1) Each resident shall have the right to:(vii) be free 
from verbal, sexual, mental or physical abuse…

Title 10 of New York Codes, Rules, and Regulations § 415.4(b)(1)(i) - Resident 
behavior and facility practices

• (b) Staff treatment of residents. The nursing home shall develop and implement 
written policies and procedures that prohibit mistreatment, neglect or abuse of 
residents and misappropriation of resident property.(1) The facility shall: (i) not 
use, or permit verbal, mental, sexual or physical abuse, including corporal 
punishment, or involuntary seclusion of residents.

Presenter Notes
Presentation Notes
Are residents sexually assaulted in Long-Term Care?-Yes give examples

Resident to Resident Sexual Assault / Abuse
It was determined that on nine separate occasions, a cognitively intact resident had sexually inappropriate contact with cognitively impaired residents.  The facility failed to implement adequate interventions to safeguard the residents, which resulted in repeated instances of sexual abuse which places all residents at risk for abuse. 

Staff to Resident Sexual Assault / Abuse
A resident reported to multiple staff that they had been sexually assaulted by a certified nursing assistant.  There is no documented evidence that an investigation was initiated by the facility.  The accused certified nursing assistant was not removed from the schedule pending an outcome of an investigation and instead remained on the same unit where the resident resided.  The allegation was never reported to the Department of Health, nor to law enforcement by the facility, and the administrator was not made aware of the allegation either.  Investigation by the Department of Health substantiated the allegation.

Resident to Staff Sexual Assault / Abuse
A cognitively intact male resident with a history of sexually inappropriate behaviors was verbally and physically inappropriate to female staff and residents.  There were no documented interventions to address the male resident’s ongoing behaviors and no protections in place for a cognitively impaired female resident who was found in a sexually compromised position with the male resident.  When female staff reported the inappropriate male resident’s behaviors directed toward themselves, such as vulgar sexual comments and physical contact by the male resident, staff were told to just ignore the behavior. 
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PUBLIC HEALTH LAW SECTION 2803-D
The operator and their employees and subcontractors; a nursing home administrator; physician; 
medical examiner; coroner; and other medical clinicians must report when they have a “…reasonable 
cause to believe that a person receiving care or services in a residential health care facility has been 
abused, mistreated, neglected or subjected to the misappropriation of property by other than a person 
receiving care or services in the facility..”

Any visitor or other person with who suspects abuse, mistreatment, neglect or misappropriation of a 
person receiving care or services in a residential health care facility, may report the same.

Reports must be made immediately by telephone and in writing within 48-hours to the Department.

Presenter Notes
Presentation Notes
Are residents sexually assaulted in Long-Term Care?-Yes give examples

Resident to Resident Sexual Assault / Abuse
It was determined that on nine separate occasions, a cognitively intact resident had sexually inappropriate contact with cognitively impaired residents.  The facility failed to implement adequate interventions to safeguard the residents, which resulted in repeated instances of sexual abuse which places all residents at risk for abuse. 

Staff to Resident Sexual Assault / Abuse
A resident reported to multiple staff that they had been sexually assaulted by a certified nursing assistant.  There is no documented evidence that an investigation was initiated by the facility.  The accused certified nursing assistant was not removed from the schedule pending an outcome of an investigation and instead remained on the same unit where the resident resided.  The allegation was never reported to the Department of Health, nor to law enforcement by the facility, and the administrator was not made aware of the allegation either.  Investigation by the Department of Health substantiated the allegation.

Resident to Staff Sexual Assault / Abuse
A cognitively intact male resident with a history of sexually inappropriate behaviors was verbally and physically inappropriate to female staff and residents.  There were no documented interventions to address the male resident’s ongoing behaviors and no protections in place for a cognitively impaired female resident who was found in a sexually compromised position with the male resident.  When female staff reported the inappropriate male resident’s behaviors directed toward themselves, such as vulgar sexual comments and physical contact by the male resident, staff were told to just ignore the behavior. 
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FEDERAL REGULATIONS
Title 42 Code of Federal Regulations § 483.12 Freedom 
from abuse, neglect, and exploitation.
The resident has the right to be free from abuse, neglect, misappropriation of 
resident property, and exploitation as defined in this subpart.

Social Security Act Sections §§ 1819(c)(1)(A)(ii) and 
1919(c)(1)(A)(ii) 
Each resident has the right to be free from, among other things, physical or mental 
abuse and corporal punishment. The facility must provide a safe resident 
environment and protect residents from abuse

Presenter Notes
Presentation Notes
Are residents sexually assaulted in Long-Term Care?-Yes give examples

Resident to Resident Sexual Assault / Abuse
It was determined that on nine separate occasions, a cognitively intact resident had sexually inappropriate contact with cognitively impaired residents.  The facility failed to implement adequate interventions to safeguard the residents, which resulted in repeated instances of sexual abuse which places all residents at risk for abuse. 

Staff to Resident Sexual Assault / Abuse
A resident reported to multiple staff that they had been sexually assaulted by a certified nursing assistant.  There is no documented evidence that an investigation was initiated by the facility.  The accused certified nursing assistant was not removed from the schedule pending an outcome of an investigation and instead remained on the same unit where the resident resided.  The allegation was never reported to the Department of Health, nor to law enforcement by the facility, and the administrator was not made aware of the allegation either.  Investigation by the Department of Health substantiated the allegation.

Resident to Staff Sexual Assault / Abuse
A cognitively intact male resident with a history of sexually inappropriate behaviors was verbally and physically inappropriate to female staff and residents.  There were no documented interventions to address the male resident’s ongoing behaviors and no protections in place for a cognitively impaired female resident who was found in a sexually compromised position with the male resident.  When female staff reported the inappropriate male resident’s behaviors directed toward themselves, such as vulgar sexual comments and physical contact by the male resident, staff were told to just ignore the behavior. 
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GUIDANCE
The State Operations Manual, Appendix PP

Citation F600 – Free From Abuse and Neglect

Capacity and Consent

Sexual Abuse is defined at Title 42 of the Code of Federal Regulations § 483.5 as 
“non-consensual sexual contact of any type with a resident.”

Presenter Notes
Presentation Notes
Residents have the right to engage in consensual sexual activity. However, anytime the facility has reason to suspect that a resident may not have the capacity to consent to sexual activity, the facility must take steps to ensure that the resident is protected from abuse. 

Sexual abuse includes, but is not limited to: 
Unwanted intimate touching of any kind especially of breasts or perineal area; 
All types of sexual assault or battery, such as rape, sodomy, and coerced nudity; 
Forced observation of masturbation and/or pornography; and 
Taking sexually explicit photographs and/or audio/video recordings of a resident(s) and maintaining and/or distributing them (e.g. posting on social media). This would include, but is not limited to, nudity, fondling, and/or intercourse involving a resident. 


Generally, sexual contact is nonconsensual if the resident either: 
Appears to want the contact to occur, but lacks the cognitive ability to consent; or 
Does not want the contact to occur. Other examples of nonconsensual sexual contact may include, but are not limited to, situations where a resident is sedated, is temporarily unconscious, or is in a coma.


Any investigation of an allegation of resident sexual abuse must start with a determination of whether the sexual activity was consensual on the part of the resident. A resident’s apparent consent to engage in sexual activity is not valid if it is obtained from a resident lacking the capacity to consent, or consent is obtained through intimidation, coercion or fear, whether it is expressed by the resident or suspected by staff. Any forced, coerced or extorted sexual activity with a resident, regardless of the existence of a pre-existing or current sexual relationship, is considered to be sexual abuse. A facility is required to conduct an investigation and protect a resident from non-consensual sexual relations anytime the facility has reason to suspect that the resident does not wish to engage in sexual activity or may not have the capacity to consent
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FACILITY RESPONSIBILITIES
It is the facility’s responsibility to ensure that all staff are trained and are 
knowledgeable in how to React and Respond appropriately to resident behavior.

Some facilities have identified that they are in compliance with regulation because that 
they could not foresee that abuse would occur and they have “done everything to 
prevent abuse.”

However, this interpretation is inconsistent with the regulation, which states that “the 
resident has the right to be free from verbal, sexual, physical, and mental abuse…”

Therefore, if the survey team has investigated and collected evidence that abuse has 
occurred, it is appropriate for the survey team to cite non-compliance at F600-Free 
from Abuse and Neglect. 

Presenter Notes
Presentation Notes
… such as conducted screening of potential employees, assessed residents for behavioral symptoms, monitored visitors, provided training on abuse prevention, suspended or terminated employment of the perpetrator, developed and implemented policies and procedures to prohibit abuse, and met reporting requirements. 

Survey team will use observation / interview / record review to gather and corroborate information 
staffing rosters to determine staffing at the time of the alleged abuse, timecards for staff on duty at the time, and conduct staff interviews to determine whether there was adequate monitoring and supervision of staff at the time of the allegation 
staff training logs to determine whether staff was trained on abuse prevention, and review the alleged perpetrator personnel records, including screening and disciplinary records.   
history of distressed behaviors that could place residents at risk, whether resident assessments identified concerns related to behavior, mood, cognitive status, communication, and mobility
whether care planning addressed the concerns identified with specific interventions, whether interventions were implemented, and whether there was adequate monitoring and supervision of the resident(s).
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CATEGORIES OF ABUSE CITATIONS 
Abuse / Assault can be physical, verbal, mental, sexual or a combination

Abuse can result in Physical and / or Psychosocial Harm

• Resident-to-Resident Abuse

• Visitor-to-Resident Abuse

• Staff-to-Resident Abuse

• Resident-to-Staff Abuse

It is important to note that there are resources available to victims of sexual assault.
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VOLUME OF ABUSE CITATIONS BY TYPE (F600) IN 2024
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Presenter Notes
Presentation Notes
In 2024 - Half of Resident-to-Resident abuse citations were physical abuse and half were sexual abuse – accounting for around 54%
46% of abuse citations were staff to resident abuse with the majority being physical abuse
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SEXUAL ABUSE / ASSAULT
Sexual contact is nonconsensual if the resident either: 

• Appears to want the contact to occur, but lacks the cognitive ability to consent; or 

• Does not want the contact to occur. 

A facility is required to conduct an investigation and protect a resident from non-
consensual sexual relations anytime the facility has reason to suspect that the 
resident does not wish to engage in sexual activity or may not have the capacity to 
consent.

Any investigation of an allegation of resident sexual abuse must start with a 
determination of whether the sexual activity was consensual on the part of the 
resident

Presenter Notes
Presentation Notes

Are residents sexually assaulted in Long-Term Care?-Yes give examples

Resident to Resident Sexual Assault / Abuse
It was determined that on nine separate occasions, a cognitively intact resident had sexually inappropriate contact with cognitively impaired residents.  The facility failed to implement adequate interventions to safeguard the residents, which resulted in repeated instances of sexual abuse which places all residents at risk for abuse. 

Staff to Resident Sexual Assault / Abuse
A resident reported to multiple staff that they had been sexually assaulted by a certified nursing assistant.  There is no documented evidence that an investigation was initiated by the facility.  The accused certified nursing assistant was not removed from the schedule pending an outcome of an investigation and instead remained on the same unit where the resident resided.  The allegation was never reported to the Department of Health, nor to law enforcement by the facility, and the administrator was not made aware of the allegation either.  Investigation by the Department of Health substantiated the allegation.

Resident to Staff Sexual Assault / Abuse
A cognitively intact male resident with a history of sexually inappropriate behaviors was verbally and physically inappropriate to female staff and residents.  There were no documented interventions to address the male resident’s ongoing behaviors and no protections in place for a cognitively impaired female resident who was found in a sexually compromised position with the male resident.  When female staff reported the inappropriate male resident’s behaviors directed toward themselves, such as vulgar sexual comments and physical contact by the male resident, staff were told to just ignore the behavior. 
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SEXUAL ABUSE / ASSAULT
Facility Responsibilities

For any alleged violation of sexual abuse, the facility must: 

• Immediately implement safeguards to prevent further potential abuse; 

• Immediately report the allegation to appropriate authorities; 

• Conduct a thorough investigation of the allegation; and 

• Thoroughly document and report the result of the investigation of the allegation.

It is important to note that there are resources available to victims of sexual assault.

Presenter Notes
Presentation Notes
Allegations of Resident To Resident Sexual Abuse 

Studies show that a considerable amount of unwanted sexual contact in nursing homes may be initiated by a resident who is sexually aggressive as a result of disease processes such as brain injuries or dementia. 
In addition, a resident may have a pre-occupation for sexual activity, or have had a prior history of sexual abuse. The resident who is sexually aggressive may target a resident who is unable to protect him/herself, and may involve various types of sexual aggression such as fondling both over and under clothing, masturbation in the presence of another resident and is unwanted by that other resident, forcing oral sex, or sexual intercourse. 


Residents have the right to engage in consensual sexual activity. However, anytime the facility has reason to suspect that a resident may not have the capacity to consent to sexual activity, the facility must take steps to ensure that the resident is protected from abuse. 

Sexual abuse includes, but is not limited to: 
Unwanted intimate touching of any kind especially of breasts or perineal area; 
All types of sexual assault or battery, such as rape, sodomy, and coerced nudity; 
Forced observation of masturbation and/or pornography; and 
Taking sexually explicit photographs and/or audio/video recordings of a resident(s) and maintaining and/or distributing them (e.g. posting on social media). This would include, but is not limited to, nudity, fondling, and/or intercourse involving a resident. 


Generally, sexual contact is nonconsensual if the resident either: 
Appears to want the contact to occur, but lacks the cognitive ability to consent; or 
Does not want the contact to occur. Other examples of nonconsensual sexual contact may include, but are not limited to, situations where a resident is sedated, is temporarily unconscious, or is in a coma.


Any investigation of an allegation of resident sexual abuse must start with a determination of whether the sexual activity was consensual on the part of the resident. A resident’s apparent consent to engage in sexual activity is not valid if it is obtained from a resident lacking the capacity to consent, or consent is obtained through intimidation, coercion or fear, whether it is expressed by the resident or suspected by staff. Any forced, coerced or extorted sexual activity with a resident, regardless of the existence of a pre-existing or current sexual relationship, is considered to be sexual abuse. A facility is required to conduct an investigation and protect a resident from non-consensual sexual relations anytime the facility has reason to suspect that the resident does not wish to engage in sexual activity or may not have the capacity to consent
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VICTIMIZATION… AT RISK FOR
Vulnerabilities / Risk management - Comprehensive multi-disciplinary team approach 

(Medical / Nursing / Social Work / Activities/ Therapy / Dietary/ Environmental)

Resident Assessment

• Person Centered Care – Care Planning

• Behaviors / Communication / Cognitive Decline / Dementia

Facility Assessment

• Staffing

• Environment

Assessment is always ongoing… including assessment of the interventions

Presenter Notes
Presentation Notes
Resident Assessment – both perpetrators and victims of abuse (perpetrators of abuse can also be identified as victims too)

Staff should monitor for any behaviors that may provoke a reaction by residents or others, which include, but are not limited to: 
• Verbally aggressive behavior, such as screaming, cursing, bossing around/demanding, insulting to race or ethnic group, intimidating; 
• Physically aggressive behavior, such as hitting, kicking, grabbing, scratching, pushing/shoving, biting, spitting, threatening gestures, throwing objects; 
• Sexually aggressive behavior such as saying sexual things, inappropriate touching/grabbing; 
• Taking, touching, or rummaging through other’s property; and 
• Wandering into other’s rooms/space       

Facility Assessment
Staffing - Lack of staff / qualified individuals / education / stressful working conditions and burnout
Environmental Factors – floor layout / locked units / communal areas – dining / activities / sounds / lighting

Ongoing Assessment - If the facility did not evaluate the effectiveness of the interventions and staff did not provide immediate interventions to assure the safety of residents, then the facility did not provide sufficient protection to prevent resident to resident abuse. For example, redirection alone is not a sufficiently protective response to a resident who will not be deterred from targeting other residents for abuse once he/she has been redirected. 
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RESOURCES FOR VICTIMS
• The New York State Office of Victim Services provides critical 

services and supports to crime victims and their families.

• The Office of Victim Services outlines victims’ rights in a booklet 
available at https://ovs.ny.gov/help-crime-victims.  

• Sexual assault and rape victims have a right to be notified about the 
nearest rape crisis center.  The Domestic and Sexual Violence 
Hotline is 1-800-942-6906. 

https://ovs.ny.gov/help-crime-victims
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BEHAVIOR
Behavior is:
• The response of a person to the environment.
• An outward expression of an inward emotion or need.
• Actions based on complex factors which are often more than just 

the obvious.

Behaviors serve a purpose.
• Getting something wanted, or 
• Avoiding something unwanted

Behavior is driven by needs.

Presenter Notes
Presentation Notes
Working Definition of Behavior

On the slide are some working definitions of behavior. While many behaviors can be positive, in this context we're going to talk about behaviors that challenge us. 

What is behavior?

The response of a person: We will be talking about many environmental factors that could affect a person’s behavior. If we think about our own lives, there are behaviors we have in response to the environment too. If we go home and a partner, roommate, or child is angry with us, and we can feel the tension in the air would that change some of our behaviors (response to the environment)? As humans, it is natural for our behaviors to change as our environment does, and it is important for us to constantly consider that when working in mental health.

An outward expression: All behavior has meaning; it is motivated by something that has meaning to the person. We may not understand it, and the person at the time may not understand it either, but our job is to respond with empathy and support. For example, a person who refuses to move on to the next scheduled activity could be hungry and need food. They could additionally have a history of trauma that is triggered by hunger pains. The behavior we see could be expressing the need for food and a change to the routine. If this behavior is ignored and the need is not addressed, we are likely to see additional behaviors as the individual attempts to get their needs met.

Actions based on complex factors: As you can see in all the definitions, we are looking at behavior as being dictated by underlying needs, problems, or unresolved conflicts. People’s perceptions drive all people’s behavior, including staff. Behavior is an individual’s way of trying to tell you something. When people have been through trauma exhibit a behavior that seems negative or disruptive to us, it may very well be an attempt to communicate a need for attention, space, understanding, a physical need, or something else. The behavior may be an unconscious and automatic response to a need not being met. There may be a lot going on for the individual that we are not even aware of. Staff must act as investigators; their responsibility is to understand why an individual’s behavior has changed. The only way to find out why behavior has changed is to discuss, assess, and work with the individual.

Behavior doesn’t just happen—it serves a purpose. 

Principles of Behavior: A Guide to How We See Behavior

The principles of behavior help us look at why people engage in certain behaviors. Identifying behaviors gives us insight into the “why” of the behavior. Looking at the purpose of the behavior helps in the creation of individualized plans.
 
Behaviors serve a purpose: Behavior could be an individual’s way (often unconscious) of either getting something they need or want, or of avoiding something they don’t want or that feels unsafe.
 
Behavior is driven by needs: 
An individual may be feeling overwhelmed by biological, psychosocial, and environmental factors, display a behavior, and try to get their need met without even consciously knowing what’s happening. For example, Matthew is waiting for an appointment with his therapist. He had to skip breakfast, the room is cold, and he’s feeling anxious about what his therapist wants to talk about today. Feeling impatient, he pushes all the magazines off the table and yells, “What is wrong with you people? I’ve been waiting forever!” He may need attention, help, or could be responding to the anxiety of not knowing what’s about to happen. This behavior is an attempt to get some need met. Maybe he feels a need to take some control over what’s happening to him, and he could be feeling neglected and/or unimportant. There could be a lot going on behind this behavior. As staff, we want to understand the “why” of the behavior and how we can help address the underlying needs so that the person does not need to display this aggressive or unwanted behavior.

It is important and helpful for staff to understand the “why” of a behavior so we can work with the person to find ways to increase behaviors that help them in their recovery. At the same time, I do not need to know the “why” of a behavior to know there always is a “why.” Knowing that means it is easier to respond and not react or take something personally. Looking at it another way, it is hard to respond therapeutically if I feel attacked or manipulated. If I know that the person has a “why”, I am less likely to react or feel these emotions.

Positive and negative consequences: Once the behavior is demonstrated, what comes next will influence whether the behavior happens again. 
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AGGRESSIVE BEHAVIOR: CONTRIBUTING FACTORS

BIOLOGICAL

PSYCHOSOCIAL

ENVIRONMENTAL

Presenter Notes
Presentation Notes
Biological Factors 

Here, we are looking at things that are going on in the body that may lead to aggressive behavior.

Trainer note: After the group presents biological newsprint, click forward for bullets to appear. Compare responses to PowerPoint.
 
Underlying medical conditions: Medical conditions (hypertension, diabetes, hormonal imbalance, etc.) and associated pain can influence behavior. For many people living with chronic illness, the understanding of their own vulnerability to pain, suffering, or death can bring shock, disbelief, frustration, terror, and heightened anxiety about the future. Driving by the hospital/doctor’s office, testing and treatment procedures, or interactions with doctors can be triggering. A thorough review of an individual’s past medical history is one of the assessments that leads to the development of a comprehensive treatment plan.
 
Neurological impairments: Brain disorders can lead to aggressive behavior, low tolerances, and frustration. Clinical staff members should be aware of histories involving injury or head trauma. Individuals diagnosed with Temporal Lobe Seizure Disorder can display personality changes, sensory hallucinations, and “panic attacks” as part of a precursor to the seizure or during the seizure. Traumatic Brain Injuries (TBIs), Alzheimer's, Autism Spectrum Disorders, and other developmental disabilities would fall under this category.
 
Effects of chemical substances: Chemically induced changes in individual behavior may occur both as a result of substance use and due to unintended reactions to prescribed drugs. In addition to being alert to signs of chemically-induced psychosis when an individual is admitted, it is important to recognize the long-term impact that drugs may have on an individual’s behavior.  
Common examples:
Hallucinogens (LSD and Mushrooms) 
“K2” (Synthetic marijuana)
Opiates (Codeine, Hydrocodone, Oxycodone, Heroin, and Methadone) 
Prescribed drugs 
Steroids
Herbal remedies
Over-the-counter medications.
 
When an individual is exhibiting increasing and/or sudden negative behavior symptoms, staff members should:
Report symptoms to the RN or medical provider
Assess the length of time for onset of behavior
Review duration of the symptoms
Determine availability of drugs to the individual
Review individual histories
Review recent changes in medications
Evaluate the potential for substance use
 
It is important to emphasize the need for timeliness of this notification as it may be that the individual is close to a medical emergency.
 
Psychotic symptoms: While not all psychiatric symptoms are linked to aggression, specific symptoms are highly correlated with aggression. Paranoid delusions and hallucinations that command violence are symptoms that may lead to aggression.

 It is important to understand the specific nature of these symptoms, the extent to which the individual differentiates these symptoms from reality, and the potential threat these symptoms pose to the individual or others.

Psychosocial Factors 

Here, we are looking at the interaction of mental, emotional, and relational factors that might lead to aggressive behavior.

Trainer note: After the group presents psychosocial newsprint, click forward for bullets to appear. Compare responses to PowerPoint.
 
All the factors on this slide can impact the likelihood of seeing aggression in our settings. The more restrictive a program and its rules are, the more likely we are to see individuals acting in aggressive ways. This aggression may be an attempt to take back some of their power, autonomy, and choice. Therefore, staff should be offering choices whenever possible, from treatment options, to calming choices, routines and appointment times, and anywhere else they can find flexibility. Staff should also avoid making threats or using a condescending tone. We are more likely to see crisis and aggression when individuals feel like power is taken away from them. 
 
Lack of choices: Often individuals in our programs feel and experience a very real lack of choices. They may be told where they must live, who they must live with, and what treatment goals to be working towards. They may feel they do not have a say. This is especially real for our individuals who are mandated to services, are on locked units, and who are in forensic settings. It is important to let them make as many choices as they can.
Lack of autonomy: Because of restrictions on individuals in our care, they may feel they have little or no control over their future and their lives. When choices are made for them, they may feel frustrated, angry, powerless, and want to strike out at anyone who seems to be taking away their control.
 
Isolation: Though our programs are meant to be supportive, they can also unintentionally isolate people from their support networks. This could be because of physical location of the program, stigma about mental illness, court orders that remove individuals from their previous situations, or other reasons. It can be destabilizing and scary to be removed from the people you’re comfortable with and that could lead to anger and aggression.
 
Staff: 
Attitudes: Everyone can be affected by the attitudes of the people around them. The way we feel about a particular individual, our job, or our coworkers impacts our response to a change in an individual’s behavior. It is difficult to remain therapeutic 100% of the time; however, that is the expectation. Negative staff attitudes that are more controlling, coercive, or intimidating, will often provoke aggressive responses from individuals. Staff who are uncaring create an unfriendly environment that often leads to individuals feeling alone and unsafe. Those feelings can fuel aggressive responses from triggered individuals. Keep in mind people who have experienced trauma are sensitive to the attitudes of people close to them (especially if those people have some authoritative relationship with them). 
Behavior: Just as staff’s attitude can trigger a behavior, the way staff act can also trigger a response. If staff behave in an unusual way, it could trigger a reaction in the individual who relies on that person. For example, if a staff person comes in every morning and says hello to an individual in care and for some reason doesn’t this morning, it could trigger something in that individual (e.g., a feeling of abandonment, rejection, etc.).
Body language/voice tone: When we are interacting with someone, our body language, voice tone, and word choice all work together to communicate a message. If not congruent, they can be triggering for an individual. For example, if an individual believes, “No one ever listens to me,” and during a conversation with a staff person, the staff person appears disinterested, the facial expression alone may trigger an individual to feel angry. Later today, we will discuss further the importance of our body language, voice tone, and word choice when interacting with individuals.
 

Power difference: Staff need to recognize the many ways that we have power over the individuals. We often are empowered to make choices for individuals or to give them suggestions. We also can make recommendations about their care and their future. We are able to create notes about the individual’s progress and influence what others think about them. It’s a power that must be constantly managed and limited because our power can feel very threatening to individuals in our care.
 
Major life stressors: It is likely that when we are seeing individuals they are not at their best. If they are already struggling to address their mental health issues and additional stressors are piled on, they may be unable to control their behaviors and show aggression.
 
Trauma history: An individual’s experience with trauma could lead them to show aggression because their brains are “stuck” in fight, because they have learned they need to strike out first in order to protect themselves, and because their brain has a hard time distinguishing what is a threat and what isn’t.

Unwelcome news: No one enjoys receiving bad news; for a person who lacks a support system and/or coping skills, this could be a trigger. Unwelcome news can include someone else’s positive news that is perceived as negative based on an individual’s history.
 
Staff’s lack of cultural awareness: Different cultures view different behaviors as respectful and/or disrespectful. Areas that are influenced by a person’s culture include: eye contact, personal space, expressing feelings openly, greetings, acceptable dress, offering of food, religion, gender identity and roles, etc. Also consider microaggressions discussed in TIP. Any cultural, historical, and gender issues that convey negative, disparaging, or hurtful messages to an individual because of their status in a marginalized group could in turn trigger a reaction and when repeated over time can be traumatic.


 
Trauma-related brain changes: For people who have experienced severe trauma, sections of their brain may not be functioning at full capacity. This may make it very difficult or even impossible for them to think rationally when they are triggered. When a traumatized person is triggered, their behavioral response is a survival skill or instinct. This is particularly true if the trauma occurred at an early age.  They may not be physically able to speak when they are triggered because of the brain impairment and the way their brain has been wired to survive. They may get “stuck” in a fight, flight, or freeze response. You can also consider what we learned about emotional dysregulation in TIP. 
Environmental Factors 

Here, we are looking at the interaction between an individual and their surroundings that may lead to aggressive behavior.

Trainer note: After the group presents the environmental newsprint, click forward for bullets to appear. Compare responses to PowerPoint.
 
Stress of shared housing: This ties in with a lack of choices, autonomy, and privacy.
 
Restriction of freedoms: Sometimes our treatment requires individuals to give up things they would normally be able to choose. Maybe individuals are not allowed to leave or move freely (locked doors at inpatient facilities), to smoke, use illicit drugs, have sexual relationships, or do some kinds of work. Though we may see the reductions of these things as being progress, it will likely be very difficult for individuals to give them up when they were able to choose them in the past. Even if they were inappropriate choices, they worked to deal with their environment for them. 
 
Lack of privacy: Many individuals desire privacy, whether it is related to keeping information about them private, their personal space, or their emotional vulnerability. Our programs frequently require people to share themselves and their space. This could be very difficult for individuals of varied cultures and personalities.
 
Conflicts among staff: When staff conflicts are not resolved, their behaviors may create a negative atmosphere and could lead to increased aggression if individuals are triggered by it. The individuals learn by observation, and staff are expected to be role models. Staff attitudes play an important role in creating a helpful and hopeful environment.
 
Overcrowding: No one likes to feel crowded, and an individual’s aggression may be triggered if individuals are made to be near people in a space that is too small (bedrooms, dining rooms, day rooms, waiting rooms).
 
Over/under stimulation: Overcrowded living units and prolonged high levels of sensory stimulation have been associated with increased aggression. In the general population, crowds, persistent loud noise, and too much activity can make people irritable. The impact of these factors is often multiplied in a residential setting. Room conditions that are too hot or too cold, or changes in routine may be unsettling. Boredom can be one of the leading causes for disruptive behavior. Providing therapeutic activities is essential. When these negative environmental conditions cannot be modified, staff should watch for negative effects on individuals and employ appropriate interventions.

Time of day, significant event, or season: Remember, these potential triggers involve memories; e.g., something meaningful (good or bad) happened in their life. From that point on, the feeling or thought associated with that event happens each time the memory is triggered. 
Time of Day–could be significant simply because of the time it is or because it is dark at that time an event repeatedly reoccurred.
Significant Event–anniversaries, birthdays, day of assault, court dates, day someone was removed from your home, etc. 
Season–loss of a parent occurred during the spring season or an individual with seasonal affective disorder (SAD), a type of depression that's related to changes in seasons.

Sensory triggers: sights, smells, sounds, taste, touch 
When a reminder of the past triggers people who have been traumatized, the response from their downstairs brain can be an immediate and uncontrollable “fight, flight, or freeze” response. Some examples of these sensory triggers could include:
Smell–staff’s perfume is the same as their attacker, or the smell of alcohol.
Sights–specific colors and images. Maybe the size, build, or appearance of a person (beard, glasses, clothing, scars, tattoos) reminds them of someone from their past.
Sound–Too much noise can stimulate a person who may be experiencing auditory hallucinations or someone who is experiencing mania. Even hearing someone yell out directions or “commands” or saying negative words like, “You always…”, “You never…”, “You’ll be sorry you…”, “You better…”, “Useless” can potentially trigger an individual.
Touch–some people have sensitivity and defensiveness to certain textures or types of touch. For example, being touched when you felt uncomfortable or how someone touched you before an abuse.

Temperature regulation: Temperature regulation is a good example of a typical thing in the environment where everyone has a comfort zone, and it is rare that a setting will be able to please everyone. As mentioned previously, it is important to consider how well we employ appropriate interventions to help people cope with compromises.
 
Changes in routine: An individual may be triggered by a change in their routine. Humans are creatures of habit. We find comfort in knowing what is coming next. A routine gives people a sense of safety and control about what is happening in their lives. We need to be sensitive about changes in routines and providing stability and advance notice when it is applicable and safe to do so with our individuals. Don’t assume that what seems to be a minor change to you is minor for everyone else. 
 
Territoriality: A condition in which humans define their personal space is referred to as territoriality. This may relate to how close another person may come to another individual or to a personal item or area claimed as their own. It is necessary to be aware of territoriality so that neither staff, nor other individuals, violate an individual’s “territory.” It also relates to the safety a person feels in the environment.
 
Rules: People do not respond well to the enforcement of rules (written or unwritten), especially when they feel misunderstood or displaced. Some situations in which rules affect the environment:
Routines of the setting
Appointments being set by the setting and not the individual
Compliance conditions like mandated treatment and medication set by a court, child and family services, treatment plans, etc.
 
Any time the following of a rule becomes more important than the needs of an individual we are serving, there is a direct effect on the environment. This is particularly so if we are dealing with an individual who is emotionally dysregulated. The individual who is dysregulated and others who witness that behavior may feel that we care more about control than helping people.
 
Availability of food/drink: Food and drink can be a trigger because of one’s preferences, culture, and/or history. If a person has a distinct preference or an aversion for a particular food item and their preference or aversion is not recognized, then this could become a trigger. If individuals are not able to access food and drink due to lack of money, transportation, the length of our service meetings, or because they are on a locked unit, this is likely going to cause an increase in aggressive behavior. In addition, individuals are expected to follow the rules of the facility regarding food and drink, yet staff often disregard the individual’s emotions attached to those rules. 

These are just common environmental factors that may lead to aggressive behavior. It is not an exhaustive list.
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BIOLOGICAL FACTOR
• Underlying medical conditions.
• Neurological impairments.
• The effects of chemical substances.
• Psychotic symptoms.
• Trauma response. changes

Presenter Notes
Presentation Notes
Are residents sexually assaulted in Long-Term Care?-Yes give examples

Resident to Resident Sexual Assault / Abuse
It was determined that on nine separate occasions, a cognitively intact resident had sexually inappropriate contact with cognitively impaired residents.  The facility failed to implement adequate interventions to safeguard the residents, which resulted in repeated instances of sexual abuse which places all residents at risk for abuse. 

Staff to Resident Sexual Assault / Abuse
A resident reported to multiple staff that they had been sexually assaulted by a certified nursing assistant.  There is no documented evidence that an investigation was initiated by the facility.  The accused certified nursing assistant was not removed from the schedule pending an outcome of an investigation and instead remained on the same unit where the resident resided.  The allegation was never reported to the Department of Health, nor to law enforcement by the facility, and the administrator was not made aware of the allegation either.  Investigation by the Department of Health substantiated the allegation.

Resident to Staff Sexual Assault / Abuse
A cognitively intact male resident with a history of sexually inappropriate behaviors was verbally and physically inappropriate to female staff and residents.  There were no documented interventions to address the male resident’s ongoing behaviors and no protections in place for a cognitively impaired female resident who was found in a sexually compromised position with the male resident.  When female staff reported the inappropriate male resident’s behaviors directed toward themselves, such as vulgar sexual comments and physical contact by the male resident, staff were told to just ignore the behavior. 
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PSYCHOSOCIAL FACTOR
• Lack of choices.
• Lack of autonomy and ability to get needs met.
• Isolation from support systems.
• Attitudes, behavior, and body language/voice tone.
• Power difference between staff and individuals.
• Major life stressors.
• Trauma history.
• Unwelcome news.
• Lack of cultural awareness.

Presenter Notes
Presentation Notes
Psychosocial Factors 

Here, we are looking at the interaction of mental, emotional, and relational factors that might lead to aggressive behavior.

Trainer note: After the group presents psychosocial newsprint, click forward for bullets to appear. Compare responses to PowerPoint.
 
All the factors on this slide can impact the likelihood of seeing aggression in our settings. The more restrictive a program and its rules are, the more likely we are to see individuals acting in aggressive ways. This aggression may be an attempt to take back some of their power, autonomy, and choice. Therefore, staff should be offering choices whenever possible, from treatment options, to calming choices, routines and appointment times, and anywhere else they can find flexibility. Staff should also avoid making threats or using a condescending tone. We are more likely to see crisis and aggression when individuals feel like power is taken away from them. 
 
Lack of choices: Often individuals in our programs feel and experience a very real lack of choices. They may be told where they must live, who they must live with, and what treatment goals to be working towards. They may feel they do not have a say. This is especially real for our individuals who are mandated to services, are on locked units, and who are in forensic settings. It is important to let them make as many choices as they can.
Lack of autonomy: Because of restrictions on individuals in our care, they may feel they have little or no control over their future and their lives. When choices are made for them, they may feel frustrated, angry, powerless, and want to strike out at anyone who seems to be taking away their control.
 
Isolation: Though our programs are meant to be supportive, they can also unintentionally isolate people from their support networks. This could be because of physical location of the program, stigma about mental illness, court orders that remove individuals from their previous situations, or other reasons. It can be destabilizing and scary to be removed from the people you’re comfortable with and that could lead to anger and aggression.
 
Staff: 
Attitudes: Everyone can be affected by the attitudes of the people around them. The way we feel about a particular individual, our job, or our coworkers impacts our response to a change in an individual’s behavior. It is difficult to remain therapeutic 100% of the time; however, that is the expectation. Negative staff attitudes that are more controlling, coercive, or intimidating, will often provoke aggressive responses from individuals. Staff who are uncaring create an unfriendly environment that often leads to individuals feeling alone and unsafe. Those feelings can fuel aggressive responses from triggered individuals. Keep in mind people who have experienced trauma are sensitive to the attitudes of people close to them (especially if those people have some authoritative relationship with them). 
Behavior: Just as staff’s attitude can trigger a behavior, the way staff act can also trigger a response. If staff behave in an unusual way, it could trigger a reaction in the individual who relies on that person. For example, if a staff person comes in every morning and says hello to an individual in care and for some reason doesn’t this morning, it could trigger something in that individual (e.g., a feeling of abandonment, rejection, etc.).
Body language/voice tone: When we are interacting with someone, our body language, voice tone, and word choice all work together to communicate a message. If not congruent, they can be triggering for an individual. For example, if an individual believes, “No one ever listens to me,” and during a conversation with a staff person, the staff person appears disinterested, the facial expression alone may trigger an individual to feel angry. Later today, we will discuss further the importance of our body language, voice tone, and word choice when interacting with individuals.
 

Power difference: Staff need to recognize the many ways that we have power over the individuals. We often are empowered to make choices for individuals or to give them suggestions. We also can make recommendations about their care and their future. We are able to create notes about the individual’s progress and influence what others think about them. It’s a power that must be constantly managed and limited because our power can feel very threatening to individuals in our care.
 
Major life stressors: It is likely that when we are seeing individuals they are not at their best. If they are already struggling to address their mental health issues and additional stressors are piled on, they may be unable to control their behaviors and show aggression.
 
Trauma history: An individual’s experience with trauma could lead them to show aggression because their brains are “stuck” in fight, because they have learned they need to strike out first in order to protect themselves, and because their brain has a hard time distinguishing what is a threat and what isn’t.

Unwelcome news: No one enjoys receiving bad news; for a person who lacks a support system and/or coping skills, this could be a trigger. Unwelcome news can include someone else’s positive news that is perceived as negative based on an individual’s history.
 
Staff’s lack of cultural awareness: Different cultures view different behaviors as respectful and/or disrespectful. Areas that are influenced by a person’s culture include: eye contact, personal space, expressing feelings openly, greetings, acceptable dress, offering of food, religion, gender identity and roles, etc. Also consider microaggressions discussed in TIP. Any cultural, historical, and gender issues that convey negative, disparaging, or hurtful messages to an individual because of their status in a marginalized group could in turn trigger a reaction and when repeated over time can be traumatic.
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ENVIRONMENTAL FACTOR
• Availability of food and drink.
• Stress of shared housing.
• Restriction of freedoms.
• Lack of privacy.
• Conflicts among staff.
• Overcrowding.
• Over/under stimulation.
• Time of day, season, significant 

event.

• Sensory triggers.
• Temperature regulation.
• Changes in routine.
• Territoriality.
• Rules.

Presenter Notes
Presentation Notes
Environmental Factors 

Here, we are looking at the interaction between an individual and their surroundings that may lead to aggressive behavior.

Trainer note: After the group presents the environmental newsprint, click forward for bullets to appear. Compare responses to PowerPoint.
 
Stress of shared housing: This ties in with a lack of choices, autonomy, and privacy.
 
Restriction of freedoms: Sometimes our treatment requires individuals to give up things they would normally be able to choose. Maybe individuals are not allowed to leave or move freely (locked doors at inpatient facilities), to smoke, use illicit drugs, have sexual relationships, or do some kinds of work. Though we may see the reductions of these things as being progress, it will likely be very difficult for individuals to give them up when they were able to choose them in the past. Even if they were inappropriate choices, they worked to deal with their environment for them. 
 
Lack of privacy: Many individuals desire privacy, whether it is related to keeping information about them private, their personal space, or their emotional vulnerability. Our programs frequently require people to share themselves and their space. This could be very difficult for individuals of varied cultures and personalities.
 
Conflicts among staff: When staff conflicts are not resolved, their behaviors may create a negative atmosphere and could lead to increased aggression if individuals are triggered by it. The individuals learn by observation, and staff are expected to be role models. Staff attitudes play an important role in creating a helpful and hopeful environment.
 
Overcrowding: No one likes to feel crowded, and an individual’s aggression may be triggered if individuals are made to be near people in a space that is too small (bedrooms, dining rooms, day rooms, waiting rooms).
 
Over/under stimulation: Overcrowded living units and prolonged high levels of sensory stimulation have been associated with increased aggression. In the general population, crowds, persistent loud noise, and too much activity can make people irritable. The impact of these factors is often multiplied in a residential setting. Room conditions that are too hot or too cold, or changes in routine may be unsettling. Boredom can be one of the leading causes for disruptive behavior. Providing therapeutic activities is essential. When these negative environmental conditions cannot be modified, staff should watch for negative effects on individuals and employ appropriate interventions.

Time of day, significant event, or season: Remember, these potential triggers involve memories; e.g., something meaningful (good or bad) happened in their life. From that point on, the feeling or thought associated with that event happens each time the memory is triggered. 
Time of Day–could be significant simply because of the time it is or because it is dark at that time an event repeatedly reoccurred.
Significant Event–anniversaries, birthdays, day of assault, court dates, day someone was removed from your home, etc. 
Season–loss of a parent occurred during the spring season or an individual with seasonal affective disorder (SAD), a type of depression that's related to changes in seasons.

Sensory triggers: sights, smells, sounds, taste, touch 
When a reminder of the past triggers people who have been traumatized, the response from their downstairs brain can be an immediate and uncontrollable “fight, flight, or freeze” response. Some examples of these sensory triggers could include:
Smell–staff’s perfume is the same as their attacker, or the smell of alcohol.
Sights–specific colors and images. Maybe the size, build, or appearance of a person (beard, glasses, clothing, scars, tattoos) reminds them of someone from their past.
Sound–Too much noise can stimulate a person who may be experiencing auditory hallucinations or someone who is experiencing mania. Even hearing someone yell out directions or “commands” or saying negative words like, “You always…”, “You never…”, “You’ll be sorry you…”, “You better…”, “Useless” can potentially trigger an individual.
Touch–some people have sensitivity and defensiveness to certain textures or types of touch. For example, being touched when you felt uncomfortable or how someone touched you before an abuse.

Temperature regulation: Temperature regulation is a good example of a typical thing in the environment where everyone has a comfort zone, and it is rare that a setting will be able to please everyone. As mentioned previously, it is important to consider how well we employ appropriate interventions to help people cope with compromises.
 
Changes in routine: An individual may be triggered by a change in their routine. Humans are creatures of habit. We find comfort in knowing what is coming next. A routine gives people a sense of safety and control about what is happening in their lives. We need to be sensitive about changes in routines and providing stability and advance notice when it is applicable and safe to do so with our individuals. Don’t assume that what seems to be a minor change to you is minor for everyone else. 
 
Territoriality: A condition in which humans define their personal space is referred to as territoriality. This may relate to how close another person may come to another individual or to a personal item or area claimed as their own. It is necessary to be aware of territoriality so that neither staff, nor other individuals, violate an individual’s “territory.” It also relates to the safety a person feels in the environment.
 
Rules: People do not respond well to the enforcement of rules (written or unwritten), especially when they feel misunderstood or displaced. Some situations in which rules affect the environment:
Routines of the setting
Appointments being set by the setting and not the individual
Compliance conditions like mandated treatment and medication set by a court, child and family services, treatment plans, etc.
 
Any time the following of a rule becomes more important than the needs of an individual we are serving, there is a direct effect on the environment. This is particularly so if we are dealing with an individual who is emotionally dysregulated. The individual who is dysregulated and others who witness that behavior may feel that we care more about control than helping people.
 
Availability of food/drink: Food and drink can be a trigger because of one’s preferences, culture, and/or history. If a person has a distinct preference or an aversion for a particular food item and their preference or aversion is not recognized, then this could become a trigger. If individuals are not able to access food and drink due to lack of money, transportation, the length of our service meetings, or because they are on a locked unit, this is likely going to cause an increase in aggressive behavior. In addition, individuals are expected to follow the rules of the facility regarding food and drink, yet staff often disregard the individual’s emotions attached to those rules. 

These are just common environmental factors that may lead to aggressive behavior. It is not an exhaustive list.
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REVIEW OF CORE 
CONCEPTS

• All behavior has meaning

• Factors affecting behavior

• Effects of response

Presenter Notes
Presentation Notes
Review: Behavior

Trainer note: Pictures will appear automatically after a few seconds. 

We spent time in Core Concepts learning about behavior. We recognize all behavior has meaning, that different factors affect behavior, and that the way we respond as staff can either help lead to a therapeutic moment or a potential crisis. 

Trainer Note: Do not reteach this content, but you may answer any questions and refer to the notes below if needed. 

Transition: We’ve now covered the review material and will start looking at new content. 


Content Guidance if needed: 
All behavior has meaning: We talked in Core Concepts about how all behavior has meaning. We may not understand it, and the individual themself may not understand it at the time either, but our job is to respond with empathy and support. Behavior doesn’t just happen—it serves a purpose. Behavior could be an individual’s (often unconscious) way of either getting something they need or want, or of avoiding something they don’t want or that feels unsafe.

Factors affecting behavior: We also did an activity that looked at different factors that affect behavior and can specifically lead to aggression– remember those biological, psychosocial, and environmental factors. We also talked about how trauma changes the picture. 

Effects of staff response: How we respond to the behavior significantly impacts the likelihood of the behavior being repeated in the future. We also talked about how staff respond to individuals demonstrating challenging behaviors can determine whether the situation will escalate or not. Are we able to meet the need in an empathetic way, or are we just ignoring the behavior, which will often lead to the behavior becoming more intense? If the staff person does not respond appropriately, a potential crisis could arise. 
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STAGES OF BEHAVIOR AND INTERVENTIONS

Day-to-Day
Spending our time building quality, therapeutic 

relationships.
Developing rapport.

Early
Many effective options.

Some skill and effort required.
Some rapport is required.

Middle
Fewer effective options.

More skill and effort required.
More rapport is required.

Late
Limited effective  options.

Great skill and effort required.
Great rapport required.

Presenter Notes
Presentation Notes
Psychosocial Factors 

Here, we are looking at the interaction of mental, emotional, and relational factors that might lead to aggressive behavior.

Trainer note: After the group presents psychosocial newsprint, click forward for bullets to appear. Compare responses to PowerPoint.
 
All the factors on this slide can impact the likelihood of seeing aggression in our settings. The more restrictive a program and its rules are, the more likely we are to see individuals acting in aggressive ways. This aggression may be an attempt to take back some of their power, autonomy, and choice. Therefore, staff should be offering choices whenever possible, from treatment options, to calming choices, routines and appointment times, and anywhere else they can find flexibility. Staff should also avoid making threats or using a condescending tone. We are more likely to see crisis and aggression when individuals feel like power is taken away from them. 
 
Lack of choices: Often individuals in our programs feel and experience a very real lack of choices. They may be told where they must live, who they must live with, and what treatment goals to be working towards. They may feel they do not have a say. This is especially real for our individuals who are mandated to services, are on locked units, and who are in forensic settings. It is important to let them make as many choices as they can.
Lack of autonomy: Because of restrictions on individuals in our care, they may feel they have little or no control over their future and their lives. When choices are made for them, they may feel frustrated, angry, powerless, and want to strike out at anyone who seems to be taking away their control.
 
Isolation: Though our programs are meant to be supportive, they can also unintentionally isolate people from their support networks. This could be because of physical location of the program, stigma about mental illness, court orders that remove individuals from their previous situations, or other reasons. It can be destabilizing and scary to be removed from the people you’re comfortable with and that could lead to anger and aggression.
 
Staff: 
Attitudes: Everyone can be affected by the attitudes of the people around them. The way we feel about a particular individual, our job, or our coworkers impacts our response to a change in an individual’s behavior. It is difficult to remain therapeutic 100% of the time; however, that is the expectation. Negative staff attitudes that are more controlling, coercive, or intimidating, will often provoke aggressive responses from individuals. Staff who are uncaring create an unfriendly environment that often leads to individuals feeling alone and unsafe. Those feelings can fuel aggressive responses from triggered individuals. Keep in mind people who have experienced trauma are sensitive to the attitudes of people close to them (especially if those people have some authoritative relationship with them). 
Behavior: Just as staff’s attitude can trigger a behavior, the way staff act can also trigger a response. If staff behave in an unusual way, it could trigger a reaction in the individual who relies on that person. For example, if a staff person comes in every morning and says hello to an individual in care and for some reason doesn’t this morning, it could trigger something in that individual (e.g., a feeling of abandonment, rejection, etc.).
Body language/voice tone: When we are interacting with someone, our body language, voice tone, and word choice all work together to communicate a message. If not congruent, they can be triggering for an individual. For example, if an individual believes, “No one ever listens to me,” and during a conversation with a staff person, the staff person appears disinterested, the facial expression alone may trigger an individual to feel angry. Later today, we will discuss further the importance of our body language, voice tone, and word choice when interacting with individuals.
 

Power difference: Staff need to recognize the many ways that we have power over the individuals. We often are empowered to make choices for individuals or to give them suggestions. We also can make recommendations about their care and their future. We are able to create notes about the individual’s progress and influence what others think about them. It’s a power that must be constantly managed and limited because our power can feel very threatening to individuals in our care.
 
Major life stressors: It is likely that when we are seeing individuals they are not at their best. If they are already struggling to address their mental health issues and additional stressors are piled on, they may be unable to control their behaviors and show aggression.
 
Trauma history: An individual’s experience with trauma could lead them to show aggression because their brains are “stuck” in fight, because they have learned they need to strike out first in order to protect themselves, and because their brain has a hard time distinguishing what is a threat and what isn’t.

Unwelcome news: No one enjoys receiving bad news; for a person who lacks a support system and/or coping skills, this could be a trigger. Unwelcome news can include someone else’s positive news that is perceived as negative based on an individual’s history.
 
Staff’s lack of cultural awareness: Different cultures view different behaviors as respectful and/or disrespectful. Areas that are influenced by a person’s culture include: eye contact, personal space, expressing feelings openly, greetings, acceptable dress, offering of food, religion, gender identity and roles, etc. Also consider microaggressions discussed in TIP. Any cultural, historical, and gender issues that convey negative, disparaging, or hurtful messages to an individual because of their status in a marginalized group could in turn trigger a reaction and when repeated over time can be traumatic.

Stages of Behavior
 
It’s important to understand that behavior occurs along a continuum. The individuals we provide services to are most likely to engage in their treatment and demonstrate behaviors that are helpful to them in their recovery if staff are successful in fulfilling the expectations of day-to-day interactions. Day-to-Day is marked by no escalation and the individual is demonstrating usual behavior. This is where our focus and most of our time should be spent– interacting, creating therapeutic relationships, engaging individuals, and teaching skills. A therapeutic environment thrives on healthy day-to-day interactions. However, due to triggers and/or other factors, behaviors can escalate which could set back their recovery or become a crisis. Staff must be able to identify escalating behavior and intervene as early as possible. Consider the following analogy.
 
Imagine you are driving a car and a deer jumps out 100 feet in front of you. Your available options, required skill, familiarity with your car, and ultimately your chances of avoiding an accident differ based on how fast your car is traveling. Similarly, when behaviors escalate, the available options, required skill, rapport needed, and ability to avoid crisis differ based on the stage of behavior they are in.
 
Early stage: If the car is traveling 1-60 mph and a deer jumps out, there are many effective options to avoid hitting it. You can stop, slow down and drive around, or honk your horn to name a few. Basic driving skills are sufficient and your familiarity with the specific car you’re driving is not essential. We can compare the 1-60 mph analogy to the early stage of behavior. There are many interventions that can be utilized and basic competence in the interventions oftentimes is enough. Established rapport, while always preferable, is usually not necessary. The chances of success are highest in early stage.
 
Middle stage: If the car is traveling 60-85 mph, your available options decrease. You may no longer be able to just stop. There is a need for more advanced driving skills and familiarity in handling the car to avoid the deer. The available options decrease. The appropriate interventions need to be identified quickly and implemented more precisely and are more dependent on the rapport that we have with the individual. The chances of success start to diminish.

Late stage: If the car is traveling 85-100 mph there may be only one option, if any, of avoiding the deer. Outside of pure luck, superior driving skills and a complete comfort with the handling of the car are the only way to make it. Intervening at late stage requires a level of mastery that allows for the intuitive and immediate selection of interventions from the reduced options that must then be implemented with expertise. Sometimes an existing rapport is the only thing that prevents a crisis in this stage. The chances of success are lowest in late stage. 

Be aware that behavior doesn’t necessarily progress through these stages; it could be that a behavior being displayed is early stage but then immediately jumps to late stage, or vice versa. 
 
Transition: In a few moments, we will look at differences in the stages of behavior. Let’s look at the difference between interaction and intervention. 
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EXAMPLES OF EARLY-STAGE BEHAVIOR
• Raising one’s voice

• Extreme quietness

• Excessive self-cleaning 

• Lack of self-care

• Mumbling/staring

• Restlessness

• Disregard for previously enjoyed 
activities

• Teasing others

• Rocking

• Pacing

• Hypervigilance

• Appetite change

• Sleep changes

Presenter Notes
Presentation Notes
Examples of Early-Stage Behavior
 
Early warning signs help us predict difficult events and put plans in place to support the individual behaviorally. Predictable behavior is preventable behavior. Many warning signs are extremely subtle or highly specific to the individual. It may be difficult to identify or even notice many of them. Staff must continually assess and reassess to identify those behaviors that are atypical and may be indicators that something is wrong. 
 
What you observe: The behaviors that may be observed by staff are likely the result of a trigger or factor that influences the individual’s behavior. We all have unique behavioral warning signs. The most important one is a change in usual behavior. What this means for staff is the better we know an individual, the more likely we will be able to recognize an early sign as it is occurring. Staff should share all information learned about an individual, especially when we think they have been triggered. In this way, we can help to ensure we are creating rapport and supporting a therapeutic and trauma-sensitive environment.
 
Early-stage behavior may be easy to miss if staff do not have a relationship with the individual. Missing these warning signs is sometimes due to missing the meaning of the behavior. Remember, all behavior has meaning. If staff have not yet built a relationship and are not aware of the meaning or significance of specific factors in the individual’s life, subtle warning signs and early-stage behavior could be missed. However, sighing, holding their head in hands, crying, etc. are early warning signs that should be noticed regardless of having a relationship with them or not.
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EXAMPLES OF MIDDLE-STAGE BEHAVIOR
What you observe:
• Increase in body or extremity movement 

• Disruptive, antagonizing other people

• Destructive, pounding on tables, tearing up cards

• Pleading or demanding

• Louder voice tone, shouting

• Uses profanity or idle threats

Presenter Notes
Presentation Notes
Examples of Middle-Stage Behavior
 
We mentioned that Early Stage can be hard to catch. Middle Stage is hard to miss. An individual demonstrating middle-stage behavior will obviously be upset. If an individual is in the middle stage of behavior, staff have been ineffective in their efforts so far, or they have missed the early stage. Staff must be prepared to intervene skillfully before the individual enters the late stage. This is often challenging, as staff may have had some of their own triggers pulled. It is necessary to center one’s own self first, so that rational choices can be made rather than having an emotional response.
 
What you observe: The behaviors in Middle Stage will almost always be audible and visible. You will hear the individual getting louder. You may pick up a tone that is threatening or menacing; the individual may want to argue with you about things that you say, or they may refuse any help you offer. You may see an increase in body movement, such as legs kicking or arms flailing, pointing, or waving. The individual may be pacing more or may be staring intensely. 
 
Pleading or demanding: (Trainer note: Emphasize this point.) Pleading is particularly important to notice and understand. It is often a person’s last, best effort to get their needs met by verbalizing what they want. If we do not hear them or interpret their message correctly, they may begin to show us that they need/want something through a physical action. Staff may respond to the pleading differently based upon whether they can meet the individual’s need at that time. (Trainer note: Demonstrate the difference between stating something like, “I need a cup of water,” vs. demanding/pleading, “I need to use the phone right now!”)
 
In the early 2000’s, an OMH study was conducted to determine what stage staff thought they were intervening in. Most staff believed they were responding to early-stage behaviors. However, the individuals were exhibiting behaviors consistent with middle to late stage. As a result, staff were being reactive as opposed to proactive. 
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EXAMPLES OF LATE-STAGE BEHAVIOR
What you observe:

• Threatening bodily harm to self or others

• Threatening to use objects as weapons or to commit 
violence

• Behaviors matching the threat

• Increased pleading 

• Dangerous property destruction

• Physical violence

Presenter Notes
Presentation Notes
Examples of Late-Stage Behavior
 
One cannot miss late-stage behavior. The person will be in a heightened emotional response. For some it may be scary to witness if this is their first time seeing late-stage behavior. Staff may become triggered themselves when witnessing this stage. It is important for staff to be mindful and take inventory of their own emotions so they can respond appropriately to the needs of the person in this stage.  
 
What you observe: 
Threatening bodily harm to self or others: Threats made in Late Stage differ from Middle Stage in that they are personally directed and are stated in a manner that they are about to occur. The individual possesses both the intent and the ability to carry out the threat.
 
Threatening to use objects as a weapon: Threats to use weapons of convenience (pencils, staplers, chairs, or an actual weapon, knife, gun, stick, cane, etc.) or any other violent act (hitting, kicking, throwing punches, biting, etc.).
 
Behaviors matching the threat: In the Middle Stage, a threat may have been made. In Late Stage, the threat is now accompanied by aggressive behaviors that may indicate the threat will be carried out. It is imperative at this stage that good sound clinical judgement is utilized by those making decisions and is employed by all responding.
 
Pleading increases: As a reminder, pleading increases in Late Stage. Again, pleading is particularly important to notice and understand. It is often a person’s last attempt to get their needs met by verbalizing or demonstrating what they want.
 
Dangerous property destruction: Be aware in late-stage behavior. Dangerous property destruction has the element of potential harm attached to it. 
 
Physical violence: Late-stage behavior could also include physical violence. We’ll learn specific defensive/physical techniques later today and talk about this topic more in the setting-specific trainings. 

Transition: Let’s consider what can help no matter what stage of behavior is being displayed.
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WHAT HELPS?
Arranging the environment:

• Offer space

• Limit stimuli

• Monitor the space temperature

Intervening with the Individual:

• Recognize the behavioral warning signs

• Focus on the individual, not the behavior

• Use a safe and supportive stance

Presenter Notes
Presentation Notes
What Helps in All Stages

These are helpful interventions during ALL stages of behavior. 

Arranging the Environment: 
Offer Space: Give the individual enough physical space to maintain/regain self-control and to increase everyone’s safety, and the emotional space to not feel pressured to change. 

Limit Stimuli: As well as offer space, staff may need to limit the stimuli. This includes turning off televisions, ending sidebar conversations, etc. Keep others safe—staff not involved in the actual intervention can make sure that other individuals are safe, move others out of the way, think about obstacles or environmental factors that are not helping.
 
Intervening with the Individual:
Focus on the individual, not the behavior: Stress that staff should focus on the individual, not the behavior. Behavior is driven by a need. Staff need to figure out what that need is in order to be helpful. (This is the skill of Selective Focus, which will be covered later in this training.)

Use supportive stance: Maintain a safe and supportive stance. 

Be supportive and use validation: Express support through your words, tone, and body language. Remember, you can always validate the emotion/feeling even if you disagree with what is said. 

Recognize the behavioral warning signs: Noticing behavior for what it is– an attempt to get needs met– is key to intervening as early as possible. Early-stage behaviors are particularly individualized, and you will likely need to know the individual and their usual behavior to pick up on them.

Provide options from the coping/crisis plan: in a non-judgmental manner. Most people want to be in a state of self-control. Our job is to offer the supports to help individuals in care build their skills/strategies in self-regulating and in utilizing the skills they have endorsed in their coping/crisis plan. In a crisis, it may be hard for the individual to access the ability to use these skills and it is our role then to help or offer suggestions, not to judge their struggle.

Transition: Let’s look at coping/crisis plans which we started to learn about in TIP. 
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TRAUMA-
INFORMED 
APPROACH

Safety

Trustworthiness and Transparency

Peer Support

Collaborations and Mutuality

Empowerment. Voice and Choice

Cultures, Historical and Gender Issues

Presenter Notes
Presentation Notes
What Helps in All Stages

These are helpful interventions during ALL stages of behavior. 

Arranging the Environment: 
Offer Space: Give the individual enough physical space to maintain/regain self-control and to increase everyone’s safety, and the emotional space to not feel pressured to change. 

Limit Stimuli: As well as offer space, staff may need to limit the stimuli. This includes turning off televisions, ending sidebar conversations, etc. Keep others safe—staff not involved in the actual intervention can make sure that other individuals are safe, move others out of the way, think about obstacles or environmental factors that are not helping.
 
Intervening with the Individual:
Focus on the individual, not the behavior: Stress that staff should focus on the individual, not the behavior. Behavior is driven by a need. Staff need to figure out what that need is in order to be helpful. (This is the skill of Selective Focus, which will be covered later in this training.)

Use supportive stance: Maintain a safe and supportive stance. 

Be supportive and use validation: Express support through your words, tone, and body language. Remember, you can always validate the emotion/feeling even if you disagree with what is said. 

Recognize the behavioral warning signs: Noticing behavior for what it is– an attempt to get needs met– is key to intervening as early as possible. Early-stage behaviors are particularly individualized, and you will likely need to know the individual and their usual behavior to pick up on them.

Provide options from the coping/crisis plan: in a non-judgmental manner. Most people want to be in a state of self-control. Our job is to offer the supports to help individuals in care build their skills/strategies in self-regulating and in utilizing the skills they have endorsed in their coping/crisis plan. In a crisis, it may be hard for the individual to access the ability to use these skills and it is our role then to help or offer suggestions, not to judge their struggle.

Transition: Let’s look at coping/crisis plans which we started to learn about in TIP. 
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ESTABLISHING SAFETY
• Be conscious of the individual’s sense of safety

Presenter Notes
Presentation Notes
Establishing Safety

Be conscious of the individual’s sense of safety:
As staff we should help people feel safe enough to engage in treatment. How do we do this?
Ask questions and encourage discussions about:
Physical Safety: Feeling protected. Limiting exposure to environmental or physical danger.
Psychological Safety: Staff are positive, demonstrate hope for individuals, and are willing to help. 

When we consider safety, we need to look at not just how safe the treatment environment is, but also how safe it is perceived to be. We need to be attentive to how trauma reminders and triggers are managed. We also need to look at how congruent our services are in relation to the individual’s culture, development, and language. We need to work to maximize the sense of safety for individuals and staff. 

Regardless of exhibited behaviors, people need to know that their needs will still be met, and relationships can be repaired. We can expect that we will see challenging behaviors from individuals in our care. Some behaviors are a test to see if we will leave them like others have, or if we truly care about them and their needs. When behaviors are difficult to manage and/or interrupt our therapeutic relationship, we need to show people that we are still there for them and will work to repair that trust. 

Trainer Note: Click forward for practice bubble to fly in to highlight ways to actively practice Establishing Safety.

Put it into Practice: Helping people feel safe enough to engage in treatment.
Listen: Give people an opportunity to speak, if they are able. Seek their feedback and listen. 
Demonstrate care: with your words, actions, and body language. Ask questions and encourage discussion about physical and emotional safety. Respond appropriately to requests.
Proactive Awareness: Our environments need to be physically safe and in good repair. We can think carefully about all our environments to make sure things are clearly labelled, accessible, clean and inviting. 

Transition: The next key principle of Trauma-Informed Practice, related to emotional safety, is Trustworthiness and Transparency. 


Sources: 
The Community Technical Assistance Center of New York (CTAC). Foundations of Trauma Informed Care Self-Learning Program

SAMHSA, (2014). A Treatment Improvement Protocol: Trauma-Informed Care in Behavioral Health Services.

SAMHSA (2014). Concept of Trauma and Guidance for a Trauma-Informed Approach

Wilson, C., Pence, D., and Conradi, L. (2013). Trauma-Informed Care. https://doi.org/10.1093/acrefore/9780199975839.013.1063

Photo from unsplash.com.
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TRUSTWORTHINESS AND TRANSPARENCY
Open and honest communication:
• From administration
• Between staff
• With individuals and their support systems

Presenter Notes
Presentation Notes
Trustworthiness and Transparency

Open and honest communication: One very important way to show respect for individuals in our care is to be open and honest with them. When decisions are made, they should be communicated clearly and honestly with individuals in our care, their support systems, and staff, so that relationships can be built and maintained.

All staff are responsible for understanding and clearly communicating the expectations of their setting, the treatment modalities available, resources and rights of the individual, and policies of the facility. 

Trainer Note: Click forward for practice bubble to fly in to highlight ways to actively practice Trustworthiness and Transparency.

How to Practice:
Share information clearly: Providing clear information on how, when, and why. This should happen in all our interactions with the individual and with our teams.  
Respect confidentiality: Information is kept private and shared when appropriate. 
Explain reasons why: In one-to-one interactions, we show trustworthiness and transparency when we follow through, listen and respond with compassion, and explain what we are doing and why. 

Transition: Let’s look at our next key principle. 


Sources: 
Boyle & Reyes, (2015).

SAMHSA, (2014). A Treatment Improvement Protocol: Trauma-Informed Care in Behavioral Health Services.

SAMHSA, (2014). Concept of Trauma and Guidance for a Trauma-Informed Approach.

The Community Technical Assistance Center of New York (CTAC). Foundations of Trauma Informed Care Self-Learning Program.

Photo from unsplash.com.
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PEER SUPPORT
• Establish a connection

• Build trust and hope

• Provide a unique perspective

• Peer Supporters could be adults, youth, or family members.

Presenter Notes
Presentation Notes
Peer Support

Peer Supporters: Peer Supporters are people with lived experiences of trauma and/or mental health conditions. Peer Supporters have a variety of titles in our system of care; the most frequently used are Peer Specialists and Peer Advocates. Peer support and mutual self-help are key vehicles for promoting connection and inspiring hope for individuals in care, building trust, establishing safety, and increasing empowerment. Peer Support relationships are naturally more supportive than directive and offer acceptance, understanding, and validation. Peer Supporters use their own stories and lived experience to demonstrate and promote recovery and healing. 

Peer Supporters could be adults, youth, or family members: Peer Supporters could be adults with lived experience in the mental health system as adults, young people with lived experience in the mental health system as youth, or parents/guardians who have had youth in their care with lived experience in the mental health system. Family Peer Support is the support for the family of a child with social emotional and behavioral issues. This is provided by a parent with life experience. For children, the family unit is a crucial part of treatment. Helping to engage families and support their positive participation in the care of the child is the role of Family Peer Support. 

“Peer supporters offer emotional support, share knowledge, teach skills, provide practical assistance, and connect people with resources, opportunities, communities of support, and other people” (Mead, 2003; Solomon, 2004)” (MHA, 2020). Imagine struggling day-to-day. Imagine meeting someone who has been where you are. This person is removed from it enough to be able to support where you are, but also understands where you can go and how you can get there. The Peer Supporter is the person who can support you while leading the way, but who will walk alongside you the entire time. 
Trainer Note: Click forward for practice bubble to fly in to highlight ways to actively practice Peer Support.

Put it into Practice:
Create an accessible space: for individuals and peers to meet.
Actively seek and amplify Peer perspectives: Peer supporters provide a unique perspective as individuals with the lived experience of mental ill health and trauma and the learned experience of hope and recovery. Peer supporters can also help challenge the perspectives of professionals and caregivers that aren’t grounded in strengths and needs of the individual and the family.  

Transition: Our next key principle is Empowerment, Voice, and Choice. 


Sources:
This slide was created with assistance from Office of Consumer Affairs. 

Mental Health America (2020). About Peer Supporters. https://screening.mhanational.org/content/about-peer-supporters/ 

SAMHSA (2014). Concept of Trauma and Guidance for a Trauma-Informed Approach.

Photo from unsplash.com.
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EMPOWERMENT, VOICE, CHOICE
• Recognize a person’s strengths

• Understand their skills

• Build upon the skills they already have

Presenter Notes
Presentation Notes
Empowerment, Voice, and Choice

Recognize a person’s strengths: Recognize a person’s strengths and accomplishments to empower them and encourage their voice. What is the individual good at? What do they like to do? Acknowledge an individual’s creativity in managing stressful situations. Honor an individual’s skills and work with the individual to decide whether those skills are working for them or not.

Understand: Understand the skills individuals posses that have helped them survive and manage. We will learn about and discuss coping strategies shortly. 

Build upon: Build upon a foundation of trauma-resistant skills, while assuming the individuals we serve are the experts on their lives. Offering individuals choices and opportunities to have an active voice in their treatment can help empower them, enhance their resilience, and provide important information to providers. Empowerment and a sense of control/choice can also help build psychological safety and promote engagement and participation. 

Trainer Note: Click forward for practice bubble to fly in to highlight ways to actively practice Empowerment, Voice, and Choice.

Put it into Practice:
Support decision making: to acknowledge the individual’s voice and choice. Individuals in care should be able to voice their concerns and offer feedback. Staff should support individuals in making their own decisions about what they do and do not want for their treatment and future, and then offer appropriate options. Staff need support from the organization to be flexible in meeting the individual’s needs and in changing plans as the individual is better able to decide and communicate what works for them. 

Accept feedback as self-advocacy: We can strive to see an individual’s feedback as self-advocacy, instead of criticism, a skill that can benefit them for the rest of their lives. If someone is willing to advocate for themselves but uses methods or words that staff are not likely to respond well to, we can work with them on skills to build upon that foundational strength of being able to speak up for themselves and help them understand how their message may be better received.


Source:
SAMHSA, (2014). A Treatment Improvement Protocol: Trauma-Informed Care in Behavioral Health Services.

SAMHSA (2014). Concept of Trauma and Guidance for a Trauma-Informed Approach.

Wilson, C., Pence, D., and Conradi, L. (2013). Trauma-Informed Care. https://doi.org/10.1093/acrefore/9780199975839.013.1063

Photo: unsplash.com
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COLLABORATION AND MUTUALITY
• Working together toward the same goal, regardless of 

position or title.

• Shared decision-making.

• Person-centered engagement.

Presenter Notes
Presentation Notes
Collaboration and Mutuality

Working together: We must partner with the individual in care. Everyone has a role to play in a trauma-informed approach. As one expert stated, “One does not have to be a therapist to be therapeutic.” No matter what your title or role in the facility, you have the power to increase an individual’s belief in their ability to make their own decisions (even if it’s starting small at first). 

Trainer Note: Have participants consider their roles and take a few minutes to brainstorm how they might increase an individual’s feeling of collaboration.

The way we interact with individuals in care will determine the degree of collaboration we achieve. 

Shared decision-making: Equal sharing of power between staff at all levels and with individuals in care. As staff, we naturally have power over the individuals in our care. It is up to us to limit that power in the way we speak with and act toward individuals in our care. Staff developing therapeutic relationships with individuals will promote the sharing of power and decision-making.

Person-centered engagement: Our services should aim to engage individuals in our care. When engagement is low, we should be looking at how to improve, using the voices and perspectives of those in our care as a guide.

Trainer Note: Click forward for practice bubble to fly in to highlight ways to actively practice Collaboration and Mutuality.

Put it into Practice:
Share power: Some examples could be offering choices (even about the environment, their food, routine, etc.), asking about what is going well for someone, asking how we could improve their experience in our facility, etc.

Demonstrating empathy: which we looked at recently, can go a long way toward partnering with individuals instead of seeing them as different from ourselves.

Transition: Let’s look at our last key principle, Cultural, Historical, and Gender Issues. 


Sources: 
SAMHSA, (2014). A Treatment Improvement Protocol: Trauma-Informed Care in Behavioral Health Services. 

SAMHSA (2014). Concept of Trauma and Guidance for a Trauma-Informed Approach.

The Sidran Press, (2000). Risking Connection: A Training Curriculum for Working with Survivors of Childhood Abuse. 

Photo: unsplash.com





10/23/2025 | 32

CULTURAL CONSIDERATIONS
When working with diverse populations:

• Have awareness of and sensitivity to historical traumas.

• Be aware of mental health disparities in marginalized 
groups.

• Value the connection to an individual’s identity.

Presenter Notes
Presentation Notes
Cultural, Historical, and Gender Issues

Have awareness of and sensitivity to historical traumas: Past events that influenced a specific community continue to have impacts in the present. As staff, not dismissing a population’s significant history and understanding its relevance today, can help you in providing quality treatment.

Be aware of mental health disparities: According to the American Psychiatric Association, “racial/ethnic, gender, and sexual minorities often suffer from poor mental health outcomes due to multiple factors including inaccessibility of high-quality mental health care services, cultural stigma surrounding mental health care, discrimination, and overall lack of awareness about mental health.” As providers, it’s important to understand the factors/ social determinants that contribute to disparities within a community and utilize best practices for working with that specific population.

Value the connection to an individual’s identity: Culture has a significant impact on perceptions of health and illness, how illness and pain are expressed, treatment preferences, where and how to seek help, and trust in healthcare systems. Our goal is to recognize components of an individual’s culture that are important to them, as well as ways to build off those cultural strengths. Culture often serves as an anchor for individuals, connecting them to a larger whole. By providing care that puts their culture first, recognizing the connection they share with others, and building upon their cultural values to work towards recovery, all providers can focus on quality and effective recovery/resiliency-oriented treatment. 

Trainer Note: Click forward for practice bubble to fly in to highlight ways to actively practice Cultural, Historical, and Gender Issues.

Put it into Practice:
Cultural competence: (Sometimes referred to as cultural humility) When practicing cultural competence, we want to recognize there is no end to learning about cultural differences. We should adopt an on-going process of learning, understanding, and respecting an individual’s culture (religion, preferences, values, language, worldview, etc.) and, at the same time, be reflective on our own personal beliefs to see where we may have potential biases or judgments that may affect treatment decisions. Prioritize the individual’s culture to meet their treatment goals.

Avoid microaggressions: This means stepping away from what you feel, or think is best, and not assuming that you understand what an individual may need or want. It also means adopting a respectful curiosity and “checking in” around decisions or actions. Lastly, it means increasing your understanding of microaggressions, and how conscious and unconscious biases can get in the way of safety and trust. A good strategy to avoid these pitfalls is to slow down, check your ideas or understandings with others, and challenge “isms” if they become apparent. 

Use microaffirmations: We can also start practicing the use of microaffirmations and constantly trying to affirm others. Examples include saying and spelling someone’s name right, giving credit to someone, actively seeking opinions, listening, opening doors to opportunity, gestures of inclusion and caring. This is a conscious practice to help counteract unconscious bias, prevent microaggressions, and a way we can start to create change. 

Transition: Let’s go back to our case studies. 


Sources:
American Psychiatric Association, (2020). Mental Health Disparities: Diverse Populations. https://www.psychiatry.org/psychiatrists/cultural-competency/education/mental-health-facts

The Community Technical Assistance Center of New York (CTAC). Foundations of Trauma Informed Care Self-Learning Program

Francis, K. & Kahn, E. (2021). Increasing Cultural Competency in Mental Health Care Settings. SAMHSA. 

Horton, S. (2016). Micro Affirmations: Tell People They Matter with Small Acts of Inclusion. Delta Concepts Consulting, Inc. http://www.deltaconceptsinc.com/blog/micro-affirmations-tell-people-they-matter-with-small-acts-of-inclusion/

Rowe, M. (2008). Micro-affirmations & Micro-inequities. https://mitsloan.mit.edu/shared/ods/documents/?PublicationDocumentID=5404

SAMHSA, (2014). Concept of Trauma and Guidance for a Trauma-Informed Approach.

Wing Sue, D., Alsaidi, S., Awad, M.N., Glaeser, E., Calle, C.Z., & Mendez, N. (2019). Disarming Racial Microaggressions: Microintervention Strategies for Targets, White Allies, and Bystanders. https://engineering.purdue.edu/Engr/People/faculty-retention-success/Files/Racial-Microaggressions.pdf

Photo: unsplash.com
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BIOLOGICAL CONSEQUENCES OF TRAUMA
• Availability of food and drink
• Stress of shared housing.
• Restriction of freedoms.
• Disregard of boundaries.
• Conflicts among staff.
• Overcrowding.
• Over/under stimulation.
• Time of day, season, 

significant event.

• Sensory triggers.
• Temperature regulation.
• Changes in routine.
• Territorialism.
• Focus on rules.

Presenter Notes
Presentation Notes
Biological Consequences

Transition: As the ACE study showed us, trauma can have many biological impacts, especially if it occurs when an individual is young and still developing. The experience of trauma and the impact of stress hormones can change the structure of the brain and its’ pathways. These changes impact the ability of the brain to function. We’ll look at some of those impacts next.

Suggested Time
The suggested time for this section is approximately 50 minutes. A morning break would be in addition to this time.
 
Slides associated with this section
24-34
 
Training Activities
Puzzle Piece #3
  
Preparation
PowerPoint slides/handouts
Pens 
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TRAUMA-
INFORMED 
PRACTICE

Safety

Trustworthiness and Transparency

Peer Support

Collaborations and Mutuality

Empowerment. Voice and Choice

Cultures, Historical and Gender Issues

Presenter Notes
Presentation Notes
Creating a Trauma-Informed Environment

One consideration of Trauma-Informed Practice is the environment where care is received. The environment relates to the physical space, the interactions that happen in it, and the general feeling of the space. Do individuals feel safe and cared for, do they feel validated and that their needs will be addressed, or do they feel the opposite? Our environment directly relates to the ability of individuals to learn, grow, and participate in their own treatment. It is everyone’s job to continuously assess the environment, including their own interactions and behaviors, and adjust them as necessary to be as trauma-informed as possible. Let’s take a closer look at the components of a trauma-informed environment. 

Trainer Notes: As you click forward, each topic will be emphasized in the order listed below. 

Proactive Awareness: Staff should pay attention to signs in the environment that things are getting better or worse for individuals in our care. These could be changes in individual behavior, group behavior, a deteriorating physical environment, or a breakdown of routines. Some routines may not be working for individuals who have lived through trauma, and trauma-informed practice means we should consider and attempt to change that.

Engagement: This is part of relationship-building. We will spend a lot of time exploring relationship-building in the Core Concepts Module. For now, we want to recognize how our interactions with individuals promote a trauma-informed environment. Engage in positive, thoughtful, and genuine interactions. Staff can trigger an individual’s traumatic response with their tone or approach.

Opportunities for Space: No matter the setting, people who have experienced trauma often need to have personal space as well as the availability of activities. As we’ve discussed, trauma can overwhelm an individual’s ability to cope with stressors, and for many people, having a quiet space can help. Others may cope and calm by having activities to distract them. 

Coping Strategies: Strengthen and teach coping strategies and reinforce desired behaviors. We’ll talk about the importance of being strength-based in a few minutes. One way to be trauma-informed is to point out what is going well for our individuals. Often, individuals who have experienced trauma may have a negative self-concept and they may not be used to hearing or seeing what they are doing well. We’re all more likely to repeat behavior that has been praised or positively reinforced.

Regularly Screen: Regularly Screen for trauma. We need to regularly (not just upon admission) screen for trauma and recognize its impact on an individual. Additionally, we need to incorporate the information we learn into our assessments and have continued conversations related to treatment and care. The way we do this and how we share this information will vary based on setting. Currently, a universal trauma assessment is used (UCLA PTSD Reaction Index) in OMH children/youth inpatient and outpatient facilities.

Trainer Notes: Your facility should include information about your trauma-screening processes here. If a participant asks about why there is a universal trauma assessment in child but not in adult, you may respond with the following answer: On the adult side, trauma assessment is often conducted further into treatment after rapport has been established, due to the sensitivity of the questions and the greater reticence of most adults to discuss trauma with a stranger. While most adults in our system have experienced trauma, it is often not the primary driver of their symptoms, whereas trauma exposure is the underlying issue at hand for most of our child population. 

Transition: How and with whom should we practice a trauma-informed approach? 
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REFRAMING OUR THOUGHTS 
Rather than asking, “What’s wrong with them?”

• What happened to them?

• What’s right with them?

• What can we do to help heal and grow?

• How can we support them?

The language we use to describe an individual can impact the care we 
provide.

Presenter Notes
Presentation Notes
Reframing Our Thoughts

Sometimes judgmental thoughts come automatically or naturally. It can be helpful to pause and reframe these thoughts. We know that responding based on our judgments is ineffective and can even be harmful. Being able to recognize our judgments and not acting on them is crucial to being empathetic and remaining respectful in our interactions. 

Rather than asking: When we see behavior that is confusing or unfamiliar to us, or if someone is responding differently than how we would, it is not uncommon to think/ask, “What’s wrong with them?”

Trainer Note: Click forward once to see suggested reframed questions.

Rather than asking, "What's wrong with them?” it can be helpful to use the approach of asking, “What happened to them?” These questions are not meant for you to ask the individual, but rather to ask yourself about the person to gain a deeper understanding of them and their treatment needs. 

Sometimes, in the mental health field, we focus more on diagnoses than the person in front of us. When we ask, “What’s wrong with them?” or convey that question in our treatment of individuals, we are likely to miss important information about the trauma someone has experienced. This can also lead to us seeing them only for their diagnosis and behaviors, rather than seeing them as a whole person who is impacted by their past. Asking, “What’s right with them?” allows us to use a strength-based lens for viewing the individual. Working in the mental health field, we want to be careful not to perpetuate stigmas against this population; this can happen through the language we use verbally, in our writing, and in documentation. 

Trainer Note: Click forward for next topic to show on screen. 

Importance of Language: Sometimes we categorize people using terms that are unhelpful and often inaccurate. These judgmental terms have no place in a trauma-informed treatment setting, and they are likely to impact the care we give. Some examples are childish, immature, naughty, manic, crazy, borderline, frequent flyers. These terms diminish our therapeutic care and are unacceptable in a therapeutic setting. We certainly don’t want to label people as their diagnoses or behaviors because then we have a hard time seeing them as whole, unique individuals.

Ask: Are there any other terms we should avoid?

If we take an individual’s trauma-related behavior personally or as being intentional toward us, we are likely to get angry. We might say or think unhelpful things such as, “They’re not working hard enough,” “They are trying to make our lives difficult,” “They’re doing this on purpose,” “They’re manipulative,” or, “They know better.” As we discussed with the brain, it is more likely that individuals are unable to control their emotions or their behaviors than it is that they are choosing to behave this way. By understanding their brain has changed and this is how they’ve learned to keep themselves safe, we can support them instead of taking their behavior personally or blaming them.

Another important reason to be thoughtful and aware of our language is most physical, emotional, and sexual abuse is accompanied by verbal abuse. The use of neutral language ensures that people will not be excessively triggered in our settings. Neutral language also does not place blame. 

For example, instead of saying someone is manipulative or attention-seeking, we can realize they likely have unmet needs. “Every time you think of calling a kid ‘attention seeking’ this year, consider changing it to ‘connection seeking’ and see how your perspective changes.”~ Dr. Jody Carrington (psychologist). This can apply to adults as well. Trauma often happens in relationships and relationships are also where healing happens (National Council for Behavioral Health). When we call people manipulative or attention-seeking, that is likely to impact other staff’s perspectives of their behavior. It could be that appropriate requests to staff go unmet because of the judgmental label or perspective. Many of the challenging behaviors we are quick to label are results of trauma. It could be that this person has needs that are unmet, and they don’t have the skills to ask for help in a pro-social way. By seeing them as a person who has needs which we’re struggling to address, we are more likely to approach from a position of curiosity rather than of anger. 

Transition: Let’s reinforce some of these concepts with an activity where we actively practice using a positive perspective.


Sources:
The Community Technical Assistance Center of New York (CTAC), Foundations of Trauma Informed Care Self-Learning Program 

Gras, L.M., Swart, M., Slooff, C.J., van Weeghel, J., Knegtering, H., Castelein, S. (2015). Differential stigmatizing attitudes of healthcare professionals towards psychiatry and patients with mental health problems: something to worry about? A pilot study. Social psychiatry and psychiatric epidemiology, Vol. 50 (2), pp. 299-306.

National Council for Behavioral Health 

Servais, L.M., Saunders, S.M. (2007). Clinical psychologists' perceptions of persons with mental illness. Professional Psychology: Research and Practice, Vol 38(2), pp. 214-219. 

Photos from unsplash.com.
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HEALTHY 
INTIMACY

• Intimacy is healthy in the elder population. All 
residents deserve the right to express intimacy in the 
way the choose to express it. 

• Human beings naturally crave intimacy, which helps us 
feel valued on a physical and emotional level—and this 
and this need doesn’t diminish as we grow older.

• Positive intimate relationships are fulfilling and healthy. 
Research says they can lower blood pressure, reduce 
stress, and boost longevity.

Presenter Notes
Presentation Notes
The Department will host a separate in-service on Healthy Intimacy in the Elderly.  The in-service will complete this curriculum.  Please stay tuned!
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BACKGROUND 
AND 
PERSPECTIVES

• It is important to understand the background and perspectives 
of Resident Assault in Nursing Homes.

Presenter Notes
Presentation Notes
Regulations at both the State and Federal Level speak to this as well as guidance documents
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PERSPECTIVES

• It is important to understand the background and 
perspectives of Resident Assault in Nursing Homes.

Presenter Notes
Presentation Notes
The Department will host a separate in-service on Healthy Intimacy in the Elderly.  The in-service will complete this curriculum.  Please stay tuned!
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CASE STUDY 1- Mrs. Jenkins
• During morning routine, a Certified Nurse Aide Abby provided care to Mrs. Jenkins 

in her room. Later that day, Mark, another Certified Nurse Aide, reported that Mrs. 
Jenkins complained of pain in her right leg. Mrs. Jenkins was assessed by a nurse 
and sent to the Emergency Room where the radiology notes revealed right hip 
fracture.  

• That afternoon, Danielle, a member of environmental services, reported having 
heard yelling from Mrs. Jenkins’ room.

• Through interviews, Mark and Danielle both confirmed having heard yelling from 
Mrs. Jenkins’ room that morning. Danielle added she had witnessed Abby forcing 
Mrs. Jenkins into her wheelchair another time a few days ago.  

• What are the facility’s next steps?
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Case Study 2- Mr. Daley
• Mr. Daley was admitted for short term rehabilitation. Mr. Daley’s behavior frequently 

impacted the other residents, staff, and visitors who complained.  Mr. Daley was 
determined ready for discharge but needs both a walker and wheelchair to be safe at 
home.  Mr. Daley became upset when he learned both the walker and the wheelchair may 
not be covered by his insurance.  

• The facility’s case manager, Mrs. Thomas, and Mr. Daley called his insurance company to 
discuss coverage of the wheelchair.  Mr. Daley interrupted the call several times, and 
repeated louder every time “Just give me a wheelchair!”  After a few interruptions, Mrs. 
Thomas  stated “I don’t want to hear anything else from you except that you are leaving. 
You are crazy.  That’s not how it works.”  

• Having heard the interaction, Administrator Moore asked Mr. Daley what had happened. 
Mr. Daley replied, “She destroyed me.”

• What are the next steps?
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Case Study 3- Jerry
• During morning rounds, the nurse noticed that Jerry had a bruise on their chin 

resembling a thumb print. Jerry’s plan of care indicates that they are always to 
have 2 assistants due to aggression and fall risks.  

• Through an interview, Certified Nurse Aide Edna reported holding Jerry’s head 
while helping to clean their teeth. Edna held Jerry’s head still by grabbing their 
chin instead of supporting their head as written on Plan of Care. Edna said that 
Jerry was resistant to care making it difficult to clean their teeth.  

• What are the next steps?
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Case Study 4- Rose and Dorothy
• Rose is 78 years old, and Dorothy is 82 years old, are roommates. Rose has a Brief 

Interview of Mental Status score of 9.  Dorothy has a score of 7.  Both were seen in 
Hallway B hitting each other.  They were separated by 2 Certified Nurse Aides.  

• Dorothy had a laceration over her eye and received medical attention.  When asked what 
occurred, Dorothy could not provide detailed information.  When Rose was asked about 
what occurred, she stated, “She really makes me mad!  She keeps taking my shoes!”

• Rose was temporarily moved to a different room during the investigation.

• Both residents were sent for a medical evaluation.  Rose was given a psychiatric consult 
and received a medication change.

• What should the facility do next?



10/23/2025 | 43

Case Study 5- Employee

• An employee reported that he has seen two residents engaging in oral sex several times 
on the evening shifts and reported it to the nurse supervisor and is she is no doing 
anything about it. 

• The employee states the residents both live on the dementia unit, and he thinks one of the 
residents is taking advantage of another for sexual favors. He filed a complaint because 
he does not know what else he can do.

• What is likely to happen next?
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Case Study 6-Juanita
• Juanita is 67 years old and reported on 9:30 pm to evening nurse that she was touched 

inappropriately on the 7-3 shift by a male volunteer that brings magazines to the residents.

• The resident claimed that when he dropped off the magazine, he touched both of her breasts. The 
nursing supervisor was notified immediately, did an assessment and there were no concerns. The 
resident denied pain or injury. The nursing supervisor called the police, and they arrived and took 
resident's statement. 

• The following week, the resident was seen by the Psychologist and the care plan was updated. The 
volunteer was questioned and denied the allegation. Five female residents were interviewed in the 
same ward and all denied having such experienced this or any type of abuse. 

• The volunteer has been delivering magazines as a volunteer every Saturday night for the past 10 
years. As a result of the investigation, the volunteer was not allowed to volunteer or enter the 
facility. 

• What should the facility do next?
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