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impact their treatment experiences (SAMHSA, 2014). This 
article provides guidance on how to utilize information in 
the literature regarding trauma prevalence and experiences 
of women who have SUD who are homeless or near home-
less to help guide responsive healthcare and treatment in 
practice.

Research-Informed Strategies for Providing 
Trauma-Informed Care to Women Who have 
SUD and Any History of Homelessness

Greene and colleagues (2023) present a trauma experience 
profile of women who have SUD who are homeless or near 
homeless. They assessed seven types of trauma experience, 
including sexual abuse and assault; physical abuse and 
assault; non-interpersonal threat to physical health; forced 
displacement; traumatic grief and separation from children; 
drug partners and family; exposure to community violence; 
and justice involvement. They found that all of the women 
in their study had experienced at least one of the seven 
types of trauma experiences in their lifetime. Over 75% of 
the participants experienced five to seven of the types of 
trauma experiences assessed, and 20% had experienced all 
seven types of trauma during their lifetime. The participants 
reported high levels of emotional severity related to the 
majority of traumatic events experienced.

This profile provided by Greene and colleagues (2023) 
can be useful to informing the approach to providing 

Translating research to inform and strengthen behavioral 
healthcare, including mental healthcare and substance use 
disorder (SUD) treatment, is critical to improving its posi-
tive impact. Yet, it is often challenging to operationalize or 
utilize research findings in practice (Higa & Chorpita, 2008; 
Hutchinson & Johnston, 2006). High rates of trauma expe-
rience and history among different populations underscore 
the necessity of implementing a trauma-informed approach 
to treatment (Substance Abuse and Mental Health Services 
Administration [SAMHSA], 2014). Responding to lived 
experiences and population needs may increase sustained 
engagement in affirming behavioral healthcare treatment 
and services and, as a result, may increase treatment effec-
tiveness (Hales et al., 2019; Palmieri & Valentine, 2021). 
One specific population with high rates of mental health, 
behavioral health, and substance use disorder (SUD) treat-
ment needs is women who have SUD and who are homeless 
or near homeless (Polcin, 2016; Upshur et al., 2017). When 
providing behavioral healthcare to this population, it is criti-
cal to consider their trauma history as it can significantly 
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behavioral healthcare treatment and services, and consider-
ations for the clinical experience. Implementing a research-
informed approach to direct trauma-informed care in mental 
health, SUD, and broader behavioral health treatment set-
tings can improve both the experience and outcomes for 
those seeking clinical care. Treatment organizations can 
consider implementing strategies at both the organizational- 
and the clinical-level to increase trauma-informed care that 
is responsive to the specific trauma histories of women who 
have SUDs and are homeless or near homeless.

Ideally, this would start with an organizational commit-
ment such that the clinical practices of providing trauma-
informed care are supported within the broader culture of 
a trauma-informed health care setting (Menschner & Maul, 
2016). At the larger organization-level this would include 
recognizing the impact of trauma and prioritizing patient 
empowerment in organization approach and decision-
making by hiring a trauma-informed workforce; training 
non-clinical as well as clinical staff in trauma-informed 
practices; creating a safe organizational environment; and 
preventing secondary traumatic stress in staff. At the clinical 
level, there are meaningful trauma-informed care strategies, 
which include screening for trauma and tailoring services to 
meet individual needs; involving patients in the treatment 
process; training staff in trauma-specific treatments; and 
engaging referral sources and partnering organizations to 
meet the individual needs of patients.

Organizational-Level Strategies

Having a Trauma-Informed Workforce

Based on the high prevalence and extensiveness of the 
trauma histories of women with SUDs who are homeless 
or near homeless (Greene et al., 2023), it is critical for orga-
nizations serving this population of women to employ staff 
that have training in trauma-informed care and experience 
with high-trauma history populations. If there are limitations 
in hiring candidates with this experience and education, 
assessing candidates for characteristics such as empathy, 
acceptance, and non-judgmentalism can be a meaningful 
strategy for building an organizational culture of trauma-
informed care (Menschner & Maul, 2016).

Multiple types of employees comprise mental health, 
behavioral health, and SUD treatment organizations. Many 
of these employees are non-clinical staff such as schedulers, 
front desk workers, administrators, security guards, and care 
coordinators. Women with SUDs who are homeless or near 
homeless and accessing treatment in various settings will 
often interact with these non-clinical staff members before 
and more frequently than they do with clinical staff. These 
non-clinical staff also greatly contribute to setting the tone of 

the organization’s environment as they are often positioned 
in and near the site’s entrance and waiting area. Yet, the 
impact these staff have on engaging and retaining patients is 
often overlooked (Menschner & Maul, 2016). There is great 
opportunity to include non-clinical staff in trauma-informed 
care trainings to reinforce that all staff contribute to creating 
a trauma-informed organizational culture.

Creating a Safe Organizational Environment

A safe physical organizational environment is critical 
for engaging and retaining women who have a history of 
trauma, such as those who have SUD and are homeless or 
near homeless. Considerations such as well-lit parking areas 
and entrances, welcoming signage, and clear access to exits 
can create feelings of safety in the physical environment 
of the organization. Feeling unsafe in a physical environ-
ment may trigger patients with histories of trauma and may 
potentially be retraumatizing. It is particularly important to 
be thoughtful about all aspects of the treatment experience 
for women who are homeless/near homeless and have SUD. 
Women with histories of trauma also need to feel socially 
and emotionally safe in the organizational setting. Strategies 
that can be utilized include welcoming patients; ensuring all 
staff maintain healthy boundaries; treating each patient with 
respect, compassion, and support; and creating an environ-
ment that is responsive to the diversity of the community 
in which the organization is housed (Menschner & Maul, 
2016). Prioritizing physical and emotional safety within 
mental health, behavioral health, and SUD treatment orga-
nizations will decrease barriers for women with SUDs who 
are homeless or near homeless to access needed treatment.

Preventing Secondary Traumatic Stress in Staff

Many women in the study by Greene and colleagues (2023) 
reported traumatic stress and related experiences, such as 
sexual assault, physical assault, and suicidal thoughts, that 
may be distressing for staff who work with this population. 
Secondary traumatic stress, which is the emotional strain 
caused by listening to an individual’s trauma experience, is 
a natural but disruptive consequence of working with and 
helping highly traumatized populations (Figley, 1995; Osof-
sky et al., 2008). Clinical and non-clinical staff experiencing 
secondary traumatic stress may face difficulties in providing 
effective patient care. In addition, over time, the impact of 
the secondary traumatic stress may lead to burnout. Leader-
ship and administrators of mental health, behavioral health, 
and SUD treatment organizations should consider strategies 
to prevent secondary traumatic stress among staff. These 
strategies can include, for example, encouraging and incen-
tivizing self-care activities, allowing staff to take time off 
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for mental health, providing trainings to raise awareness of 
secondary traumatic stress, and providing support through 
regular supervision to process feelings that arise in response 
to patient care. Caring for the organizational staff will 
reduce the burden of secondary traumatic stress, which, in 
turn, may reduce staff burnout and potentially staff turnover 
(Menschner & Maul, 2016).

Clinical-Level Strategies

Screening for Trauma and Tailoring Services

Descriptions of trauma profiles of different population 
provided in the literature, such as provided by Greene and 
colleagues (2023), contribute to clinicians’ general under-
standing of the populations and inform the tailoring of 
services to ensure that services and the provision of them 
are trauma-informed. However, an evidence-based screen-
ing tool can provide specific information to further tailor 
services to meet the needs of the individual a clinician 
serves. However, the process of screening comes with risk. 
For example, women with extensive trauma histories may 
experience the screening as retraumatizing, which would be 
directly contrary to providing trauma-informed care. Thus, 
the benefit of and approach to screening should be carefully 
considered and balanced against the possible harm of the 
screening procedure to the patient and their experience. Cli-
nicians administering the screening tool should be proficient 
in how to conduct a trauma-informed screening and related 
interactions should be culturally appropriate and supportive. 
The screening should benefit both the woman being served 
as well as the clinician in order to provide high-quality cop-
ing strategies and treatment that are responsive to the wom-
an’s specific needs. In sum, screening for specific trauma 
can be a proactive approach to effectively tailoring services 
and providing care in mental health, behavioral health, and 
SUD treatment settings, however potential risk related to 
re-traumatization should be considered.

Involving Patients in the Treatment Process

A trauma-informed approach recognizes the need for 
patients to be actively engaged in their treatment and val-
ues patient input to help direct the treatment plan. During 
experiences of trauma, women often have their choice taken 
away and their voice silenced (Wilson et al., 2015). Involv-
ing patients in their own treatment process is a deliberate 
way to empower them to have control over decisions and 
raise their voice. Some strategies include presenting patients 
with different treatment options and letting them dictate the 
degree to which there is collaboration among treatment pro-
viders, family members, and themselves. Another strategy 

with potential for positive impact is the use of peer coaches 
because interactions with a trained individual with lived 
trauma experiences may lead to greater trust and improved 
care. Utilizing a peer coach or peer support model can also 
encourage and build skills such as leadership, positive social 
interaction, and positive coping.

Training Staff in Trauma-Specific Treatments

As the field of trauma-informed care has grown, clini-
cians and patients have benefitted from the emergence of 
evidence-based trauma-specific treatment interventions. For 
example, Seeking Safety (Najavits, 1999, 2007) is a trauma-
informed evidence-based treatment to address co-occurring 
SUD and traumatic stress-related needs. Studies have evi-
denced positive outcomes of Seeking Safety on SUD and 
post-traumatic stress disorder (PTSD) for women in a vari-
ety of treatment settings (Najavits & Hien, 2013; Zlotnick 
et al., 2003). Another example is Helping Women Recover, 
which is an evidence-based program for treating addiction 
that integrates theories of women’s psychological develop-
ment, trauma, and addiction to specifically meet the needs 
of women (Covington, 2000). It has been shown to result 
in reductions in substance misuse and arrest, and better in-
treatment experiences with more positive perceptions of the 
treatment experience in women compared to women who 
received mixed-gender treatment (Messina et al., 2012). 
Regardless of which evidence-based trauma-specific treat-
ment intervention an organization selects, training staff in 
these specific models and approaches is necessary for serv-
ing women who have SUDs and are homeless or near home-
less as their trauma experience is extensive (Greene et al., 
2023).

Among the evidence-based trauma-specific interventions 
available, some are designed for individual or one-on-one 
treatment delivery and others for delivery in a group format. 
When providing treatment in a group format, it is impor-
tant to avoid creating opportunities for women who have a 
trauma history to be retraumatized. This can occur by listen-
ing to a peer in the group talk about her trauma experiences 
or if a participant shares maladaptive coping strategies that 
could trigger or have a negative impact on another group 
member. In consideration, treatment delivery mode as well 
as training staff to deliver trauma-informed interventions 
with fidelity are critical components of trauma-informed 
service provision.

Engaging Referral Sources

Women with SUD who are homeless or near homeless will 
present with multiple needs. Often these needs are best met 
through a coordinated effort involving multiple partnering 
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environment from the parking lot to the clinical session 
space to best engage and retain in healthcare treatment 
women with a history of trauma. At the clinical level, there 
are strategies to tailor treatment services in response to 
existing data related to trauma and other lived experiences 
of women with SUDs who are homeless or near homeless. 
Engaging these strategies could ultimately improve the 
effectiveness of behavioral health service provision.

Open Access   This article is licensed under a Creative Commons 
Attribution 4.0 International License, which permits use, sharing, 
adaptation, distribution and reproduction in any medium or format, 
as long as you give appropriate credit to the original author(s) and the 
source, provide a link to the Creative Commons licence, and indicate 
if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless 
indicated otherwise in a credit line to the material. If material is not 
included in the article’s Creative Commons licence and your intended 
use is not permitted by statutory regulation or exceeds the permitted 
use, you will need to obtain permission directly from the copyright 
holder. To view a copy of this licence, visit http://creativecommons.
org/licenses/by/4.0/.

References

Bolton, E. E., Gray, M. J., & Litz, B. T. (2006). A cross-lagged analysis 
of the relationship between symptoms of PTSD and retrospective 
reports of exposure. Journal of Anxiety Disorders, 20, 877–895. 
https://doi.org/10.1016/j.janxdis.2006.01.009.

Brainerd, C. J., Stein, L. M., Silveria, R. A., Rohenkohl, G., & Reyna, 
V. F. (2008). How does negative emotion cause false memo-
ries? Psychological Science, 19, 919–925. https://doi.org/10.111
1/j.1467-9280.2008.02177.

Conway, M. A., Anderson, S. J., Steen, F. L., & Donnelly, C. M. 
(1994). The formation of flashbulb memories. Memory and Cog-
nition, 22, 326–343.

Covington, S. S. (2000). Helping women recover: A comprehensive 
integrated treatment model. Alcohol Treatment Quarterly, 18, 
99–111.

Figley, C. (1995). Compassion fatigue: Coping with secondary trau-
matic stress disorder in those who treat the traumatized. New 
York, NY: Brunner-Routledge.

Greene, A., Korchmaros, J. D., & Frank, F. (2023). Trauma experience 
among women who have substance use disorders and are home-
less or near homeless. Community Mental Health Journal, https://
doi.org/10.1007/s10597-023-01162-6.

Hales, T. W., Green, S. A., Bissonette, S., Warden, A., Diebold, J., 
Koury, S. P., & Nochajski, T. H. (2019). Trauma-informed 
care outcome study. Research on Social Work Practice, 29(5), 
529–539.

Higa, C. K., & Chorpita, B. F. (2008). Evidence-based therapies: 
Translating research into practice. In R. G. Steele, T. D. Elkin, 
& M. C. Roberts (Eds.), Handbook of evidence-based thera-
pies for children and adolescents: Issues in clinical child 
psychology (pp. 45–61). Boston, MA: Springer. https://doi.
org/10.1007/978-0-387-73691-4_4.

Huh, H. J., Kim, K. H., Lee, H. K., & Chae, J. H. (2017). The rela-
tionship between childhood trauma and the severity of adult-
hood depression and anxiety symptoms in a clinical sample: The 
mediating role of cognitive emotion regulation strategies. Journal 

organizations. Thus, it is imperative to foster relationships 
with referral sources and other organizations that value and 
respect the degree to which trauma impacts the lives of those 
they serve. Whether it is a different treatment provider, a 
housing organization, or a transportation company that will 
provide needed transportation to appointments and services, 
the organization will ideally foster a climate of respect and 
consideration for individuals impacted by trauma.

Consideration of the Passage of Time

In thinking about the application of trauma research find-
ings to service provision, it is meaningful to consider the 
impact of the passage of time on an individual’s recollection 
of the traumatic events in their life as well as the related 
emotional severity. There is a rich body of research studying 
how the passage of time affects memory related to traumatic 
events and their associated emotions (Brainerd et al., 2008; 
Bolton et al., 2006; Southwick et al., 1997; Strange et al., 
2012). There is some evidence that there is memory amplifi-
cation or enhancement of a traumatic event over time (Peace 
& Porter, 2004; Strange & Takarangi, 2015), yet there is 
also evidence supporting that memories of emotional events 
are relatively static (Conway et al., 1994) with the passage 
of time. These are important considerations in interpreting 
emotional severity findings related to experiences of trauma, 
such as reported by Greene and colleagues (2023) in relation 
to women with SUDs who are homeless or near homeless. 
Interms of translation to service provision, a clinician may 
be best situated to help a woman with an extensive trauma 
history by understanding how a patient currently feels and 
their current trauma, if applicable, as well as their recollec-
tions of past trauma and its’ related impact. Recall of past 
trauma severity is related to current symptom severity (Huh 
et al., 2017). Even if and when there is memory distortion, 
the current emotional recollection of the past trauma may be 
meaningful to the woman’s current treatment plan.

Conclusion

Utilizing findings from descriptive studies that present rates 
of trauma experience particular to individuals served in 
mental health, SUD treatment and overall behavioral health-
care settings may improve service delivery and treatment 
experience and effectiveness. With committed leadership, 
behavioral healthcare organizations can bolster and nurture 
a trauma-informed workforce that is well-cared for to reduce 
the potential burden of secondary traumatic stress. Tak-
ing a research-informed approach, organizations can work 
to create a physically and emotionally safe organizational 

1 3

206

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/j.janxdis.2006.01.009
https://doi.org/10.1111/j.1467-9280.2008.02177
https://doi.org/10.1111/j.1467-9280.2008.02177
https://doi.org/10.1007/s10597-023-01162-6
https://doi.org/10.1007/s10597-023-01162-6
https://doi.org/10.1007/978-0-387-73691-4_4
https://doi.org/10.1007/978-0-387-73691-4_4


Community Mental Health Journal (2024) 60:203–207

Substance Abuse and Mental Health Services Administration (2014). 
Trauma-informed care in behavioral health services. Treatment 
Improvement Protocol (TIP) Series 57. HHS Publication No. 
(SMA) 13-4801. Rockville, MD: Substance Abuse and Mental 
Health Services Administration.

Southwick, S. M., Morgan, C. A., Nicolaou, I. I. I., A. L., & Char-
ney, D. S. (1997). Consistency in memory for combat-related 
traumatic events in veterans of operation desert storm. American 
Journal of Psychiatry, 154, 173–177. https://doi.org/10.1176/
ajp.154.2.173.

Strange, D., & Takarangi, M. K. (2012). False memories for missing 
aspects of traumatic events. Acta Psychologica, 141(3), 322–326. 
https://doi.org/10.1016/j.actpsy.2012.08.005.

Strange, D., & Takarangi, M. K. (2015). Memory distortion for trau-
matic events: The role of mental imagery. Frontiers In Psychia-
try, 23(6), 27. https://doi.org/10.3389/fpsyt.2015.00027.

Substance Abuse and Mental Health Services Administration (2014). 
Trauma-informed care in behavioral health services. Treatment 
Improvement Protocol (TIP) Series 57. HHS Publication No. 
(SMA) 13-4801. Rockville, MD: Substance Abuse and Mental 
Health Services Administration.

Upshur, C. C., Jenkins, D., Weinreb, L., Gelberg, L., & Orvek, E. A. 
(2017). Prevalence and predictors of substance use disorders 
among homeless women seeking primary care: An 11 site sur-
vey. American Journal on Addictions, 26(7), 680–688. https://
doi.org/10.1111/ajad.12582. https://doi-org.proxyiub.uits.iu.edu/.

Wilson, J. M., Fauci, J. E., & Goodman, L. A. (2015). Bringing trauma-
informed practice to domestic violence programs: A qualitative 
analysis of current approaches. American Journal of Orthopsy-
chiatry, 85(6), 586–599. https://doi.org/10.1037/ort0000098.

Zlotnick, C., Najavits, L. M., Rohsenow, D. J., & Johnson, D. M. 
(2003). A cognitive-behavioral treatment for incarcerated women 
with substance abuse disorder and posttraumatic stress disorder: 
Findings from a pilot study. Journal of Substance Abuse Treat-
ment, 25(2), 99–105.

Publisher’s Note  Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional affiliations.

of Affective Disorders, 213, 44–50. https://doi.org/10.1016/j.
jad.2017.02.009. https://doi-org.proxyiub.uits.iu.edu/.

Hutchinson, A. M., & Johnston, L. (2006). Beyond the BARRIERS 
Scale: Commonly reported barriers to research use. JONA: The 
Journal of Nursing Administration, 36(4), 189–199. https://doi.
org/10.1097/00005110-200604000-00008.

Menschner, C., & Maul, A. (2016). Issue brief: Key ingredients for 
successful trauma-informed care implementation. Center for 
Health Care Strategies. https://www.samhsa.gov/sites/default/
files/programs_campaigns/childrens_mental_health/atc-whitepa-
per-040616.pdf.

Messina, N., Calhoun, S., & Warda, U. (2012). Gender-responsive 
drug court treatment: A randomized controlled trial. Criminal 
Justice and Behavior, 39, 1539–1558.

Najavits, L. M. (1999). Seeking safety: A new cognitive-behavioral 
therapy for PTSD and substance abuse. National Center for Post-
traumatic Stress Disorder Clinical Quarterly, 8, 42–45.

Najavits, L. M. (2007). Seeking safety: An evidence-based model for 
substance abuse and trauma/PTSD. In K. A. Witkiewitz, & G. A. 
Marlatt (Eds.), Therapists’ guide to evidence-based Relapse Pre-
vention: Practical resources for the Mental Health Professional 
(pp. 141–167). San Diego: Elsevier Press.

Najavits, L. M., & Hien, D. (2013). Helping vulnerable populations: 
A comprehensive review of the treatment outcome literature on 
substance use disorder and PTSD. Journal of Clinical Psychol-
ogy, 69, 433–479.

Osofsky, J. D., Putnam, F. W., & Lederman, C. (2008). How to main-
tain emotional health when working with trauma. Juvenile and 
Family Court Journal, 59(4), 91–102.

Palmieri, J., & Valentine, J. L. (2021). Using trauma-informed care to 
address sexual assault and intimate partner violence in primary 
care. The Journal for Nurse Practitioners, 17(1), 44–48.

Peace, K. A., & Porter, S. (2004). A longitudinal investigation of the 
reliability of memories for trauma and other emotional experi-
ences. Applied Cognitive Psychology, 18(9), 1143–1159. https://
doi.org/10.1002/acp.1046. https://doi-org.proxyiub.uits.iu.edu/.

Polcin, D. L. (2016). Co-occurring substance abuse and mental health 
problems among homeless persons: Suggestions for research and 
practice. Journal of Social Distress and the Homeless, 26(1), 1. 
https://. doi-org.proxyiub.uits.iu.edu/ -10-10.

1 3

207

https://doi.org/10.1176/ajp.154.2.173
https://doi.org/10.1176/ajp.154.2.173
https://doi.org/10.1016/j.actpsy.2012.08.005
https://doi.org/10.3389/fpsyt.2015.00027
https://doi.org/10.1111/ajad.12582
https://doi.org/10.1111/ajad.12582
https://doi-org.proxyiub.uits.iu.edu/
https://doi.org/10.1037/ort0000098
https://doi.org/10.1016/j.jad.2017.02.009
https://doi.org/10.1016/j.jad.2017.02.009
https://doi-org.proxyiub.uits.iu.edu/
https://doi.org/10.1097/00005110-200604000-00008
https://doi.org/10.1097/00005110-200604000-00008
https://www.samhsa.gov/sites/default/files/programs_campaigns/childrens_mental_health/atc-whitepaper-040616.pdf
https://www.samhsa.gov/sites/default/files/programs_campaigns/childrens_mental_health/atc-whitepaper-040616.pdf
https://www.samhsa.gov/sites/default/files/programs_campaigns/childrens_mental_health/atc-whitepaper-040616.pdf
https://doi.org/10.1002/acp.1046
https://doi.org/10.1002/acp.1046
https://doi-org.proxyiub.uits.iu.edu/
http://doi-org.proxyiub.uits.iu.edu/

	﻿A Research-Informed Approach to Providing Behavioral Healthcare to Women with Extensive Trauma Histories
	﻿Abstract
	﻿Research-Informed Strategies for Providing Trauma-Informed Care to Women Who have SUD and Any History of Homelessness
	﻿Organizational-Level Strategies
	﻿Having a Trauma-Informed Workforce
	﻿Creating a Safe Organizational Environment
	﻿Preventing Secondary Traumatic Stress in Staff


	﻿Clinical-Level Strategies
	﻿Screening for Trauma and Tailoring Services
	﻿Involving Patients in the Treatment Process
	﻿Training Staff in Trauma-Specific Treatments
	﻿Engaging Referral Sources

	﻿Consideration of the Passage of Time
	﻿Conclusion
	﻿References


