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Management for Trauma Survivors 

...story continued on page 2 

Twenty-four Oregon consumer/survivor leaders met 
in Portland on February 3rd, 2006, for discussion and 
activities serving to catalyze statewide support and 
involvement towards the creation of a major position 
statement for effecting policy change, and for trans-
forming mental health care in the state of Ore-
gon. The event, which took place at Portland 
State University, was underwritten by the Peer 
Expertise Network (PEN) and the Oregon Con-
sumer/Survivor Network (OCN). It was moder-
ated by Oregon consumer/survivor advocate 
Beckie Child and featured Steve Miccio as 
guest speaker. Miccio is Executive Director of 
PEOPLe Inc., a multi-county peer-operated 
program in New York State. He was the lead 
coordinator for the creation of Infusing Recovery-
Based Principles Into Mental Health Services: A 
White Paper by People who are New York State 

Recovery White Paper: Aiming to Transform 
Mental Health Care in Oregon 

In the past few years, the management of the Mid-Valley Behavioral Care Network (MVBCN or BCN), has 
quietly initiated a major systemic shift in its approach to working with people who are trauma survivors. The 
BCN is a Mental Health Organization (MHO), which is viewed by some consumer/survivors as being at the 
forefront of positive system transformation, at least for mainstream (meaning not consumer/survivor-run) 
service providers. As an MHO, the BCN contracts with the state to provide mental health services to Oregon 
Health Plan members in 5 Oregon counties (Linn, Marion, Polk, Tillamook, and Yamhill).  
 

The BCN has instituted what it calls the Trauma Survivors Project to provide improved crisis services to 
people with trauma histories. This is an innovative program in many respects, even in regards to its name. 
 

A note of explanation is called for here: Nationwide, consumer/survivors with trauma histories are often re-
ferred to as frequent crisis service utilizers (or a similar phrase). This expression has negative connotations 
in the mental health profession for multiple reasons. On the one hand, in an era of tightened budgets for 
human services, those who repeatedly use crisis services are often perceived as consuming ―more than 
their fair share‖ of limited resources. On the other hand, the mental health profession has had a longstand-
ing tendency to view trauma and abuse survivors in an extremely unflattering 

Consumers, Survivors, Patients and Ex-Patients. 
This white paper was presented to the New York Of-
fice of Mental Health. It was a document in which, 
according to Miccio, ―...over 10,000 people had in-
put.‖  

White papers are traditionally used by busi-
nesses to promote solutions to problems, and 
by governments to help develop policy. Oregon 
consumer/survivor leaders who have been in-
volved in advocacy at the state and local levels 
have been discussing the need for a white pa-
per as a way to tell the policy makers, and the 
agencies that provide services, what we as 
consumer/survivors want and need. But for 
such a statement to have legitimacy it must 

have input from as many consumer/survivors in the 
state as possible – not just from those who are most 
vocal. It truly needs to be    ...story continued on page 5 
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light, often labeling these individuals with the diagnosis 
of borderline personality disorder (BPD). Individuals with 
trauma backgrounds have long been misunderstood by 
many in the mental health profession, who may view 
them as simply ―too difficult to work with.‖ Consumer/
survivor leaders are now speaking up to counter such 
perceptions as simplistic and disparaging. Research as 
well as anecdotal evidence has shown that some chron-
ic abuse survivors have had to learn to get their person-
al needs met in unusual ways because of considerable 
time spent in extremely toxic social or family environ-
ments, a fact that has not been understood by many 
poorly trained mental health workers. Additionally, the 
mental health system as a whole tends to approach 
mental health issues via a pathological framework 
(characterized by the question, ―What’s wrong with 
you?‖), despite increasing evidence that many, if not 
most mental health issues, have their genesis in trauma 
and/or abuse (which calls for a re-orientation of ap-
proach to ―What happened to you?‖). 
 

The BCN has recognized that individuals who are in 
need of frequent crisis services are usually trauma survi-
vors. And it has radically revamped its service provision 
for these individuals. They are no longer referred to as 
frequent crisis service utilizers. And while many service 
providers in the state have instituted programs to save 
money by attempting to keep individuals from ―over-
utilizing crisis services,‖ the BCN actually went to the 
people who use the services themselves and asked 
them what it is that they want -- that is, “How can we 
help you to avert crises from happening, and what would 
make you feel safer if you do find yourself in a crisis situ-
ation?” Although this may seem like a no-brainer to con-
sumer/survivor readers, the fact is that most mental 
health service providers have historically assumed that 
mental health workers understood the needs of their 
clients better than the clients themselves did. The men-
tal health service delivery system as a whole is only in 
the very incipient stages of embracing the concept self-
determination as a major tool for recovery. 
 

In 2001, the BCN initiated a process of re-evaluating its 
crisis service policies. It asked consumer/survivors to 
provide heavy input. The BCN found, of course, that the 
majority of people who intensely used crisis services 
had trauma backgrounds. Jim Russell, Executive Man-
ager of the BCN, identified 3 recommendations that 
came out of what became known as the Trauma Survi-
vor’s Project: 
 

1.   Training for emergency room staff, stressing 
that suicidal intent is an effort to communi-
cate what the individual’s life experience is 
at that point in their lives, and that automatic 
hospitalization does not necessarily help 
people to manage their lives better. 
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have to offer. Contact information is listed above.  

2.   Advance crisis planning, which is driven by 
individual needs and not by the goals of the 
treatment team. In this process, people are 
asked ―What is most helpful for you in a crisis 
situation? What is not helpful?‖ 

3.   An initiative known as the Peer-to-Peer Sup-
port Program, which utilizes the invaluable 
experience of people with trauma histories to 
provide help to folks in crisis or pre-crisis situ-
ations. 

What has been the result of this new approach? A de-
crease in crisis and hospital episodes for those who partic-
ipate – which translates into saved taxpayer dollars of 
course -- but most importantly, feedback from consumer/
survivors that the process has been empowering! 
 

―The wisdom about what to do comes from within people,‖ 

Russell said. ―We try to support the emergence of their 
wisdom and allow it to change us. The consumer-centered 
crisis plan guides the work that is being done. They identi-
fy the concrete resources          ...story continued on page 5  
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...story continued on page 4 

In My Opinion: 

Oregon Trauma Policy by Beckie Child 
 

The topic of trauma is very broad, and the range of traumatic experiences is broad also.  
While I will mention a few specific types of trauma—please don’t take that to mean that 
I don’t think other types of traumatic experiences are unimportant or that they don’t 
have life-impacting effects on the people who experienced the trauma. The mental 
health system needs to have a better way of responding to people who have experi-
enced other types of trauma as well.  I know they do.   
 

I have been involved in the development of the Trauma policy since 2001.  As I talk with 
both the people who use or have used mental health services, and the providers around 
the state, most of them have no idea a trauma policy exists.  The Trauma Policy Advi-
sory Council (TPAC) has been working on this issue—but more work needs to be done.  
 

But what does having a trauma policy mean to the person seeking/using mental health 
services at the local community mental health program, the emergency room, the inpa-
tient unit, or the child and adult foster care system?  How do we know that the trauma 
policy is changing things for the better?  Are there outcomes associated with having a 

trauma policy? If so, what are they?  What are the steps being taken to reduce iatrogenic trauma (trauma caused by 
the mental health system)? 
 

The Office of Mental Health and Addiction Services (OMHAS) has an initiative to reduce seclusion and restraint at 
Oregon State Hospital (OSH), Blue Mountain Recovery Center (BMRC), Oregon Health Science University (OHSU), 
and Trillium Family Services.  The TPAC has been informed that progress has been made in reducing seclusion and 
restraint in these facilities.  However, at the beginning of our efforts to reduce the use of these practices, TPAC mem-
bers were not shown any documents that indicated the baseline level of seclusion and restraint taking place at these 
facilities; nor have we seen any documentation that indicates current levels of seclusion and restraint.  Yet since OSH 
began their efforts to reduce seclusion and restraint, they also began doing programmed seclusion (meaning seclu-
sion on an almost 24 hour, every day basis for ―safety and security reasons‖) for certain people.  The TPAC has nev-
er seen a comparison of the different wards at OSH and their use of seclusion and restraint.  I have a hard time get-
ting my head around the idea that OSH has a seclusion and re-
straint reduction initiative going and yet they have programmed se-
clusion for individuals.  I think this begs additional questions and 
examination.  Have the individuals being placed in programmed 
seclusion been evaluated as to whether or not trauma has been a 
part of their lives and perhaps some of the challenges they have 
now are a result of that trauma?   
 

So, one of my questions for OMHAS is: What are the outcomes 
from having a trauma policy?  I believe there are outcomes—I’m 
just not sure that the outcomes are having significant impact on 
transforming the present system to a system that offers trauma-
informed services.  I have hope that the outcomes will improve—but 
at this point it appears that the Trauma Policy is not an effective tool 
for transforming the system.   
 

If we had an effective trauma policy, we would 
 

 Ask people who use services ―what happened to you?‖ ra-
ther than ―what’s wrong with you? 

 

 Train mental health clinicians and service providers to be 
competent and knowledgeable in the etiology of trauma — 

 

           (…story continued on page 4) 
 

In My Opinion is an occasional feature of the Consumer/Survivor Synergist. The views expressed are the opinions of the author only 
and do not necessarily reflect the views of Synergist staff, the Oregon Consumer/Survivor Network (OCN), the Mental Health Association 
of Oregon (MHAO), or the Office of Consumer/Survivor Technical Assistance (OCTA–PeerLiNC). 
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individual they are 

working with as 
well as the  

person knows  
her/himself.‖ 



 

Trauma Policy (continued from page 3)       

what a traumatic response can look like, how 
to work with individuals in ways that do not re-
trigger their trauma, and what the physiologi-
cal signs of trauma can include.   

 

 Teach people who receive services and have 
experienced traumatic events in their lives 
about traumatic responses, and provide tools 
that allow them to heal, recover, reclaim, and 
transform their lives from those events. 

  

 Allow people to direct their own care. Their 
goals would be based on their individual 
dreams and desires—not the system’s goals 
and objectives.   There would be an emphasis 
on teaching individuals who receive services 
the skills that will allow them to have more 
direct control over their own life.   

 

 Stop shaming people who struggle 
with self-injury. Folks would not be 
blamed and punished for engaging 
in self-injury, but would instead be 
provided with tools and resources 
that addressed not only the harm-
ful aspects of self-injury, but would 
also engage people who self-harm 
in a conversation about how self-
injury has helped them through 
their lives. They would also be able 
to receive medical attention without 
being judged, belittled or de-
meaned.   

 

 Start cross training mental health clinicians, 
people who use or have used mental health 
services, and domestic violence organizations 
on a regular basis.   

 

 Reorient inpatient psychiatric units toward a 
focus on helping people get well rather than 
reinforcing how sick the person is for being 
there.   

 

 Consider the person receiving services to be 
the expert on her/himself.  Each person would 
be an integral part of the treatment team.  No 
mental health clinician will ever know the indi-
vidual they are working with as well as the 
person knows her/himself.  

  

 Ask people who use services ―what types of 
things help you when you’re having a difficult 
time?‖ and ―what types of things make it 
worse for you when you’re having a difficult 
time?‖  Then we would actually use the infor-
mation in a way that is helpful to the person 
rather than ignoring the information. 

 

 Look comparatively across the facilities to 
identify which ones are using seclusion and 
restraint and how often they use it, and then 
set realistic goals for the reduction/elimination 
of the practice of seclusion and restraint.  
When I looked at the Oregon Administrative 
Rules (OARs) that govern facilities that use 
―hold rooms‖, there is nothing in the rules that 
requires such facilities to document and report 
to the state how frequently they use the rooms 
and what steps were taken to prevent the use 
of seclusion and/or restraint.     

 

 Require MHO’s to report data about the use of 
seclusion and restraint, the steps taken to pre-
vent seclusion and restraint, etc., from hospi-
tals with whom they contract. 

 

 Change both the OARs that specifically apply 
to ―hold rooms,‖ and the licensure of such 
rooms, to require documentation and report-
ing requirements about: 1) the frequency of 
seclusion and/or restraint episodes, 2) the 
duration of each episode, and 3) steps taken 
to avoid/prevent use of seclusion and/or re-
straint. Additionally, change the OARs to re-
quire staff to debrief with the individual who 
was secluded and/or restrained, and require 
clinical records to record specific suggestions 
from that individual -- which would become an 
essential part of the care plan -- about ways to 
work with them that would reduce or eliminate 
the use of seclusion and restraint.  

 

    Use data as one measure to evaluate and de-
 termine whether a facility is in need of 
 technical assistance to learn ways of working 
 with individuals that don’t require the use of 
 seclusion and/or restraint.     

 

I have a much longer list of ―What would be different if we 
had an effective trauma policy,‖ but I think the items listed 
above are doable and won’t require a lot of money to 
change.  They will, however, require an effort from 
OMHAS and community mental health programs, hospi-
tals, and emergency departments to walk their talk when 
they say they believe in treating people with dignity, re-
spect, and compassion.   
 

I think having the trauma policy is a good idea.  I think 
there is a lot of work that needs to be done in order to 
make the policy more effective and assist in the total 
transformation of the mental health system.   
 

If you’re interested in a list of web sites, books, and publi-
cations that address trauma or ways to cope with traumat-
ic experiences, contact me at beckie.child@gmail.com or 
at 503-227-8496. 
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themselves.‖ When asked, 
why do some leaders of the 
consumer/survivor movement 
see the BCN as at the van-
guard of positive system 
change, Russell remarked, 
―Perhaps we are sometimes 
seen this way because of our 
desire is to strengthen rather 
than weaken the people who 
use these services. We are 
conscious, however, that we 
need to constantly find ways 

to improve our outreach to more kinds of folks. We are far 
from perfect, and I think that vanguard is too strong of a 
term to use here.‖ 
 

In June of 2005, the BCN contracted with Project Able, a 
Salem-based nonprofit agency, to fulfill the work of the 
Peer-to-Peer Support Program, mentioned above. The 
component of Project Able which was designed for this 
purpose is known as the Trauma Peer Support Volunteer 
Project, sometimes referred to as the Trauma Support 
Project. Rebecca Eichorn, the President of the Board of 
Directors of Project Able, and Nancy Snider, Program Co-
ordinator for the Trauma Support Project, both identify as 
mental health consumer/survivors, and both are parents of 
children receiving mental health services. The Trauma 
Support Project trains peer volunteers to provide help to 
individuals who are in – or near – crisis. 
 

 ―We strive to give hope, encouragement, community con-
nections, mutual respect, and empowerment to people 
who use our services,‖ Eichorn said. ―We train our volun-
teers to provide comfort and support regardless of setting, 
whether that is in the home, in a respite setting, or in an 
emergency room. What we make very clear in our train-
ings is that our volunteers are not professionals. They are 
not there to fix people. They are there to listen, offer feed-
back if desired, and provide a sense of community that 
can only come from someone who has been through what 
the person in crisis has been through.‖ 
 

―Besides having the individual specify in his or her care 
plan whether or not they 
wish to work with us, we 
also put up flyers in 
waiting rooms,‖ Snider 
said. ―People have to 
want us to come. This 
can never be mandated 
for the person – we 
won’t accept coercion 
from case management. 
If people call, they talk 
to me, and I contact a 
volunteer to come in. 
The volunteers can pro-
vide pretty much what-
ever is needed, whether  

 

it’s to sit in the ER, take care of their animals at home, 
help to find community connections, whatever. Our volun-
teers treat people as whole persons, not as a diagnosis!‖ 
 

Volunteers for the Trauma Support Project are motivated 
to give something back to the community, according to 
Snider. ―They’ve been down the road. It’s part of an indi-
vidual’s recovery journey to provide hope to others.‖ Ei-
chorn added, ―One volunteer came because her therapist 
gave her a flyer. She gave it a shot, and she’s on fire now! 
She’s found out she loves helping people who are going 
through what she’s been through!‖ Volunteers get support 
not only through intensive training, but also through twice-
monthly meetings, as well as outings together if desired. 
There is also a contracted therapist to provide extra sup-
port to volunteers if needed. 
 

When asked why the mental health establishment is start-
ing to see the wisdom in consumer/survivors determining 
their own routes to recovery, Eichorn stated, ―The grass-
roots consumer/survivor movement is slowly starting to 
shift the system. Our voices are beginning to be heard. 
Also, dollars are driving the change because listening to 
what works for people is more cost-effective than trying to 
force them to change.‖   
 

For further information about Project Able, please call 503-
363-3260. 
 

White Paper (continued from page 1)  

a whole state effort. In New York, according to Miccio, 
―We kept the same words that folks had used…it became 
everyone’s paper, with everyone’s values, goals and 
dreams. People came together because we listened to 
each other’s different beliefs.‖ 
 

Lively discussion and brainstorming exercises marked the 
activities in Portland. In a discussion on recovery, a wide 
range of opinion was in evidence, as was a general cli-
mate of acceptance for individual recovery journeys. 
Some individuals stated that the public mental health sys-
tem and medications had been of great benefit to them, 
while others stressed that for them, recovery started only 
after leaving both the system and medications far behind. 
If there was a common theme to people’s stories, it was 
that recovery requires individual motivation to change, 
regardless of the method chosen. It was apparent that 
participants could agree to disagree, and yet paradoxically 
find some commonality of experience, rather than merely 
fragmentation of opinion. As Christina Trevino remarked, 
―We can respect each other’s different camps. Our own 
experience makes our recovery special.‖ 
 

Beckie Child stressed the need to visit communities 
around the state to get input from as many people as pos-
sible. Participants expressed a willingness to help with the 
process in their respective communities. Please look for a 
future issue of the Synergist carrying a questionnaire ask-
ing you, the reader, as a mental health consumer/survivor, 
for your opinion concerning what works well in the current 
mental health system, as well as any changes you would 
like to see take place to create a better system. 
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Oregon Trauma Policy 
 

Did you know that the Office of Mental Health & Addiction  
Services (OMHAS) has a trauma policy?  Find it online at 
www.oregon.gov/DHS/addiction/trauma.shtml.  If you don’t 
have internet access, you can ask your local library to help you 
get a copy and/or you can contact Pat Davis at 503-945-7824 
or email Pat at patricia.m.davis@state.or.us to request a copy 
be sent to you.  
 

―The long-term adverse effects of interpersonal violence, 
abuse, neglect, and other serious traumatic experiences are 
seen in people from infancy to old age, across gender, race, 
culture, socioeconomic status, intelligence, or educational lev-
el. […] The symptoms that are adaptations to the effects of 
psychological trauma are sometimes not recognized as associ-
ated with prior trauma by survivors or clinicians. The cluster of 
issues, personal adaptations, problems, and symptoms that 
are seen in these individuals may result in Post-Traumatic 
Stress Disorder (PTSD), but more commonly other behavioral 
health conditions including mood, anxiety, and substance use 
disorders. […] People who experience social impairment as a 
result of psychological trauma will frequently describe suffering 
from depression, anxiety, difficulty controlling arousal of emo-
tions, dissociation, suicidal thoughts, self-harm, guilt, low self 
esteem, mistrust of others, substance misuse or relapse, and 
unsatisfactory interpersonal relations. […] Mental health and 
addiction service agencies must implement policies and proce-
dures to identify and treat psychological trauma and to provide 
services and trauma-specific treatment within a trauma-
informed model.‖  — Extract from the OMHAS Trauma Policy 

Alternatives 2006 Update: 
 

The Alternatives Conference will be held in 
Portland, Oregon, this year! Mark your calen-
dar for October 25th through the 29th! 
 

The conference offers technical assistance on 
consumer/survivor delivered services and self-
help/recovery methods, as well as a forum for 
mental health consumer/survivors from across the 
nation to meet, and exchange information and ide-
as. 
 

Scholarship applications 
are now available! To be 
eligible for a scholarship, a 
completed application and 
letter of recommendation 
must be received by U.S. 
Mail, postmarked on or 
before May 19, 2006. 
Scholarship applications 
and general conference information is available at 

www.alternatives2006.org, or by calling toll-free, 
1-800-776-1286. 
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