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Trauma-informed Systems and Communities 
 
Of all the public health crises our nation faces, perhaps the most central is the role of toxic stress and trauma in 
the basic vulnerability of individuals, families and communities.  These conditions can contribute to a host of 
acute and chronic—and often interwoven—physical, psychological, developmental, educational, occupational, 
economic, medical, behavioral, social, spiritual, cultural and legal challenges.1 
 
The numbers vary from population to population and study to study, but they are often grim.  For example, in 
2008 an estimated 772,000 U.S. children were abused2 and six out of ten youth reported that they had been 
exposed to violence in the past year.3  Between 15% and 25% of women and girls have been sexually abused, 
and 9% to 44% of women have been victims of domestic violence.4  Estimates of trauma-related challenges 
among veterans vary widely, with one large 2008 study reporting that 18.5% of recent veterans suffered from 
posttraumatic stress disorder or depression.5  Among youth and adults with behavioral health challenges or child 
welfare or criminal justice involvement, estimates of trauma—particularly childhood trauma—run much higher.6 
 
Unaddressed trauma often leads to more stress and trauma—within an individual life, within a community, within 
a generation and between one generation and the next.  However, just as the sources and consequences of 
trauma are often interconnected, so are the solutions.  From the teachers and first responders who may be the 
first to spot signs of trauma to the service systems that address the challenges that follow, each individual, 
family, organization and system plays its own essential role.  This paper explores the nature and consequences 
of trauma and the concept of trauma-informed systems and communities as a springboard for hope and action. 
 
 
Resilient Systems and Communities 
 
For individuals, families, communities, cultures, 
organizations and service systems, resilience—the 
ability to “bounce back” from stress and overcome 
adversity7—is a product of many elements.  Two of 
the most important of these are human connection 
and access to resources. 
 
Human Connection:  Beginning with the critical 
importance of safe, loving connection with caregivers 
in the development of basic attachment and coping 
skills—key components of resilience—human 
connection remains our strongest asset in preventing 
and healing the effects of extreme stress and threat.8  
Connection (e.g., communication, collaboration, 
support) is equally important in fostering resilient 
families, communities, cultures and service systems. 
 
Access to Resources:  The human being is born with genetic strengths and vulnerabilities and the need for a 
number of basic social and economic resources.  The absence or presence of key resources can have powerful 
effects on an individual’s ability to cope with stress, respond to threat, resist illness and injury, overcome 
adversity and maintain psychological balance.9  A few examples of these “social determinants of health”: 
• The concept of “weathering” provides a useful metaphor for the ways in which chronic poverty and 

discrimination can contribute to ill health across the life span, from low birthweight10 to premature aging.11 
• In individuals, families, communities and cultures, levels of social, material, emotional, spiritual and 

economic resources are important predictors of health, resilience and recovery from adversity.12 
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• In organizations and service systems, access to human and financial resources can make the difference 
between effective and ineffective practices, between merely “scratching the surface” and truly fulfilling 
community needs and between an openness to collaboration and a fear of losing “turf.” 

 
 
The Experience and Effects of 
 
From the smallest neighborhood to the largest city, the 
strength of each community is challenged by the effects 
of toxic stress and trauma, even—perhaps especially—
among its youngest and least powerful members.   
 
Trauma is a set of human responses to experiences that 
overwhelm our ability to cope.  The world holds many 
such experiences, including: 
• The neglect, abuse and bullying that are integral 

parts of too many children’s lives 
• The sexual and domestic violence that many girls 

and women, and some boys and men, endure on a 
regular basis 

• The shock and pain following car crashes 
• The devastation left behind by mass casualty events 
• The violence that rips through many communities night and day 
• The fear, pain and uncertainty of chronic or life-threatening illnesses and invasive medical procedures 
• Frustration and hopelessness carved out by poverty and racism, often intensified in difficult economic times 
• The extreme and chronic stress, threat and loss that many service members and their families experience 
• The pain of losing a loved one, particularly in violent circumstances or if the loss comes early in life 
• The vicarious trauma that can affect human service providers, first responders and (particularly in violent 

urban areas) family and community members exposed to others’ traumatic experiences 
 
Trauma is often called “a normal reaction to an abnormal situation,”13 because it begins with the mobilization of 
powerful natural processes designed to keep us alive and functioning.  Under heavy stress and threat, these 
processes are thrown off balance, pushed to extreme levels that can exact a high price long after the threat has 
passed.14  Mild and temporary stress can build resilience, just as a vaccination builds resistance to an illness, 
but extreme, repetitive or chronic stress or threat often has the opposite effect, more like that of an autoimmune 
disorder.  It wears down our resilience, so that each experience leaves us more vulnerable to the next.15  
 
It would be much simpler if most trauma survivors had to live through only one or two isolated incidents, but the 
reality is that many individuals, families, communities and cultures have been subjected to multiple, often 
chronic traumagenic circumstances.16  These circumstances can injure the body, the mind and the spirit; set up 
complex reactions and consequences; damage relationships; interfere with physical, psychological and spiritual 
balance; and threaten or destroy the resources most necessary for healing.   
 
People’s reactions to potentially traumatic experiences run on a long continuum, from an apparent lack of 
effects (resistance) to serious and chronic effects.  People often associate trauma with posttraumatic stress 
disorder (PTSD), an anxiety disorder that can include intrusive recall of the trauma (intense, intrusive memories, 
emotions, sensations, images, sounds, tastes, odors), re-experiencing (which might include repetition of 
traumatic circumstances in the present), hyperarousal (including increased anger and startle response, 
hypervigilance and/or difficulty concentrating or sleeping), numbing and avoidance of reminders of traumatic 
events.17  However, PTSD is only one of many conditions that might follow the experience of trauma. 
 
A few examples begin to show the variety of additional post-trauma challenges:   
• Trauma also raises vulnerability to other anxiety disorders and to depressive disorders, including bipolar 

disorder.18  Serotonin and other chemicals that regulate mood are among those that trauma tends to affect. 
• The use of alcohol or drugs to “medicate” the pain of post-trauma effects can raise the risk of substance use 

disorders, affect many other areas of life functioning and place people in potentially traumatic situations.19  
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• People who experienced severe or chronic neglect and/or abuse in childhood are particularly vulnerable to 
symptoms of complex or developmental trauma, including troubled relationships, distorted self-image, 
unstable levels of trust and difficulty tolerating and managing emotions and responses to stress.20 

• Painful feelings that may be associated with traumagenic experiences—fear, grief, guilt, shame, loss of 
hope, sense of spiritual disconnection—can gain power from the body’s intense reactions to trauma.21 

• When trauma has lasting physical effects on natural brain chemicals, hormones, muscle tension, heart rate, 
inflammation and immune functioning, these effects can raise the risk of many acute and chronic illnesses.22 

• Trauma in one generation can affect future generations, often through its effects on relationships and the 
resources available to the family, the community and/or the culture.  The experience of trauma can also set 
in motion “epigenetic” changes in the way our DNA expresses itself, changes that can be passed from 
generation to generation.23  Widespread trauma within a culture can affect the physical, emotional, 
behavioral, social and spiritual well being of the culture for generations to come, as witnessed by the 
experience of far too many cultures, including Jews following the Holocaust, African Americans in the wake 
of slavery and the many Indigenous Peoples who have been displaced and subjected to horrific treatment.24 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Post-trauma conditions can have many effects on health, development, education, employment, finances, faith, 
relationships, parenting and adherence to the law, and many people develop multiple conditions.  These effects 
may bring people into contact with multiple civic, human service and justice systems, where they might present 
with deeply entrenched challenges that resist traditional efforts to help. 
• If the many systems that address these challenges do so in isolation, they might miss important information 

and resources that only integrated, coordinated, collaborative efforts can provide. 
• If approaches or practices within these systems (e.g., harsh confrontation, invasive procedures) create 

conditions similar to those that instilled trauma in people’s lives, they can re-open traumatic wounds. 
• If people are forced to re-live traumatic memories, or persuaded to remember without skilled guidance and a 

solid grounding in stress and emotion management skills, their progress and well being may be jeopardized. 
• If service providers are trained to focus first on problems, symptoms or “bad behavior,” they might miss the 

individual, family, community and cultural strengths that often provide their best opportunities to intervene. 
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Trauma-informed Systems and Communities 
 
As overwhelmed as many systems and communities are by the economic and social challenges they need to 
address, it may be difficult to imagine how they might rally around the idea of a trauma-informed approach, 
something that at first sounds like a luxury.  However, the realization that toxic stress and trauma are both 
causes and consequences of many of the challenges they face has inspired some systems and communities to 
explore how an inclusive trauma-informed approach might make a number of other solutions fall into place.   
 
Andrea Blanch, PhD describes one community-wide effort in Tarpon Springs, FL.  “Peace4Tarpon includes 
virtually every group and civic organization in the city—the mayor’s office and city council, the city manager’s 
office, the police and fire departments, the housing authority, the school system, health and human services, the 
business community, the faith-based community, and the local college, art museum, and library.  These 
disparate groups work together with a common mission—to make Tarpon Springs a safe, healthy, healing, and 
productive community.”25  This new movement is gaining strength, energy and national attention. 
 
A longer-standing example with dramatic results is the story of Alkali Lake, the home of a Shuswap band of 
Original People near Vancouver, Canada.  In the 1960s, ravaged by a century’s worth of land seizure, spiritual 
loss and the forcible removal of their children to highly abusive “boarding schools” where they would be stripped 
of all vestiges of their culture, the Alkali Lake community suffered epidemic levels of unemployment, child abuse 
and neglect, domestic violence, hunger and alcohol abuse and addiction.  A community-wide sobriety 
movement started slowly in the early 1970s, including professionally led “alcohol awareness” sessions (later 
evolving into recovery meetings), tougher alcohol sales and enforcement policies, classes on Shuswap 
language and arts, reinstatement of healing cultural traditions and practices and contemporary human potential 
seminars.  “Growing numbers of sober adults began to establish a new set of social norms,” wrote Craig 
Lambert, PhD.  “By the mid-1980s, sobriety had become the rule, as it remains today.”26 
 
Many such successful movements begin with and continue to emphasize positive central themes, focusing on 
resilience and strength rather than on problems and trauma.  A movement organized around building community 
strength will attract, energize and hold people who might be frightened off by a meeting on “trauma-informed 
communities” or might soon be discouraged by a process that emphasizes problems.  If the topic is resilience, 
people will still bring up the subject of trauma, but they will address it within an overall framework of hope. 
 
One large strength-based movement is Philadelphia’s Resilience-oriented Systems Transformation, begun in 
2005.  With recovery/resilience as its central focus, the Philadelphia Department of Behavioral Health and 
Intellectual disAbility Services has used the input of diverse stakeholders within the community, the recovery 
community and the behavioral health field in a fundamental realignment of policies, practices and resources.  
The result is an integrated system of care organized around resilience, recovery and self-determination.27   
 

For the community interested in exploring its own 
possibilities, one first step might be a simple 
process of inclusion, envisioning and inviting the 
full range of potential partners, with the 
understanding that all have a stake and each one 
has something to contribute.  A series of informal, 
collaborative “brainstorming” sessions might 
introduce the conversation and begin to frame it in 
the language, values and needs of local systems, 
cultures and communities. 
 
The inclusive nature of this process affirms the fact 
that everyone is needed.  Even the best service 
system cannot reverse the flow of trauma without 
the whole community at its side.   By the time 
people’s troubles reach the point where they are 
ready to seek behavioral healthcare, their 
problems are often deeply entrenched, many 
aspects of their health have suffered and the lives 
of many more people have been affected. 
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What is needed is a community-wide safety net, with 
many points at which people’s growing challenges can 
be noticed and addressed: 
• Prevention and public education will raise 

community awareness and resilience. 
• Respectful, non-stigmatizing screening will identify 

challenges in community settings. 
• Early intervention services will help individuals and 

families cope and seek help. 
• Trauma-informed systems and services will create 

safety and avoid re-traumatization. 
• Trauma-specific treatment will help people heal 

and begin the process of recovery. 
• Trauma-informed recovery support will provide 

ongoing safety and strength.  
 
The collaborative process of creating and using this safety net is a job for the whole community.  For example: 
• Community, civic and cultural leaders can provide their time, attention, openness and networking skills, 

and can gain valuable experience and improve the health of their communities. 
• Business leaders can provide information on the impact of these challenges on the workforce, help raise 

resources, prepare systems to adopt smart business models and provide information to the workforce. 
• The philanthropic community can help the growing movement raise resources and develop a plan for 

sustainability, and can help forge links between stakeholders in the for-profit and not-for-profit worlds. 
• Faith leaders and cultural spiritual leaders can provide their knowledge, wisdom and compassion, and 

participation in community-wide networks can bring new skills and strengths to their communities. 
• The natural listeners and supporters in the community can paint a deeper picture of the community and 

learn respectful responses to trauma and skills for helping people build safety and cope with stress. 
• Children, youth and families can provide information about their strengths and challenges, learn about 

options for seeking help and learn skills that will help them manage stress and strong emotions. 
• Teachers and other school staff can educate the community on trauma’s effects on educational success, 

teach skills in stress and emotion management and perform evidence-based screening and identification. 
• Clinical staff in schools and other community settings can provide expertise and perform evidence-

based assessment and referral, family education/skills training and other early intervention services. 
• Primary medical care teams can ask brief screening questions, continue to anticipate and address the 

physical effects of trauma and collaborate with behavioral health in an integrated healthcare response 
• Military and veterans’ services can collaborate with civilian communities and systems to close the gaps 

between services and create a “no wrong door” approach to the needs of military and veteran families. 
• First responders can receive and provide training in identifying and responding to signs of trauma, build 

stronger referral networks and respond to individuals and families in compassionate, trauma-informed ways. 
• Child welfare staff can contribute their wisdom to the community-wide understanding of the effects of 

stress and trauma and can create and embrace a comprehensive program of trauma-informed care. 
• Criminal and juvenile justice staff can contribute their knowledge of the full consequences of untreated 

trauma and learn skills for identification and referral, stress management and trauma-informed services. 
• Behavioral health and social services staff can provide consistently safe, respectful, trauma-informed 

services, including referral to and provision of evidence-based trauma-specific care by well prepared staff. 
• Peer-based communities of recovery can contribute to the community’s story of trauma and resilience, 

and recovery sponsors, mentors and coaches can provide strength-based, trauma-informed support. 
 
Financial resources might be scarce, but within most communities, the collective knowledge, skill, wisdom and 
commitment of all stakeholders is an extraordinary source of strength.  If they join forces in an inclusive, 
respectful, collaborative effort, they can and will create safety, strength, resilience and recovery.  When the 
community moves to act as one, there is no child, no family, no neighborhood that cannot be healed.   
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