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BEYOND THE STUCKNESS
Teens,Trauma,andSubstanceUseDisorders

INFORMED VS. SPECIFIC
Trauma-informed care

Services that aim to engage people with histories of trauma,
recognizes the presence of trauma symptoms, and
acknowledges the role trauma has played in their lives

Trauma-specific care
Counseling services that are intended to resolve trauma
related symptoms, provided by a master’s level therapist with
advanced training and close supervision

Defined by survivor

Trauma leads to more trauma

Survivor vs. surviving

UNDERSTANDING TRAUMA

Create a working definition of
psychological trauma
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TYPES OF TRAUMA
Acute

One-time experience that causes severe emotional distress

Chronic
Multiple traumatic events, not necessarily connected

Complex
Ongoing, interpersonal, known perpetrator

Developmental
Complex trauma that impacts early developmental tasks

Intergenerational
Trauma impacts transmitted through generations

SHORT TERM IMPACTS
 Overwhelmed and helpless

 Emotional extremes

 Can’t process the experience

 Memory becomes fragmented
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LONGER TERM IMPACTS
Hyper-arousal

Vigilance, anxiety, sleep problems, trouble concentrating

Intrusion
Flashbacks, nightmares, unintentionally re-enact trauma

Constriction
Attempts to avoid intrusion, withdrawal from the world

In what ways could
substances be connected?

ROLE OF SUBSTANCES

60% of teens with PTSD
will develop an SUD

80% of teens in SUD treatment
have experienced trauma

DIAGNOSING SUDs

 7 substance types plus caffeine & nicotine

 11 diagnostic criteria

 Meet at least 2 criteria per substance

 Mild, Moderate, or Severe

COMMONLY ABUSED SUBSTANCES
THC, Alcohol, Triple C, Opiates,

Xanax, and Amphetamines
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Survivors start using earlier than peers

Using exacerbates MHDs
Most acknowledge problems

related to their using

Why do teens use?

“When I’m high, all the bad feelings go away.
I don’t think about the past and don’t worry about

the future. For a little while, my brain shuts up
and I can pretend everything is okay.”

Andrew, treatmentjournal

THE STUCKNESS

An unwillingness or inability
to do anything differently

WON’T CAN’T

EXACERBATING FACTORS
 Biological vulnerabilities

 Environmental stressors

 Existential concerns

 Minority stress

 Developmental debt
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Backpack full of [bleep]
Read the case study,

then discuss questions

PRACTICAL
STRATEGIES

“A strong therapeutic alliance is the most
important indicator of positive outcomes

when working with teens.”
Castro-Blanco and Karver, 2010

Trustworthy
Connectedness

Presence

CULTIVATE RAPPORT
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We must demonstrate
that we’re trustworthy

Authentic
Consistent

Non-judgmental
Useful

Transparent

“Trust is built one marble at a time.”
Brené  Brown,2010

“[Connectedness is] a sense of belonging,
or a sense of accompaniment. It is that

feeling in your bones that you are not alone.”
Edward Hallowell, 1993

Feeling felt

Right brain connections
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Validate & normalize

First person plural

More reflections, fewer questions
Interactive & creative

approaches

Relationships are reciprocal

Fully inhabiting this moment

Increases attunement

Can feel risky

Requires practice
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SLOW DOWN

Recovery isn’t a race
Directive approaches are
contraindicated with teens

Oppositional, treatment resistant
&/or avoidant of attachment

STAGES OF CHANGE

Pre-contemplation

Contemplation

Preparation
Action

Maintenance

Opportunity to deepen
commitment to change

Happens when we
push clients into Action

RECYCLE HAPPENS
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Normal for all teens

Indicates Contemplation

Suggests existential stuckness

EXPECT AMBIVALENCE

“[Change] threatens our very identity and
asks us to relinquish our way of being.”

Prochaska, Norcross & DiClemente, 1994

BALANCE RISK & SAFETY

Teen survivors often risk avoidant

Attempt to eliminate perceived danger

Avoidant behaviors may appear risky to others

It takes more than “safe spaces”
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Comfort Zone

Challenge Zone

Crisis Zone

RISKING CHANGE
 Acknowledge the physical, emotional,

and social risks involved in change

 Explore good risks and bad risks

 Provide opportunities to practice
healthy risk taking

 Use your hard-won therapeutic alliance
to confront avoidance

 Foster self-efficacy and resilience

“The shit in my backpack is
the fertilizer for my future.”

Andrew, treatmentjournal
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BEYOND STUCKNESS:  TEENS, TRAUMA & SUBSTANCE USE DISORDERS 
Presented by David Flack, MA, LMHC, CDP 

Email: David@WorkshopsWithDavid.com • Web: WorkshopsWithDavid.com • Phone: (206) 708-7274, ext 459 
 

DEFINE TRAUMA 
Create a working definition of psychological trauma. 
 
 
 
 
 
 
 
 

 
DISORDER VS. PROBLEM 

We can think about substance use is as a continuum. How would you define each of these 
points along this continuum? 
 

! No Use Ever 
 
 

! Experimental Use   
 
 

! Occasional Use 
 
 

! Regular Use 
 
 

! Abuse 
 
 

! Addiction 
 
 
At what point along this continuum would you say a teen would clearly have a substance 
related problem? 
 
 
 
Could someone ever have a problem before that point on the continuum? Explain. 
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CASE STUDY 
Andrew never knew his father. Then, at age four he witnessed the death of his mother from an overdose. 
They were living in a car at the time. With no family members willing to take him in, Andrew entered 
foster care. Between the ages of four and fifteen, he had nearly a dozen placements. With each move, his 
behavior became more problematic.  
 
At nine, Andrew started drinking alcohol. By eleven, he was using alcohol and marijuana regularly. At 
fourteen, he discovered meth and went to inpatient. He ran after three days, later reporting, “Inpatient 
was stupid. I had to go to my room at like 9:00pm and couldn’t have any books or music, at least not 
anything I wanted. Just stupid crap like rainforest sounds. So I’d just lay there, not sleeping, because 
nobody goes to sleep that early, and think about stuff. If I didn’t leave, I would’ve gone nuts.”  
 
Following inpatient, Andrew’s substance use continued to increase. By sixteen, he was on probation and 
had moved into a transitional living program after several months on the streets. He reported his drug of 
choice was meth and he used “something” everyday. “Meth if I can get it, but other things, too... Ritalin, 
coke, crack. Or just drinking or smoking weed. I’m not picky.”  
 
At intake, Andrew met the DSM-5 criteria for alcohol use severe, amphetamine use severe, cannabis use 
severe, and cocaine use moderate. He also had a long list of pre-existing mental health diagnoses that 
included PTSD, ADHD, conduct disorder, and major depressive disorder.  
 
Andrew reported a desire to stop using amphetamines, cocaine, alcohol, and heroin. “Those things are 
messing up my life!” However, he didn’t think treatment was necessary. In addition, despite possible 
legal consequences and the threat of losing his housing, he reported no desire to stop using marijuana. 
“It’s my life. People should just leave me alone. Besides, weed is pretty much the only thing I’ve got... 
My friends have ditched me. My family wants nothing to do with me. Why would I stop?” 
 
What are some ways Andrew is stuck? 
 
 
 
 
 
 
 
Why has past treatment been ineffective? 
 
 
 
 
 
 
 
What would you do differently? 
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DEFINE ALLIANCE 
Create a working definition of therapeutic alliance. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
TRUST MARBLES 

Brené Brown (2010) stated, “Trust is built one marble at a time.” In clinical settings, we can label these 
marbles authenticity, consistency, non-judgment, usefulness, and transparency.  
 
Which trust marbles are commonly present in your interactions with clients? How? 
 
 
 
 
 
 
 
 
 
For you, what are potential obstacles to using these trust marbles? 
 
 
 
 
 
 
 
 
 
What are some ways you could be more intentional in using these trust marbles? 
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STAGE-SPECIFIC INTERVENTIONS 
Developed by Prochaska, Norcross, & DiClemente, the Stages of Change is an evidence-based 
transtheoretical model that identifies five steps in the process of change. Below are brief descriptions of 
the stages and a few stage-specific interventions for each: 
 
" Pre-contemplation. The person doesn’t believe he or she has any problems related to the target 

behavior, so sees no reason to make changes. To help participants in this stage, we can focus on 
relationship building with the participant, validate the participant’s lack of desire to change, and 
provide objective information. 

 
" Contemplation. The person is considering the possibility that a problem might exists, but hasn’t yet 

decided if change is necessary. To help participants in this stage, we can explore the pros and cons of 
continuing to use, gently identify contradictions, and provide opportunities to imagine or experience 
alternatives. 

 
" Preparation. The person has identified a problem related to the target behavior and is deciding what 

to do next. To help participants in this stage, we can encourage small initial steps or experiments, 
continue to explore and solidify motivation for change, and help eliminate obstacles to change. 

 
" Action. The person has decided to change the target behavior, has developed a plan, and is now 

putting that plan into action. To help participants in this stage, explore ways to implement change, 
provide support, foster self-efficacy, and remain solution focused. 

 
" Maintenance. When the new behavior has become habit, the person has entered this stage. I propose 

that six months of sobriety is a good milestone for this. To help participants in this stage, we can 
provide ongoing support, continue exploring real or perceived obstacles, and build resiliency. 

 
Where in the Stages of Change would you place Andrew? Why? 
 
 
 
 
 
 
Which interventions do you think would be effective with Andrew? Why? 
 
 
 
 
 
 
 
What obstacles would exist for you in meeting Andrew where he’s at? 
 
 
 
 
 
 
 



Copyright © 2018, by David Flack 5 

EPILOGUE:  HOLD THEM CAPABLE 
In traditional substance abuse treatment, there seems to be a long-standing belief that clients should be 
held to a high level of accountability. This typically includes an expectation of excellent attendance and 
punctuality, an immediate commitment to long-term sobriety, and total compliance with all treatment 
recommendations—even when the youth enters services reluctantly, which is most of the time. 
 
While I believe teens should be held responsible for the choices they make, if we truly want to help 
teens get unstuck then we must move from holding them accountable to holding them capable. This 
doesn’t mean we shouldn’t have expectations. We should – not because we’re prepared to punish them 
if they fail, but because we believe they’ll succeed. 
 
Holding teens capable requires us to genuinely meet them where they’re at in the Stages of Change. It 
requires us to engage in stage-appropriate interventions that continuously nudge them forward. It 
requires us to believe they can make thoughtful choices about their own lives. It also requires us to 
assure that clients are at the right level of care, have treatment plans that address their true motivators, 
and help them build the skills needed to move forward. 
 
When we hold clients capable, we embrace the guiding principles of trauma-informed care:  safety, 
trustworthiness, choice, collaboration, and connection. We help them build resilience, self-efficacy, and 
a life worth living. We help them get unstuck. When we hold clients capable, we get the chance – 
everyday – to change the future. 
 
In his final treatment journal entry Andrew wrote, “I’ve been in treatment a lot. That’s my fault, I guess, 
but before now nobody ever said it was up to me or asked me what I wanted. Not this time. You asked 
me what I thought. At first I said there was no reason to do anything different, because I didn’t have a 
problem. Eventually, though, I decided I don’t need to be a lonely, angry kid anymore. So, thanks for 
that, and thanks for ruining drugs for me.” 
   
Andrew is a former participant and gave permission to use his story. His name and some identifying 
details have been changed to protect his confidentiality. Now 23, Andrew has completed an associate’s 
degree in human services and is attending a four-year college, where he’s studying art and psychology.  
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