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Executive Summary
Behavioral health professionals in New Hampshire are facing growing and increasingly complex caseloads 
of clients who often experience both mental health and substance use issues. At the same time, health 
professional shortages in New Hampshire mean that approximately 47 percent of those who need mental 
health services don’t have access to them1 and 76 percent of those who need substance use disorder 
(SUD) treatment do not receive it.2

These conditions—combined with high rates of drug overdose deaths—have exacerbated secondary 
exposure to trauma (SET) and burnout among behavioral health professionals. SET contributes to fatigue, 
heightened stress levels, and challenges in retaining and recruiting staff. The resulting strain makes it 
difficult for organizations to maintain stable workforces, worsening health professional shortages and 
resulting in a self-perpetuating cycle of increasing demand, unmet need, and occupational burnout.

In SFY 2024, the New Hampshire Department of Health and Human Services’ (NH DHHS) Bureau of Drug 
and Alcohol Services (BDAS) tasked the New Hampshire Technical Assistance Center (NHTAC) with 
helping to glean insights into the effects of SET among members of the “helping professions” (e.g., school 
counselors, nurses, social workers, firefighters, paramedics, therapists, peer support workers, teachers, 
police officers, victim advocates, and clergy). The resulting Trauma-Informed Care Project conducted 
community conversations and focus groups in the spring and summer of 2024 in four regions of the state. 
More than 190 persons representing multiple sectors participated, sharing insights and experiences.  

The results of these conversations and focus groups underscored the extent and impact of SET across the 
state. Participants from an array of professions reported being exposed to multiple forms of SET through 
their work. Primary sources of this exposure were witnessing or hearing about the personal trauma 
experienced by those they serve in five key areas:

•  Abuse, neglect, and adverse childhood experiences
•	 Marginalization and feelings of hopelessness and helplessness
•	 Victimization of women and domestic violence
•	 Substance-related death and despair
•	 Harmful relationships

Participants recounted how these experiences have adversely affected their mental and physical health, 
leading to challenges in their personal lives and doubts about their professional impact. They also noted 
that insufficient support from their employers and personal trauma further complicate their work and 
feelings of job satisfaction. In addition, participants reported struggling to cope when exposure to trauma 
experienced by clients evoked their own personal histories and experiences with trauma.

Despite these challenges, some participants also reported positive experiences, such as feeling like 
change agents in their clients’ lives. Many also reported experiencing personal growth and development 
as a result of working through job-related adversities, with some noting increases in empathy and 
understanding and a more expansive and tolerant worldview.

1 Bureau of Health Workforce, Health Resources and Services Administration. (2024). “Designated Health Professional Shortage 
Areas Statistics: Third Quarter of Fiscal Year 2024 Designated HPSA Quarterly Summary.” https://data.hrsa.gov/Default/
GenerateHPSAQuarterlyReport 

2  Centers for Disease Control and Prevention. “2021-2022  National Survey on Drug Use and Health: Model-Based Prevalence 
Estimates (50 States and the District of Columbia).” Table 30. https://www.samhsa.gov/data/sites/default/files/reports/
rpt44484/2022-nsduh-sae-tables-percent-CSVs/2022-nsduh-sae-tables-percent.pdf
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Participants identified four levels for interventions to address the effects of SET:

•  Self-care—This includes supportive colleagues with whom they can debrief, hobbies, interests that 
lay outside of work, and therapy.

•	 Supervision—This includes supervisors who are readily available when needed and who are proactive 
in helping them manage SET and other job-related stressors.  

•	 Comprehensive, organization-wide interventions—This includes recognizing SET as a macro-
level issue, providing time off policies that include “mental health” days, and offering enhanced 
opportunities for professional development to learn new skills and collaborate with others facing 
similar challenges.

•	 Improvements in state policy, infrastructure, services, and support—This includes improving the 
SUD and mental health service array, especially in rural areas; increased funding to recruit additional 
providers and improve pay and leave benefits; enhanced training and professional development 
opportunities; reduced administrative burdens associated with licensing requirements, paperwork, 
and grant funding; and more explicit, public support from state leadership that recognizes the 
difficulty, validity, and importance of their work.

Addressing the mental health and SUD crisis in New Hampshire requires a multifaceted approach that 
includes robust support for behavioral health professionals, organizational interventions, and ongoing 
efforts to understand and mitigate the effects of SET. Accordingly, the Trauma-Informed Care Project 
resulted in the following key recommendations:

+	Provide comprehensive, SET-specific training that is based on best practices and 
tailored to the needs of individuals at all levels of the workforce. 

+	Generate awareness, recognition, and destigmatization of SET and its impacts at all 
levels of the state. 

+	Recognize SET as a systems-level problem. 

+	Reduce causal factors of SET. 

+	Give voice to those in the field by including frontline workers in policy decisions and 
procedural changes that can improve efficiency and reduce bottlenecks.

+	Establish systems that provide peer-to-peer support. 

+	Provide opportunities for connection and celebration. 

+	Expand state and local capacity to identify and recognize outcomes.

+	Enhance systems to evaluate and report service impacts and support continuous 
quality improvement.
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Introduction: The Purpose of This Project
The Trauma-Informed Care Project focused on gaining insights into how SET impacts members of 
“helping professions” across the state.3  These insights were collected through seven focus groups and 
four community conversations involving more than 190 participants in four diverse regions of the state. 
Findings from this project will be used to inform a BDAS-funded follow-up project called Thriving in the 
Workplace, which is aimed at increasing awareness of SET and identifying strategies, tools, and resources 
to help organizations and their staff implement trauma-informed, resilience-oriented, and equity-focused 
practices. The goal of Thriving in the Workplace is to improve recruitment, job satisfaction, and retention by:

•	 Increasing awareness of the impact of SET and compassion fatigue among SUD treatment and RCO 
staff. 

•	 Developing healing and resilience-building strategies to enhance self-care for frontline SUD 
treatment and recovery professionals and their colleagues. 

•	 Training SUD treatment and RCO leaders in self-care, reflective supervision, and conflict-resolution 
techniques.

•	 Cultivating SUD treatment and recovery work environments that systematically recognize, respond 
to, and mitigate the adverse effects of primary and secondary exposure to trauma to promote 
strength and resilience for staff and leadership.

These efforts to support existing and future SUD treatment and RCO workforce members will also improve 
outcomes for clients by reducing workforce shortages, which will lead to increased access to services for 
clients. These efforts will also provide valuable lessons for future efforts to support members of  
New Hampshire’s other helping professions. 

3	Helping professions include, but are not limited to, school counselors, nurses, social workers, firefighters, paramedics, therapists, 
peer support workers, teachers, police officers, victim advocates, and clergy.



 3

Background
Although drug overdose deaths decreased slightly from 2023 to 2024, substance use and mental health 
disorders are significant issues in New Hampshire, with a need for services greatly outpacing the supply.4 
Drug overdose deaths remain a significant concern, with 395 drug overdose deaths recorded from April 
2023 to March 2024.5 This reflects a persistent crisis among people who use drugs and those working to help 
address this chronic medical condition.

At the same time, New Hampshire is experiencing a distinct shortage of healthcare service providers, 
including behavioral health workforce members across the continuum of care. These shortages mean 
that approximately 47 percent of those who need mental health services don’t have access to them,6 and 
76 percent of those who need SUD treatment do not receive it.7 Multiple factors contribute to ongoing and 
acute healthcare workforce shortages and high turnover rates. These include inadequate pay, high caseloads, 
demanding productivity standards, excessive paperwork, and limited career advancement opportunities. But 
repeated exposure to other work-related stressors also plays a critical—and often under-recognized—role. 

Behavioral health practitioners and other members of New Hampshire’s helping professions are 
experiencing growing—and increasingly complex—caseloads of clients with both mental health and substance 
use disorders. These caseloads—combined with the heartbreak of losing clients to drug overdoses—often 
exacerbate the effects of SET. SET refers to the emotional and psychological impact experienced by 
individuals who are exposed to traumatic events by hearing about or witnessing them, and/or supporting 
those directly affected by them. SET can occur across all behavioral health settings, service types, and roles, 
including healthcare providers, counselors, first responders, school staff, and clergy. Left unaddressed, 
SET can result in myriad issues such as compassion fatigue, emotional distress, decreased productivity, 
occupational burnout, and workforce shortages. SET makes it difficult for organizations to maintain stable 
workforces, which worsens existing health professional shortages, creating a self-perpetuating cycle of 
increasing demand, unmet need, and occupational burnout.

The good news is that efforts to improve recruitment and retention within the behavioral health workforce 
are underway in New Hampshire. In SFY 2024, NH DHHS/BDAS tasked NHTAC with collecting information 
about the impact of SET on members of the behavioral health and other helping professions workforce, 
as well as potential strategies for addressing it. The resulting Trauma-Informed Care Project conducted 
community conversations and focus groups in the spring and summer of 2024 in four regions of the state. 
The findings from this project, which are contained in this report, will be used to guide future state efforts to 
help behavioral health organizations and workforce members prevent and reduce the effects of SET while 
improving recruitment, job satisfaction, and retention.

4	 KFF. (2024). Mental Health in New Hampshire. https://www.kff.org/statedata/mental-health-and-substance-use-state-fact-sheets/
new-hampshire/

5	 National Vital Statistics System, National Center for Health Statistics. (August 2024). “Provisional Drug Death Counts.” Centers for 
Disease Control and Prevention. https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm

6	Bureau of Health Workforce, Health Resources and Services Administration (2024). “Designated Health Professional Shortage 
Areas Statistics: Third Quarter of Fiscal Year 2024 Designated HPSA Quarterly Summary.” https://data.hrsa.gov/Default/
GenerateHPSAQuarterlyReport

7	Centers for Disease Control and Prevention. “2021-2022  National Survey on Drug Use and Health: Model-Based Prevalence 
Estimates (50 States and the District of Columbia).” Table 30. https://www.samhsa.gov/data/sites/default/files/reports/
rpt44484/2022-nsduh-sae-tables-percent-CSVs/2022-nsduh-sae-tables-percent.pdf
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Themes from Community Conversations  
and Focus Groups
There were five key themes involving sources of SET that primarily  arose from participant focus group 
discussions. These are summarized below.   

ABUSE, NEGLECT, AND ADVERSE CHILDHOOD EXPERIENCES

Participants reported frequently encountering trauma narratives involving abuse, neglect, domestic 
violence, substance misuse and overdose, and generational trauma in their work. They also noted that 
clients disclose episodes of child sexual abuse and incest. Sexual abuse traumas (e.g., child molestation, sex 
trafficking) were commonly encountered and had a profound impact on participants. Many reported being 
most affected by cases involving child abuse in any form. 

Participants also expressed finding it difficult to process trauma narratives of parents or caregivers 
who provided substances to—and otherwise perpetuated their own trauma histories with—their children. 
Similarly, they reported struggles involving bearing witness to trauma narratives from the perspective of 
the perpetrator. Although they reported believing that everyone deserves recovery support, some found 
themselves questioning the morality of providing services to perpetrators of abuse and struggling to remain 
unbiased and empathetic. This theme emerged across all seven focus groups.

MARGINALIZATION, HOPELESSNESS, AND HELPLESSNESS

Participants reported finding it especially challenging to work with clients who are struggling to meet basic 
needs, many of whom do not seem to be noticed or valued by the community. They observed that many 
clients are judged harshly by others and/or seem disposable to the community, especially when it comes to 
substance use and homelessness. One participant spoke of a veteran with substance use issues who passed 
away in a shelter seemingly unknown by anyone other than the participant. Other examples included children 
with caregivers and other adults who are unable or unwilling to help them. One participant recounted a 
situation in which a school appeared to not only be unwilling to help a student but to be setting them up to fail. 

Participants found it particularly challenging to work with clients with complex or co-occurring conditions 
involving substance use, mental health, and physical health, noting they often fall through the cracks 
because providers don’t know where to refer them.  A similar phenomenon was described for clients who 
have “burned too many bridges” with service providers and ultimately get turned away from the supports 
they so desperately need. Working with clients who can’t access help—either due to lack of resources or their 
own actions or disempowerment—led  participants to report frustration, helplessness, and despair at not 
being able to do more. This theme emerged in four focus groups.
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VICTIMIZATION OF WOMEN AND DOMESTIC VIOLENCE

Participants also reported struggling to process trauma narratives of vulnerable populations, especially 
women and children. One discussed how hard it was to process the victimization of women—including human 
trafficking and domestic violence—especially for women who are also struggling with substance use. Others 
noted being strongly impacted by the stories of women who have had their children removed from their care. 
This theme emerged in two focus groups.

SUBSTANCE-RELATED DEATH AND DESPAIR

Participants reported frequently bearing witness to traumatic stories involving substance use and overdose 
that had an emotional impact on themselves, the client, the client’s immediate family, and the community. 
They reported finding stories of overdose particularly hard to bear. Community health workers (CHWs) in 
attendance noted that when their clients pass away due to an overdose, they must manage their own feelings 
of grief while supporting the family and wider community of which the client was a member. This theme 
emerged in two focus groups.

HARMFUL RELATIONSHIPS

According to some participants, trauma narratives featuring co-dependent or otherwise harmful 
romantic relationships are common among clients that seek recovery services. They also reported seeing 
relationships in which both partners misuse substances, and noted some clients with SUD refuse treatment 
because of a felt obligation to care for their partner. Other times, clients form dysfunctional relationships 
while in recovery. In all cases, they reported these relationships serve as a challenge to recovery progress. 
This theme emerged in one focus group. 
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Effects of Primary and Secondary Exposure  
to Trauma  
Negative Impacts
Participants reported multiple harmful impacts of SET-related issues involving their own personal trauma 
histories, home and family life, and professional doubts and disillusionment.

PERSONAL TRAUMA

Like many people, some members of the helping professions have their own trauma histories. For example, 
some behavioral health workforce members enter the field after working hard to attain and maintain their 
own sobriety or in the wake of the substance use of immediate family members or other loved ones. Others 
have their own personal histories of abuse, neglect, or other forms of trauma. In addition, some frontline 
workforce members—such as CHWs and social workers—reported being confronted with direct exposure 
to traumatic stimuli during home visits. Examples included witnessing the removal of children from their 
parents, physical violence, emotional abuse, and exposure to dead bodies. Regardless of the circumstance, 
participants reported struggling to cope when clients’ trauma narratives evoke their own histories. 

This was especially challenging territory for peer support workers whose roles require them to selectively 
share their own experiences with clients. For these service providers, the boundary between helpful 
and potentially nonhelpful self-disclosures can be difficult to navigate. A few admitted that they have, on 
occasion, become overly involved in clients’ recovery journeys as a result. They discussed the importance of 
clear guidelines about self-disclosure from their employer/supervisor as well as colleagues who can hold 
each other accountable.

HOME AND FAMILY LIFE

Participants also described the ongoing, never-ending emotional demands of their job and the difficulty 
in setting those demands aside to be present for their family or attend to their own well-being. Common 
themes included lack of patience, lack of engagement with family and loved ones, concern for the safety of 
their children, and a diminished ability to be fully present for family members. While some stated that they 
try not to bring work home, there was also agreement that it was hard to turn off work-related stressors and 
to “decompress from your traumas...and come back to your family.” As one recounted, “I haven’t even put my 
purse down [at work] and somebody is telling me a horror story…” Participants described crying in their car 
or outside their home and then composing themselves before returning to their loved ones.

Other reported symptoms of SET included feeling numb, having trouble sleeping, feeling guilty they had 
more creature comforts and security than clients, anger at the apparent lack of empathy from others outside 
of the industry, and lingering concerns about clients.  

“My children lately have been telling 
me that by the time I get home that I 

look right through them.” 

“…your family loses time from you as a person…
they say you need to come back and be the 
mother or person or wife for this family.”
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DOUBTS AND DISILLUSIONMENT

The aspirations of these highly empathetic and motivated participants collide with the reality that they 
are sometimes powerless to help their clients heal from their traumatic experiences, leading to feelings 
of professional inadequacy. Participants working directly with clients described a disparity between their 
clients’ needs for resources and what is realistically available to address those needs. This imbalance 
triggers emotions such as guilt, frustration, and anxiety.

These workforce members, whose roles hinge on providing essential services and resources to meet basic 
needs for clients, reported being humbled and sometimes ashamed by how little they could do because of 
inadequate resources. For example, one recounted feeling guilty about having to leave a client at a garbage 
dumpster in winter due to a lack of housing options. This illustrates the daily challenges these workforce 
members face, where they shoulder personal responsibility for systemic inadequacies. 

Many participants reported questioning whether they are doing enough to help their clients, and some 
worried about imposing their own values and judgments on those they serve. Others reported doubting their 
professional role, wondering if it adequately addresses client needs or is even helpful at all. Some noted 
feeling such a moral imperative to help that they have been tempted to tap into their own personal resources, 
even though this is not allowed and would ultimately be self- and client-defeating. 

INABILITY TO IDENTIFY IMPACTS

Participants also described difficulty tracking and quantifying the impact 
they have on clients’ lives. The reality that clients move on or disappear, 
leaving service personnel to wonder about their current circumstances, 
further compounds this difficulty. As one reported, “People disappear. 
And then they stay in…my pool of worry and thought—or at least they hold 
space—and the space is often not good.”

Professional Growth and Resilience
Despite the magnitude of SET-related personal and professional stressors, participants also reported 
experiencing professional growth and development as a result of serving as witnesses to the trauma 
of others. This included acquiring new perspectives, insights, and professional skills, and learning the 
importance of recognizing the positive impacts they have made on clients’ lives. 

NEW PERSPECTIVES

Participants who reported frustration and disillusionment also reported experiencing growth and a 
deepening understanding of their role and their clients’ lives. Working in the behavioral health field has 
conditioned many to think reflexively about their clients and their own roles as change agents. Some 
participants described holding rigid, biased, or overly simplistic notions about substance misuse and/or 

“I realized how limited 
my impact could be.”

“We have no tangible 
evidence of what we are 

doing. I think that’s a hard 
thing in our job field.”

“I didn’t help somebody the 
way that I should have…and 

wanted to do more.”

“I was losing my mind because  
I knew when certain things were 

going on and I couldn’t do anything.”
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the healing process early in their careers based on their own experience of rehabilitation and recovery. 
This included viewing substance use as a sign of individual weakness or lack of willpower, believing SUD 
treatment programs enable substance misuse, and assuming what had worked for them in recovery would 
work for others. They noted that subsequent training and experience have broadened and shifted their 
perspectives, making them more empathetic toward people who use drugs, more sensitive to the factors 
that drive addiction, and more realistic about their role in the recovery and treatment process. Along the way, 
they reported becoming more confident in their roles as healers, more compassionate with themselves and 
others, more grateful for the relative advantages they enjoy, and more cognizant of the systemic barriers 
facing their clients. For some, the latter has increased their motivation to advocate for systemic change. 

NEW SKILLS

Some participants also reported that working with clients who have experienced trauma has required them 
to learn important skills that have positively contributed to their work and personal lives. These include 
adopting realistic expectations, maintaining appropriate boundaries, and setting and pursuing meaningful 
goals. Others noted that this experience has also taught them to adopt more realistic expectations about their 
role in the recovery process as well as client progress and outcomes. Examples of these learnings include 
enhancing readiness, creating space for change, and accepting that client progress may be more halting, 
incremental, and elusive than they once thought. They reported that setting realistic expectations about the 
role of client readiness and responsibility in the healing process also helps them facilitate more attainable 
goals and set healthier boundaries with clients. Some generalized these skills to their personal lives and 
relationships; for instance, teaching goal-setting to clients has helped some implement goal-directed 
improvements in their personal lives.

POSITIVE IMPACT ON CLIENTS’ LIVES

Participants noted that the ability to help others and create a positive impact 
increases both their motivation and job satisfaction. When asked about their 
desire to stay at their job, several people cited their ability to make positive 
impacts as a motivator. This was particularly true of individuals who had  
come from other disciplines, such as corporate or manufacturing jobs.  
They noted that the impact they can have on clients’ lives serves as both  
reward and motivation for remaining in the helping professions. 

Despite the previously noted difficulty in measuring impacts, participants still reported drawing motivation 
from knowing they provided some level of support, even if only for a minority of their clients. For example, 
one person described finding solace by assuring themselves that they provided some positive services to 
someone during the day, even absent tangible evidence. These statements illustrate the importance of 
making a difference, even in the face of significant challenges.

“Maybe these five calls might have been awful, but there’s one person you were able to 
help today. Or maybe the victim who had suffered this trauma, we’re able to try to get 

them some help, so hopefully, they don’t have that trauma in the future.”

“I feel like I am making a 
difference and I’m actually 

doing something...you 
know, being able to  

help people.”
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Strategies for Recognizing and Managing 
SET-Related Issues  
Personal Strategies for Managing Stress
SELF-CARE

Participants reported using many techniques to cope with SET. One technique was to balance tapping into 
their feelings to connect with clients with monitoring and managing their own reactions. They reported trying 
to be mindful of how client stories affect them, acknowledging their own feelings, and reflecting on clients’ 
underlying needs and histories to protect against unhelpful reactions (e.g., internalizing or personalizing 
reactions, imposing biases, losing empathy, and over- or under-involvement). Some participants reported 
silently repeating personal mantras to support effective coping in the moment. Others noted finding it 
therapeutic at times to briefly acknowledge their own emotions when meeting with clients. 

Participants also reported sometimes mentally preparing themselves for trauma exposure in advance of 
meeting with particular clients. In both community conversations and focus groups, many participants 
described engaging in self-care routines that included exercise, dedicated alone time (e.g., during a 
commute), spending time in nature, and end-of-day rituals designed to help them leave the day’s work 
behind them. Other strategies noted included mindfulness exercises, yoga, time in nature, breathwork, 
cognitive reframing, journaling, and gratitude practices. Finally, providers also flagged taking breaks and 
using personal time off as critical, but noted that these benefits are not readily available at all agencies.

Some participants shared that while they recognized they should be practicing self-care to manage stress, it 
could be challenging to have the self-discipline to do so. One shared that while they did practice self-care, it 
didn’t help their stress in the moment it was occurring. 

It’s interesting to note that in most cases people were managing stress with tools or techniques they found 
on their own, often online. For example, one individual shared a stress management tool they had located 
through an internet search which had helped them measurably reduce workplace stress in their job as a 
corrections officer. While this ad hoc approach to finding ways to manage job-related stress has been helpful 
to some, it’s likely that these tools range in ability to reduce stress from an evidence-based perspective. 
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HOBBIES AND OUTSIDE INTERESTS

Another similarity across community conversations was participants’ management 
of SET-related issues via activities that induced a cognitive and emotional shift 
away from their intense focus on work-related events. For example, several 
individuals shared that they would strive to connect with friends outside of the 
caregiving industry, thereby ensuring there would be no discussion of work-
related stressors. For some it was also important to lose themselves in an activity 
that moved them far away from their occupation, to “be someone completely 
different.” For example, activities such as reading, scuba diving, and extreme 
exercise allowed some individuals to mentally disconnect from work stressors. 

Community engagement was also identified by some as another helpful coping skill. These participants 
reported engaging in volunteer work and community events in their time off to build “life capital” and offset 
the hardships associated with their work.

THERAPY AND FAMILY

Several participants cited personal therapy as another helpful coping strategy, especially when trauma-
informed supervision was not readily available in the workplace. They noted therapy also helped them avoid 
burdening friends and family. Participants were mixed and/or ambivalent about leaning on partners, friends, 
and family for work-related emotional support. While some found informal sharing of SET experiences 
helpful, others found it impractical or overly burdensome on their loved ones, especially those without 
training or experience in the behavioral health field.

Irrespective of the interpersonal context, some participants reported using humor to lighten difficult 
conversations with clients and ease the load typically posed by SET. For example, some noted that injecting 
humor into situations (when appropriate) helps to offset the mental and emotional toll of recovery work for 
both client and provider.

Managing Stress with Professional Networks
SUPERVISORS 

Participants also described relying on their professional support networks to cope with SET. Supervision 
was perceived by many as being very helpful, especially when it involved supportive supervision soon 
after experiences of SET and an explicit focus on the participants’ well-being. One supervisor shared they 
had offered to enroll a provider in individual counseling services in addition to available support groups. 
Another reported providing a CHW with the space and resources to engage in their faith at work to cope 
with SET. Several participants noted that discussing SET with supervisors makes processing trauma-
related experiences part of the work and takes the onus off of them to find alternative ways to process their 
experiences outside of work. 

Participants repeatedly spoke of the importance of strong, supportive leadership as a lifeline in dealing with 
stress, whether it was related to SET, primary trauma, or family or personal issues. Participants underscored 
the importance of a supportive supervisor, stating that their relationship with their supervisor superseded 
that of the larger organization. This sentiment underscored the critical role of leadership in fostering 
resilience and well-being. Traits of highly supportive leadership that emerged throughout the conversations 
include: 

“I did theater…I was 
able to be a different 

person, a different 
character. It was 

really helpful and 
really good.”



 11

•	 Providing proactive support. One participant cited the example of a supervisor who recognized they 
were under significant stress and proactively insisted they take time off. 

•	 Caring about staff personally. Several participants spoke of their supervisor and their investment in 
the well-being of their direct reports. Participants shared that—with the support and encouragement 
of their supervisor—they were able to quit smoking, start exercising, and in one case, run a marathon. 
Asking about home life, knowing the names of their children, and taking time to check in were all 
cited as valuable supervisor efforts.

•	 Being readily available. In the face of continual stress and unpredictable events, participants noted 
the importance of supervisors being available at any given moment. As one shared, “I know no matter 
what is going on, no matter how chaotic it is, if I have something going on, she will drop whatever she 
is doing and will support her staff.” 

•	 Being deeply compassionate. Participants described emotionally intense scenarios that required 
deep trust and compassion by their supervisors. One noted: “I’ve gone to my supervisor’s office 
and fallen to the ground and not even able to speak.... He has been super-supportive and really, 
really awesome… I don’t know how I would’ve survived this long without having that...” These traits 
help to define and underscore the value of strong leaders and their contribution to a culture that is 
empathetic and supportive.

Supervisors expressed concerns about leadership beyond direct reports, noting that they often found 
themselves “running interference” by shielding staff from policies and procedural changes imposed by more 
senior leadership. As one participant noted, “I think a lot of people who are in a direct supervisor role find 
themselves running a lot of interference to really protect their direct staff from the unhealthy expectations 
coming…from above.” Others  echoed these sentiments, observing that individuals farther removed from 
direct service tended to be disconnected from their needs and, at times, not aligned with their values. In 
contrast, they highly valued the direct relationship and support provided by their immediate supervisors.

When participants were asked, “In general, do you think most supervisors are supportive of staff 
experiencing symptoms of SET?” the majority replied “No.” They reported believing this is due to lack of 
training, knowledge, and skills as opposed to willful disregard of an individual’s need. As one participant 
observed, “There should be more education for supervisors on supporting staff experiencing SET. I’ve 
seen colleagues get PIPs [performance improvement plans] instead of help because they got burnt out.” 
In addition to lack of knowledge, supervisors were often described as too far removed and not having lived 
experience, which impeded their ability to support their staff in a meaningful way.

COLLEAGUES

One of the more consistent messages throughout all community conversations was the value and 
importance of collegial support for dealing with SET. Whether stated directly or indirectly, community 
conversation participants agreed that support from colleagues was beneficial to managing SET-related 
issues. While this support can occur in a variety of settings and modalities, they agreed it should optimally 
occur immediately after a particularly challenging situation, with a trusted colleague holding space for the 
sharing of emotions or discussing innovative solutions. Another participant shared a virtual support system 
using a Google group chat throughout the day that allowed team members to communicate using chat 
features and memes. As they noted, “I think it helps everybody. It’s like an outlet we have all day…it’s a really 
great virtual support.” Police and first responder participants referenced programs that allow officers to 
connect with a personal friend and colleague which helps them navigate challenging scenarios. 
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Participants repeatedly emphasized the importance of fostering a culture that normalizes discussions about 
workplace stressors. Overall, they agreed that stress responses are a natural human reaction that should 
be openly addressed as a normal and routine part of the work environment. At best, this approach toward 
open communication would be intentional, consistent, and proactively supported by supervisors. Several 
participants highlighted the importance of weekly meetings dedicated to processing cases which also offer 
a platform for venting, seeking support, and gaining fresh perspectives and insights on handling challenging 
cases and situations. Participants emphasizing “the ability to lean on each other” underscored the supportive 
atmosphere cultivated in these team gatherings.

Many participants, especially CHWs, reported connecting with coworkers to process SET in what are 
perceived to be safe and validating spaces. They noted that sharing useful knowledge and lessons learned 
from trauma-informed work in this supportive context helps reduce feelings of isolation and increases a 
sense of belonging and comradery in the workplace. 

Participants also observed that other key features of collegial support include trust—having someone who 
is “boots on the ground” or has been on the front lines of care and has the ability to empathize with the 
individual in need. They noted the colleague did not necessarily need to work for the same organization, 
although a trusting relationship and the individual’s having lived experience were crucial. One senior-level 
participant described the importance of hiring individuals who would fit in well with their team, recognizing 
that intra-team relationships were critical to their organizational culture and support system. 

Conversely, organizations that did not have a culture of open communication or had a stigma associated with 
talking about daily stressors were consistently described as unhealthy, difficult places to work. These were 
typically the places that individuals reported leaving due to the unhealthy culture.

Systemic Organizational Support for SET-Related Issues
Participants provided few examples of existing systemic or organizational support for addressing SET-
related issues, but offered an array of strategies they felt would be beneficial.  

RECOGNIZING SET AS A MACRO-LEVEL ISSUE 

Multiple individuals reported that supervisors often hold a misguided belief that the management of SET 
should be placed on the individual staff member, rather than recognizing it as a macro-level issue that should 
be addressed by the larger organization. As one noted, “[SET] seemed more of an individual problem, like, 
‘Oh, well, I cannot do this job. I’m not good at working with clients or something like that’ rather than what 
is going wrong with the organization and how can we address staff burnout? How can we help people? 
Because actually this is normal.” Other examples cited included individuals being told they needed to better 
manage their self-care but without the support or resources to do so. Participants also reported being 
coached to set better boundaries but receiving no support from those who had authority and control of 
schedules and caseloads. As one recounted, “The people that I work with and myself were being blamed for 
not doing enough self-care, not doing enough of this, but at the same time being overwhelmed.” Participants 
suggested that instead of framing responses to SET as a personal failure, SET-related issues should be 
reframed as a normal reaction to trauma that needs to be co-managed by the larger organization. 
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Participants noted that those in rural areas sometimes wear multiple hats and balance their work as a 
recovery coach with another job. For example, police officers and staff are encouraged to double as recovery 
coaches in some communities. This creative solution to the provider shortage is complicated by the fact that 
the expectations of their dual roles sometimes fail to align, creating stress and conflict.

AGENCY SUPPORT

Participants reported greatly valuing agencies that are attentive to the emotional toll of their work; build in 
supportive supervision; adopt liberal time-off policies (including support for “mental health” days without 
question or equivocation); and provide opportunities for professional development where they can learn 
new skills, exercise a different part of their brain, and collaborate with others facing similar challenges. 
Participants expressed more ambivalence  about the value of team meetings, perceiving them as beneficial 
for client consultation but taking time away from clients. They noted that agencies vary greatly in their 
ability and willingness to provide the kinds of benefits valued most by staff, with small agencies often at 
the greatest disadvantage in this regard. Participants discussed the possibility of smaller agencies banding 
together to provide these kinds of benefits and opportunities for their staff.

EMPLOYEE ASSISTANCE PROGRAMS

Participants from all four regions agreed that Employee Assistance Programs (EAPs), while available, 
weren’t widely used. Those who did use them reported not finding them to be helpful. Some expressed a belief 
that EAPs “can’t relate.” Others reported being told by EAPs that they “couldn’t help with that particular issue.” 
One participant noted that EAPs are helpful for personal trauma but not for workplace trauma. Others reported 
that they have encouraged others to use EAPs but “have yet to actually find anyone who used it successfully.”

TRAINING 

When asked about access to SET-specific training, participants reported various and sometimes conflicting 
experiences with the types of training received. (These ranged from SET-specific training to mandatory 
coursework for licensure, to wellness courses, yoga, and breathwork.) It’s important to note that while 
participants were asked about SET-specific training, they referred to a variety of trainings, including those 
that focused on topics not necessarily related to SET, such as active shooters, resiliency, BIPOC (black, 
indigenous, and people of color), meditation, and mental health.

Participants’ reported satisfaction with trainings varied from high satisfaction to dissatisfaction and 
frustration. Participants reported being particularly dissatisfied when the material was repetitive and solely 
focused on “the what” without providing tools or strategies to manage SET. One participant reported that 
training content was “too heavy” for the staff and had to be broken up over several meetings.

Another stark difference participants reported was the quality, availability, timeliness, and level of training 
received. While some reported receiving no training, others reported receiving “too little, too late.” One 
participant recalled receiving training 6 months into their job, by which time they were feeling overwhelmed 
and isolated. Participants also reported feeling that those who least needed the training were more likely 
to receive it (e.g., senior leaders and administrators). Others reported finding trainings for certification 
and licensure online when seeking additional resources. Several participants shared that it’s “really on the 
individual” to find training.
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One of the more consistent messages was that SET training should go beyond simply describing the problem 
and focus on solutions and strategies that individuals can implement immediately. Participants reported 
wanting information that would be helpful and actionable, and a desire to move away from curriculum that 
is solely focused on the problem and leaves them feeling frustrated. Cost was also described as a burden, 
requiring leadership to develop in-house training or wellness resources on a limited budget.

Improvements to State Policy, Infrastructure, Services, and Support
Participants consistently called for improved state policy, infrastructure, and services to better meet the 
needs of those affected by trauma. Many mentioned the need to improve the SUD and mental health service 
array, especially in rural areas of New Hampshire. They also advocated for funding to recruit additional 
providers; enhance training and professional development; increase pay and leave time benefits; and reduce 
burnout. Some also called for reduced administrative burdens and barriers, especially in terms of licensing 
requirements and accepting, distributing, and using grant funding. Some noted the need to enhance 
community awareness of, and support for, SUD services. 

Several participants reported feeling the state (and some agencies) did not demonstrably value their work or 
“have their back.” This theme was especially prominent among CHWs and social workers. These participants 
expressed a wish for more explicit, public support from state (and, to a lesser degree, agency) leadership for 
the difficulty, validity, and importance of their work. This includes public statements defending their roles 
and work in the media.
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Limitations of These Findings  
Levels of engagement in—and contributions to—the community conversations varied across regions and 
among individuals. While individuals likely differ in their comfort and willingness to contribute in a public 
forum, it is important to note that the majority of participants confirmed the existence of SET and could 
be experiencing SET-related conditions such as burnout, compassion fatigue, detachment, and a chronic 
negative outlook. The presence of these responses to SET could be a contributing factor to those individuals 
who attended the sessions but did not contribute to the conversation. 

Another limitation was the presence of both supervisors and direct reports in the same room. The inherent 
dynamic between supervisor and direct report may have hampered more authentic conversation or resulted 
in overly positive descriptors of organizational and job satisfaction. 

While this project primarily focused on individuals employed in mental health and recovery fields, attendees 
also held positions outside of these fields, such as nursing, library services, dispatching, clergy, and others. 
Despite diverse job titles, the vast majority of participants reported experiencing SET and were able to 
articulate its impact.

When asked about how SET impacted their desire to stay in their job, the majority of participants appeared 
reluctant to respond. It was unclear whether this reluctance stemmed from ambiguous questions, the 
presence of coworkers in the room, or a reluctance to disclose sensitive information. Several participants 
expressed a strong desire to continue in their current roles, citing deep satisfaction with their team and 
supervisor. One participant mentioned leaving their job due to dissatisfaction with management support and 
an inability to make an impact. It is important to note that individuals who had chosen to transition from a 
helping profession to another industry were not represented in the community conversations.

“ I actually left a job because I was getting to the point where I couldn’t make enough 
of a difference there…I felt really stuck there. I couldn’t do enough to address it.”
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Recommendations  
 It has been said that “Every system is perfectly designed to get the results it gets.” This principle certainly 
applies to those who passionately provide care and resources to community members facing socioeconomic 
disadvantages, mental health issues, SUDs, and housing and/or food insecurity. The ongoing, daily exposure to 
these challenges, coupled with insufficient resources to adequately address them, creates formidable challenges.

Addressing SET should include a holistic approach that considers both acute (at the time it occurs) and 
chronic (longer term impacts) settings and includes strategies to reduce its occurrence. By understanding 
the systemic nature of these challenges and implementing comprehensive support frameworks, the 
workforce can be better equipped to navigate and mitigate the impacts of SET.

The recommendations below draw on the information collected through community conversations and focus 
groups, as well as research and science. 
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Provide comprehensive, SET-specific training based on best practices and tailored to the needs of staff at all levels. • • •
Generate awareness, recognition, and destigmatization of SET and its impacts. • • • •
Recognize SET as a systems-level problem. • • •
Reduce causal factors. • • • •
Give voice to those in the field. • •
Establish systems that provide peer-to-peer support. • •
Provide opportunities for connection and celebration. • •
Expand state and local capacity to identify and recognize outcomes. •
Enhance systems to evaluate and report service impacts and support continuous quality improvement. • •

1.	Provide comprehensive, SET-specific training based on best practices and tailored to the needs of staff at all levels. 

• 	Training should focus on defining SET and how to respond to, and manage, it.

• 	Tailor training to the individual’s needs and role. Senior leaders may benefit from training focused on defining SET, 		
its impacts, and how best to support staff, while individuals working directly with clients may benefit from a 		
curriculum that is focused on mitigating and responding to SET impacts.

• 	Ensure training materials align with phases of employment and experience. Some materials are appropriate during 		
the phase of onboarding new staff; others are better for ongoing education and development of more 		
tenured employees.

• 	Training should provide fresh insights and best practices that are both informative and actionable.

• 	Collaborate with individuals who experience SET firsthand to co-create and facilitate training. This approach 		
fosters peer-based training models that are likely to garner greater trust and acceptance within the professional 		
community. 
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2.	Generate awareness, recognition, and destigmatization of SET and its impacts. Ensure that individuals at all organizational 
levels, especially leadership, foster a culture in which the response to SET and its impacts is viewed as a normal human 
reaction. This involves acknowledging the inevitability of such responses and emphasizing the importance of providing 
support and training to those affected by SET to manage its impacts.

3.	Recognize SET as a systems-level problem. Build a workplace culture that eschews blame, shame, and stigma for 
individuals’ normal responses to SET and takes ownership of SET as a systemwide issue that requires systems-level 
responses. Doing so will foster a supportive environment where individuals feel validated and empowered to seek help and 
resources, ultimately enhancing overall well-being and organizational effectiveness.

4.	Reduce causal factors. Causal factors occur at multiple levels and sectors. At the state and local levels, investment in 
resources that would help mitigate clients’ needs (e.g., affordable housing, recovery support, mental health services, 
transportation, childcare) should be increased. At the organizational level, monitoring and addressing unrealistic caseloads 
and working hours and ensuring access to supportive supervision can actually lower operating costs and improve outcomes 
by reducing turnover and related expenses as well as the workforce stress that comes from feeling powerless to help. 

5.	Give voice to those in the field. It’s been said that “those who do the work are best positioned to improve the work.” Agencies 
and organizations should include frontline workers in policy decisions and procedural changes that can improve efficiency 
and reduce bottlenecks. Burdensome and redundant paperwork were brought up by participants as processes that created 
or exacerbated stress.

6.	Establish systems that provide peer-to-peer support. Establishing a framework that enables individuals to easily access 
their peers can offer a valuable avenue for support and guidance. It’s important to consider that some organizations only 
have one or two full-time equivalent staff—resulting in a dearth of like-minded peers—while others are part of a larger 
organization with a more robust peer network. One participant underscored the value of peer support in this way: “I think 
part of the way we can change as caregivers and helpers is to engage in peer support with each other!”

7.	Provide opportunities for connection and celebration. Offer regularly scheduled retreats or meeting times that enable staff 
to come together to celebrate success stories, share client testimonials, and acknowledge successful policy changes that 
support the work. Build opportunities to collaborate and innovate in response to challenging scenarios with individuals 
from various organizations and backgrounds. Dedicate part of the celebration to activities that have no connection to the 
work. Consider activities that meet a wide range of interests and abilities (artistic, creative, physical) or introduce new skills 
(cooking, Tai Chi). Create an advisory group of individuals from the field to provide feedback on which activities they would 
like to include and schedule this as a paid working day to ensure participants do not have to sacrifice time off to attend.

8.	Expand state and local capacity to identify and recognize outcomes. Effective data collection and analysis provides a clear 
understanding of what’s working, what might need adjustment, and how strategies can evolve to better serve clients. Select 
metrics to measure outcomes such as rates of complete abstinence or significant reduction in substance use, reductions 
in emergency department visits or mental health crisis incidents, employment gains, functional improvements in client 
well-being, and self-assessments to gauge changes in overall life satisfaction. By consistently improving quality of care and 
demonstrating effectiveness of interventions, organizational successes will inevitably improve workplace well-being. 

9.	Enhance systems to evaluate and report service impacts and support continuous quality improvement. New Hampshire 
has invested in data and monitoring systems designed to enhance its ability to evaluate the efficacy of behavioral health 
services. Going forward, the state is encouraged to continue to build on these efforts, using participatory processes to the 
maximum degree possible to ensure that the findings help the workforce see the impact of their current efforts and improve 
on them.  

“…when I have to write about it, I think that’s when I get stirred up more 
than anything than I would face to face. But also, that paperwork is 

redundant, so my brain feels damaged by the end of the day.”
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Conclusion   
Many states, including New Hampshire, are experiencing workforce shortages in the helping professions. 
Unfortunately, this shortage means the access and supply of resources to prevent and treat mental health 
issues and SUDs and support recovery cannot keep pace with the demand. Through the collaborative efforts 
of four RPHNs and four RCOs, the Trauma-Informed Care Project spoke with over 190 providers to gain 
a comprehensive understanding of their experiences related to SET and the need for increased support 
and care. Although individually focused interventions and approaches are important, the community 
conversations and focus groups have made it clear that organizational, systemwide interventions are 
desperately needed. Building a sustainable infrastructure for current and future workforce members will 
have a major impact on multiple organizational, client, and staff outcomes. This project gathered critical 
information that will help guide state resources to support trauma-informed, resilience-oriented, equity-
focused systems development in SUD treatment and recovery community organizations across the State of 
New Hampshire. 
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Appendix A: Methodology  
Methods for Community Conversations
PARTICIPANTS

NHTAC partnered with RPHNs and RCOs to conduct a series of community conversations in four regions: 
Greater Monadnock, Greater Nashua, Lakes Region, and North Country. The goal was to recruit between 
20 and 30 participants for each community conversation who represented a wide variety of disciplines, 
including first responders, recovery coaches, and social workers. 

The attendance at each regional conversation was consistent, averaging 22.8 participants per session (range 
20–25). The average duration of tenure in their current roles was 8.3 years (range 6.6–11.0). Participant 
data was gathered using a signup sheet. Participants were notified that signing in was required to receive a 
complimentary gift card as an acknowledgment of their involvement. The table below provides a breakdown 
of attendance by region.

CONVERSATION FORMAT

Community conversations were conducted over a 90-minute period and included a brief introduction to 
the project and assurances that the anonymity of participants would be preserved in the resulting report. 
Participants themselves were strongly encouraged to practice confidentiality (“what is said in this room, 
stays in the room”), with the acknowledgment that facilitators could not guarantee all participants would 
respect this suggestion. Participants were also given the option to participate via Slido, a cloud-based 
program that allows participants to provide feedback. Slido allows for full anonymity among participants 
because responses are only available to the program facilitators, not other participants. 

The conversation began with seven slides that provided a definition of SET, its impacts, and factors that make 
SET worse. The following questions were used to elicit input from the participants:

LOCATION NUMBER OF PARTICIPANTS YEARS IN ROLE (AVERAGE)

Nashua 22 6.6
Monadnock 25 9.1

Winnipesaukee 20 6.6
North Country 24 11.0

AVERAGE 22.8 (N=91) 8.3

+	Have you been exposed to the trauma of others through your work?

+	Do you think secondary exposure to trauma has impacted your work and/or home life?

+	Has it impacted your desire to stay at your job?

+	How do you manage SET-related stress?

+	What sorts of training and/or education on how to identify SET in yourself or in your colleagues have 
you had?

+	What sort of workplace resources are available to help you deal with the effects of SET?

+	In general, do you think most supervisors are supportive of staff experiencing symptoms of SET?

+	What does a SET-supportive workplace look like to you?
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When asked the question, “Have you been exposed to trauma of others through your work,” 75 to 100 percent 
of participants raised their hands. When asked about frequency of exposure to the trauma of others (daily, 
weekly, monthly), 75 to 100 percent of participants affirmed daily or weekly exposure.

Methods for Focus Groups
PARTICIPANTS

NHTAC partnered with RPHNs and RCOs to recruit focus group participants. A representative cross-section 
of behavioral health providers was recruited by a point person in each public health region. Seven focus 
groups were conducted across four public health regions: Greater Monadnock (3), Greater Nashua (1), 
Lakes Region (1), and North Country (2). Forty-nine attendees volunteered and participated in the focus 
groups. The average number of participants per focus group was seven, with no fewer than six and no more 
than eight in any one group. Participants’ roles were: 

•	 Administrators 
•	 Certified Recovery and Support Workers
•	 Coaches
•	 Community Health Workers 

Participants were provided with the purpose and structure of the focus groups, the primary focus group 
questions and prompts, and the voluntary nature of participation as part of the recruitment process. 

FOCUS GROUP FORMAT

The focus groups were scheduled for 90 minutes by Zoom. Each focus group was facilitated by two members 
of the BHII team. The lead facilitators were principal investigators with doctoral degrees in Clinical 
Psychology. The co-facilitators were doctoral or master’s-level evaluators with backgrounds in behavioral 
health and/or education. 

At the outset of the session, the facilitators reiterated the purpose of the focus group, set ground rules and 
boundaries, reviewed important privacy information, sought consent to record the session, and reiterated 
the voluntary nature of participation. The latter included reminding participants that they were free to stop 
participating at any time, and for any reason, without penalty. The facilitators then implemented a semi-
structured focus group procedure consisting of a standard set of questions and prompts, with the option to 
elicit additional detail and information as they saw fit. Focus group questions and prompts, in chronological 
order, were:

1.	What is your professional role?
a.	Where do you work?
b.	What kind(s) of clients do you see?
c.	What kind(s) of services do you provide?

2.	What kinds of trauma narratives do you hear?
a.	What are most common in your line of work?
b.	Which are most difficult, or “stick” with you the most?

3.	How do you recognize and manage your reactions to these narratives?
a.	How do you cope and manage “in the moment” with clients?
b.	How do you cope and manage after/beyond the session?
c.	What helps the most?

•	 Division for Children, Youth, and Families Workers 
•	 Mental Health Counselors
•	 Peer Support Workers 
•	 SUD Counselors
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4.	How has bearing witness changed or affected you?
a.	In your professional role?
b.	Outside of work?

5.	How can employers and state systems help?
a.	What do they do now that is/is not helpful?
b.	How can they best/better support you in the future?

The focus groups were recorded in Zoom and transcribed for analysis purposes. Only BHII and Growth 
Partners had access to the recordings and transcriptions. The recordings and transcriptions were stored 
securely during the analysis process and were destroyed after reporting was completed.     

ANALYSIS

Shortly after each focus group, the co-facilitator proposed and reviewed with the lead facilitator an initial 
set of “focus group themes” based on the recording and transcript. Once the facilitators reached agreement 
on the number and nature of these focus group themes, the co-facilitator entered them into the project 
database. The co-facilitators then assigned up to three “tags” designed to capture a critical aspect of the 
underlying meaning to each theme. The facilitators also associated additional contextual information (e.g., 
emotional valence) with each theme.8  A total of 61 focus group themes were entered into the database at 
this stage.

One of the lead facilitators then reviewed and refined the focus group themes, tags, and associated 
contextual information. This resulted in “splitting” several of the focus group themes, resulting in a total of 68 
themes. The same lead facilitator then clustered “like” focus group themes together. 

8	“Valence” is a characteristic of emotions that determines their affect. Positive valence corresponds to something being appealing or 
desirable. Negative valence relates to something being unappealing or undesirable.


