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What Does a Trauma-Informed
NFL Look Like?

Many people are happy that the Vikings kicked Adrian Peterson off the team 
and that Ray Rice can no longer play for the Ravens. Their off-field violence 

has cascaded into harm and loss for everyone involved – spouses, children, team, 
league and fans – all because of the consequences of their childhood trauma. And 
the only way the NFL can stop further abuse, harm and loss is…well…to deal with its 
players’ childhood trauma.

The severe and toxic stresses in Peterson’s past – or what we in the trauma- 
informed community count on a scale from one to 10 as adverse childhood experiences 
or ACEs – aren’t minor. As a child, he lost his father to prison, suffered through his 
parents’ divorce, saw his brother killed by a drunk driver, and was beaten by his 
stepfather. Repeating the pattern, he whipped his own four-year-old son with a 
switch so harshly that he raised welts on the child’s body. And if Peterson is convicted 
and goes to prison, his son can add another ACE to his trauma-filled life.

Peterson and Rice are two of millions of child and spouse abusers who love their 
families and can learn from their mistakes, if provided with help early enough. The 
average child abuser or spouse abuser isn’t dirty, disheveled, reeking of alcohol or 
stoned on meth. Child and spouse abusers are corporate CEOs, ministers, priests,  
actors, business owners, teachers, truck drivers, physicians, nurses, basketball heroes, 
journalists, computer programmers, and your next-door neighbors.

They’re dads and moms who have a hard time controlling their emotions when 
they’re under stress because they themselves were abused. Nobody helped them 
when they were kids and nobody’s helping them as adults. Plain and simple, childhood 
trauma is the nation’s No. 1 public health problem. The CDC’s Adverse Childhood 
Experiences Study 1 (ACE Study) – the largest public health study you never heard of 2 

shows that childhood trauma is very, very common. (ACE surveys in 22 states echo 
the results.) And this childhood adversity causes violence, including family violence, 
as well as the adult onset of chronic disease and mental illness.

By learning about the science of childhood adversity, and following the lead of 
many other organizations that are becoming trauma-informed, the NFL could have 
players whose families are happier and healthier, it could have better players (more 
focused, less stressed), and it might never have to deal with a Ray Rice or Adrian 
Peterson situation again.

The NFL has 1,696 players. Of those 1,696 players, probably two-thirds – 1,119 young 
men – have experienced one type of serious childhood trauma. And it’s likely that 22 
percent – about 370 players – have suffered three or more types of adverse childhood 
experiences. And it’s causing some of them to beat their girlfriends, spouses and kids.

www.womensconsortium.org
http://www.cdc.gov/violenceprevention/acestudy/
http://www.cdc.gov/violenceprevention/acestudy/
http://acestoohigh.com/2012/10/03/the-adverse-childhood-experiences-study-the-largest-most-important-public-health-study-you-never-heard-of-began-in-an-obesity-clinic/


- 2 -

This is based on the ACE Study’s findings that about 
two-thirds of U.S. adults – that’s approximately 150 mil-
lion people – have experienced at least one of the 10 
types of childhood trauma that were measured. These 
include five personal types – physical, sexual and verbal 
abuse, and physical and emotional neglect. And five fam-
ily dysfunctions: a family member in prison, depressed or 
mentally ill, or who abuses alcohol or other drugs; losing a 
parent to divorce or separation, and witnessing a mother 
being abused. Of course there are other types of child-
hood trauma, such as bullying, witnessing violence out-
side the home, and watching a sibling being abused, but 
the ACE Study measured only 10 types.

About 44 million adults in the U.S. have experienced 
at least three or more types. The higher the number, the 
higher the risk of disease and violence. Got an ACE score 
of 4? 3 Your risk of heart disease increases 200%. Your risk 
of suicide increases 1200%.

The effects of ACEs on family violence are especially 
troubling. Men who experienced physical abuse when they 
were kids – that means a parent or other adult who often 
or very often pushed, grabbed, slapped, or threw some-
thing at them, or ever hit them so hard that they had marks 
or were injured – are twice as likely to assault their spouses 
or girlfriends. (The ACE Study was done on 17,000 people, 
most of whom are white, middle- and upper-middle class, 
college educated, all with jobs and great health care.)

Men who experienced physical abuse, sexual abuse 
AND witnessed their mother being abused, are nearly four 
times more likely to batter women 4 as those who didn’t 
experience those traumas. Women who were physically 
abused, sexually abused and saw their mothers being 
abused are three-and-a-half times more likely to become 
victims of family violence. (Based on the ACE Study, 16% 
of men and 25% of women experienced sexual abuse be-
fore the age of 18.)

 People who have high ACE scores, and haven’t had 
much resilience in their past or haven’t integrated resilience 
practices into their lives,5 don’t handle additional stress 
well. Peterson grew up with the belief that he would not 
have made it to the NFL without regular beatings. But re-
search clearly shows that children thrive in a supportive, 
caring environment, one without threats or punishment.

In his recent press conference 6 NFL Commissioner 
Roger Goodell said, “Domestic violence, including child 
abuse, sexual assault, irresponsible ownership or handling 
of firearms, the illegal use of alcohol or drugs – these ac-
tivities must be condemned and stopped, through educa-
tion and discipline.”

Education is a start, but it won’t go the distance. (If 
education worked, everyone would be slim, nobody would 
smoke, and nobody would beat a kid or spouse.) Discipline 
usually comes too late and causes further harm.

The many other organizations that have been success-
ful in changing behavior start by simply not traumatizing 
already traumatized people. They move away from  
shaming, blaming and punishing, and instead intervene 
early with understanding, they nurture healthier behavior 
and they implement solution-oriented and resilience-
building practices.

 Using this approach, an alternative high school in 
Walla Walla, WA, that implemented trauma-informed 
practices saw its suspensions drop 90% and its expulsions 
plunge to zero 7 while kids’ grades, attendance and gradu-
ation rates went up. A program integrated into several 
family courts resulted in parents and caregivers changing 
their behavior so that 99 percent of infants and toddlers 
in the program suffered no further abuse.

So, what would a trauma-informed NFL look like? First, 
the NFL could recognize that childhood trauma is an epi-
demic, that it affects most people in the U.S. That it’s likely 
that the same percentage of NFL team members – and 
staff – have as many ACEs as the rest of the population. 
And then, the NFL could implement approaches similar 
to other organizations that are trauma-informed:

1. �Educate players and staff about the science of child-
hood adversity and resilience. This includes learning 
about how common trauma is, how the toxic stress 
of childhood trauma harms kids’ brains and gets 
embedded in their bodies so that chronic disease 
appears decades later, how it can be passed from 
one generation to the next, and what the research 
shows about how to heal the damage.

2. �Require all players – as well as the approximately 
700 people on the coaching staff, the 6,400 front-
office staff in the league’s 32 teams, plus another 
1,858 people who work for the NFL itself – to assess 
their ACE scores as well as their resilience scores.

3. �Put in place a policy of early intervention. This 
means identifying early warning signs – a player 
losing his temper too easily, getting drunk, getting 
drunk and fighting, harassing other players, driv-
ing drunk, abusing other drugs. At the first hint of 
trouble on or off the field, provide wrap-around 
services – including counseling for the player and 
his family members.

4. �Integrate into daily football practice what interper-
sonal neurobiology expert and author Dan Siegel 8 
calls brain hygiene, which he says is as important 
as dental hygiene. Just as people brush their teeth 
twice a day, teach all staff – front office, coaching 
staff, and players to do daily mindfulness practices. 
Those practices have been shown to increase brain 
and body health, and to help people regulate their 
emotions.

http://acestoohigh.com/got-your-ace-score/
http://acestoohigh.com/got-your-ace-score/
http://jiv.sagepub.com/content/18/2/166.short?rss=1&ssource=mfc
http://jiv.sagepub.com/content/18/2/166.short?rss=1&ssource=mfc
http://acestoohigh.com/2014/09/15/mindfulness-protects-adults-from-physical-mental-health-consequences-of-childhood-abuse-neglect/
http://acestoohigh.com/2014/09/15/mindfulness-protects-adults-from-physical-mental-health-consequences-of-childhood-abuse-neglect/
http://acestoohigh.com/2014/09/15/mindfulness-protects-adults-from-physical-mental-health-consequences-of-childhood-abuse-neglect/
http://nflcommunications.com/2014/09/19/nfl-commissioner-roger-goodell-press-conference-opening-statement/#more-15320
http://acestoohigh.com/2012/04/23/lincoln-high-school-in-walla-walla-wa-tries-new-approach-to-school-discipline-expulsions-drop-85/
http://acestoohigh.com/2012/04/23/lincoln-high-school-in-walla-walla-wa-tries-new-approach-to-school-discipline-expulsions-drop-85/
http://acestoohigh.com/2012/04/23/lincoln-high-school-in-walla-walla-wa-tries-new-approach-to-school-discipline-expulsions-drop-85/
http://acestoohigh.com/2012/04/23/lincoln-high-school-in-walla-walla-wa-tries-new-approach-to-school-discipline-expulsions-drop-85/
http://www.zerotothree.org/maltreatment/safe-babies-court-team/safe-babies-court-team-proven-solution.html
http://www.zerotothree.org/maltreatment/safe-babies-court-team/safe-babies-court-team-proven-solution.html
http://www.drdansiegel.com/about/biography/
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So, how might this work in practice? Adrian Peterson, 
who beat his child with a switch until he was bloody and 
bruised, was arrested in 2009 for driving 109 mph in a 
55 mph zone.9 In 2012, he was jailed for a night after he 
resisted arrest in a fight with police at a nightclub.

In 2009, a trauma-informed Vikings organization 
might have sat down with Peterson in 2009 and asked: 
“What happened to you? Were you angry about some-
thing?” rather than writing the incident off as a boys-will-
be-boys event.

In 2012, they might have ramped up the intervention 
with more help plus a consequence, such as sitting out a 
game. If they had taken this approach and implemented 
all the practices above, Peterson might still be playing in 
this week’s game. His photo might still be on the main 
billboard at the Vikings’ stadium. He still might be a hero 
to kids.

Submitted by Jane Stevens

This article has been reprinted from 
http://www.acesconnection.com with permission 

and collaboration from Jane Stevens.

 About the author: Jane Stevens is the editor and 
founder of ACESTooHigh and ACEsConnection 

websites established in January 2012. 
ACEsConnection is a social networking site for 

all people interested in ACEs, and implementing 
trauma-informed, and resilience-building 

practices. ACESTooHigh is a news site for the 
general public that reports on research about 

adverse childhood experiences, including 
developments in epidemiology, neurobiology, 

and the biomedical and epigenetic consequences 
of toxic stress. The website covers how people, 
organizations, agencies and communities are 

implementing practices based on the research. 
This includes developments in education, juvenile 
justice, criminal justice, public health, medicine, 

mental health and social services in cities, 
counties and states. Jane Ellen Stevens can be 

contacted at: stevens.j.e.12@gmail.com. 
She welcomes your tips, contributions, 

corrections and ideas.

For a complete list of references for this article 
please visit: www.womensconsortium.org/

references_Trauma_Matters.cfm.

By Cheryl Kenn, LCSW

Judith Lewis Herman, M.D. is a psychiatrist and author 
whose work, including the landmark book, Trauma and 

Recovery: The Aftermath of Violence-from Domestic Abuse 
to Political Terror, (1997) has contributed immeasurably to 
the understanding and treatment of incest, traumatic stress, 
and Complex Post Traumatic Stress Disorder. Dr. Herman 
is Professor of clinical psychiatry at Harvard University 
Medical School and Director of Training at the Victims of 
Violence Program in the Department of Psychiatry at the 
Cambridge Health Alliance in Cambridge, Massachusetts. 
She is a founding member of the Women’s Mental Health 
Collective in Cambridge (www.wmhc.org). In 1996 she 
received the Lifetime Achievement Award from the Inter-
national Society for Traumatic Stress Studies and the 2000 
Woman in Science Award from the American Medical 
Women’s Association. In 2003, the American Psychiatric 
Association bestowed the title of Distinguished Fellow 
upon Dr. Herman. Dr. Herman’s work solidly informs ad-
ministrators, families and clinicians of the experience of 
the trauma survivor with acute detail on how to deliver 
respectful, sensitive and effective clinical intervention 
through a greater understanding of the psychological 
mechanisms trauma creates.

Q:  Why did you enter the trauma treatment field?

A:  Participation in a feminist consciousness-raising 
group increased awareness of gender-based violence; 
many of my first patients were incest survivors.

Q:  What would you consider the most helpful sta-
bilization skill or tool clinicians can teach trauma 
survivors?

A:  Focus on safety, starting with body (e.g. breathing 
exercises), proceed to safe environment and inter-
personal relationships.

Q:  What is one thing you think all trauma-focused 
clinicians should know?

A:  Don’t do this work in isolation.

Ask the Experts: 
A Conversation with

Judith Lewis Herman, M.D.

http://espn.go.com/espnw/news-commentary/article/11533698/the-complicated-case-good-guy-adrian-peterson
http://espn.go.com/espnw/news-commentary/article/11533698/the-complicated-case-good-guy-adrian-peterson
http://www.acesconnection.com/
http://acestoohigh.com/
http://www.acesconnection.com/
http://www.acesconnection.com/
http://acestoohigh.com/
mailto:stevens.j.e.12@gmail.com
www.womensconsortium.org/references_Trauma_Matters.cfm
www.womensconsortium.org/references_Trauma_Matters.cfm
http://www.wmhc.org
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The ongoing development of new, relevant, and 
evidence-based approaches in the behavioral health 

field continues at a steady pace and typically originates 
in research-oriented hospitals, clinics, and treatment pro-
grams. However, most of the remaining treatment facili-
ties nationwide that provide the majority of behavioral 
health treatment services, are often slow to adopt newly 
developed research-based approaches. More unfortunate 
are instances where new approaches are adopted by well-
meaning facilities, but within 12 months or so, “backsliding 
occurs” so that a ”newly adopted” approach becomes un-
recognizable with no significant advancement of client care.

Organizations handle many changes administratively 
with minimal difficulty, but changes regarding treatment 
approaches and ways of thinking about clients and ser-
vices are more challenging because they involve not only 
changes in procedures, but also major cultural shifts in 
thinking throughout all levels of the organization. It is 
these latter changes that are difficult to implement and 
even more challenging to sustain. Examples of changes 
requiring cultural shifts and specialized training may 
include: (a) adopting person-centered planning or moti-
vational interviewing, (b) enhancing cultural competency 
or gender sensitivity, (c) becoming a trauma-informed 
organization, (d) treating tobacco use as an addiction and 
not a leisure activity, (e) increasing family involvement, (f) 
implementing dialectical behavioral therapy, or (g) shifting 
from a medical model of treatment to a recovery model. 
To be effective, not only must such changes be integrated 
throughout all levels of the organization, but the organiza-
tion itself must be willing to evolve and continue to tolerate 
change over time. 

There are two essential requirements for complex 
organizational change to be successful: (a) Implementa-
tion needs to be thoughtful and comprehensive and often 
requires more time and effort than anticipated, and (b) 
Procedures need to be in place on an ongoing basis to 
maintain the changes. Frequently, one or the other or 
even both may be missing when an organization attempts 
to change to become a more effective entity.

Successful adoption and implementation of change 
requires the following: 1

  1.��Administrators; including CEO, executive director, 
board of trustees, commissioner, etc.; who are 
knowledgeable about and who wholeheartedly 
support the change(s).

  2.��Opportunities for orienting and training all levels 
of staff include background and rationale, likely 
areas of change (intake/assessment, treatment, 
physical changes, informal client contact, etc.), 
and expected outcome(s).

  3.��Specialized training; including knowledge, skills, 
and attitudes; for both supervisors and their staff 
that is consistent with the delivery of new practices.

  4.��Opportunities for staff input and feedback.
  5.��Opportunities for client input and feedback.
  6.��Opportunities for family input and feedback.
  7.��Expectation of resistance and the ability to use the 

resistance to identify potential barriers, modify 
the implementation plan, and assure staff. 

  8.��Identification of the “stage of change” relative 
to the planned implementation in the organiza-
tion and potential barriers to its implementation. 
Stage of change should be assessed for clients, 
clinical and administrative/supervisory staff, and 
the agency as a whole.2

  9.��Working with “opinion leaders” (personnel who 
historically embrace change and are respected by 
their colleagues).

10.��Clearly written policies and procedures that de-
scribe new practices and how they are integrated 
into the organization.

11.��Development of incentives for adopting innovative 
changes.

12.��Creation of a written implementation plan that 
includes objectives to be completed, responsible 
person(s), and timelines.

Planning, laying the groundwork, anticipating barri-
ers, and investing the necessary time are the keys to a 
successful implementation. Once an organization initiates 
implementation, careful monitoring; especially listening 
to concerns of clients, families, and staff; becomes critical. 
Most importantly, client concerns must be resolved in a 
timely and efficient manner.

If the implementation process has been comprehen-
sive and appears to be successful, then an organization is 
halfway home, and it now faces the most important tasks: 
maintaining the change(s) and ensuring that the culture 
change is a part of the organization and that it does not 
drift or return to the prior state. The following need to 
occur to maintain the change:

  1.��Make an ongoing commitment to the change on 
behalf of the CEO, board, commissioner, and other 
administrative staff. Without this commitment it 
is unlikely the change(s) will be maintained. When 
personnel changes occur among this group, it is 
the responsibility of existing personnel to ensure 
commitment to the change(s).

  2.��Provide training as new supervisory staff are hired 
to ensure the new supervisor will continue agency 
changes and be able to adequately supervise staff 
under her or his direction.

Implementing Effective Behavioral Health Approaches: 
Promoting and Sustaining Organizational Change

www.womensconsortium.org/references_Trauma_Matters.cfm
www.womensconsortium.org/references_Trauma_Matters.cfm
http://www.womensconsortium.org/references_Trauma_Matters.cfm
http://www.womensconsortium.org/references_Trauma_Matters.cfm
http://www.womensconsortium.org/references_Trauma_Matters.cfm
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  3.��Gauge, during interviews, how applicants, espe-
cially clinical staff feel about and perceive agency 
practices.

  4.��Incorporate descriptions of the current practices 
into new staff orientation at all levels and ensure 
specialized training for new clinicians charged  
with day-to-day operations of the recently 
changed practices.

  5.��Develop a “fidelity scale” to periodically review 
what has been put into place and ensure that 
changes continue to be consistent and follow es-
tablished practice (especially evidence-based and 
best practices).

  6.��Establish recurring scheduled meetings to review 
changes, orientation, and training data, Quality 
Improvement (QI) data (including data from chart 
reviews), and fidelity scale review outcomes. Use 
the time to identify problems and develop a plan 
of action and data collection for review at the next 
or a future meeting. Step 6 represents an ongoing 
QI process in which data is collected, tabulated, 
and reviewed and adjustments made as required. 
Clearly, positive and effective change does not oc-
cur without considerable time and effort, but en-
suring its continuance benefits clients, staff, and 
the organization as a whole.

Submitted by Steve Bistran, MA

For a complete list of references for this article 
please visit: www.womensconsortium.org/

references_Trauma_Matters.cfm.

The two books I am reviewing are an unlikely pair and 
neither are typical professional resources. Despite 

this, I felt compelled to recommend these books as I think 
they can deepen understanding of trauma and gender. 
The two books were part of my summer reading, but they 
would not be mistaken for “beach reads.” In fact, because 
I make a conscious effort to protect myself from continu-
ous exposure to trauma (and hence secondary/vicarious 
trauma), I may not have chosen these books myself if they 
hadn’t been recommended to me.

The first book, The Invisible Bridge by Julie Orringer, 
was lent to me by my aunt, who shares similar tastes in 
light reading to my own. (Light reading was my plan for 
summer). This book took me by surprise. The Invisible 
Bridge is a historical novel that opens on the cusp of 
World War II and follows the history of Hungarian Jews  

from forced labor service by their own country 
(Munkaszolgálat) through Nazi occupation and to the 
liberation of the concentration camps. The history alone 
is compelling, but it is heightened by the fictional story 
of one family and, in particular, three brothers named 
Andras, Tibor and Matayas. I am often asked about the 
impact of historical trauma on current generations and 
The Invisible Bridge (particularly the poignant epilogue) 
allows each reader to answer this question on his or her 
own. Equally touching are the relationships between the 
three brothers, and the relationships each has with the 
important people in his life. Shattering stereotypes (i.e. 
men can only relate around sports), Andras, Tibor and 
Matayas offer a view of a range of male responses to 
trauma, love, and resiliency. This was an emotional read– 
I found myself holding my breath at times, and at other 
times I put the book away for days before I could return to 
reading it. I became acutely aware that when someone is 
living through trauma, he or she does not have the choice 
to “put it away.”

The second book, Finding Me by Michelle Knight, is 
another book I would have never chosen to read. I knew 
it would be quite graphic and again, I have a protective 
stance to over-exposure to secondary trauma. It was 
loaned to me by a friend, and I planned on being polite 
by reading a page or two and returning it while saying 
“thanks, but I could not get into it.” Instead, I opened the 
book one morning and finished the last page that evening 
at 5 pm. Knight is one of the three young women who 
were kidnapped by Ariel Castro when they were young 
girls. Fresh from the headlines of 2013, Knight chronicles 
her childhood, her more than ten years of captivity, and 
her eventual escape. As graphic as this true story is, 
Knight reminds the reader that she is sparing us the most 
gruesome details. I must confess that I read the chapter 
describing her escape several times, because even though 
I knew the three girls escaped I needed that reassurance 
as I was reading. This book offers a first-person view of 
complex trauma, and if you have ever asked yourself 
questions like “how did she survive?” or “why does she  
do that?” or “why can’t she do this?”, Knight’s story pro-
vides the answers as well as a roadmap that leads to a 
compassionate response to the lived experience of  
complex trauma.

Both books offer the reader an opportunity to chal-
lenge any pre-conceived beliefs about the complexity of 
traumatic experience, the range of responses to trauma, 
and what fuels the will to survive horrific situations. The 
similarities of the books highlight the silence that creates 
space for atrocities; in the first the silence of the world 
that led to the holocaust, in the second the social silence 
that allows for child abuse and neglect. I wondered as I 
read “Finding Me” if Knight would garner the same sup-
port and empathy about her life if she had not been kid-
napped? Or would she have simply been categorized as 
another single mom on welfare without knowing anything 
about her life up until the point of desperation. And is it 
possible to read tomes like “The Invisible Bridge” and still 
ask “why can’t they just get over it” as we see current and 
future generations affected by the past? 

Submitted by: Eileen M. Russo, MA, LADC
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OF NOTE: Addressing the Link Between 
Domestic Violence and Trauma

For generations stakeholders have struggled with the “whys” of domestic violence while searching for 
effective strategies to reduce and eliminate violent inter-personal behaviors. The evolution of this 

advocacy has created a plethora of national, state and agency efforts that forward Domestic Violence 
(DV) prevention and educational campaigns. In the past decade, more and more DV organizations have 

recognized the need to introduce initiatives that engages male leadership, ownership, and involvement in 
DV prevention. More importantly, there is a growing conversation that acknowledges how cultural gender 

norms that are prevalent in the media, sports, and daily life, contribute to the complexity of making 
progress in prevention. Trauma, perhaps the most significant piece of the puzzle in understanding the 
“whys” of domestic violence, is just beginning to receive national media attention. Acknowledging the 

prevalence of trauma in male perpetrators has been limited by a natural tendency to focus on the victim 
and vilify the offender. As research continues to provide more evidence on the life-long debilitating effects 
of traumatic experiences, space will open up in the domestic violence dialogue to educate communities on 
the link between trauma and violent aggressive male behaviors. Holding men accountable for their actions 

can then be more often complemented with assessing for trauma and offering appropriate clinical  
trauma-treatment intervention to support effective change in behavioral patterns of perpetrators. 

Submitted by Aili Cordova Arisco, MSW


