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Abstract
This study assessed trends in provision of trauma-specific services, defined as dedicated 
programming for persons with a history of trauma, in US Substance Use Disorder (SUD) 
and other Mental Health (MH) facilities. Facility level data from the National Survey of 
Substance Abuse Treatment Services and the National Mental Health Services Survey 
(2015–2019) were used to examine trends in provision of trauma specific-services. Trauma 
specific service provision trended up significantly between 2015 and 2019. In 2019, they 
were more commonly offered at MH facilities (49.9%) than SUD facilities (42.7%). Licens-
ing by state SUD authorities were associated with provision of trauma-specific services at 
both MH (Adjusted Odds Ratio (AOR) = 1.23, 95% Confidence interval (CI) = 1.18–1.47, 
p < .001) and SUD (AOR = 1.19, 95% CI = 1.04–1.37, p = .012) facilities. The proportions 
of facilities that offer trauma-specific services were correlated within states (Pearson’s 
r = .44, p = .001). State policies to implement trauma screening at public facilities were 
associated with higher odds of offering trauma-specific services in MH (AOR = 1.31, 95% 
CI = 1.04–1.64, p = .021) and SUD (AOR 1.51, 95% CI = 1.19–1.12, p = .001) facilities; 
whereas, state implementation of trauma-specific CBT at public facilities was associated 
with higher odds of this outcome only in MH facilities (AOR = 1.23, 95% CI = 1.01–1.51, 
p = .043). Although trauma-specific services trended up significantly, fewer than half of 
treatment facilities offer such services nationally. Certain facility characteristics, such SUD 
authority certification, are associated with trauma-specific services. Variability among 
states in these services is linked to state policy. Increased efforts by states may be an effec-
tive point of intervention to further disseminate trauma-specific services.

Keywords Trauma services · Mental health services · Behavioral health services · PTSD

 * Stanislav Spivak 
 sspivak@jhmi.edu

Extended author information available on the last page of the article

Psychiatric Quarterly (2022) 93:703–715

Accepted: 4 May 2022 / Published online: 25 May 2022

http://orcid.org/0000-0003-4669-1110
http://crossmark.crossref.org/dialog/?doi=10.1007/s11126-022-09987-2&domain=pdf


1 3

Introduction

There has been an increase of awareness of the prevalence of and negative health impact 
of both childhood [1–3] and adult [1, 3–6] trauma, which can occur at individual, family, 
and community level. Childhood trauma can include physical, sexual, or emotional abuse, 
physical or emotional neglect [7], household dysfunction [1], and human trafficking [8]. 
Adult trauma can involve exposure to traumatic events, physical, sexual or emotional abuse 
[9], and can occur in the context human trafficking, including sex trafficking [10] and labor 
trafficking [8]. A variety of strategies to mitigate such effects have been proposed [11] and 
Substance Abuse and Mental Health Services Administration (SAMHSA) has taken a lead 
role at the federal level in disseminating these strategies [9, 12].

SAMHSA’s concept of trauma specific services was based on works by Fallot and  
Harris [11, 13] which differentiated trauma-specific services from trauma informed care in 
general [14]. Trauma-informed care is a treatment philosophy that takes traumatic experi-
ences into account in all aspects of care, and promotes healing and recovery. While the 
trauma-informed approach highlights the importance of trauma in treatment, it does not 
explicitly mandate use of specific interventions.

Trauma-specific services focus on treating effects of trauma [14] and include evidenced 
based screening, assessment, treatment, and recovery aspects [13]. Examples of specific 
therapeutic approaches can include exposure therapy, therapy targeted at dissociative 
symptoms, and teaching coping strategies for dealing with powerful emotions [11, 14].

Prior research has shown that although there are effective ways to manage the impact 
of certain type of trauma [15, 16], survivors of trauma do not often seek trauma-specific 
services [17] due to a variety of barriers [18], including trouble finding such services [17]. 
Trauma is particularly common in individuals with SUD and other MH disorders [19]. Up 
to 75% of men and women in substance use disorder treatment and close to 90% of indi-
viduals in mental health treatment report a history of trauma [19]. Furthermore, 6% of the 
population develop PTSD at some point in their lives [20]. Trauma-specific services can 
be offered in both Substance Use Disorder (SUD) and other mental health (MH) treatment 
facilities. These two treatment systems have historically been separate in the US, and SUD 
facilities have served a different patient population than their MH counterparts [21]. Fur-
thermore, SAMHSA maintains separate directories for the two types of facilities. Regard-
less of setting, relatively little is known about trends in availability of trauma-specific ser-
vices among US treatment facilities.

To address this gap in research we examined data from the SAMHSA’s National Mental 
Health Services Survey (N-MHSS) and the National Survey of Substance Abuse Treatment 
Services Survey (N-SSATS) in order to assess the trends in, prevalence of, and correlates 
of trauma-specific services in the two treatment settings. We additionally examined the 
association of state characteristics in promoting trauma screening and treatment reflected 
in the state profiling data collected on behalf of SAMHSA, with offering trauma-specific 
services in SUD and other MH facilities across the states.
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Methods

Data Sources

SUD facility data were obtained from SAMHSA’s N-SSATS [22]. The N-SSATS is a 
self-report national survey, completed by facility administrators, that assesses SUD health 
facility characteristics and available services. Facilities eligible for participation were “all 
facilities in the United States, both public and private, that provide substance abuse treat-
ment” other than prisons and department of defense facilities [21] SAMHSA staff assists 
sites in completing surveys and to address inconsistent or missing data [21]. Respondents 
were asked to indicate whether their facility offers trauma-specific services, defined as pro-
gramming specifically tailored or dedicated to individuals with a history of trauma. The 
response rate in 2019 was 91.4% (n = 16,275), although 15,961 facilities were included in 
the data as some facilities were ineligible, and 15,852 were included in the analyses due to 
missing data.

Facilities were identified as primary MH or primary SUD for the purposes of this sur-
vey to avoid double counting facilities.

Facility characteristics included treatment setting (inpatient, residential, partial hospi-
talization, outpatient), ownership (private-for-profit, non-profit, public), facility funding 
sources, and licensing/accreditation (including Joint Commission, state authorities, and 
health departments). Only facility characteristics available in both surveys were included 
in the analyses.

Questions regarding trauma-specific services were included in N-SSATS and N-MHSS 
starting in 2015. Therefore, only surveys for years 2015, 2016, 2017, 2018, and 2019 (the 
latest available data) were included. The following question was posed as part of the survey 
“Does this facility offer a mental health treatment program or group designed exclusively 
for clients in the following categories,” with available options for individuals who have 
experienced trauma. The survey further clarifies that if a facility treats clients in those cat-
egories, but does not offer tailored or exclusive programming, the respondent should not 
give a positive response to this question.

MH facility data were obtained from SAMHSA’s National Mental Health Services Sur-
vey (NMHSS) [23]. Similar to N-SSATS, the N-MHSS is a self-report nationwide sur-
vey of MH facility characteristics and available services. Facilities eligible to participate 
included “any facility that provide mental health services to people with mental illness” 
other than prisons and Department of Defense facilities, identified from a SAMHSA 
maintained facility inventory [22]. The questions were similarly worded in N-SSATS and 
N-MHSS, though the N-MHSS further broke down trauma-specific services into PTSD 
and non-PTSD. For the purposes of N-MHSS analyses, the two variables were merged to 
improve comparability to the N-SSATS variable. The data waves from the NMHSS cor-
responded to those of the NSSATS. The response rate in 2019 was 91% (n = 12,712), but 
12,384 facilities were included in the analyses due to missing data. Facility characteristics 
mirrored those in the N-SSATS. Similar to the N-SSATS, trauma-specific service informa-
tion was included starting in 2015.

State regulatory data were obtained from the state profiling system, which is a national 
system of annual standardized behavioral health data reported via survey by state behav-
ioral health administrators, collected on behalf of SAMHSA [24]. Administrators were 
asked whether their states were implementing requirements related to screening for trauma 
at public facilities, and, if so, what instruments were being used. Administrators were 
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additionally asked whether trauma-focused cognitive behavioral therapy was being imple-
mented at public facilities in that state, and whether fidelity of implementation of trauma-
focused cognitive behavioral therapy was being assessed by the state. The latest policy data 
available was from 2015, which was used for this study. These data were used to test for 
possible association of state initiatives, including implementation of screening for trauma 
and implementation of trauma-specific cognitive behavioral therapy (CBT) among public 
facilities in each state with trauma-specific service offerings in all facilities in that state in 
2019.

All data used in this study are publicly available and no individuals or facilities were 
identified. As such, IRB approval was not required.

Statistical analyses

Analyses were conducted in 5 stages. First, trends in trauma-specific services at both SUD 
and MH facilities across multiple waves were assessed using linear regression with Newey-
West standard errors, which correct for autocorrelation across survey waves [25].

Second, geographic distribution of available trauma-specific services at SUD and MH 
facilities was explored. Additionally, we tested for a possible correlation between propor-
tion of trauma-specific services in MH and SUD facilities by state.

In the third stage, we tested for possible association of various available facility charac-
teristics and availability of trauma-specific services at SUD and MH facilities in 2019.

In the fourth stages, we linked state profiling data to assess the relationship between 
state regulation that public facilities screen for trauma and availability of trauma-specific 
services in SUD and MH facilities in that state.

Finally, using linked state profiling data, we tested for possible associations of imple-
mentation of trauma-specific CBT and availability of trauma specific services at both facil-
ity types.

Analyses of correlates of offering trauma specific services were conducted using Gen-
eralized Estimating Equations regressions with a logit link and exchangeable correlation 
matrix, to account for clustering within states. Analyses were adjusted for facility char-
acteristics. All analyses were conducted using SPSS version 23 software (IBM Corp. ©, 
2015).

Results

Trend Analysis

Among SUD facilities, 42.7% offered trauma specific services in 2019, up from 32.4% 
in 2015 (Fig.  1). This trend was significant (Newey-West b = 2.46, 95%CI = 1.86–3.06, 
p = .001; data not shown). Among MH facilities, 49.9% offered trauma-specific services 
in 2019, up from 33% in 2015 (Fig. 1). This trend was similarly significant (Newey-West 
b = 4.36, 95% CI = 2.37–5.99, p = .003; data not shown).

Geographic Distribution

Geographic distribution of facilities offering trauma-specific services showed considera-
ble variability between states. The proportion of SUD facilities offering trauma-specific 
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Fig. 1  Proportions of Mental Health (MH) and Substance Use Disorder (SUD) treatment facilities offering 
trauma-specific services 2015–2019 ( Source: 2015–2019 waves of the National Mental Health Services 
Survey and the National Survey of Substance Abuse Treatment)
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services was under 50% in most states (Fig. 2a). Similarly, the proportion of MH facili-
ties offering trauma-specific services was under 50% in most states (Fig. 2b). The pro-
portion of SUD facilities offering trauma-specific services exceeded 60% in only 2 
states; this rose to 5 states for MH facilities (Fig. 2a, Fig. 2b). There was a significant 
correlation between availability of trauma-specific services in SUD and MH facilities 
within states (Pearson’s r = .44, p = .001; data not shown).

Fig. 2  a State proportion of Mental Health (MH) treatment facilities that offer trauma-specific services 
(Source: 2019 National Mental Health Services Survey; number of states in parentheses). b State propor-
tion of Substance Use Disorder (SUD) treatment facilities that offer trauma-specific services (Source: 2019 
National Survey of Substance Abuse Treatment; number of states in parentheses)
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Facility Correlates

Among SUD treatment facilities, trauma-specific services were more commonly 
offered at residential (AOR = 2.27, 95% CI = 1.89–2.73, p < .001), partial hospitaliza-
tion (AOR = 1.77, 95% CI = 1.50–2.09, p < .001), and outpatient (AOR = 1.57, 95% 
CI = 1.31–1.88, p < .001) setting (Table  1). Accepting state insurance (AOR = 1.21, 95% 
CI = 1.07–1.36, p = .003) and military insurance (AOR = 1.16, 95% CI = 1.04–1.29, 
p = .008) were associated with higher odds of offering trauma-specific services. State MH 

Table 1  Associations of facility characteristics and availability of trauma-specific services among US men-
tal health (MH) facilities  (source: 2019 National Mental Health Services Survey)

AOR stands for adjusted odds ratio and CI for confidence interval. Adjusted analyses controlled for all other 
facility characteristics
a Facilities with each characteristic were compared to all other facilities combined
b Some facilities received funding from multiple sources. Therefore, percentages add to more than 100%
c Some facilities were licensed by more than one licensing authority

US Mental Health facilities 2019
(N = 12,384)

Facility characteristic Facilities offering 
trauma-specific 
services

Facilities without 
trauma-specific 
services

Comparison of facilities

n % n % AOR 95% CI p

Treatments settinga

  Inpatient 759 12.3 1117 18.0 .74 .60–.90 .003
  Residential 1023 16.6 940 15.1 1.38 1.16–1.64 < .001
  Partial hospitalization 979 15.9 894 14.4 1.12 .94–1.33 .191
  Outpatient 5079 82.2 4636 74.7 1.53 1.27–1.84  < .001

Ownership
  For profit (reference) 1310 21.2 1162 18.7 Ref - -
  Non-profit 3970 63.9 3624 58.7 .78 .62–.98 .035
  Public 1242 20.1 1076 17.3 .75 .58–.95 .019

Funding sourcesa, b 
  Medicare 3915 63.5 4456 71.9 .62 .53–.74 < .001
  Medicaid 5347 86.8 5529 89.2 1.09 .93–1.27 .297
  State insurance 3367 60.9 3849 56.4 1.42 1.23–1.63 < .001
  Military insurance 3074 49.9 3108 50.2 1.06 .94–1.20 .340
  Private insurance 4929 80.0 5005 80.8 1.21 .94–1.56 .141
  Self-Pay 5054 82.0 5315 85.8 .75 .64–.89 .001
  Sliding Scale 3491 60.4 3387 55.8 1.14 .99–1.32 .076
  Pro-bono 3048 52.7 3065 50.6 1.06 .89–1.27 .503

Licensinga, c

  Joint Commission 2112 34.3 2112 34.4 1.04 .85–1.27 .689
  State mental health authority 4366 70.8 4363 70.4 1.04 .91–1.18 .582
  State SUD authority 2242 36.4 1892 30.5 1.32 1.18–1.47 < .001
  State health department 2969 48.2 3041 49.1 1.11 .95–1.31 .188
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authority certification (AOR = 1.31, 95% CI = 1.19–1.48, p < .001) and State SUD author-
ity certification (AOR = 1.19, 95% CI = 1.04–1.37, p = .012) were also associated with 
higher odds of offering trauma specific services (Table 1).

Among MH treatment facilities, trauma-specific services were more commonly offered 
in residential (AOR = 1.38, 95% CI = 1.16–1.64, p < .001) and outpatient (AOR = 1.53, 95% 
CI = 1.27–1.84, p < .001) settings and less commonly on the inpatient setting (AOR = .74, 
95% CI = .60-.90, p = .003; Table  1). Non-profit (AOR = .78, 95% CI = .62-.98, p = .035) 
and public (AOR = .75, 95% CI = .58-.95, p = .019) facilities had lower odds of offering 
these services compared to private facilities. Facilities that accepted Medicare (AOR = .62, 
95% CI = .53-.74, p < .001) and facilities that accepted self-pay (AOR = .75, 95% CI = .64-
.89, p.001) also had lower odds of offering trauma-specific services. Accepting state insur-
ance was associated with higher odds of offering trauma-specific services (AOR = 1.42, 
95% CI = 1.23–1.63, p < .001). State SUD authority certification (AOR = 1.32, 95% 
CI = 1.18–1.47, p < .001) was significantly associated with trauma-specific services 
(Table 2).

State Action

Only 5 states did not have some sort of policy to promote trauma screening at state facili-
ties in 2015. The types of policies were quite variable. Only four states required a specific 
assessment tool. Texas and Idaho mandated the Adult Needs and Strengths Assessment, 
which contains a single question about trauma. Idaho used a tool specifically developed for 
this purpose called the Idaho Standard Assessment tool, which includes a question about 
trauma. Nevada required SAFE-T, which also includes a question about trauma. Most states 
simply require that providers inquire about trauma during intake and provide training for 
interested providers. There was a significant association between state policy to promote 
trauma screening in public facilities in 2015 and availability of trauma specific services in 
SUD facilities (AOR = 1.51, 95% CI = 1.19–1.82, p = .001; data not shown) and MH facili-
ties (AOR = 1.31, 95% CI = 1.04–1.64, p.021) in that state.

In addition to trauma screening, in 2015, 27 states implemented trauma-specific CBT 
at state facilities, an evidence-based trauma-specific service. Implementation of trauma-
specific CBT by states was associated with increased odds of offering trauma-specific ser-
vices among MH facilities in that state (AOR = 1.23, 95% CI = 1.01–1.51, p = .043; data 
not shown). There was no association among SUD facilities. We additionally tested for any 
association of state fidelity monitoring of trauma-specific CBT and trauma-specific ser-
vices in states offering those services, but found no such relationship.

Discussion

There has been a rapid expansion of trauma-specific services among US SUD and MH 
facilities between 2015 and 2019 and the rate of expansion is seemingly accelerating, par-
ticularly among MH facilities. While this is quite encouraging, even in 2019, less than half 
of facilities of either type offered such services, suggesting substantial room for growth.

Examination of facility characteristics reveals that trauma-specific services are more 
common among SUD and MH outpatient and residential facilities, which is encourag-
ing as most care does occur in outpatient settings. The finding that trauma-specific ser-
vices are common among residential SUD facilities is particularly encouraging given the 
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relative importance of residential treatment in SUD treatment in general. The finding that 
trauma-specific services are less common among inpatient MH facilities is unfortunate, as 
there is evidence that early initiation of trauma-specific services can lead to improvement 
in patients with a history of trauma [26]. Fortunately, this finding was not present among 
inpatient SUD facilities. From a regulatory standpoint, efforts to increase availability of 
trauma-specific inpatient MH services may make a meaningful difference.

Among MH facilities, private ownership is most commonly associated with provision 
of trauma-specific services compared to other types of ownership, though more often than 

Table 2  Associations of facility characteristics and availability of trauma-specific services among US sub-
stance use disorder treatment facilities ( source: 2019 National Survey of Substance Abuse Treatment Ser-
vices)

AOR stands for adjusted odds ratio and CI for confidence interval. Adjusted analyses controlled for all other 
facility characteristics.
a Facilities with each characteristic were compared to all other facilities combined.
b Some facilities received funding from multiple sources. Therefore, percentages add to more than 100%.
c Some facilities were licensed by more than one licensing authority

US Substance use disorder facilities 2017
(N = 15,852)

Facility characteristic Facilities offering 
trauma-specific 
services

Facilities without 
trauma-specific 
services

Comparison of facilities

n % n % AOR 95% CI p

Treatments settinga

  Inpatient 360 5.3 522 5.8 .89 .71–1.1 .283
  Residential 2086 30.8 1649 18.2 2.27 1.89–2.73 < .001
  Partial hospitalization 1237 23.2 994 13.0 1.77 1.50–2.09 < .001
  Outpatient 5337 78.8 7637 84.3 1.57 1.31–1.88 < .001

Ownership
  For profit (reference) 2600 38.4 3700 40.8 ref - -
  Non-profit 3515 51.9 4453 49.1 .97 .77–1.22 .787
  Public 658 9.8 910 10.0 .95 .80–1.11 .489

Funding sourcesa, b

  Medicare 2494 37.0 3418 37.9 .91 .78–1.08 .264
  Medicaid 4678 69.4 6168 68.4 .93 .82–1.05 .237
  State insurance 3493 51.9 4243 47.1 1.21 1.07–1.36 .003
  Military insurance 2646 39.3 3331 37.0 1.16 1.04–1.29 .008
  Private insurance 5153 76.5 6518 72.3 1.13 .96–1.34 .149
  Self-Pay 6143 91.2 8211 91.1 .86 .71–1.03 .104
  Sliding Scale 4207 62.2 4955 54.8 1.35 1.21–1.15 < .001
  Pro-bono 3302 48.8 3799 42.0 1.32 1.13–1.54 < .001

Licensinga, c

  Joint Commission 1583 23.4 2029 22.4 .84 .68–1.03 .084
  State MH authority 2911 43.0 3336 36.9 1.33 1.19–1.48 < .001
  State SUD authority 5501 81.3 6860 75.8 1.19 1.04–1.37 0.012
  State health department 3422 50.6 4016 44.4 1.06 .93–1.21 .401
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not, non-profit and public facilities also offer trauma-specific services. This finding is not 
replicated among SUD facilities.

The finding that accepting Medicare lowers the odds of providing trauma-specific 
services among MH facilities is puzzling given the focus of federal entities on enhanc-
ing trauma services 1 and efforts by SAMHSA to disseminate and enhance trauma spe-
cific services [12]. It could signal a need to expand trauma-specific services among Medi-
care recipients, especially persons with disabilities, who may be more likely to experience 
trauma [27]. Fortunately, this finding was not mirrored among SUD treatment facilities. 
Similarly puzzling was the lack of association between accepting military insurance and 
odds of providing trauma-specific services among MH facilities, given the widely under-
stood increased exposure to trauma among military personnel. However, the direction of 
the association was positive, if not significant. It is plausible that some trauma-specific ser-
vices are available to military personnel and their families in settings not captured by the 
N-MHSS. Encouragingly, accepting military insurance did increase the odds of provision 
of trauma-specific services among SUD facilities.

The results of this study highlight the wide variability in geographic distribution of 
trauma specific services by state, as well as the importance of states’ role in increased 
provision of trauma-specific services. The significant correlation in availability of trauma- 
specific services between SUD and MH facilities within states highlights the overall impor-
tance of state policies. State certification likely plays a substantial role in dissemination of 
trauma-specific services, particularly among MH facilities, which strongly suggests a con-
nection to state regulatory environment. Furthermore, facilities that accept state insurance 
more commonly offer such services, suggesting a link to state funding.

Our findings also highlight the marked variability in state efforts to improve trauma 
services and the work that is still needed. While most states support universal trauma 
screening, the nature of such screening varies widely among states. Identifying and train-
ing providers, especially in underserved rural areas, would be important first steps. This is 
supported by data from the Veterans Affairs health system, which began by training large 
numbers of providers in screening and delivery of care for individuals with a history of 
trauma, leading to significant increase in availability [28]. More work is needed to stand-
ardize the approach of screening for trauma and to imbed use of validated tools in such 
screening. State efforts to disseminate services also vary widely. For example, only about 
half of states implement trauma-specific CBT at state facilities, yet promoting such ser-
vices affects many other facilities in that state. Promoting evidence-based practices with 
rigorous fidelity monitoring for most, if not all facilities in that state should be the goal 
for each state, and this can likely be achieved by direct state action. Standardization in 
psychotherapy training, including particular attention to populations who more commonly 
experience trauma (such as individuals with SUD), could also improve access to appropri-
ate treatment.

There are notable limitations in this study. First, both the N-MHSS and the N-SSATS 
are self-report surveys, which may have affected the quality of the data. However, 
SAMHSA makes every effort to assist administrators in completing the surveys and 
addresses missing and inconsistent data. Furthermore, the wording of questions in the two 
surveys was similar, but not identical, necessitating separate analyses of the two datasets. 
Second, only 5 years of data regarding trauma-specific services were available, limiting the 
trend analysis. Third, SAMHSA uses broad and inclusive language in survey questions and 
informational materials, thus the true prevalence of trauma-specific services may be lower 
than reported here. Similarly, the N-MHSS and the N-SSATS did not assess the different 
trauma-specific modalities, opting for a broad overview of availability of such specialized 
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services. Future research should focus on prevalence and correlates of different trauma-
specific services. Fourth, the facility surveys do not assess the quality or exact method 
of delivery of services offered, the participation rate by patients, or the qualifications of 
providers. Finally, the present study only addresses dedicated and specialized services 
and does not examine trauma components of other types of mental health services (for 
example trauma therapy that can occur during typical treatment), nor does it assess facility 
capacity to provide trauma-informed care. Additionally, availability of trauma-specific ser-
vices offered outside of the context of treatment facilities is unknown. However, this study 
includes close to 30,000 US facilities and is likely representative of the state of trauma-
specific services nationwide.

Conclusion

Despite the rapid expansion of availability of trauma-specific services in the last 5 years, 
significant work remains as fewer than half of the treatment facilities of either type offered 
such services in 2019. The association of trauma-specific services with state licensing and 
state insurance funding, as well as with state policies regarding implementation of trauma 
screening and trauma-specific CBT among state facilities highlights the significance of the 
state action and funding in disseminating trauma-specific services and increasing the qual-
ity of such services. These findings call for action by state legislators and state behavioral 
health authorities to promote further dissemination of and enhancement in the quality of 
trauma-specific services.
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