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Needs assessment: In the United States, 70% of adults have ex-
perienced some type of traumatic event at least once in their lives.
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a particular set of attitudes, knowledge, and skills encompassed

in trauma-informed care. Nurse practitioners and other healthcare
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2.ldentify cues that trauma may be part of the patient’s life experi-
ence.
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3. Discuss the four R's and six principles for implementing trauma-
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n the United States, 70% of adults have experienced some

type of traumatic event at least once in their lives. Over 90%

of patients who are seen in public behavioral health clinics

have experienced trauma. In this article, the author discusses what

is trauma-informed care (TIC), the road and four R’s to it, TIC for

healthcare providers using six key principles, and its relevance to

clinical practice.

trauma-informed care, realization, recognition,
responding, resisting, re-traumatization

Valuing the human experience and
abiding by the golden rule is often
what guides providers to care and
advocate for their patients through
the health-illness continuum. The
enactment of these values is vital

to creating a trusting patient-
provider relationship and providing
trauma-informed care (TIC). Lack of
awareness concerning the implica-
tions of trauma can result in harm-
ful and widespread effects for the
patient, the healthcare system, and
society. Healthcare providers (HCPs)
working in the primary care setting
have an opportunity and obligation
to be knowledgeable about and
have the skills to provide TIC.

A universal definition of trauma
does not clearly exist, but overall
trauma refers to any experience that
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causes an intense psychological

or physical stress reaction. It may
occur as a result of violence, abuse,
neglect, loss, disaster, war, and other
emotionally harmful experiences.
Trauma may occur as the result of a
single event, a series of events, or a
set of circumstances. The extent to
which an event is traumatic depends
on how an individual interprets,
applies meaning to, and is disrupted
by that event.? Trauma can result in
a wide range of responses includ-
ing intense feelings of fear, loss of
trust in others, decreased sense of
personal safety, guilt, and shame.
Trauma does not discriminate, and
it bridges itself across age groups,
gender, socioeconomic status, race,
ethnicity, geography, and sexual ori-
entation.2 In the United States, 70%
of adults have experienced some
type of traumatic event at least once

in their lives. Over 90% of patients
who are seen in public behavioral
health clinics have experienced
trauma.?

Experiencing trauma can have
serious long-term effects on mental,
physical, social, emotional, and spir-
itual well-being. High-risk behaviors
such as excessive alcohol use, illicit
drug use, unsafe sex, and disordered
eating are often used in an attempt
to cope with the intense negative
feelings associated with trauma.?
Individuals who have experienced
trauma, in part as a result of high-
risk behaviors, are at increased risk
for substance use disorders, sexually
transmitted infections, and chronic
health conditions such as lung,
heart, and liver disease. Their trau-
matic experiences can also place
them at risk for depression, anxiety,
sleep disorders, and suicidal ide-
ation/attempts.2>

When a child or adolescent is
exposed to traumatizing events, it
can be particularly significant, as
documented by the landmark ad-
verse childhood experiences (ACE)
study that was conducted by Kaiser
Permanente and the Centers for
Disease Control and Prevention.!24>
In this study, ACEs included, but
were not limited to, experiencing
or observing physical, sexual, and
emotional abuse; childhood phys-
ical or emotional neglect; having a
family member with a mental health
or substance use disorder; experi-
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encing or witnessing violence in the
home or community, parental sep-
aration or divorce, or having an in-
carcerated household member. The
study has demonstrated an associ-
ation of ACEs with health and social
problems across the lifespan. For
example, in adulthood, the history
of ACE can result in complex clinical
problems with several coexisting
mental and somatic disorders such
as posttraumatic stress disorder,
depression, borderline personality
disorder, compromised immune
system, obesity, and diabetes. It has
been suggested that during certain
vulnerable developmental phases,
the risk for subsequent ACE-related
disorders is increased. As well, some
evidence now implicates sensi-

tive periods and specificity of ACE
subtypes in the development of
neurobiologic alterations such as
volumetric and functional changes
in the amygdala and hippocampus.®
All developmental domains may

be affected by ACEs and trauma (ie,

common practice
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attachment, physical, affect regula-
tion, behavioral control, cognitive,
self-image).!347

Adverse childhood experiences
are a critical public health issue. In
the United States, 45% of children
have experienced at least one ACE
and 1in 10 children have experi-
enced three or more ACEs, placing
them in a category of high risk.2
Children of different races and
ethnicities do not experience ACEs
equally. Nationally, 61% of black
non-Hispanic children and 51% of
Hispanic children have experienced
at least one ACE, compared with
40% of white non-Hispanic children
and only 23% of Asian non-Hispanic
children.

The concept of historical trauma
is based on the premise that specific
cultural, ethnic, or racial groups
historically subjected to long-term
systemic abuse and injustices (ie,
segregation/displacement, physical/
psychological violence, economic
destruction, cultural dispossession)

Key objectives for trauma-informed care

e Reduce the impact of trauma on individuals, families, and communities

e Develop/implement trauma-informed approach across systems and
workplaces; for users and providers of services

e Make trauma-informed screening, early intervention, and treatment

e Promote recovery, well-being, and resilience
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may experience negative effects
that span several generations. This
multigenerational trauma has signif-
icance in terms of potential ongoing
health disparities for families, com-
munities, and cultures. Although
more research is needed, there is
evidence of a link between expe-
riencing historical trauma and the
prevalence of detrimental physical,
psychological, and social responses
(ie, heart disease, cancer, depression,
anxiety, substance misuse and ad-
diction, suicide).1?

Many aspects of how trauma sur-
vivors choose to engage in health
behaviors and healthcare are influ-
enced by their experiences. They
may neglect their health, harm
themselves, avoid healthcare, not
trust HCPs, and not adhere to rec-
ommended therapies. Providing
care that promotes healing and
recovery for these patients requires
a particular set of attitudes, knowl-
edge, and skills encompassed in
TIC.TIC is a strengths-based service
delivery approach.! This approach
to care acknowledges the need to
understand a patient’s life experi-
ences to deliver effective care. It has
the potential to improve patient
engagement, treatment adherence,
health outcomes, and provider and
staff wellness.'® This integrated,
comprehensive approach includes
providing a safe environment for
all patients and staff, identifying
patients who are survivors of trauma
and implementing practices to
avoid re-traumatization, assessing
patients’' needs and providing them
with resources and referrals that will
facilitate recovery, and monitoring
both processes and outcomes in the
clinical setting for ongoing quality
improvement.

TIC is built on the assumption
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that an individual patient is more
likely than not to have a history of
trauma. This means that it is deemed
important to provide a supportive
and therapeutic environment for
every patient that promotes safety,
inclusion, collaboration, empow-
erment, and respect. Research has
consistently shown that when the
right supports are in place, the
majority of people who grow up
amid extremely challenging cir-
cumstances not only survive but
end up thriving. Similarly, specific
factors have been demonstrated

to be protective against traumatic
experiences. That ability to “bounce
back” has been termed resilience.!
Individuals who experience trauma
are more likely to develop resilience
when their environments are re-
sponsive to their specific needs.

As a component of implementing
TIC, the HCP should be observant for
cues that trauma may be part of the
patient’s life experience. Such cues
may include body language, verbal
indictors, other specific behaviors,
and physical findings. A survivor of
trauma may express through body
language or verbal comments that
they are fearful, anxious, and/or lack
trust. Their affect when engaging
with the HCP may be flat or submis-
sive. They may avoid direct eye con-
tact If the patient is currently in an
abusive situation and the perpetra-
tor is present during the healthcare
visit, that person may try to control
the flow of information, insist on
being present during all aspects of
the visit, and exert control over the
patient’s decision-making process.!2

For survivors of trauma who have
experienced physical violence, the
HCP may find acute injuries or in-
juries in various stages of healing.
The injuries may not match with the
patient’s history if they are fearful
or reluctant to disclose the trauma
they have experienced. Self-injuries
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The Brief Trauma Questionnaire (BTQ)

(The scale is in the article's appendix.)

The PTSD Checklist (PCL)

may also be observed.'2 Universal
screening for trauma, whether signs
and symptoms are present or not,
affirms to patients that the HCP
believes the experience of trauma
is important to acknowledge to
provide the best healthcare. This
approach shifts the focus from
“What's wrong with you?”to “What
happened to you?”and provides the
opportunity for disclosure in a safe
and confidential environment. When
trauma is identified, HCPs and other
staff can actively resist re-traumati-
zation that may cause the patient to
experience emotional and biologic
stress.!313

The HCP can seek to further un-
derstand how trauma has affected
the patient and offer appropriate re-
sources and referrals, such as cogni-
tive behavioral therapy, meditation,
mindfulness, breathing exercises,
and eye movement desensitization
and reprocessing as pathways to
healing and recovery.'®

The four R’s of the trauma-informed
approach to care from the Sub-
stance Abuse and Mental Health
Services Administration (SAMHSA)
can be used to effectively imple-
ment TIC in the primary care setting.
These four key assumptions are: real-
ization, recognition, responding, and
resisting.!2

Realization is established in
the primary care setting when all

The Traumatic Life Events Questionnaire (TLEQ)

Stressful Life Events Screening Questionnaire (SLESQ)

individuals involved in the setting
understand and accept the wide-
spread effect trauma can have on
individuals, families, organizations,
and communities. When staff realize
that particular patient behaviors
may represent coping strategies
designed to survive adversity and
overwhelming circumstances that
may have happened in the past or
may be going on in the present, they
are better equipped to provide TIC.
HCPs can extend the support they
provide when they are aware of the
influence of trauma on family mem-
bers, first responders, service provid-
ers, and others who may experience
secondary stress, also known as
vicarious trauma (trauma-related
reactions to exposure to another
person’s traumatic experience).!?
Recognition requires the ability of
HCPs and staff to identify signs and
symptoms of trauma and to use val-
idated trauma screening and assess-
ment tools (Table). There is an under-
standing that trauma reactions and
symptoms of trauma vary by gender,
age, type of trauma, or setting, as
well as that these symptoms may
be seen in families, staff, and others
involved with the patient.
Responding goes beyond realizing
and recognizing to integrate a trau-
ma-informed approach throughout
the healthcare setting. In an inte-
grated approach, everyone in the
setting has a specific role and uses
behaviors and language that are
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considerate of experiences of trauma
among patients, patient’s families,
and the healthcare staff. Policies,
procedures, and practices used in the
setting reflect a commitment to cre-
ating a culture of resilience, recovery,
and healing from trauma. Staff are
trained and provided with guidance
on secondary traumatic stress, and
there is an apparent commitment to
a physically and psychologically safe
environment.

Resisting entails measures taken
to avoid re-traumatization of pa-
tients and staff members by ensur-
ing that practices do not create a
toxic environment. These measures
include actively shaping the setting
to avoid triggers (ie, sounds, sights,
smells, objects, places, people re-
minding an individual of the orig-
inal trauma, invasive procedures,
removal of clothing, physical touch,
personal questions that may be dis-
tressing or embarrassing, vulnerable
physical position, and loss or lack
of privacy). The goal is to protect
the individual from further trauma
and avoid exacerbating negative
impacts that can interfere with the
healing process.'®

Trauma-informed care as a
strengths-based approach is
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founded on six key principles more
than on a set of prescribed practices
or procedures.!2 The six key princi-
ples are safety; trustworthiness and
transparency; peer support; collab-
oration and mutuality; empower-
ment, voice, and choice; and cul-
tural, historical, and gender issues.!
Safety involves ensuring that all
people in the healthcare setting feel
safe. This includes the safety of the
physical setting and the nature of
interpersonal interactions. Trust-
worthiness is fostered by transpar-
ency in decision making and pro-
cesses in the healthcare setting with
the goal of building and maintaining
trust with patients and among staff.
Peer support from other trauma
survivors is important in establish-
ing safety and hope that promotes
recovery and healing. Collaboration
and mutuality places importance
on partnering and leveling of power
experiences between patients and
staff and among all categories of staff
including clerical, professional, and
administrative. There is a recognition
that everyone in the healthcare set-
ting has a role to play in a trauma-
informed approach to providing care.
Empowerment, voice, and choice is
about acknowledging and building
on the strengths of patients and
staff within the healthcare setting.
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Patients are supported in shared de-
cision making, choice, and goal set-
ting to determine the plan of action
they need to heal. The development
of self-advocacy skills is facilitated.
The staff working in the healthcare
setting are empowered to do their
work as well as possible through
adequate organizational support.
Cultural, historical, and gender issues
are addressed in the healthcare set-
ting to actively move past biases and
stereotypes (ie, gender, region, sexual
orientation, race, age, religion). The
potential effects of historical trauma
are recognized. Processes and pol-
icies that are responsive to diverse
needs are incorporated.’®

Implementing a trauma-informed
approach to care within a primary
care setting is not without its chal-
lenges. As previously described,
trauma survivors may lack trust, not
feel safe, or be ashamed to disclose
the experiences they have had.
Cultural differences can exacer-
bate these feelings and can lead to
misperceptions in interpretation of
signs and symptoms. Comorbidities
of depression and substance use dis-
orders may cause poor motivation.
Any of these factors can result in not
seeking needed care and not adher-
ing to recommended treatment and
follow-up.!”

Other challenges to implementing
a trauma-informed approach to care
that can occur in the primary care
setting include the lack of resources
to provide training for providers and
staff. In a busy setting where patients
may present with comorbidities, HCPs
may be frustrated with time con-
straints that do not always allow for
trust building and the individualized
care needed to promote recovery. At-
tention to staff affected by providing
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care for patients who are trauma sur-
vivors may not occur. In some areas,
there may also be a lack of adequate
behavioral health providers with
expertise in TIC to allow for needed
referrals for treatment.!”-1?

Inconsistency in treatment across
multidisciplinary teams, disruption
in the continuity of care, and lack of
proper assessment and diagnosis
can impact safety and cause re-
traumatization.

In a primary care setting, these
challenges in part can be addressed
by implementing the four R's and
the six key principles for TIC. These
concepts and principles are not
setting specific and do not require
following one set of prescribed
practices. Provider and staff training
resources are available that can be
tailored to a primary care setting of
any size and in any location.

Some of the challenges go be-
yond the individual primary care set-
ting and must be addressed within
a larger framework that includes
healthcare systems, communities,
and educational institutions. In
fact, the healthcare systems within
which the primary care setting op-
erates should adopt the four R’s (key
assumptions) and the six key prin-
ciples for TIC. This level of commit-
ment is needed to support provider
and staff training and ensure hiring
of healthcare providers trained in
trauma-focused therapy so that
trauma survivors have opportunities
for individual and group therapy
and consistent care and follow-up.
The procurement of resources and
development of protocols to assist
providers and staff experiencing
their own trauma as the result of car-
ing for trauma survivors is import-
ant. Healthcare systems can lead in
facilitating discussions among all
employees about trauma in a safe
environment that builds trust and
fosters empowerment in caring for
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Realization

Established in the primary care setting when all individuals

involved in the setting understand and accept the widespread
effect trauma can have on individuals, families, organizations,

and communities.

Recognition

The ability of HCPs and staff to identify signs and symptoms of

trauma and to use validated trauma screening and assessment

tools.

Responding

In an integrated approach, everyone in the setting has a spe-

cific role and uses behaviors and language that are considerate
of experiences of trauma among patients, patient’s families,

and the healthcare staff.

Resisting

Measures taken to avoid re-traumatization of patients and staff

members by ensuring that practices do not create a toxic envi-

ronment.

trauma survivors,20-22

Although TIC training of existing
providers and staff is important, so is
preparing future providers through
intentional incorporation of curric-
ulum content in schools of nursing
and medicine. Curriculum content
should include attitudes, beliefs,
knowledge, and skill components
needed to implement the four R’s
and the six key principles. Research
on trauma, its effect on individuals’
health and well-being, and effective
therapies for recovery and treat-
ments to manage symptoms should
be encouraged.?021

Trauma-informed care cannot exist
without organizational support

and a climate that is itself trauma-
informed and adheres to and pro-
motes the six principles of TIC with
respect to organizational climate and
culture and the treatment of patients,
providers, and staff. Using a sys-
tem-wide approach is the first step in
creating change and paving the way

for future TIC treatment and practices
in the primary care setting. It is essen-
tial to emphasize the need and pro-
vide opportunities for self-care and
empathy as well as other avenues of
support for all clinicians and primary
care staff. Itis of utmostimportance
to reinforce the healthcare team to
utilize their skills to build on strength,
resiliency, and hope. )
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