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This book is dedicated to our patients who 
have taught us more about healing than any 
lecture or book and to our families who have 
been a bedrock for all of us as we have faced 
the difficult, tragic, unfathomable, and joyful 
aspects of caring for survivors of trauma. 
Thank you.
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Preface

In recent years, trauma-informed care (TIC) has gained traction as an important set 
of principles that should guide optimal healthcare delivery. Our understanding of 
the profound impact traumatic exposure has on health is not new, but the recent 
#METOO movement has resulted in expanding interest in optimizing the healthcare 
response to interpersonal trauma. The literature contains many offerings on TIC in 
mental health, substance abuse, and pediatric care settings, but there has been com-
parably less published on TIC principles in general adult medical settings. There is 
a continuum from being trauma-aware to trauma-informed. Organizations may be 
trauma-aware and have outstanding trauma-focused care, but being trauma- 
informed is a process of infusing an entire organization or system with a guiding set 
of principles that reorders the environment to promote safety, empowerment, and 
healing for both patients and staff. A truly trauma-informed health system under-
stands its community and collaborates with stakeholders, service providers, and 
relevant social services.

This book is geared toward general medical practitioners, healthcare administra-
tors and leaders. While trauma has a profound impact on global health, this volume 
restricts its focus to the United States and similar countries. It begins with a broad 
overview of trauma and the suspected mechanisms by which it creates poor health. 
A discussion of practical applications of TIC principles is followed by an introduc-
tion to the concept of TIC as an important promoter of health equity through 
acknowledging and addressing trauma in individuals and communities. The World 
Health Organization (WHO) Commission on Social Determinants of Health (SDoH) 
(http://www.who.int/social_determinants/thecommission/finalreport/en/) described 
health systems as intermediary determinants of SDoH. Trauma is inextricably 
linked to many SDoH, so conceptualizing healthcare as having a role in mitigating 
SDoH is another way of understanding its role in achieving health equity and reduc-
ing disparities that often result from trauma.

The concept of cultural humility and its critical role in TIC is followed by a series 
of chapters (Part II) on selected special populations including men of color, gender 
nonconforming persons, and US military Veterans. While not all groups who are 

http://www.who.int/social_determinants/thecommission/finalreport/en/
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susceptible to trauma are covered, these chapters provide useful paradigms to apply/
customize TIC principles to vulnerable populations.

Part III of the book is geared toward both clinicians and healthcare administra-
tors. It covers practical clinical strategies for primary care (adult, adolescent and 
pediatric) and maternity care settings. Chapter 9 discusses adolescent and pediatric 
trauma-informed care through the lens of developing and extending trauma-
informed systems. This chapter is relevant to all healthcare settings. Finally, a chap-
ter on trauma-informed holistic nursing provides an overview on transforming 
nursing care across the health system. The book concludes with a chapter on foster-
ing resilience and self-care for staff; an organization cannot transform into a truly 
trauma-informed system without understanding the needs of staff who treat 
survivors.

Boston, MA, USA  Megan R. Gerber, MD, MPH

Preface
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How to Use This Book

Trying to implement trauma-specific clinical practices without first implementing  
trauma- informed organizational culture change is like throwing seeds on dry land.

Sandra Bloom, MD 
Creator of the Sanctuary Model

The reader can access topics of interest and concern as the chapters can be read 
independently of one another. For administrators, we recommend using guidance 
from the Substance Abuse and Mental Health Services Agency (SAMHSA) (https://
www.samhsa.gov/nctic/trauma-interventions) or the Center for Healthcare 
Strategies (CHCS) (http://www.chcs.org/media/ATC_whitepaper_040616.pdf) to 
determine where an organization is on the continuum of trauma informed care (TIC) 
implementation. Being “trauma aware” is a critical first step. There is no “one size 
fits all” approach to implementing TIC, and most experts do not offer one standard 
implementation checklist for this reason. Because it provides practical setting-based 
examples, this book can be a useful adjunct to implementing TIC using the guiding 
principles laid out by SAMHSA.

https://www.samhsa.gov/nctic/trauma-interventions
https://www.samhsa.gov/nctic/trauma-interventions
http://www.chcs.org/media/ATC_whitepaper_040616.pdf)
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Chapter 1
An Introduction to Trauma and Health

Megan R. Gerber and Emily B. Gerber

 Introduction: The Case for Trauma-Informed Care

Exposure to traumatic events is ubiquitous worldwide and has a well-established del-
eterious impact on health. Trauma can take many forms, and its impact varies based 
on the unique life circumstances, environment and resilience of the impacted indi-
vidual. This volume is designed to enable clinicians – notably primary care providers 
(PCPs), nurses, and their extended care teams – to understand the potential impact of 
trauma on their patient population and the elements of a trauma- informed care (TIC) 
response. We believe that TIC is akin to “universal precautions” – front-line clini-
cians and health systems do not always know who has experienced, or currently is 
experiencing, trauma but can respond in an effective, patient-centered manner. The 
goal of this book is to inform implementation and sustainment of TIC across the 
individual patient encounter to health systems and communities at large. To lay the 
groundwork for understanding and implementing TIC, this chapter will provide a 
broad overview of common forms of interpersonal trauma experienced by patients 
and the ways in which traumatic experiences impact population health in the US.

M. R. Gerber (*) 
Section of General Internal Medicine, Boston University School of Medicine,  
Veterans Affairs (VA) Boston Healthcare System, Boston, MA, USA
e-mail: meggerber@post.harvard.edu 

E. B. Gerber 
Kaiser Permanente, San Rafael, CA, USA

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-04342-1_1&domain=pdf
mailto:meggerber@post.harvard.edu
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 Trauma Defined

Broadly defined, the medical definition of trauma refers to “an injury (such as a 
wound) to living tissue caused by an extrinsic agent, a disordered psychic or behav-
ioral state resulting from severe mental or emotional stress or physical injury, an 
emotional upset” [1]. The word “trauma” is derived from the Greek word for “wound,” 
and accounts of interpersonal trauma date back to antiquity [2]. Judith Herman in her 
seminal work, “Trauma and Recovery,” provides historical context leading up to the 
publication of the 5th Edition of the Diagnostic and Statistical Manual of Mental 
Disorders (DSM V) [3, 4]. In the late nineteenth century, Pierre Janet and Sigmund 
Freund provided the first accounts characterizing traumatic events and their clinical 
implications. Freud’s work on the etiology of hysteria [3] in the twentieth century – 
notably experiences of psychological and sexual trauma – was met with such a degree 
of contention and censuring at that time, that contemporary trauma theories and defi-
nitions were largely derived from studies of male soldiers’ experiences of war [2, 3]. 
After World War I, studies of traumatic stress and interventions emerged and then 
waned to some degree until the advent of the Vietnam war [2]. A shift occurred when 
society’s attention was drawn to consequences of sexual and domestic violence as a 
result of the women’s movement of the 1970s [3]. It was then recognized that the 
most common posttraumatic disorders are not those of war but “of women in civilian 
life;” Herman describes the history of psychological trauma as “one of episodic 
amnesia” [3]. This examination of violence and trauma on both the war-related and 
domestic/interpersonal fronts led to the groundbreaking inclusion of posttraumatic 
stress disorder (PTSD) in the DSM III in 1980 [5]. Prior to that, the DSM had char-
acterized reactions to stressful experiences as “transient situational disturbances” that 
would wane over time.

Subsequently, DSM IV and DSM IV-TR ushered in a more inclusive definition 
of trauma (including varied events such as car accidents, natural disasters, or 
learning about the death of a loved one) that resulted in a marked expansion in 
trauma- related diagnoses [2, 6]. Contemporary theory conceptualizes trauma and 
responses to it as occurring along a continuum [2, 6]. It is clear that not all persons 
exposed to even highly traumatic events will go on to develop PTSD [7]; nonethe-
less, the experience of that trauma can still have a lasting impact on that 
individual.

 The Adverse Childhood Experiences (ACEs) Study

It was the landmark work of Felitti and Anda in the Adverse Childhood Experiences 
(ACEs) Study of the 1990s that ushered in a more mainstream understanding of the 
impact of childhood trauma on lifelong health [8]. Dr. Vincent Felitti, an internist 
and Director of Preventive Medicine at Kaiser Permanente, a health maintenance 
organization (HMO) in California, first made the connection between childhood 
abuse and adult health during an obesity research study he ran in the 1980s [9]. 
During a routine checkup, one of his patients mentioned that the year after she was 

M. R. Gerber and E. B. Gerber
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raped, she gained 105 pounds. Felitti recalled what happened next: “She looked 
down at the carpet and muttered to herself, ‘Overweight is overlooked. And, that’s 
the way I needed to be’” [10]. In the obesity clinic at Kaiser, 50% of patients dropped 
out of treatment. Felitti interviewed these patients and found that a history of child 
sexual abuse was common [9]. The ACEs Study formally began in 1995 with an 
initial questionnaire sent to patients who presented for standardized wellness exams 
at the Kaiser Health Appraisal Clinic. 

The initial study published in 1998 presented findings for 9,508 participants 
(eventually over 17,000 were enrolled)  – all were insured patients at Kaiser 
Permanente – and provided groundbreaking evidence linking ACEs to morbidity and 
mortality in adulthood [8]. The initial study [8] found that patients reporting greater 
numbers of ACEs had increased risk for smoking, severe obesity, physical inactivity, 
depressed mood, and suicide attempts. Similar findings occurred for substance use 
and sexually transmitted infections. The greatest odds, or risk, of disease occurred in 
those who reported four or more ACEs. The researchers also found a dose–response 
relationship between the number of ACEs and ischemic heart disease, cancer, chronic 
bronchitis/emphysema, liver disease, skeletal fractures, and poor overall self-rated 
health. The initial study population, all insured, was mostly White and middle class. 
The authors posited that the resulting development of adverse health behaviors, like 
smoking, led to disease and called for increased communication and coordination 
across healthcare specialties and enhanced training of providers [8]; this was truly an 
early call for what we now know as trauma-informed care delivery.

 Trauma as a Process

A traumatic event or series of events results in physiologic changes, complex adapta-
tions, and pathways that are linked to adverse health impacts. For example, the hypo-
thalamic-pituitary-adrenal (HPA) axis serves as an important mediator after a stressor 
or under conditions of chronic stress [11]. The HPA axis is responsible for the release 
of stress hormones, notably glucocorticoids and cortisol. Under normal circumstances, 
the HPA axis is well-regulated and serves to enable a rapid response to stressful events 
with prompt return to a normal state. Chronic activation of this system is thought to 
damage the feedback loops that return stress hormones to their basal, or resting, levels 
[12, 13]. HPA axis function is determined by a number of factors including genetics, 
early-life environment [14], and current life stress [15]. The immune system is also 
involved, and chronic stress can lead to sustained levels of inflammation [13, 16]. An 
individual’s genetic make-up and environment further modify and contribute to either 
enhancing or inhibiting these processes. Thus, two people may experience and react 
entirely differently to the same event objectively characterized as traumatic.

We now know that trauma should be conceptualized as a process that is dynamic 
and involves interaction between an event, or series of events, and the individual 
(and community’s) level of vulnerability and resilience/protective factors [17]. 
Understanding resilience and protective factors is important in efforts to aid in pre-
vention and recovery. Thus, trauma is less of an event, episode, or exposure and 

1 An Introduction to Trauma and Health
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more of an interaction that may offer points of intervention, particularly in the 
healthcare setting. A brief review of the current understanding of factors that medi-
ate the “process” of trauma follows.

 Allostatic Load

“Allostasis” refers to the highly integrated balance of the central nervous system 
(CNS), endocrine/metabolic, and immune systems which mediate the response to 
stress [11, 13, 18]. As discussed  above, prolonged activation of these systems 
through chronic or repeated exposure to psychosocial stress and traumatic events 
has damaging consequences or “wear and tear on the body” [13]. The cumulative 
physiologic consequences of these result in “allostatic load” [11, 18]. Allostatic 
load is a contributor to cardiovascular disease [11], metabolic disorders [11], and 
accelerated cognitive decline [19] and has been consistently linked to lower socio-
economic status (SES) [11, 12]. Allostatic load is measured in different ways 
[11]; some studies use biomarkers such as urinary or salivary cortisol and epi-
nephrine, while others use clinical measurements like laboratory data, for exam-
ple, lipid measurements and hemoglobin A1c. Some studies combine these with 
measurements of blood pressure, heart rate, body mass index (BMI), or skinfold 
measurements [11].

Chronic toxic stressors, or traumatic experiences, that occur during childhood, 
and beyond, can have an enduring influence on allostatic load because they coincide 
with developmental windows [13], notably those of the brain [20]. ACEs appear to 
impact allostasis [13], resulting in the observed higher prevalence of disease and 
premature mortality observed in adulthood [8]. Allostatic load causes ill-health 
through both the primary biologic  impact of stress and damaging behaviors like 
tobacco and alcohol consumption which are often used as methods of coping with 
stress [11]. Allostatic load increases with age [11], resulting in longitudinal, wors-
ening health impact.

Racial disparities in allostatic load were demonstrated in data from National 
Health and Nutrition Examination Survey (NHANES); after controlling for SES 
[11], Black patients were more likely than Whites to have greater allostatic load at 
all ages [21]. Black women across all age groups had the highest allostatic load and 
accrued higher allostatic load at younger ages than all other women [11]. Allostatic 
load is a useful construct for conceptualizing mechanisms that underlie many health 
disparities [11].

 Environment and Epigenetics

Early life stress results in poor physical and mental health states. As discussed 
above, HPA axis and immune system changes play a major role in linking adversity 
early in life to poor health later on [13, 14]. Research has also focused on 

M. R. Gerber and E. B. Gerber
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cellular- level changes, notably chromosomal changes. Telomeres are regions of 
nucleotide repeats  – or repetitive deoxyribonucleic acid (DNA)  – at the ends of 
chromosomes that protect them from damage during replication [22]. Telomeres 
progressively shorten with every replication cycle and are thus often used as a 
marker for biological aging [23]. A number of studies have consistently demon-
strated a relationship between childhood maltreatment and telomere length [24, 25]. 
There appears to be a dose-dependent association between early-life stressors and 
telomere shortening [22]. It also appears that protective factors, such as parental 
responsiveness, are linked to longer telomeres [22].

 Socioeconomic Status and Cortisol: Biology and Injustice

Decreased SES has been consistently linked to poor health in the US [26] and 
worldwide [27]. The mechanisms that underlie this are multiple and complex. 
Persons of lower SES are exposed to more stressors and have a higher overall risk 
of lifetime trauma exposure and less access to mitigating or protective resources to 
buffer stressful events [11, 28]. As previously discussed, the HPA axis plays a key 
role in regulating the response to stressors. Cortisol is one of the most well-studied 
hormones produced by the HPA axis, in part because it exerts widespread effects on 
the CNS, metabolic, and immune systems [29], each of which contributes to allosta-
sis [13]. Overexposure to cortisol has been hypothesized as one critical mechanism 
linking traumatic events to poor health outcomes. A review of these studies suggests 
that this association is inconsistent in part due to variability in measurement [12]. 
The body of research investigating the biologic mechanisms of trauma continues to 
grow and may soon provide opportunities to intervene at the molecular level to miti-
gate some of the health effects of these exposures.

 Posttraumatic Stress Disorder (PTSD) and Metabolic 
Syndrome

While not all who experience trauma develop PTSD, the addition of PTSD to the 
DSM III in 1980 [5] ushered in a new era in terms of traumatic studies. In 2013, the 
DSM V redefined PTSD and included it as part of a category designated as “Trauma 
and Stressor-Related Disorders” [4]. A detailed discussion of PTSD is beyond the 
scope of this chapter, but briefly defined, PTSD may develop after exposure to a seri-
ous traumatic event known as a “Criterion A” event (the person was exposed to: death, 
threatened death, actual or threatened serious injury, or actual or threatened sexual 
violence, through either direct exposure or witnessing the trauma) [4]. It consists of the 
following symptoms: re-experiencing the traumatic event, avoidance, arousal/reactiv-
ity, and changes in cognition and mood for at least 1 month after the event. Many 
effective, evidence-based PTSD treatments have been developed since 1980 when 
PTSD was first included in the DSM III [30].

1 An Introduction to Trauma and Health
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PTSD has received attention as a critical mediator between trauma exposure and 
health [31] and is known to be linked to allostatic load [32]. While poor health is 
observed among trauma-exposed persons who do not develop PTSD, studies have 
consistently shown poorer health after a traumatic event for persons with PTSD 
compared to those without it [31]. As research has consistently shown linkages 
between trauma and chronic disease outcomes [8, 31, 32], attention has been focused 
on PTSD as a mediator between exposure to traumatic stress and poor health [31].

One of the most well-studied health outcomes associated with PTSD is meta-
bolic syndrome, a group of medical risk factors that signal abnormal underlying 
pathophysiological processes that increase risk for morbidity (notably hyperten-
sion, type II diabetes, and cardiovascular disease) and, eventually, mortality [32]. 
Some of the markers of metabolic syndrome are also used to estimate allostatic load 
[11], and PTSD has been consistently linked to increased risk of metabolic syn-
drome [32]. PTSD manifests variably among individuals, in keeping with the con-
cept of trauma as a “process.” One proposed causal mechanism is through alterations 
in neuropeptide Y (NPY), a stress-activated cardiovascular and metabolic regulating 
hormone that is variably expressed based on genetic makeup [32]. This is another 
pathway for which ongoing research may yield important points of potential thera-
peutic intervention after traumatic exposure.

In summary, traumatic events set off a myriad of biological responses that vary 
among individuals and are still being elucidated. The pathways between traumatic 
experiences and adverse health effects are complex but indisputable and hold prom-
ise for future treatment and care for survivors.

 Prevalence of Common Traumatic Exposures

While it is beyond the scope of this volume to provide a detailed review of every 
form of interpersonal trauma, we will now provide an overview of the epidemiology 
of some of the traumatic exposures experienced by patients who seek US medical 
care. This summary will better equip both clinicians, administrators and systems of 
care with critical background knowledge to  tailor patient care  and develop/
enhance trauma-informed practices. Most prevalance and background data on trau-
matic exposure come from either (1) population-based surveys, frequently conducted 
through random digit dialing in a limited number of languages (commonly English 
and Spanish at a minimum), (2) studies conducted in medical populations (which 
typically demonstrate higher rates of traumatic exposures than in general population-
based surveys), and (3) surveillance  data collected by government agencies and 
reporting systems such as law enforcement/justice department and child protective 
services referrals. Each of these forms of data has its own limitations. For exam-
ple, often government agencies are mandated to collect certain data which depend, in 
part, on reporting. In cases involving child maltreatment; if a report is not made, the 
potential trauma to the child is not captured in that data source.

Many forms of traumatic exposures overlap in their definitions, and multiple expo-
sures during the course of an individual’s lifetime are unfortunately too common. 
Often patients will not self-identify as survivors of trauma, so familiarity with different 
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forms of trauma is key to TIC and to delivery of high-quality medical care (and related, 
critical social services). Trauma exposure in subgroups of patients who may need 
adaptations in their care to meet unique sets of needs is covered in Part III of this book. 
In addition, many of those who commit abusive, violent acts against others have them-
selves experienced abuse and trauma (as “victims”) and also need understanding and 
care [33]. Table 1.1 summarizes key aspects of and, selected data sources for, each 
form of trauma reviewed below, it is intended to provide sample estimates and is not 
an exhaustive summary of all available data for each form of trauma.

Table 1.1 Interpersonal trauma: Definitions and Data Examples

Trauma 
type Definition Estimated prevalence Selected data sources

Child 
neglect & 
physical 
abuse

When a parent or 
caregiver acts, or fails to 
act, in a way that results 
in physical injury to a 
child or adolescent even 
if unintentional [45]

Any maltreatment 30.1 per 
1000 children
(22% of maltreated children 
are referred to foster care)

Government Reporting 
Data: NCANDS, Child 
Maltreatment 2016 [94]
https://www.acf.hhs.gov/
cb/research-data-
technology/reporting-
systems/ncands

Any maltreatment: 25.6% Population-based data: 
National Survey of 
Children’s Exposure to 
Violence (NatSCEV/
NatSCEV II) [35]

Child 
sexual 
abuse

An interaction between 
a child and an adult or 
child in which the child 
is used by the 
perpetrator for sexual 
stimulation (Includes 
touching and non-
touching behavior) [34]

8.5% sexual abuse NCANDS [94]
Sexual assault 4.2% (2.5% 
for males and 5.9% for 
females)

NatSCEVII [35]

Intimate 
partner 
violence

Physical violence, 
sexual violence, 
stalking, and 
psychological 
aggression (including 
coercive tactics) by a 
current or former 
intimate partner (i.e., 
spouse, boyfriend/
girlfriend, dating 
partner, or ongoing 
sexual partner) [95]

1 in 3 women (35.6%)
1 in 4 men (28.5%)
Sexual IPV:
  16.9% of women
  8.0% of men

National Intimate
Partner and Sexual 
Violence
Survey (NISVS) [96]

Sexual 
assault

Sexual violence refers to 
any sexual activity in 
which consent is not 
obtained or freely given 
[95]

Rape:
  19.3% of women
  1.7% of men
All forms of sexual 
violence:
  43.9% of women
  23.4% of men

NISVS [96]

(continued)
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 Child Abuse and Maltreatment

Systems of care are not only treating acutely injured and abused children, but adult 
survivors of childhood maltreatment and the medical sequelae that develop as a result 
of these adverse experiences. Much of what we know about the prevalence of child 
abuse and maltreatment in the USA comes from reports made to social service and 
law enforcement. It is likely that these data are underestimates of the true prevalence 
of abuse in childhood. Widening the definition of childhood maltreatment to include 
household dysfunction, as Felitti did [8], yielded estimates similar to those published 
at the same time in the first national prevalence study of child sexual abuse [34].

In 1999, the Office of Juvenile Justice and Delinquency Prevention (OJJDP) cre-
ated the Safe Start Initiative to prevent and reduce the impact of children’s exposure 

Table 1.1 (continued)

Trauma 
type Definition Estimated prevalence Selected data sources

Community 
violence

Exposure to intentional 
acts of interpersonal 
violence committed in 
public areas. Common 
types include individual 
and group conflicts (e.g., 
bullying, fights among 
gangs and other groups, 
shootings in schools and 
communities) [48]

Varies by neighborhood/
state

Violent crime: 21.1 
victimizations per 1000 
persons (1.3%)

8.8% of households 
experienced at least one 
property victimization.

Ages 12–34 had higher 
rates of violent 
victimization than persons 
age 35 or older (BJS) [97]

Victimization rates vary by 
income bracket (highest for 
persons in households 
earning less than $10,000 
each year) (BJS) [97]

National Survey of 
Children’s Exposure to 
Violence [35]

National Crime 
Victimization Survey 
https://www.icpsr.umich.
edu/icpsrweb/NACJD/
NCVS/

Youth Risk Behavior 
Surveillance System 
(YRBSS) [60]

National Neighborhood 
Crime Study (NNCS) [58]

Survey of Exposure to 
Community Violence 
(SECV) [56]

Human 
trafficking

The action or practice of 
illegally transporting 
people from one country 
or area to another, 
typically for the 
purposes of forced labor 
or commercial sexual 
exploitation [61]

40.3 million worldwide as 
reported by the Polaris 
Project
Statistics are limited; 
research is scarce and 
challenging to conduct

Trafficking in Persons 
Report;
US Department of State 
[67]
Counter-Trafficking Data 
Collaborative 
(CTDC), The Polaris 
Project [98, 99]

Historical 
trauma

Cumulative emotional 
and psychological 
injury, as a result of 
group traumatic 
experiences transmitted 
across generations 
within a community [80]

Population- 
based prevalence rates are 
unavailable at this time

National Child Traumatic
Stress Network [100]
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to violence. As a part of this initiative, and with a growing need to document the full 
extent of children’s exposure to violence, OJJDP launched the National Survey of 
Children’s Exposure to Violence (NatSCEV) with the Centers for Disease Control 
and Prevention (CDC) [35]. The NatSCEV is a population-based survey that cap-
tures a wide range of violent exposures that range from peer and sibling victimiza-
tion (emotional bullying or relational aggression), Internet/cell phone victimization, 
witnessing violence (“indirect victimization”), to sexual victimization and child 
maltreatment [35]. For the NatSCEV II, conducted in 2011 [35], telephone inter-
views were conducted with a nation-wide sample of 4503 children and youth ages 
1 month to 17 years (or their caregivers for children younger than age 10). Estimates 
from that survey indicate a lifetime rate of any child mistreatment of 25.6% and 
sexual assault in childhood of 4.2% (2.5% for males and 5.9% for females).

Government reporting data is collected through the National Child Abuse and 
Neglect Data System (NCANDS). NCANDS was established in 1988 as a national data 
collection and analysis program to make available state child abuse and neglect infor-
mation. Data has been collected every year since 1991, and NCANDS now annually 
collects maltreatment data from child protective services agencies in the 50 states, the 
District of Columbia, and Puerto Rico [36]. In 2015, there were an estimated four mil-
lion referrals alleging maltreatment to child protective services (CPS). Over half of 
those “screened in,” i.e., became reports. 3.4 million children received an investigation 
or response and of those 676,000 (30.1 per 1000 children) were found to have been 
victimized. 1670 children died. Nearly 75% experienced neglect (18.2% physical abuse 
and 8.5% sexual abuse). Twenty-two percent of children found to have experienced 
maltreatment wound up in foster care services. Children often witness violence between 
their caregivers, guardians, and parents as well. In 2018, the forced separation of chil-
dren from parents seeking asylum in the US prompted a global outcry and also raised 
concerns for longterm health effects from this form of child maltreatment [37].

 Intimate Partner Violence and Sexual Assault

The CDC has defined intimate partner violence (IPV) (also known as domestic vio-
lence) as including physical violence, sexual violence, stalking, and psychological 
aggression (including coercive tactics) by a current or former intimate partner (i.e., 
spouse, boyfriend/girlfriend, dating partner, or ongoing sexual partner) [38]. IPV is 
common in the US population, and over the last 20 years, programs to detect and 
respond to IPV in healthcare settings have proliferated. As with all forms of inter-
personal trauma, IPV can have lasting health consequences.

The CDC conducts a national population-based telephone survey, the National 
Intimate Partner and Sexual Violence Survey (NISVS) [39]. Data from the NISVS 
show that more than one in three women (35.6%) and one in four men (28.5%) in the 
US have experienced rape, physical violence, and/or stalking by an intimate partner in 
their lifetime [39]. Nearly half of all women and men have experienced psychological 
aggression by an intimate partner in their lifetime (48.4% and 48.8%, respectively).

IPV risk is highest at younger ages; most female and male victims of rape, physi-
cal violence, and/or stalking by an intimate partner (69% of female victims; 53% of 
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male victims) experienced some form of IPV for the first time before the age of 25 
[39]. Nearly one in ten women in the US (9.4%) has been raped by an intimate 
partner in her lifetime, and an estimated 16.9% of women and 8.0% of men have 
experienced sexual violence other than rape by an intimate partner at some point in 
their lifetime. Some groups are at heightened risk of violence, for example approxi-
mately 4 out of every 10 women of non-Hispanic Black or American Indian or 
Alaska Native race/ethnicity (43.7% and 46.0%, respectively), and 1 in 2 multira-
cial non-Hispanic women (53.8%) have experienced rape, physical violence, and/or 
stalking by an intimate partner in their lifetime [39]. This further underscores that 
trauma impacts health disparities and equity. IPV and sexual violence commonly 
co-occur as sexual violence can be a form of IPV when committed by an intimate 
partner.  Rates of IPV are elevated among sexual and gender minority individu-
als,  almost one-third of sexual minority males and one-half of sexual minority 
women in the US report experiencing physical or psychological abuse in an inti-
mate relationship [40]. The US Preventive Services Task Force (USPSTF) [41] and 
many major medical organizations recommend routine screening for IPV in medi-
cal settings [42–44].

 Sexual Assault

Sexual violence refers to any sexual activity in which consent is not obtained or freely 
given [45]. While the majority of those who experience sexual violence are female, 
anyone can experience or perpetrate sexual violence [39]. In the US, an estimated 
19.3% of women and 1.7% of men have been raped during their lifetimes; 43.9% of 
women and 23.4% of men experienced other forms of sexual violence during their 
lifetimes [46]. Among female victims of completed rape, an estimated 78.7% experi-
enced their first assault before age 25 (40.4% before age 18). Among male victims 
who were made to penetrate a perpetrator, an estimated 71.0% were assaulted before 
25 (21.3% before age 18) [46]. Some racial and ethnic groups experience higher rates 
of sexual assault; in the NISVS, rates of lifetime reported rape were 32.3% for multi-
racial women and 27.5% for American Indian/Alaskan Native women [46]. The 
American College of Obstetricians and Gynecologists (ACOG) recommends that 
healthcare providers routinely screen all women for a history of sexual assault, paying 
particular attention to those who report pelvic pain, dysmenorrhea (painful menses), 
or sexual dysfunction [47].

 Community Violence

Violence outside the home or confines of a familial or intimate relationship is often 
referred to as community violence, which has been broadly defined as “exposure to 
intentional, interpersonal violent acts experienced directly (through victimization) 
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or indirectly (witnessing others be victimized) in a public setting” [48]. Community- 
level risk factors for violence include unemployment, poverty, decreased levels of 
economic opportunity and community participation, lack of access to services, poor 
housing, and gang activity [49].

Accurately estimating the full scope of community violence exposure is challeng-
ing, and there is no single data source that accurately captures its full impact in the 
US. Among the many challenges of describing the scope and impact of community 
violence is the fact that studies have been hampered by limited consensus concern-
ing its definition [50], use of unvalidated measures [50, 51], and lack of comparator 
populations [51]. Adult exposure to community violence is commonly measured 
using tools developed for children and adolescents [50]. These issues aside, it is clear 
that exposure to community violence adversely impacts health similarly to other 
forms of trauma; it is associated with adverse mental [52] and physical health in both 
children [51] and adults [50]. It is also associated with violence perpetration, sub-
stance use, and sexual risk-taking behavior among emerging adults [53].

A number of data sources report community violence. As reviewed above, the 
NatSCEV [35] provides important data on violence exposure in children and youth 
and some of the types of violence reported in it fall under the definition of com-
munity violence. Crime and justice system data are limited by the need for law 
enforcement to be involved, and even when they are, the community impact from 
the violence cannot be fully captured in the resulting estimates. The population-
based National Crime Victimization Survey (NCVS) provides crime statistics 
annually; data are obtained from a nationally-representative sample of about 
135,000 households (nearly 225,000 persons), on the frequency, characteristics, 
and consequences of criminal victimization in the US including whether the crime 
was reported to authorities [54]. According to the NCVS, fewer than half (42%) of 
all violent victimizations committed in 2016 were reported to the police, but this 
varied by type of crime: rape or sexual assault (23%) and simple assault (38%) 
were less likely to be reported to the police than robbery (54%) and aggravated 
assault (58%) [55]. The Survey of Exposure to Community Violence (SECV) is 
another commonly referenced survey measure of community violence exposure 
[51, 56] that demonstrates highest exposures in poor urban communities [57].

Community violence commonly occurs in lower SES neighborhoods, but the 
empirical basis for this is not well-understood. Peterson and Krivo conducted the 
landmark National Neighborhood Crime Study (NNCS) to overcome the common 
bias of single-city research [58]. The NNCS compiled crime and other data for 
9,593 neighborhoods in 91 large cities and found that violence is five times as high 
for the average African American neighborhood as for the typical White urban com-
munity. Furthermore, only about one-fifth of African American areas have violence 
levels that are as low as those for 90% of White areas. The authors emphasize that 
racial composition of neighborhoods is not a causal factor in accounting for crime 
patterns. Instead, it is appears to be  a correlate of the concentration of unequal 
resources in separate contexts that also produces varied responses from outside 
agencies and actors [58]. Healthcare systems function as actors and provide such 
resources to communities, underscoring the need for responsive systems of care that 
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are trauma-informed and seek to understand and respond to community needs and 
culture. More work is needed to identify the correlates of community violence 
exposure, as well as the mitigating (protective) factors that foster resilience  and 
healing such as family, community, and religious organizations.

Community violence disproportionately impacts younger persons (homicide is 
the leading cause of death for Black boys and men ages 15–34 and the second leading 
cause for ages 10–14) [59]. This is especially concerning because trauma impacts the 
developing brain. For this reason, the CDC funds Youth Violence Prevention Centers 
(YVPCs) to design, implement, and evaluate community-based youth violence pre-
vention programs and to monitor surveillance data from many sources including the 
Youth Risk Behavior Surveillance System (YRBSS), a biennial survey the agency 
conducts [60]. Clinicians  and healthcare  systems that serve areas with high rates 
of community violence should remain aware of these programs and data sources; 
trauma-informed care for youth is discussed in detail in Chapter 9 of this book.

Healthcare is provided not only to individuals but to social networks, neighbor-
hoods, and communities. It is critical that frontline clinical teams, and health sys-
tem administrators understand their locality and the burden of community violence 
experienced by patients and families in order to provide outstanding, culturally 
appropriate, responsive TIC which includes listening to patients, advocates, com-
munity voices and stakeholders.

 Human Trafficking

Human trafficking (HT) is an under-recognized form of interpersonal trauma, and 
there is great potential for healthcare professionals to make a significant impact 
through screening and intervention. It is defined as “the recruitment, transportation, 
transfer, harboring, or receipt of persons,” by means of threat, force, coercion, 
abduction, fraud, deception, the abuse of power, or payments, “for the purpose of 
exploitation” [61]. Victims are most commonly trafficked for sexual exploitation 
[62] and for domestic servitude and forced labor [63]. Labor exploitation (also 
known as “labor trafficking”) occurs in agricultural and fishing industry work, repet-
itive labor, domestic servitude, debt bondage, and other forms of slavery [64]. HT 
has been described as “modern slavery” [65]; its prevalence is vastly underestimated 
and its victims are hard to recognize [66]. Approximately 40 million people are traf-
ficked worldwide [62] and the US Department of State reports a steady increase in 
cases investigated and prosecuted in the US and worldwide [67]. Victims, including 
men, women, children, refugees, migrants, and members of the lesbian/gay/bisex-
ual/transgender (LGBT) community, may be trafficked locally or moved across bor-
ders [64]. Rates of trafficking appear to be higher within communities of color, 
further driving health disparities [68]. HT encompasses and employs many of the 
forms of violence reviewed above, notably child maltreatment and sexual assault.

The overall prevalence of HT victims in the general US population is likely 
very low, but survivors commonly describe medical encounters that, in retrospect, 
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should have aroused suspicion among the treating clinicians [69]. The majority of 
those trafficked in the US are women and girls [62], close to half are minors. The 
Polaris Project, a non-profit organization that runs a hotline and services for traf-
ficked persons, estimates a 13% increase in US cases between 2016 and 2017 and 
has received over 40,000 calls in the last decade [62]. Unlike other forms of inter-
personal trauma, HT is commonly committed by women against other women; in 
some European countries women comprise the majority of offenders [70].

Trafficked individuals may commonly present in medical settings [66]; one study 
found that 50% of female trafficking survivors interviewed reported visiting a phy-
sician while trafficked [69]; these visits present a window of opportunity to aid 
these patients. A number of authors have described characteristics of patients that 
should raise concern for HT [66, 69], and an increasing body of evidence describes 
best practices for working with survivors [71–73]. Presentations and  signs that 
should raise suspicion for trafficking when patients access healthcare or social ser-
vices are listed in Table 1.2 [69, 74].

As trafficked patients are typically not allowed access to routine, ongoing pre-
ventive care, emergency departments are a common point of entry into healthcare, 
and tools for identification have been created for these settings [75]. As for survi-
vors of other forms of trauma, engagement in healthcare services is often a chal-
lenge [76], further underscoring the importance of a TIC environment for these 
patients. When trafficked persons do access healthcare, they present with an 
increased risk of human immunodeficiency virus (HIV), sexually transmitted 
infections, as well as somatic symptoms such as headaches, back pain, and abdom-
inal pain, resembling those seen among survivors of other forms of interpersonal 
trauma [63].

Research on HT is scarce, challenging, and potentially dangerous to undertake 
[63, 66]. Research with survivors has demonstrated that HT utilizes psychological 
methods to coerce victims into bondage, including isolation, monopolization of per-
ception, induced debility, occasional indulgences, threats, and degradation [77]. 
Participants are typically people recruited from post- trafficking support services 
whose experiences may not generalize to those in captivity [63]. Ravi et al. inter-
viewed a cohort of previously trafficked incarcerated women with substance use 
histories to determine their preferences for healthcare [78], most (71%) identified as 
a member of a racial/ethnic minority and more than half had not completed high 
school. The trafficking survivors’ suggestions for ideal care included having rapport 
with the front desk and support staff. They also suggested that providers be aware of 
their reactions to a disclosure and expression of empathy. In essence, these survivors 
of HT described a preference for TIC.

Clinicians and care systems can develop routine processes that are trauma- 
informed and can aid in detecting trafficked persons [69] including:

• Training of healthcare personnel and staff (including physicians, nurses, dentists, 
medical assistants, technicians, and receptionists) to increase awareness of traf-
ficking and coercion.

• Provision of professional interpreters.
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• Interviewing/ examining all patients privately at some point during their medical 
visit (away from whomever may have accompanied them).

• Incorporating social, work, home history, and intimate partner violence screen-
ing questions into routine intake.

• Carefully observing body language and the communication style of patients and 
those who accompany them.

In summary, the practice of  HT is widespread and challenging to detect. 
HT deploys forms of violence reviewed previously but has its own unique power 

Table 1.2 Potential signs of HT [69, 74]

In the medical setting
Poor mental health or abnormal behavior

  Is fearful, anxious, depressed, submissive, tense, or nervous/paranoid
  Exhibits unusually fearful or anxious behavior after topic of law enforcement is brought up
  Avoids eye contact
Poor physical health

  Lacks healthcare
  Appears malnourished
  Shows signs of physical and/or sexual abuse, physical restraint, confinement, or torture
Lack of control

  The person accompanying the patient will not leave them alone
  Is not in control of his/her own identification documents (ID or passport)
  Is not allowed or able to speak for themselves (a third party may insist on being present and/

or translating)
  Has few or no personal possessions
  Is not in control of his/her own money, no financial records, or bank account
Other

  Claims of just visiting and inability to clarify where he/she is staying/address
  Lack of knowledge of whereabouts and/or do not know what city they are in is in
  Loss of sense of time
  Has numerous inconsistencies in story
Other social histories
Common work and living conditions: The individual(s) in question

  Is not free to leave or come and go as s/he, they wish
  Is under 18 and is providing commercial sex acts
  Is in the commercial sex industry and has a pimp/manager
  Is unpaid, paid very little, or paid only through tips
  Works excessively long and/or unusual hours
  Is not allowed breaks or suffers under unusual restrictions at work
  Owes a large debt and is unable to pay it off
  Was recruited through false promises concerning the nature and conditions of work
  High security measures exist in the work and/or living locations (e.g. opaque windows, 

boarded-up windows, bars on windows, barbed wire, security cameras, etc.)
  Owes employer money
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and control dynamics that can render victims invisible and impossible to locate. 
Healthcare settings, as frequent points of contact, offer hope; training does improve 
provider knowledge and report of recognition of victims of trafficking [66, 79]. Any 
trauma-informed system of care must  remain aware of and respond to trafficked 
persons.

 Historical Trauma

Like HT, historical trauma has been less commonly appreciated in medical settings. 
The term refers to a complex and collective trauma that is experienced over time and 
across generations by a group of people who share an identity, affiliation or circum-
stance [80]. Informed by theories of social epidemiology, historical trauma is linked 
to health through psychosocial stressors that create susceptibility to disease as well 
as act as direct pathogenic mechanisms. Political, economic, and structural determi-
nants of health and disease such as unjust power dynamics and social inequality 
[81] play a critical role in creating, and perpetuating, poor health for populations.

Initially, historical trauma was conceptualized in reference to the children of 
Holocaust survivors [82] and this cohort remains the most studied to date. Mohatt 
et al. note that over the last 2 decades, the range of groups to whom the term has 
been applied include indigenous peoples [83], African Americans [84], Armenian 
and other refugees [85], Japanese American survivors of internment camps [86], 
Mexican Americans [87], and many other cultural groups that share a history of 
massive group trauma exposure and oppression [80]. As discussed earlier in this 
chapter, trauma is a psychological process that is distinct from the traumatic event 
itself. As such, a number of authors refer to trauma as a “representation” of a trau-
matic event [80, 88]. Scholarly work around both validated measurement and inter-
vention is emerging on the topic of historical trauma [83].

Historical trauma has been linked to health effects, and an emerging literature 
reflects this. The mechanisms for this are complex, and a variety of pathways 
have been proposed. Sotero [81] describes four distinct assumptions that link 
historical trauma and adverse health: (1) mass trauma is deliberately and system-
atically inflicted upon a population by a dominant group, (2) trauma is not limited 
to a single catastrophic event but continues over an extended period of time, (3) 
traumatic events resonate for the entire population creating a universal experi-
ence of trauma, and (4) the enormity of the trauma experience deranges the popu-
lation’s natural, projected historical course, resulting in physical, psychological, 
social, and economic disparities that span generations. Some examples of this 
follow below.

Estrada [87] set forth a conceptual model for the Mexican American population 
that is likely applicable to other minority groups in the US; he suggests that histori-
cal and social events have created institutions and perceptions that are racist and 
discriminatory toward Mexicans and Mexican Americans. This, in turn, negatively 
influenced their eligibility for health insurance coverage and access and availability 
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to healthcare through cultural or institutional barriers that prevent them from obtain-
ing care when needed. Over time, with limited or no access to healthcare, genera-
tions of Mexicans and Mexican Americans have begun to show increased rates of 
substance abuse, hypertension, metabolic syndrome, anti-social personality disor-
ders, and type 2 diabetes mellitus. In turn, these diseases are influenced by the 
psychosocial stressors (e.g., anti-Mexican sentiment, discrimination, and racism) 
that generations of Mexicans and Mexican Americans have experienced from the 
dominant culture [87].

Other examples suggest that historical trauma impacts health and well-being by 
disrupting or jeopardizing culture-based resilience and protective factors, like social 
support and parenting knowledge, resulting in mass unresolved grief [80, 89]. To 
illustrate this concept, research among indigenous peoples in North America 
(“Native Americans”) has shown that historical trauma, in part mediated by the 
 mid- nineteenth- century practice of forcing children into boarding schools, may be 
in part responsible for substance use and health disparities [89, 90].

Some have found evidence to support epigenetic changes [80, 91] similar to the 
findings discussed above that linked early life stress to telomere shortening [22, 25]. 
For example, children of Holocaust survivors have been shown to be more vulner-
able to PTSD [82] and to have overall lower basal cortisol levels [92]. Thus, under-
standing the potential for historical trauma in populations is essential not only for 
clinicians but for systems of care which must tailor services that are mindful of the 
collective experiences of the community members they serve. Systems of care will 
be discussed in detail in the next part of this book.

 Conclusion

In sum, while trauma is a part of the human experience, we can see from the 
breadth and depth of data presented above that we are in the midst of a public 
health crisis. Healthcare clinicians, administrators and leaders have a critical role 
to play in responding through identification and prevention of poor health out-
comes for their patients. As with any other highly contagious disease, we recom-
mend that foundational  knowledge  and  understanding  of trauma  be part of 
healthcare education at all levels and disciplines. This must be coupled with uni-
versal trauma precautions [93] to prevent retraumatization in medical settings and 
to mitigate transmission and spread between individuals, within families, among 
communities, and in the healthcare workforce.

To do this requires a commitment on the part of our healthcare institutions and 
systems of care to regular training on trauma including, its current definitions 
and concepts, prevalence, the mechanisms through which it manifests in the body 
and drives disparities. This knowledge must be continuously reinforced and applied 
to enhance and sustain trauma-informed practices.

M. R. Gerber and E. B. Gerber
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Objectives

• Define trauma and resilience.
• Review the prevalence of trauma and the effects of trauma and resilience on 

health.
• Define trauma-informed care.
• Describe principles and components of trauma-informed care.
• Describe a practical approach to implementing trauma-informed care (4 Cs).
• Review qualities of trauma-informed healthcare systems.

Eric Johnson is a 45-year-old man who is a landscape architect. He has poorly 
controlled hypertension and diabetes, untreated hepatitis C, undiagnosed chronic 
post-traumatic stress disorder, and drinks alcohol daily. During his childhood, an 
older cousin who used to take care of him while his parents were at work sexually 
abused Mr. Johnson. During a pediatric visit for his tetanus immunization at age 11, 
he felt like his mind left his body and he lost all control of his actions. Two health-
care staff held him down to give him his shot as he struggled and screamed. He has 
been terribly afraid of doctors’ visits since then. He has never told anyone about the 
sexual abuse. He still gets frequent nightmares about this abuse; the nightmares 
have been getting worse since his cousin contacted him recently. Today, Mr. Johnson 
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has his first appointment with Dr. Melissa Jones in the Redwood Health System 
Adult Medical Clinic.

 Introduction

Traumatic events are common and can have lasting effects on a person’s life and 
health and a community’s well-being. The effects of trauma go far beyond its 
immediate psychological and physical effects. Experiencing trauma can alter indi-
vidual biology and behavior over the life course; these changes have an impact on 
interpersonal and intergenerational relationships. Ultimately, traumatic events 
alter the well-being of not only individuals but also our communities and society. 
How a person responds to trauma is complex and dependent on many factors, 
including the resources of the individual and their supporting community. Trauma’s 
effects can be mitigated by protective factors and resiliencies or compounded by 
other risk factors and vulnerabilities. Trauma experienced in childhood is particu-
larly damaging. Childhood exposure to trauma can alter development and have 
particularly profound and lasting effects on health and well-being, including 
resulting in the development of chronic illness in adulthood. Exposure to one trau-
matic event increases the vulnerability of individuals and communities to future 
trauma. Communities subjected to historical and structural violence are dispropor-
tionally afflicted by trauma and its effects. Understanding the devastating and mul-
tiplicative effects of trauma on health and well-being and addressing the 
consequences of trauma are crucially important for healthcare providers and the 
systems in which they work. Preventing trauma and mitigating its adverse effects 
promote health equity.

Because trauma is both ubiquitous [1] and associated with many chronic ill-
nesses and high-risk behaviors, all healthcare providers will care for patients with 
histories of trauma. Survivors of trauma may be “triggered”, consciously or uncon-
sciously, by situations they encounter in the healthcare setting [2, 3]. The use of 
physical restraints and the need to undress, undergo invasive procedures, wait in a 
room with a closed door, or see blood are all concrete ways that patients may be 
re- traumatized while obtaining medical care. Traumatic memories, provoked by 
healthcare encounters, may make medical care intolerable to a patient and contrib-
ute to worsened health outcomes [4]. Most importantly, the power imbalance 
between patient and provider can trigger a traumatic response. Effective and com-
passionate treatment for trauma survivors depends upon the healthcare setting 
becoming “trauma-informed.” In this chapter, we present a practical model of care, 
“trauma-informed care,” to respond to the multifaceted needs of people and com-
munities exposed to trauma. Because trauma affects all of us directly and indirectly, 
“trauma-informed care” benefits us all.
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 Definition of Trauma and Types of Traumatic Events

It can be difficult to pin down a definition of trauma. The word trauma is often used 
to refer to both injurious events themselves and to their outcomes. Certainly, the 
outcomes of traumatic experiences vary greatly from person to person based on a 
wide spectrum of circumstances including genetic, epigenetic, biological, psycho-
logical, environmental, family, community, societal, historical, and other factors. 
How a person responds to a harmful event, or series of events, is now thought of as 
a process resulting from the interaction between the events themselves and the per-
son, ameliorated or further undermined by their individual, familial, and community 
resilience or vulnerability and resources or lack thereof. When the harmful event 
causes lasting suffering, the event is considered traumatic. Trauma ruptures rela-
tionships, with oneself and others.

The Substance Abuse and Mental Health Services Administration (SAMHSA) 
defines individual trauma: “Individual trauma results from an event, series of events, 
or set of circumstances that is experienced by an individual as physically or emo-
tionally harmful or threatening and that has lasting adverse effects on the individu-
al’s functioning and physical, social, emotional, or spiritual well-being.” [5] 
“Complex trauma” or “complex psychological trauma” is defined as “resulting 
from exposure to severe stressors that (1) are repetitive or prolonged, (2) involve 
harm or abandonment by caregivers or other ostensibly responsible adults, and (3) 
occur at developmentally vulnerable times in the victims’ life, such as early child-
hood:…” [6] but can also occur later in life [6]. The concept of historical trauma 
refers to complex traumatic experiences that affect an entire community or cultural 
group over multiple generations [7, 8].

Individuals as well as entire communities or cultural groups can be traumatized. 
Catastrophic events and forces that traumatize both individuals and communities 
may be environmental disasters, famine, war, genocide, torture, human trafficking, 
terrorism, forced migration, mass incarceration, police violence [9], poverty, and 
“structural violence” involving systematic oppression or discrimination (e.g., rac-
ism, sexism, homophobia, transphobia, mistreatment and persecution of immi-
grants, etc.). Trauma can be conceptualized as being “contagious”; it may be passed 
on through individuals, families, communities, and society, often inter- generationally. 
Trauma’s mode of transmission is most often through adverse power dynamics. 
When one searches for the origins, means of perpetuation, and factors that worsen 
trauma, ultimately one uncovers various forms of structural violence involving sys-
tematic oppression or discrimination. Interpersonal violence including family vio-
lence, abuse and neglect, and life events that reduce trust or a sense of safety and 
security, like the death of loved ones, divorce of one’s parents, major illness, or 
other life upheavals are detrimental to individuals. Broader cultural, political, and 
societal factors that contextualize the trauma also need to be recognized and under-
stood to promote healing and prevent future trauma.
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 Resilience and Protective Factors

Resilience is “the ability of an individual, family, or community to cope with adver-
sity and trauma, and adapt to challenges or change [10].” Resilience has been 
described as acting to maintain health and equilibrium despite adversity by allowing 
people or communities to withstand, adapt to, and, then, recover from adversity [11]. 
Individual resilience is often conceptualized as being related to fixed intrinsic factors 
(genetics, temperament), but we now understand that even those factors are affected 
by our experiences and those of our forbearers through epigenetic, biological, and 
relational factors. Thus, resilience, like trauma, is best conceived of as a process that 
is constructed relationally and inter-generationally. Protective factors contributing to 
resilience occur at every level of the socioecological model, including the individual, 
family, community, or societal level [12]. Individual and family factors that protect 
against childhood maltreatment and violence, for example, include a child’s IQ, a 
nurturing parent, grandparent or other supportive adults, parental employment, 
housing stability, and access to health and social services [13–15].

The Harvard Center for the Developing Child has created a visual model to help 
us understand that resilience occurs when the balance between adverse experiences 
or factors and positive experiences or factors “tips” in favor of positive outcomes. 
Positive experiences that support resilience include “facilitating supportive adult- 
child relationships, building a sense of self-efficacy and perceived control, provid-
ing opportunities to strengthen adaptive skills and self-regulatory capacities, and 
mobilizing sources of faith, hope, and cultural traditions [16].” The single most 
significant protective factor in preventing both childhood trauma and its adverse 
outcomes is the presence of a safe, stable, nurturing adult caregiver consistently 
present in a child’s life [17]. The presence of a safe, stable, nurturing adult provides 
the attunement, support, and protection that buffer children from the adverse effects 
of traumatic experiences. Safe, stable, and nurturing relationships can effectively 
break the intergenerational transmission of abuse [18]. These resiliency-promoting, 
caregiving relationships flourish most fully in supportive communities; communi-
ties that focus on preventing abuse and supporting parents and caregivers also pro-
tect children from maltreatment [19]. In turn, communities thrive when they are 
supported by equitable and just societal policies. Across the US, communities are 
becoming “trauma-informed” in order to develop policies and programs that pro-
mote resilience and healing [20].

 Early Trauma

One of the largest, most comprehensive studies of the effects of childhood trauma 
on adulthood disease, the “Adverse Childhood Experiences” (or “ACE Study”), 
highlighted the high prevalence of several types of trauma occurring during child-
hood (ACES) [21] including childhood emotional, sexual, and physical abuse, 
neglect, and family dysfunction (i.e., witnessing of parental domestic violence, 
parental separation or divorce, parental mental illness, parental substance use, or 
parental incarceration). Even in the predominantly white, middle class study 
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population, 63.9% of the participants had experienced at least one ACE category 
and 12.5% had experienced four or more ACE categories.

Communities where poverty and lack of access to optimal educational opportuni-
ties, employment, healthy food, and sufficient housing are prevalent have higher 
rates of adverse childhood events [22, 23]. ACEs differ not only by place (state) but 
also by race and ethnicity, with the prevalence of ACEs lowest among Asian non- 
Hispanic children in all regions and highest among black non-Hispanic children in 
most regions [24]. The original ACE study did not measure multiple forms of adver-
sity and trauma experienced by children [25]. For example, the US General 
Accounting Office (GAO) has found that black students, boys, and children with 
disabilities experience disproportionate rates of discipline in US schools [26]. These 
disproportionate rates of discipline, inhumane forms of discipline, and educational 
quality disparities later increase the risk of poor social outcomes, like poverty or 
incarceration, and poor health outcomes [27, 28]. The burden of overall trauma in 
urban and rural underserved communities is thought to approach that of conflict-
ridden developing countries [29]. The Institute for Safe Families in Philadelphia has 
developed an “Urban ACE score” that includes measures of witnessed community 
violence, adverse neighborhood experiences, bullying, and discrimination [30]. The 
World Health Organization has developed and is validating an “ACE International 
Questionnaire” that includes additional questions related to forced marriage, peer 
violence, exposure to community violence and war, and collective violence [31].

Because our experiences and relationships, in constant interplay with our genetic 
makeup, build our biology including our brains [32], adversity and trauma have 
profound health effects. Childhood trauma and adversity are at the root of many 
adulthood high-risk behaviors and diseases that often occur decades after the trauma 
(Fig. 2.1). Additionally, adverse experiences may have an effect on poor health out-
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comes that is independent of adverse coping behaviors [33]. Retrospective and pro-
spective studies have demonstrated that childhood trauma and adversity are 
associated with a risk of premature mortality [34, 35]. When considering the devas-
tating health effects and adverse social outcomes associated with ACEs like lower 
educational attainment, graduation rates, teen pregnancy, and even higher incarcera-
tion rates, it is hard to fathom the longevity and pervasive effects of trauma [36].

 Protective Factors and Resilience

Fortunately, protective factors like supportive relationships and resilience factors 
can mitigate the behavioral and health outcomes of ACEs [11, 13, 37]. In a recent 
study of both individual ACEs and social adversity, researchers found that having 
support from an adult that the child trusts can mitigate the impacts of childhood 
adversity. In this retrospective study, the presence of an “always available adult” 
(AAA), trusted during childhood, was associated with a lower prevalence of 
unhealthy behaviors (poor diet, smoking, and alcohol use) and poor mental health 
in adulthood. Having an AAA in one’s life also mitigated the effects of ACEs on 
unhealthy behaviors and on poor mental health status [13].

In another retrospective study, childhood community resilience assets—including 
knowing where to get help, having opportunities to apply one’s skills, being treated 
fairly, enjoying community culture, having supportive friends, having people to look 
up to, and having a trusted adult available—were found to be associated with better 
childhood health and high school attendance. These community resilience assets 
were also associated with mitigation of the negative effects of ACEs on the prevalence 
of childhood illnesses. Interestingly, different resilience factors were associated with 
mitigation of the prevalence of different childhood illnesses [37]. Thus, promoting 
community resilience promises to not only prevent ACEs but also to mitigate the 
harmful effects of ACEs once they have occurred. Promoting resilience through 
healthcare, as well as through multi-sector partnerships involving healthcare, is essen-
tial to achieving healthcare and health equity [11]. Table 2.1 provides an overview of 
these risk and protective factors for trauma and the conditions associated with trauma.

 Trauma-Informed Care

Trauma-informed care has been defined as “a strengths-based service delivery 
approach that is grounded in an understanding of and responsiveness to the impact of 
trauma, that emphasizes physical, psychological, and emotional safety for both pro-
viders and survivors, and that creates opportunities for survivors to rebuild a sense of 
control and empowerment [38].” There is emerging evidence that adopting trauma-
informed care may improve patient and workplace outcomes [2, 39, 40]. How can we 
build systems of trauma-informed care that promote resilience and healing?
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 Trauma-Informed Care Mission and Principles

Ideally, a trauma-informed system is an “ecosystem” that supports and promotes 
health and well-being for all people who interact within that system. Defining 
and adopting a shared mission and core foundational principles lays the ground-
work for trauma-informed care and guides healthcare transformation. SAMHSA 
has developed and disseminated trauma-informed principles that have influenced 
health system transformation nationally and internationally [41]. The San Francisco 
Department of Public Health has adopted foundational principles, based upon the 
SAMHSA principles and others (Table 2.2).

These foundational principles can guide the process of trauma-informed systems 
and care transformation. These principles are based upon a deep understanding of 
how trauma affects human beings and their relationships. They describe how heal-
ing from trauma may occur through relationships and experiences that are safe, 

Table 2.2 San Francisco Department of Public 
Health Trauma-informed Principles and 
Competenciesa

Trauma understanding
Cultural humility and responsiveness
Safety and stability
Compassion and dependability
Collaboration and empowerment
Resilience and recovery

ahttp://www.leapsf.org/pdf/Trauma-
Informed-Systems-Initative-2014.pdf

Table 2.1 Trauma-related conditions, risk and protective factors
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stable, compassionate, dependable, collaborative, empowering, and focused on the 
building of resilience.

Cultural humility [42], one of the principles adopted by the San Francisco 
Department of Public Health, is a particularly helpful concept in addressing the healthy 
and equitable relationship-building between physicians and patients or others that is a 
pre-requisite for preventing and mitigating traumatic experiences. Cultural humility 
[42], which stands in contrast to cultural competence, calls for each of us to commit to 
life-long learning about our own identities so that we can better understand our own 
complex cultural identities and aspects of power and privilege (or lack thereof) in 
society. The practice of cultural humility, then, asks us to use our self-awareness and 
respect for others’ self-determined, always evolving cultural identities to interact in 
ways that recognize, minimize, and mitigate power differentials. Finally, cultural 
humility asks us to mitigate power differentials on an organizational level by holding 
our powerful institutions, like hospitals, accountable to the community. Directly 
addressing self-determination of identity and power differentials in relationships is a 
promising perspective to lead individuals and organizations toward becoming more 
trauma-informed and resiliency–promoting.

Becoming trauma-informed is a journey, rather than a fixed set of interventions, 
that is guided by one’s trauma-informed mission and foundational principles. 
Healthcare providers, staff, and systems become more trauma-informed as they 
delve deeply into how each of these trauma-informed principles influence their rela-
tionships, experiences, and work. Multiple conceptual and practical models of 
trauma-informed care have been developed [2, 43–45]. Most organizations that 
have embarked on a path of trauma-informed systems transformation understand 
that it is a process of culture change. The Sanctuary Model ® [45], for example, 
describes itself as, “a theory-based, trauma-informed, trauma-responsive, evidence- 
supported, whole culture approach that has a clear and structured methodology for 
creating or changing an organizational culture.” Culture change is never complete; 
it is always evolving. Ultimately, striving for social justice and health equity is fun-
damentally necessary to create the conditions through which all people can heal 
from past traumatic experiences, remain unexposed to re-traumatization, and par-
ticipate in preventing the transmission of trauma to others.

 Trauma-Informed Care Is for Everyone

Trauma-informed care, built upon the foundational principles discussed above, cre-
ates an optimally healing environment for the patient, the patient’s family, and the 
healthcare providers and staff [46, 47]. When all providers and staff in a clinic or 
hospital have been trained to understand that trauma and its sequelae can affect 
everyone (including each of their co-workers) and that many forms of trauma are 
hidden, it can deepen respect for the resilience of both patients and colleagues. 
Developing a shared understanding that maladaptive behaviors or ways of relating 
often have their roots in traumatic experiences promotes a climate of compassion 
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and respect. The devastating traumatic impacts of various forms of structural vio-
lence like racism can be highlighted and directly addressed. The legacy of historical 
trauma and its ongoing manifestations in affected communities can be integrated 
into the response to trauma [48]. Once healthcare providers and organizations 
understand that highly hierarchical and non-collaborative decision-making pro-
cesses and policies or management practices perpetuate the dynamics of trauma and 
run counter to the principles of trauma-informed care, they can build more healing 
systems of care.

Creating an environment that exudes calm, safety, and compassion is a goal of 
trauma-informed systems. In trauma-informed systems, respectful approaches that 
earn patients’ and communities’ trust and cultivate resilience, positive coping 
strategies, and a sense of control are emphasized. Educational materials about 
trauma and resilience are made easily accessible. Programs to help mitigate the 
difficulties that traumatized patients may have in accessing care such as peer advo-
cacy, patient navigation [49, 50], case management, and community outreach, 
improve the quality of care and extend treatment beyond the walls of the clinic or 
hospital [43, 50, 51]. Models of care using proactive outreach to patients and prac-
tical assistance to increase access and adherence to treatment result in increased 
care for patients [29], reduced violence recidivism, and improved cost-effective-
ness [52]. The healthcare organization attends to their relationship with and impact 
in the community to examine institutional accountability for the perpetuation of 
inequities and commits to equitable partnerships that support community resil-
ience and social justice.

Trauma-informed systems also build and support the resilience of providers and 
staff. Provider and staff well-being are required to maintain safety and compassion 
for patients. In particular, attending to the personal traumatic experiences of provid-
ers and staff and the phenomenon of “vicarious traumatization” (VT), defined as 
“the negative transformation in the helper that results from empathic engagement 
with trauma survivors and their trauma material, combined with a commitment or 
responsibility to help them,” [53] is regarded as critically important to allowing 
providers and staff to respond with empathy to patient stories of interpersonal and 
structural acts of cruelty and betrayal.

 Practical Application of Trauma-Informed Principles 
to Clinical Care: The 4 Cs

Maintaining a calm, supportive, non-judgmental, and resiliency-promoting 
demeanor that is stabilizing and reassuring to patients with a history of trauma can 
be challenging even for experienced clinicians; it requires a commitment to on- 
going self-reflection, practice, and both individual and systems transformation. To 
help providers understand how to enact practices that support trauma-informed care 
transformation, one of the authors (LK) developed a simple 4 Cs paradigm in a 
concrete and memorable rubric. These 4 Cs are: Calm, Contain, Care, and Cope 
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(Table 2.3). These 4Cs emphasize key concepts in trauma-informed care and can 
serve as touchstones to guide immediate and sustained behavior change. In this 
chapter, the 4Cs paradigm is expanded to apply to not only individuals [54, 55] but 
also healthcare organizations and multi-sector partnerships.

Table 2.3 The Four Cs of Trauma-informed Care

Calm

Pay attention to how you are feeling when you are caring for the patient. Breathe deeply and 
calm yourself to model and promote calmness for the patient, yourself, and your co-workers

Practice calming exercises (deep breathing, grounding) with patients
Cultivate understanding of trauma and its effects to promote a calm, patient attitude toward 
others (patients and co-workers)
Re-design healthcare environments, policies, and practices to reduce chaos and promote 
calmness
Cultivate understanding of how resilience, justice, and equity build peaceful, calm communities 
and environments
Contain

Limit trauma history detail to maintain emotional and physical safety. Provide education, 
resources, and referrals to trauma-specific care without requiring disclosure of trauma

Model healthy relationship boundaries and earn trust by behaving reliably
Monitor patients’ emotional and physical responses to education and inquiry about trauma
Practice calming techniques to help patient (or parent/caregiver and child dyad) regain 
composure
Normalize fear of returning to the healthcare setting if the triggering of a trauma response 
occurs; invite the patient to share what changes would make visits more tolerable and healing
Enact healthcare policies and practices that minimize re-traumatization of patients and staff
Form multi-disciplinary and multi-sector partnerships that reduce re-traumatization for patients 
and staff
Care

Practice self-care and self-compassion while caring for others

Share messages of support when patients disclose trauma or trauma symptoms
Normalize and de-stigmatize trauma symptoms and harmful coping behaviors (as common 
sequelae of trauma)
Practice cultural humility [42]
Adopt behaviors, practices, and policies that minimize and mitigate power differentials to reduce 
trauma and structural violence
Enact healthcare policies that promote self-care, compassion, and equity
Form equitable partnerships to extend CARE into the community
Cope

Emphasize coping skills, positive relationships, and interventions that build resilience

Inquire about practices that help the patient feel better and more hopeful
Document a “Coping Strategies” list instead of only “Problem Lists” and include patient’s own 
words of wisdom and good self-advice in the “after-visit” summary
Improve identification and treatment of the mental health, substance use, and other sequelae of 
trauma
Connect patients and families with community organizations to increase social support and 
access to necessary resources
Promote equity within healthcare organizations, communities, and society
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 Calm

Calm Pay attention to how you are feeling when you are caring for the patient. 
Breathe deeply and calm yourself to model and promote calmness for the patient, 
yourself, and your co-workers. Practice calming exercises (deep breathing, ground-
ing) with patients. Cultivate understanding of trauma and its effects to promote a 
calm, patient attitude toward others (patients and co-workers.)

Dr. Jorge García, a beloved provider in a busy family practice clinic in the 
Redwood Health System, made it a regular practice to pause for just a second before 
entering each patient’s room. He paused to breathe deeply and allow himself to feel 
a deep sense of gratitude that his next patient, despite many stressful life circum-
stances, had come to this appointment. As he washed his hands at the beginning and 
end of each visit, he noticed the soothing sensations of water on his hands and 
silently offered his wishes for the well-being of his patient and himself.

Because human beings biologically “co-regulate” with one another [56, 57], health-
care providers and staff can use the relaxation of their own bodies and breath to create 
a calm, healing environment not only for patients but also for one another. Imagine 
how peaceful and healing a healthcare environment would feel if each person working 
within that environment practiced mindfulness, a practice of maintaining awareness of 
the current moment and gently acknowledging one’s thoughts, emotions, and bodily 
sensations and breath. People can practice mindfulness in a myriad of different ways 
that are congruent with their cultural preferences. People who have experienced severe 
or chronic trauma may have difficulty regulating their emotional affect or staying pres-
ent (and not dissociating) during stressful moments. Healthcare providers and staff 
who breathe peacefully with relaxed, expansive exhalations and speak calmly even 
when they encounter stressful situations model and spread a sense of calmness. 
Especially when paired with active compassion and self-awareness about power and 
privilege, this calmness can subtly assist a patient or co-worker who is responding to 
past or current trauma co-regulate into a less stressful physical and emotional state.

Whenever healthcare providers and staff are interacting with patients, it is impor-
tant that they observe patients and their caregivers for signs of emotional dysregula-
tion that could be indications of the triggering of traumatic memories or a trauma 
response. Observing when patients become anxious, talk more quickly or loudly or, 
conversely, stop talking or appear to be dissociating from the present moment can 
help healthcare providers and staff attend to adjusting their approach to make the 
healthcare visit more tolerable. When a healthcare provider observes that a patient 
seems dysregulated or overwhelmed, the healthcare team can elicit the patient’s pre-
ferred calming practices and teach additional skills that activate the calming para-
sympathetic system [58]. Patients may utilize prayer, meditation, breathing 
techniques, visualization, repetition of a special word, muscle relaxation, music, self-
care and meditation digital apps, and other skills to re-orient to the present moment 
and gain more calmness. It is critically important to normalize the fear of returning to 
an environment that the patient has found triggering and inquire as to how best to 
accommodate the patient to allow for continued engagement in healthcare.
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In pediatric practice, observing the emotional regulation of the caregiver, the child, 
and the dyadic interactions of the caregiver and child can also provide clues to the 
healthcare provider about the effects of traumatic experiences on both the caregiver 
and child. Healthcare providers can coach caregivers in teaching their children calm-
ing practices and breathing exercises through playful shared activities like gently 
blowing soap bubbles, reading books together, or soothing touch to make the health-
care environment less triggering for both the caregiver and child [59]. By coaching a 
caregiver, rather than stepping in to calm a child, the healthcare provider can enhance 
a mutually healing relationship between caregivers and children to contribute to 
breaking the intergenerational cycle of trauma transmission [11, 18, 59–61].

Practicing mindfulness to promote a calm environment does not mean that 
healthcare providers and staff should avoid conflict. Human beings, our interac-
tions, and relationships are complex and bound to result in conflict. Through 
practicing mindfulness, we can learn to move toward conflict more calmly rather 
than recoiling or reacting in ways that exacerbate stressful situations. Practicing 
mindfulness and remaining in touch with our thoughts, emotions, bodily sensa-
tions, and breath can render stress and trauma less contagious and damaging [62].

Despite experiencing a high burden of trauma, the patients cared for by Dr. Jorge 
García have better diabetic control than the average for his health system. Dr. 
García understands that there are many evidence-based factors that contribute to 
these improved outcomes including his compassion, stellar clinical skills, attention 
to detail, Spanish language and cultural concordance with many of his Latino 
patients, the well-functioning team-based care in his clinic, and the excellent con-
tinuous quality improvement program. Yet, Dr. García also feels that his deep under-
standing of trauma-informed care and how to promote a calm, healing environment 
strongly contributes to the good outcomes for his patients and team.

There are specific trauma-informed attitudes that help healthcare providers and 
staff maintain a calm perspective and demeanor. When one understands the near 
universal prevalence of trauma, one can recognize the importance of adopting 
trauma-informed care practices with everyone in the environment including one’s 
co-workers and patients. When one deeply understands how trauma affects neuro-
development and behavior, one does not expect behavior change to happen quickly 
(for oneself, one’s patients, or co-workers). An understanding of the effects of 
trauma can support healthcare providers and staff in adopting evidence-based 
approaches like harm reduction and motivational interviewing with a more whole-
hearted sense of patience. When one understands neuroplasticity and the power of 
respectful, safe, stable, and nurturing relationships to promote healing from trauma, 
one can focus on patient-centered and colleague-centered resilience-building and 
relationship-building practices [58].

The Redwood Health System decided to embark upon organizational culture 
transformation to become trauma-informed. Learning from other health systems, 
they realized that this transformation would require years of sustained focus. At the 
same time, they wanted to make some rapid changes that would promote a more 
healing environment. They held a series of meetings with key stakeholders to adopt 
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foundational trauma-informed principles. They embarked on initiatives to teach 
and support mindfulness practices and prevent vicarious traumatization for their 
staff, including the behavioral health staff. They asked staff to begin each meeting 
with different evidence-based practices to promote well-being, like taking turns 
leading a brief gratitude exercise or 1 min guided meditation. The health system 
also decided to remodel their environment’s physical spaces and staffing patterns to 
be more soothing and peaceful for patients and staff.

Organizations that are in the process of becoming trauma-informed have recog-
nized the importance of promoting a calm, peaceful environment through hiring 
practices, workforce development and support, management training, improved 
workflows, and alteration of the physical environment. Whenever possible the 
healthcare environment should be altered to minimize noise, harsh lighting, 
cramped and uncomfortable spaces, and chaos. Involving all of the stakeholders 
who will utilize a space in designing the physical and human environment is criti-
cally important. Aspects of the environment that promote a sense of peacefulness 
and security for one person may feel uncomfortable and, even threatening, to 
another person; for example, some staff and patients may be comforted by physical 
barriers between people or abundant security staff, and others may find these dis-
turbing. Workflows that are clear and efficient can promote a calm environment as 
well. Addressing vicarious traumatization requires a multi-pronged approach that 
ideally includes offering all staff training in mindfulness-based stress reduction 
techniques.

The Redwood Health System realized from the start of this process that if they 
really wanted to become trauma-informed and resiliency-promoting, they would 
need to focus on transforming their relationship with the community. They knew that 
they had a lot to learn from community members and the community-based organi-
zations in their region. They immediately changed their policies to provide childcare 
and stipends to patient advisory board members to foster community stakeholder 
leadership. They began attending community meetings as listeners. They began a 
process of learning how they could support existing trauma-informed systems’ work 
in their community. They quickly learned that the community was not satisfied with 
their hiring processes, pointing out that the Redwood Health System did not hire 
diverse staff from the community.

Promoting peacefulness and healing in the community requires an explicit com-
mitment to promoting equity. Inequitable power differentials are root causes of 
trauma and the mode of transmission of trauma [63]. Societal structures and policies 
that create and perpetuate these inequitable power differentials drive health and 
healthcare disparities. Large healthcare organizations wield a great deal of power in 
a community and, thus, have the opportunity and responsibility to behave as respon-
sible, accountable anchor institutions. They can adopt best principles and practices 
of healthcare institution-community partnerships that can support and facilitate 
multi-sector trauma-informed systems initiatives [64]. When healthcare institutions 
fully embrace trauma-informed care, they can learn how to function as structural 
facilitators in building community resilience and equity.
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 Contain

Contain Asking the level of detail of trauma history that will allow the patient to 
maintain emotional and physical safety, respects the timeframe of the healthcare 
interaction, and allows you to offer the patient important treatment options. 
Providing education, resources, and referrals to trauma-specific care without requir-
ing disclosure of trauma details facilitates an interaction that does not emotionally 
overwhelm the provider or the patient.

The medical assistants (MAs) in the Redwood Health System’s women’s clinic 
implemented a “universal education” protocol about interpersonal violence (IPV) 
and reproductive coercion that was based upon a program implemented and studied 
at Planned Parenthood [65]. Alicia Greene, an MA, invited a woman who came to the 
clinic to discuss birth control options into the exam room alone. Ms. Greene shared a 
wallet-sized educational card about IPV and reproductive coercion and said, “Our 
relationships affect our health. If we have stress in our relationships or someone is 
hurting us that can cause or worsen many health problems. We always share informa-
tion about how partners can try to control whether you get pregnant by doing things 
like poking holes in condoms or throwing out birth control pills. At our clinic, we 
always offer hidden birth control methods like an IUD with the string cut short so your 
partner cannot feel it or a Depo-Provera shot that your partner won’t know you had. 
Feel free to ask the provider for a hidden method of birth control. Also, if you or any 
of your family members or friends are being hurt by someone, this card explains how 
to get help. Would you like to take one or more of these cards to share with friends?”

There is a paucity of evidence about patients’ experiences with various models 
of trauma-informed care. One of the more robust areas of research has been the 
study of addressing intimate partner violence (IPV) with adult patients, especially 
women. Directly addressing adulthood IPV compassionately and non-judgmentally 
has been found to be safe, effective, and acceptable [70]. Once a patient discloses 
IPV, the patient receives brief counseling and referral to resources. Yet, in most 
healthcare settings, IPV screening rates are low and IPV disclosure rates after 
screening are far lower than the expected IPV prevalence [66]. Providers have 
reported many barriers to implementing IPV screening including a fear of opening 
“Pandora’s Box” [67]. Patients may have many reasons for not disclosing IPV to 
providers including shame, lack of trust, fear of the person who has threatened and 
hurt them, fear about lack of confidentiality, fear about adverse consequences like 
imposed separation from children, and more [68]. Thus, with a “screening” model 
of care, only the small fraction of people who are experiencing IPV, and are screened 
and disclose IPV, ever receive education about life-saving resources.

In response to these barriers, a new approach called “Universal Education” (UE) 
has been developed and tested in reproductive healthcare; it was found to be effec-
tive in addressing reproductive coercion regardless of disclosure [65]. The UE 
approach has three main components. A healthcare provider relates an educational 
message about how trauma might relate to the patient’s presenting complaint or 
concern, explicitly describes the trauma they are referring to (like IPV or reproduc-
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tive coercion), and, then, offers resources without requiring disclosure. Because UE 
has been found to be successful in reproductive healthcare, all family planning visits 
should include UE about both reproductive coercion and IPV at least. More recently, 
leaders in promoting and studying a UE approach have discovered that many 
patients appreciate a fourth component of UE: offering a patient UE materials to 
“take for a family member, friend, or people in your community” engages the 
patient as an active stakeholder in preventing the transmission of violence and other 
forms of trauma. Altruism is powerfully healing; this participation of the patient in 
helping others can become a vital component in healing from traumatic experiences 
[69]. Because screening for IPV has been found to be safe and effective, one can 
also follow UE with direct inquiry about IPV [70]. To prevent misunderstandings 
and unexpected consequences of discussions about trauma, healthcare providers 
and systems should always explain the limits of confidentiality governing an 
interaction.

Dr. Melissa Jones, a provider in the Redwood Health System Adult Medical 
Clinic, has a new patient, Mr. Eric Johnson, who looks nervous and smells of alco-
hol when she greets him. Dr. Jones, who has reviewed his chart, sees that his blood 
pressure and diabetes are poorly controlled and that he has untreated hepatitis 
C. Having been trained in providing trauma-informed care, she assumes that so 
many poorly controlled medical problems and alcohol use may have their roots in 
childhood trauma. She calms herself before entering his room. After she listens 
without interruption to his concerns and elicits that he began drinking alcohol at 
age 10, she gently reflects, “In my experience, when a patient tells me that he began 
drinking at age 10, it is often because he was experiencing very difficult things dur-
ing childhood. We are just meeting each other for the first time today, so we don’t 
need to go into those details right now. I do want you to know that I am open to 
discussing those things in the future or referring you to a counselor who specializes 
in helping people who have had difficult or painful circumstances in childhood if 
you think that would be helpful.”

Addressing childhood trauma or ACEs with adults is an area of current, active 
exploration [71]. For many patients, it can be so powerfully healing to reveal the 
weighty trauma burden that one has been carrying for decades to a trusted, reliable, 
and compassionate healthcare provider. Many patients may not consciously realize 
the connection between their distressing symptoms and prior or ongoing traumatic 
experiences; making this connection may provide new insights and motivation to 
seek healthier coping techniques and support. Yet, many patients may either not be 
ready to disclose detailed trauma histories (to themselves or others), or may be 
ambivalent about this, or even unsure of how they feel about disclosure. For people 
who have difficulties negotiating relationship boundaries due to childhood abuse, 
judging whether it feels safe or not to disclose a detailed trauma history may be 
challenging at best and re-traumatizing at worst.

In a recent study in a safety-net clinic with integrated behavioral health services, 
a majority of the patients surveyed believed that they would be comfortable com-
pleting an ACE questionnaire and a PTSD screening tool (the PC-PTSD) and  having 
these results shared with a treating clinician. They also felt that their clinician would 
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be able to provide helpful information [71]. This study and others do not yet eluci-
date the full experience of adult patients or healthcare providers after the adminis-
tration of a trauma questionnaire. There remains controversy in adult medicine and 
pediatrics over whether to administer the ACE or other trauma questionnaires [72, 
73] such as resilience or coping measures, screening tools to diagnose mental health 
or other sequelae of trauma [74, 75], or some combination of these to patients [76]. 
Although the UE approach described above has not been widely tested for all forms 
of trauma, the rationale and method are trauma-informed; patients can receive 
important educational messages about the impact of trauma on health, support, and 
resiliency-promoting referrals without having to disclose details about traumatic 
experiences.

Dr. Melissa Jones notices that after she reflects about the possibility that Mr. 
Johnson could have experienced “very difficult things in childhood”, he gets tears in 
his eyes, starts breathing much more quickly and sweating, and stares blankly at the 
wall. Dr. Jones has noticed that her remarks have triggered an emotional reaction. 
She also does not want to be forceful about asking Mr. Johnson to trust her upon their 
first meeting when he may have been hurt (and, thus, his trust betrayed) by a care-
giver when he was a child; she wants to model earning his trust over time. She pauses 
and inquires, “Mr. Johnson, I wonder if we could both take a deep breath and allow 
ourselves to feel the weight of our bodies sinking into the healing energy of the earth. 
Let’s feel our feet connecting firmly and solidly to the floor.” After she and Mr. Johnson 
take a few deep breaths together, she explains, “I want this clinic to feel like a safe 
and healing place for you, so that you always feel like you can return for further 
appointments. Coming to a clinic can feel frightening for many people. Please let me 
know if there are things that I could do to help you feel as safe as possible here. And, 
please let me know if I could introduce you to one of our behavioral health clinicians 
who can support people in coping with stress, painful experiences, and feeling safer.”

Providers who are experienced in trauma-informed care pay close attention to the 
response of patients to education and questions about traumatic experiences. One way 
to obtain clues to the time of onset of traumatic events without explicitly inquiring 
about these events is to ask the age of onset of poor mental health and substance use. 
When a patient reveals that they began using alcohol or other drugs at a very young 
age, this is virtually pathognomonic for trauma and adversity. Sadly, many depressed 
patients who have experienced childhood trauma are unable to remember a time in 
their lives that they were not depressed. Even when patients feel relieved that they have 
revealed a traumatic event to a healthcare provider, they may still feel ambivalent about 
returning for another visit; they may feel that the intensity of the visit was difficult to 
tolerate, that the provider is judging them, or that they feel overexposed and vulnerable. 
Providers can reassure patients that it is normal to have all sorts of complicated feelings 
after disclosing a trauma history; providers can explicitly state that they are greatly 
looking forward to seeing the patient again and offer any possible accommodations.

Modelling reliable and trustworthy behavior is critically important. By defini-
tion, people who were cared for by unreliable or abusive caregivers likely experi-
enced many broken promises and betrayals of trust. While it is natural for healthcare 
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providers and staff to want to generously extend themselves to provide care to 
someone who has suffered immensely, a good rule of reliability is to not make any 
promises that one is not assured of being able to keep; under-promising and over-
delivering are preferable.

As part of their trauma-informed care transformation initiative, The Redwood 
Health System’s Trauma-informed Advisory Board, consisting of inter-professional 
staff and patients who had experienced a high burden of trauma, examined all of 
their workflows and practices and asked themselves questions like, “How many 
times does a patient have to re-tell their trauma story to get the help they need in our 
system?”, “How much information about sensitive trauma history details should be 
documented in the electronic health record and who should have access to this 
information?”, “How can we provide information and access to trauma-specific 
services without requiring our patients to disclose trauma history details?”, “How 
can we partner with the many other professionals serving our patients (lawyers, 
case managers, school administrators, advocates, police, etc.) in ways that don’t 
re-traumatize our patients or staff?”, and “How can our staff share experiences and 
information with one another in ways that don’t traumatize one another?”

 Care

Care Practice self-care and compassion for yourself, the patient, and your co- 
workers. Adopt a compassionate attitude toward oneself and others, sharing mes-
sages of support, de-stigmatizing adverse coping behaviors, and adhering to the 
practice of cultural humility to promote healing.

Ms. Sullivan is a 32-year-old mother of two boys who recently completed her 
GED and started community college classes. When she first met Dr. Garcia, she suf-
fered from severe bouts of pancreatitis due to alcohol use, was using heroin, and 
had lost custody of her sons during a recent incarceration. When he learned Ms. 
Sullivan had started drinking alcohol at age 11, Dr. Garcia assumed it was likely 
that she had a history of childhood trauma. He built rapport with her, referred her 
to behavioral health, a methadone program and a post-incarceration transitions 
program. After she transitioned to suboxone and enrolled in college classes, he 
referred her to a legal aid organization to re-gain custody of her sons. Over time, 
Dr. Garcia and the behavioral health clinicians learned about Ms. Sullivan’s very 
severe childhood trauma. Dr. Garcia repeatedly reminded Ms. Sullivan, “Of course 
you started drinking at age 11. You were trying to cope with an impossibly painful 
situation.” Ms. Sullivan attributes her recent accomplishments to her faith in God 
and the help she has obtained from the Redwood Health System Clinic. “They 
believed in me. For years, I have felt like a failure, like my life didn’t matter. They 
helped me see that I was drinking and using dope to cope with the abuse and pain. 
They treated me with dignity…like I matter as a person and a mother. I still have 
nightmares and struggle a lot, but I have hope and dreams too.”
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Understanding of the contribution of trauma to the development of illness, 
adverse coping behaviors, emotional regulation, and ways of relating is important 
to provide effective and trauma-informed care. Harmful coping behaviors are com-
mon in people with adverse experiences and range from smoking, over-eating, 
inactivity, alcohol and other drug use to reacting to stress with violence, avoidance 
to hyper- passivity [77, 78]. Traumatic experiences, which are existentially threat-
ening by definition, often shatter a person’s sense of safety, control, and self-worth. 
Following trauma, guilt, shame, anger, and difficulty regulating emotions [41] are 
not uncommon and can make seeking and receiving healthcare challenging, trig-
gering, and destabilizing. Self-protective, but ultimately harmful, behavioral 
responses to trauma or the sequelae of trauma such as self-harm, or substance use 
may lead to estrangement from oneself or those who seek to be helpful. The 
immense burden of guilt and shame about both the experience of victimization and 
harmful coping behaviors can be compounded when the trauma itself or a person’s 
responses are stigmatized. When the trauma involves painful experiences that 
breach trust in relationships, as happens in interpersonal violence, structural vio-
lence, and historical violence, the person or community who has experienced 
trauma may be particularly attuned to whether healthcare providers and staff are 
behaving in a trustworthy and compassionate manner. Because most forms of 
trauma are rooted in abuses of power and oppression and the medical profession 
has participated in many abuses of power throughout history, trust must be earned; 
any behaviors, procedures, or policies that create differentials in power may feel 
threatening and re-traumatizing.

So, how can we behave in ways that support resilience and healing? SAMHSA 
has suggested a fundamental paradigm shift in the approach to patients; they sug-
gest that all healthcare providers, including those providing substance use services, 
should stop asking patients “What’s wrong with you?” and, instead, help patients 
understand that their adverse emotional, behavioral, relational, and health out-
comes stem from “What happened to you?” Reframing the approach to patients in 
this way reduces shame, guilt, and blame. This approach reaffirms the value and 
humanity of every patient (and staff member) and inspires compassion for oneself 
and others.

Emotional, behavioral, and psychological responses to the trauma such as sub-
stance abuse, over-eating, depression, and anxiety can be destigmatized by acknowl-
edging them as attempts to deal with stress and suffering. Understanding that 
self-harm is a common post-traumatic coping strategy can be healing for patients. 
Indeed, this approach has been studied in mental health and substance use settings 
and has been shown to be more beneficial to patients than usual care [39]. Attending 
to the root causes of traumatic experiences (e.g., colonization, racism, misogyny, 
etc.) as conceptualized by a patient or community de-stigmatizes the adverse out-
comes of trauma and honors resilience in the face of overwhelming structural and 
interpersonal violence [7, 8].

Responses to disclosures of current or past trauma can be simple, non- 
judgmental, and compassionate. When patients share past trauma, providers can 
state, “Thank you for sharing this with me. I am sorry that happened. We are here 
to help. Can you tell me how you feel this experience is still affecting you?” It is 
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important to remember that patients may have extremely complicated feelings 
toward people who hurt them, especially if those people were caregivers or part-
ners, and to refrain from any immediate criticism of the person who hurt the patient. 
There are excellent sources of information on responding to current interpersonal 
violence and assessing safety [79].

Adhering to the practice of cultural humility [42] is essential to providing 
trauma- informed care. Practicing cultural humility helps providers and other staff 
celebrate self-defined, complex cultural identities and understand how culture may 
affect trauma exposure, trauma responses, and available and appropriate resources. 
Practitioners of cultural humility, aware of how power and privilege affect our cul-
tural experiences and identities, continually attempt to minimize power differentials 
in relationships. Because power imbalances and being or feeling powerless or dehu-
manized are central to the causes and experiences of trauma, the practice of cultural 
humility is foundational in building healing, resiliency-promoting relationships.

After 2 years of the Redwood Health System’s organizational culture transforma-
tion to become trauma-informed, staff and leadership are gratified that they have made 
some significant changes including teaching mindfulness skills to all staff and many 
patients, remodeling physical spaces to be more soothing and peaceful, and improving 
their integration of behavioral health into primary care. At the same time, this process 
of culture change raises many difficult issues for the Redwood Health System; they 
realize that it is not only the patients who feel traumatized in the health system but that 
many staff, especially those with less decision-making power, feel a heavy burden of 
stress at work. Many staff report that they do not feel fully respected. They describe a 
“culture of blame” in the workplace and unfair treatment of many staff and patients, 
especially those from racial/ethnic minority communities. The Redwood Health System 
re-addresses the composition of their Trauma-informed Advisory Board to include 
more patients and frontline staff from minority and marginalized communities in this 
leadership group. The newly formed advisory board re-approves of the trauma-
informed principles previously adopted by the health system. The concept of cultural 
humility resonates deeply with them; they also advise that specific, widespread training 
on racism is needed to achieve an equitable experience for all patients and staff.

Compassion, humility, and respect should be reflected throughout the trauma- 
informed healthcare system. Organizations embarking on trauma-informed trans-
formation advocate for reducing organizational hierarchies, diversifying their staff, 
addressing trauma and secondary trauma for all staff, and implementing trauma- 
informed principles and practices including cultural humility and other practices 
that support inclusion and equity. A culture of respect and equity aids in the care of 
patients directly—patients who are particularly sensitive to judgment, for example, 
may notice when healthcare staff and co-workers treat one another well and feel that 
this trauma-informed healthcare environment is more psychologically safe. The 
insightful observations and ideas of diverse staff with important lived experience 
may inform and improve patient care. When compassionate, respectful, and equi-
table collaboration is the lived experience of the healthcare staff, the healthcare 
environment becomes a healing ecosystem for everyone.
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Understanding the influence of trauma on graduation rates and educational 
attainment, the Redwood Health System decides to partner with the local school 
district. Healthcare providers, teachers, and school administrators work together 
to begin a “trauma-informed schools” initiative. The school district adopts a 
policy based on the trauma-informed practice of asking, “What has happened to 
you?” whenever children behave in ways that might connote distress. When stu-
dents are stressed, a more proactive, immediate response is taken. There are 
daily check-ins with students and a “peace” room where students can go to calm 
down and learn mindfulness skills. The school district examines their disciplin-
ary practices and discovers large disparities in detentions and suspensions by 
race/ethnicity, gender, and disability status. Disciplinary action is completely 
revamped such that behavioral health support replaces suspension. The school 
also adopts a range of changes in their curriculum to reflect and celebrate the 
diverse cultural backgrounds of the students attending the schools. Over the next 
4 years, graduation rates improve for all students, and disparities in graduation 
rates diminish.

 Cope

Cope Emphasize coping skills, positive relationships, and interventions that build 
hope and resiliency. Inquire about practices that help the patient feel better. Provide 
evidence-based treatment for the sequelae of trauma including substance use and men-
tal illness. Celebrate cultural practices that increase well-being and social connection.

After witnessing Mr. Eric Johnson’s reaction to her comments about trauma, Dr. 
Melissa Jones asks him to complete the PC-PTSD. His answers indicate that he may 
have PTSD, but he refuses to talk to a behavioral health clinician. Dr. Jones asks 
Mr. Johnson, “When you feel most stressed, what do you do to cope?” When Mr. 
Johnson says he drinks alcohol to deal with stress and fall asleep, Dr. Jones says, 
“It sounds like alcohol really helps you feel better. Tell me more about exactly how 
it makes you feel.” “I can’t go to sleep without drinking. Once I drink enough I stop 
thinking. I feel calmer. But then a few hours later I start to feel worse than I felt 
when I started drinking.” Dr. Jones validates his experience, “I hear that alcohol 
really helps you feel calmer at first, but then you start to feel worse when it wears 
off.” She asks him whether he can think of anything else in his life that helps him feel 
calm. He says, “Sometimes when I listen to music, I don’t drink as much.” Dr. Jones 
learns that even though Mr. Johnson listens to many different types of music, he only 
notices this calming effect when listening to R and B. Mr. Johnson likes Dr. Jones 
suggestion that he listen to R and B more often; he agrees he can do this for 20 min 
each morning and night. He declines an SSRI medication to treat the symptoms of 
PTSD but says he “will think about it.” In the printed “after-visit summary”, Dr. 
Jones writes, “You said that ‘sometimes when I listen to music, I don’t drink as 
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much.’” At his next visit, Dr. Jones, observes, “I am so happy to see that you are 
taking care of yourself by coming back for a second visit.” Mr. Johnson once again 
declines an SSRI and referral to see behavioral health but agrees to look at the 
patient education materials about PTSD on the VA’s National Center for PTSD 
website with her and download their PTSD Coach app.

Healing from trauma, while often a slow and challenging process, can occur 
through compassionate relationships that support the building of helpful coping tech-
niques, confidence, self-esteem, resilience, and hope [80]. Once providers understand 
that coping skills that have adverse health and life consequences, like substance use, 
may have been attempts to survive trauma by achieving short-term positive effects 
like a reduction of anxiety and fear, they are able to be more helpful. Inquiring about 
the specific desirable mental and physical short-term effects of ultimately harmful 
coping techniques can provide the provider with important clues; the provider can 
ascertain which trauma symptoms are most distressing to the patient and what effects 
the patient most desires. These clues can assist the patient and provider in a search to 
find positive coping skills that have both short-term and long-term benefits.

Asking a patient, a question like “When you feel stressed, how do you cope?” is 
a simple and rapid way to elicit the patient’s current coping practices, regardless of 
whether those practices have adverse effects. Especially when the patient is using a 
coping technique with adverse effects like substance use, cutting, over-eating, 
under-eating, binging on food, self-induced vomiting, gambling, or other tech-
niques, it is important to explore the short-term benefits. For example, vomiting 
may induce a parasympathetic response that, in the short-term, markedly reduces 
anxiety. Substances may induce euphoria, eliminate intrusive thoughts, quell night-
mares, reduce social phobia, or enable sexual activity. Exploring, without judgment, 
“What do you most like about smoking?” or “Can you describe to me exactly how 
cutting makes you feel?,” can help the patient and provider gain a deeper under-
standing of the negative effects of trauma and the patient’s most desired outcomes. 
Then, over time, as the provider demonstrates a non-judgmental attitude and trust-
worthy behavior, the provider and patient can explore other coping strategies that 
might achieve some of the same desired effects.

Purposefully exploring positive and strengths-based questioning can also give 
the healthcare provider clues about the patient’s preferred individual and social 
strategies to build resilience. Healthcare providers can ask about a broad range of 
skills, behaviors, and interventions that build upon strength, resiliency, social con-
nectedness, and hope. Healthcare providers can ask the patient questions like, 
“What are you doing or thinking when you have brief moments of feeling happy or 
calm?” “What thoughts or actions or people give you hope?” “What were you think-
ing or doing the last time you laughed?” “What do you think a best friend would say 
to you about this?” “Are faith or spirituality important to you?” “Can you think of 
something or someone you feel grateful for today?” “What do you do to take care 
of yourself or others?” “Can you describe someone in your past or current life who 
has been supportive to you?” “What do you think will help you heal?”
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Healthcare providers can ask about self-care practices, exercise, music, art, reli-
gion or prayer or spirituality, caregiving for children or others or pets, nature, cook-
ing and food, hobbies, volunteer or paid work, spending time with friends or loved 
ones, supportive people in one’s community, helpful organizations or institutions, 
and more. These skills, behaviors, experiences, relationships, and interventions are 
the resiliency-building tools that the patient and provider can use to promote heal-
ing. Providers can engage patients in building positive self-regard and positive 
attachment to the healthcare system by acknowledging suffering while also inquir-
ing about resiliency factors. Adding a “Solutions List” or “Preferred Coping List” in 
addition to a “Problem List” to our medical documentation can communicate these 
preferred healing tools to the healthcare team.

As discussed earlier, resiliency has been conceptualized in different ways with 
some proposing measurements of personal traits and others measurements of per-
sonal, relational, and contextual factors that buffer one from the negative effects of 
adversity. Resilience at the interpersonal and community level has been found to not 
just be associated with lower ACE scores but to mitigate the health effects of ACEs, 
even when controlling for socioeconomic status (SES) [13, 37]. In fact, having mul-
tiple relational resiliency factors (given opportunities to succeed, having supportive 
friends and a role model) was associated with a 2/3 reduction in the prevalence of 
poor childhood health (adjusted for SES) across all categories of ACE scores [37]. 
Reinforcing and building resilience occurs through helping patients who have expe-
rienced trauma and its negative sequelae experience positive coping strategies and 
through moments of healthy social connectedness with themselves and other sup-
portive people and societal structures [81]. Over the long-term, through a process of 
reinforcing and building resilience, the patient can begin to re-frame the experience 
of victimization into a narrative of survival.

In order to focus on building positive coping techniques and resilience, the 
healthcare system must improve its ability to recognize and provide evidence- based 
treatment for the adverse and disabling mental health consequences of trauma. 
There are myriad mental health consequences of trauma, including depression, anx-
iety, PTSD, complex PTSD (cPTSD), and substance use. There is evidence that 
PTSD is under-diagnosed, under-treated, and ineffectively treated in healthcare sys-
tems [82, 83]. There are effective, evidence-based treatments for each of these men-
tal health sequelae of trauma. For patients with PTSD and cPTSD, trauma-focused 
psychotherapies are the first line therapy. Trauma-focused cognitive behavioral 
therapy and exposure-based treatments, that is, having survivors repeatedly think 
about or re-tell their experiences in ways that ultimately allow one to appreciate 
oneself as a survivor rather than victim, are thought to be the most effective [84]. 
Child-parent psychotherapy in which a child and parent participate in dyadic ther-
apy is effective even in children with a high burden of trauma [85]. Mindfulness 
meditation, yoga, and other somatic and creative therapies for the psychological 
sequelae of trauma all show promise in helping adults and children heal from trauma 
[62, 86–88]. A full discussion of trauma-focused treatment is beyond the scope of 
this chapter.
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Patients with complex traumatic stress disorders, such as cPTSD, not only have 
the distressing symptoms of PTSD but also suffer from great difficulties in regulat-
ing their emotions, negative self-appraisal, and disrupted inter-personal relation-
ships. When caring for patients with cPTSD, it is especially important for providers 
to practice calming techniques to assist with emotional regulation, remain closely 
attuned to power differentials, and model healthy and respectful relationship behav-
iors with clear boundaries. Promising therapies that promote healing for patients 
with cPTSD are being developed [89]. Ensuring that mental health services are 
trauma-informed and do not perpetuate oppressive, traumatic forces is critically 
important to promoting optimal healing [90]. Combining mental health treatment 
with traditional cultural healing practices, based on centuries of evidence of reported 
efficacy, may make mental health treatment more accessible and healing for patients 
[91]. Adapting evidence-based mental health therapies for different cultural groups 
is essential [91].

Cope for providers
At the Redwood Health System, the providers and behavioral health clinicians 
report that they feel overwhelmed and disheartened by patients’ traumatic experi-
ences, especially when patients share visually graphic details about highly trau-
matic experiences. Everyone agrees that they need a more robust program to address 
secondary or vicarious traumatization.

 Vicarious Traumatization

Healthcare providers as well as other professionals from police officers and emer-
gency service personnel to social workers, child protective services workers, and 
hotline dispatchers frequently are exposed to the trauma suffered by others. 
Vicarious trauma (VT), or the exposure to the trauma experiences of others, is an 
occupational challenge for all of these professions [92]. It is considered inevitable 
that people exposed to the suffering of others will change—they may develop 
PTSD-like symptoms or become more afraid, cynical, or withdrawn; they may also 
be more grateful for what they have and appreciative of the resilience of those that 
they help.

Reactions and responses to vicarious trauma will invariably be different from 
person to person and from time to time [92]. Each individual working with victims 
of trauma, as does each patient, brings their own set of vulnerabilities and strengths 
to their work. Factors that may make providers more vulnerable to this occupational 
risk include: prior traumatic experiences; substance use or mental illness; social 
isolation; difficulty expressing feelings; lack of experience, preparation, orientation, 
training, and supervision in the work; frequency and intensity of exposure to trauma; 
and lack of an effective and supportive processes for discussing the traumatic expo-
sures [93, 94].
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Vicarious traumatization, secondary traumatic stress (STS), and compassion 
fatigue (CF), all describe negative reactions to exposure to trauma in others that 
range from emotional reactions very similar to PTSD to detachment and fatigue [94]. 
Responses that are more neutral occur when a person’s own coping strategies, resil-
ience, and support systems help them manage the changes in their worldview. Indeed, 
exposure to trauma can have positive effects. Vicarious resilience refers to the way 
that some people may be able to draw inspiration from the resilience they see in their 
patients [57]. Compassion satisfaction, or the sense of reward and meaning that 
comes from working with patients who have survived traumatic experiences, can 
also help protect against the more damaging consequences of exposure to trauma.

Trauma-informed systems of care, therefore, also strive to become vicarious trauma-
informed by attending pro-actively and compassionately to the vicarious trauma of 
healthcare providers and staff. There are online toolkits for helping providers with 
vicarious trauma [95]. Healthcare systems can implement policies and programs to 
mitigate the negative reactions to exposure to trauma and support the positive reactions. 
For example, the supervision of clinicians, especially those with less experience, will 
include discussing vicarious trauma. Increasing opportunities for self-care through flex-
ible work schedules, reasonable workloads and work hours, small breaks, time and 
support for individual and group reflection, and accessible therapeutic support are 
examples of steps to take in making an organization vicarious trauma-informed. Practice 
of the 4 Cs synergistically benefits staff as well as patients. Creating a nurturing culture 
of appreciation and inspiration for patients and staff bolsters compassion satisfaction, 
curtails isolation, and builds a shared sense of hope for healing from trauma.

Mr. Eric Johnson, who lives in a neighborhood that was previously a community 
with mostly African American/Black residents but is rapidly becoming gentrified 
and is now predominantly populated with white residents, alludes to feeling very 
worried that he might be evicted. Dr. Melissa Jones asks him whether he is behind 
on rent. Mr. Johnson looks slightly offended and proudly explains that he has never 
been late with a single rent payment in his entire life. Dr. Jones, who identifies as 
white but is acutely aware of the pervasiveness of racism and discrimination, asks 
Mr. Johnson, who identifies as African American, whether he thinks he is being 
treated unfairly in some way by his landlord. Mr. Johnson, who has found Dr. Jones 
to be extremely respectful and compassionate, tells her that the new owner/landlord 
of his building is harassing all of the residents who live in rent-controlled units, but 
especially the residents who are African American. Dr. Jones tells Mr. Johnson that 
she is extremely saddened by but not at all surprised by his experience; she describes 
the new Redwood Health System medical-legal partnership program and tells him 
that the lawyer running the program is very skilled in handling cases related to 
discrimination. Mr. Johnson agrees to see the lawyer.

Optimizing healing and building resilience necessitates providing essential 
structural social supports like food, housing, employment, financial benefits, legal 
assistance, immigration assistance, and advocacy to address various forms of dis-
crimination and oppression. It is important to ask ourselves how we can collaborate 
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with advocacy, social services, legal services, and other resources without re- 
traumatizing our patients. Recognizing that some societal institutions like law 
enforcement may be major sources of trauma for minority communities [9, 96] and 
that medicine has participated in traumatic racist and oppressive practices [97–99] 
is important in providing trauma-informed care. Developing partnerships with indi-
viduals and organizations that are trauma-informed and equity-promoting also pre-
vents re-traumatization and increases trust. Acknowledging and naming the trauma 
that results from discrimination and oppression and actively engaging in advocating 
for justice for patients and communities is an essential trauma-informed practice.

Recognizing that stressors, such as food or housing insecurity, can be adverse 
experiences of their own, trauma-informed practices also need to have deep knowl-
edge of the resources in the community to make individualized referrals. Bolstering 
resilience for one member of the family may not be sufficient; the entire family may 
need support. Of course, barriers to accessing services, whether due to logistics 
such as transportation, coverage, or lack of social support, also need to be assessed 
and mitigated. Providing universal education about resources and offering these 
resources without requiring full disclosure or recitation of one’s traumatic experi-
ences reduces re-traumatization. Embedding “patient navigators” who actively 
facilitate access to these structural supports in the healthcare setting is more effec-
tive than routine care [49, 50]. Co-locating access to essential structural supports in 
the healthcare setting whenever possible is likely even more effective than facilitat-
ing off-site referrals [100].

Medical-legal partnerships, collaborative programs with legal aid professionals 
embedded in healthcare settings, can assist healthcare providers in addressing some 
of these barriers and other social inequities that undermine health and resilience. 
These partnerships have been shown to improve patients’ ability to obtain health-
care coverage, debt relief, and avoid utility shutoffs, as well as reduce hospital 
admissions, readmissions, emergency department use, and patient stress [101]. 
Physicians who work with legal partners are more likely to discuss the unmet social 
needs of their patients. Screening tools to assist in legal need assessment also exist, 
such as the I-HELP framework for identifying unmet legal needs—Income and 
insurance (food stamp eligibility, benefits, etc.), Housing and utilities (eviction pre-
vention, housing conditions), Education and Employment (accommodations for 
disease/disability/ getting IEPs), Legal status (incarceration issues; immigration), 
and Personal and family (IPV, child support, payee, estate planning) [102].

 Prevention: Reducing Trauma to Achieve Health Equity

The Redwood Health System restructures their community benefits program to part-
ner more effectively with community-based organizations, hires new “navigators” 
from community-based organizations to work on community engagement initiatives, 
and commits to functioning as an anchor institution that supports social and health 
equity. The CEO initiates a metric-driven process to monitor their hiring of diverse 
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members of the local community, sourcing of supplies from locally and minority- 
owned businesses, housing subsidies for employees, and more. One of the first com-
munity navigators hired by the Redwood Health System is Ms. Sullivan. She has 
now graduated from community college with a degree in early childhood education. 
As a community navigator, she provides training and resources on the intergenera-
tional effects of trauma and resiliency-based parenting practices. She connects 
patients and community members with various evidence-based programs to prevent 
child abuse like the Nurse-Family Partnership program and a pioneering parent/
caregiver-child urban gardening program that is being supported and evaluated by 
the Redwood Health System. Ms. Sullivan’s own children, who have benefited from 
child-focused trauma therapy, are thriving.

Collaboration in promoting resilience and healing should also extend into the 
community. This may mean working with community organizations to support an 
individual patient or family in multifaceted ways. On the other hand, collabora-
tion with community can also mean extending the scope of the health system’s 
activities to partnering with the community as a whole on broad issues of trauma 
prevention and health promotion. This might involve working with schools or 
churches on health education programs or by participating in programs of com-
munity development that address root causes of trauma. The Wraparound Project 
at the University of California, San Francisco, for example, works with those 
exposed to gun violence [103]. Founded by a trauma surgeon in response to the 
epidemic of young minority men being injured and killed by gun violence, it pro-
vides not just treatment of physical wounds and behavioral and psychiatric sup-
port but substance use treatment, educational support, vocational training, housing 
assistance, and tattoo removal. It partners with schools, churches, and community 
violence prevention organizations not only to prevent recidivism in the patients 
enrolled in the program but also to prevent violence in the community at large.

The Redwood Health System’s commitment to equity grows each year. They have 
developed a robust institutional diversity, inclusion, and equity program in the health 
system. They are making progress in diversifying their staff, and staff satisfaction 
scores are increasing. Their employees feel proud to work for an organization that 
cares about their well-being and that of their surrounding community. Their commu-
nity engagement and anchor institution initiatives are growing. They begin to advo-
cate for policy changes to promote equity. The Redwood Health System advocates 
locally for a living wage initiative, affordable housing, and a Sanctuary City policy 
and, nationally, for the preservation and strengthening of the Affordable Care Act.

Ideally, trauma-informed care will prompt examination of all of the ways in 
which injustice and inequity cause and perpetuate trauma and its associated health 
disparities [104, 105]. Healthcare systems and staff can address the discrimination 
and oppression that cause trauma through fostering diversity, inclusion, and equity 
within their own organizations. Healthcare systems and staff, who see how the 
structural roots of trauma are based in oppression, look beyond the walls of the 
clinic or hospital [98]. They understand that access to employment that pays a living 
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wage and education that promotes social mobility, especially in locations with large 
income and wealth disparities, markedly reduces trauma. They know that sufficient 
income and the means to secure stable housing, healthy food, affordable transporta-
tion, access to nature [106], recreation, cultural resources, and other social supports 
reduce trauma and promote resilience. They commit to dismantling discriminatory poli-
cies and programs that have resulted in social and health inequities. Trauma- informed 
healthcare systems and staff advocate for equity for individuals, families, and com-
munities, especially for those who are most marginalized and under- resourced, to 
generate shared resilience and communal healing.

Key Concepts

• Trauma is a nearly universal human experience but is more common in vulnera-
ble populations.

• Childhood trauma results in later adulthood high-risk behaviors and disease.
• Individual, family, community and societal risk and protective factors and resil-

iency affects the prevalence and experience of all types of violence and trauma.
• Trauma-informed care holds promise for improving health outcomes and help-

ing to break the cycle of intergenerational transmission of trauma.
• Trauma-informed systems change is a process that leads to equity.
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Chapter 3
Cultural Humility  
in Trauma-Informed Care

Joseph Vinson, Ariel Majidi, and Maura George

 Why This Topic?

With an increasingly diverse patient population, there comes the challenge of con-
tinuing to provide outstanding healthcare despite cultural barriers [1]. These barri-
ers can be especially problematic for trauma-informed care given the complexity of 
traumatic experiences that diverse communities face. It has been suggested that 
cultural factors can affect:

• How traumas are experienced.
• The meaning assigned to the trauma.
• How symptoms are expressed.
• Whether certain symptoms or behaviors are considered abnormal.
• Willingness to seek help from a mental health provider.
• Willingness to seek help inside and/or outside of one’s culture.
• Response to treatment.
• Treatment outcome.
• Sources of strength, resilience, and coping strategies.

Studies suggest that there are health disparities, structural inequalities, and poorer 
quality of healthcare and outcomes among people from minority cultural and lin-
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guistic backgrounds [2]. These healthcare disparities have led governing bodies, 
policymakers, and educators to call for improved cultural competence as a potential 
remedy, and it has now become a key component of standards and accreditation 
processes for healthcare systems. A large review of the outcomes of cultural compe-
tence education found a “positive, albeit low-quality evidence, showing improve-
ments in the involvement of CALD (culturally and linguistically diverse) patients 
[2].” Another review concluded that “the evidence base is relatively weak, and there 
continues to be uncertainty in the field [3].” Some of this uncertainty may be due to 
a lack of consistency in how the terms and concepts are used and understood as well 
as the heterogeneity of outcomes chosen.

With that in mind, we prefer to use the most commonly cited definition of cul-
tural competence developed by Cross et al.: “Cultural and linguistic competence is 
a set of congruent behaviours, attitudes, and policies that come together in a system, 
agency, or among professionals that enables effective work in cross-cultural situa-
tions [4].” In essence, cultural competence involves development of attitudes, 
knowledge, and skills.

 Cultural Humility

More recently, many have begun to argue that the idea of cultural competence and 
its implementation may be flawed [5, 6]. For example, it may be a false assumption 
that someone can learn a set of skills or learn about cultures and become competent 
as an end point. Likewise, it may incorrectly view culture as static and the end 
points as fixed. A culturally competent perspective regards cultural factors as dis-
crete concepts to be learned in addition to one’s own culture, rather than instructing 
individuals of a dominant group to be mindful or think outside of their own 
identity.

The concept of “cultural humility” is a proposed alternative. Generally attributed 
to Tervalon and Murray-Garcia [7, 8], the concept was described by them as incor-
porating “a lifelong commitment to self-evaluation and critique, to redressing the 
power imbalances in the physician-patient dynamic, and to developing mutually 
beneficial and non-paternalistic partnerships with communities on behalf of indi-
viduals and defined populations.” It has been described in many ways in recent 
years but can be conceived of as having several components [9]:

• Openness.
• Self-awareness and self-critique.
• Egolessness.
• Supportive interactions.
• Lifelong learning.

Whereas cultural competence is often critiqued as being static, cultural humility 
has a more dynamic view of culture and has dynamic end points as well. Instead, it 
can be thought of as a transformation of perspective, orientation, or way of thinking 
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and being. Cultural humility has been less well-studied and has not been adopted by 
most governing bodies. Nonetheless, there is some data that higher perceptions of 
organizational cultural humility were associated with higher levels of general per-
ceptions of hospital safety, as well as more positive ratings on nonpunitive response 
to error (i.e., mistakes of staff are not held against them), handoffs and transitions, 
and organizational learning [10]. One could argue that the concept of cultural humil-
ity is helpful in theory but that it faces challenges with implementation and out-
comes assessment. Perhaps it is best to think of competence and humility as each  
having a role complementing the other.

 Populations of Interest

One of the first steps in providing culturally humble care is to reject the monolith of 
a “migrant” or “foreign” patient. There are a variety of experiences of human migra-
tion, each associated with different obstacles, implications for health, and exposures 
to traumatic events. It is especially important to be perceptive to the type of migra-
tion story the patient carries or, if he or she is a second-generation migrant, the story 
which the family carries. Also, understanding the differences in the legal status and 
narrative of different migrant groups can be a helpful step in providing culturally 
humble and trauma-informed care. Here, the groups discussed include refugees, 
asylum seekers, and economic migrants. Other migratory groups not discussed 
include victims of trafficking and internally displaced peoples.

 Refugees

According to the United Nations High Commissioner for Refugees, a refugee is 
“someone who has been forced to flee his or her country because of persecution, 
war, or violence [11, 12]. A refugee has a well-founded fear of persecution for 
reasons of race, religion, nationality, political opinion or membership in a par-
ticular social group. Most likely, they cannot return home or are afraid to do so.” 
They are often forced out of their country of origin suddenly and without prior 
preparation. In 2016 alone, 65.6 million individuals were forcibly displaced 
worldwide, 22.5 million were considered refugees. This constitutes the highest 
levels of displacement on record (UNHCR website) [12]. More than half of the 
refugees came from just three countries: Syria, Afghanistan, and South Sudan. 
Other top countries of origin as of 2016 include Somalia, Sudan, Democratic 
Republic of the Congo, Central African Republic, Myanmar, Eritrea, and Burundi 
[13, 14]. The largest refugee resettlement programs are found in the United 
States, Canada, Australia, United Kingdom, Norway, and Sweden. Still less than 
1% of refugees are ever resettled, and 50% fewer refugees were resettled in 2017 
compared to 2016.
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 Asylum-Seekers

Asylum-seekers are internationally displaced people awaiting legal determination 
of refugee status. In the case of a negative decision, they may be expelled, unless 
permission to stay is provided on humanitarian or other related grounds [15]. By the 
end of 2016, there were 2.8 million asylum-seekers [13, 16]. Germany is the top 
recipient of applications for asylum, followed by the United States and Italy.

 Migrant, Immigrant, Emigrant

Other terms one might encounter include migrant, immigrant, and emigrant. There 
is some disagreement about how to use the term “migrant”. The United Nations 
defines “migrant” as an individual who has resided in a foreign country for more 
than 1 year irrespective of the causes, voluntary or involuntary, and the means used 
to migrate. However, it is often understood as describing cases where the decision 
to migrate was taken freely by the individual without intervention of an external 
compelling factor. Economic migrants include people who attempt to enter a coun-
try without legal permission and/or leave their country of origin for the purpose of 
employment. Other similar terms include “migrant worker” or “frontier worker”. 
An immigrant is simply one who moves into a country for the purpose of settlement 
(from the perspective of the destination country). An emigrant is one who departs or 
exits from one country with a view to settling in another (from the perspective of the 
country of origin) [15].

 Traumatic Experiences and Phases of Displacement

Trauma can occur at any point in the displacement experience. The first or acute 
phase of displacement happens in the country of origin. Often the primary event 
driving refugees from their home countries is war, which can involve a variety of 
traumatic experiences including imprisonment, combat atrocities, separation from 
and even death of family members, the destruction of possessions, and physical and 
psychological torture [17]. Refugees may be put in such austere environments that 
a normal emotional response to traumatic events is suppressed.

The second or transition phase happens between initial displacement and settle-
ment. This may include time in refugee camps, countries of first asylum, and fre-
quent migration between locations. The process of leaving one’s home country can 
be perilous and involve the sudden loss of treasured familial and social relations as 
well as material possessions. The process of bereavement may not be expressed due 
to rapidly changing environments requiring constant readjustment. Often, only 
basic needs are met in a refugee camp, and conditions may be dangerous and restric-
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tive, similar to that of a prison environment. Additionally, asylum-seekers may stay 
in this phase indefinitely, and this state of “limbo” can be a risk factor for develop-
ing psychiatric problems [18].

The third or chronic phase, which includes the so called “after-effects” and 
“recovery” phases, begins with resettlement in the destination country. In this stage, 
refugees often experience a loss of power as they struggle to acquire new language 
skills, lose previous professional or social identities, and enter a new cultural value 
system. This can exacerbate chronic anxiety, stress, and depression and at times 
results in poor coping mechanisms such as substance use. Also, sometimes the sur-
vivalist nature honed during the acute and transition phases may conflict with the 
ego or one’s sense of self, which can lead to mental health problems [17].

Economic migrants and undocumented immigrants also face challenges which 
can prove to be traumatic. For example, crossing a border illegally carries a great 
deal of risk, including the physical dangers associated with precarious routes of 
entry and the use of mediating parties (e.g., smugglers) [17]. Once in the host coun-
try, the economic migrant faces a constant threat of deportation, and contact with 
any type of authority or official (legal, health, etc.) may trigger a fear of deporta-
tion. Migrants without legal documentation are often unable to access social ser-
vices, including health insurance, or have the basic rights given to legal immigrants 
[17, 18].

 Recommendations for Healthcare Delivery

A good starting place for delivering culturally competent and humble care is the 
National Culturally and Linguistically Appropriate Services (CLAS) Standards 
[19, 20]. This set of 15 recommendations developed by the US Department of 
Health and Human Services aims to advance health equity, improve quality, and 
help eliminate disparities. Centers for Medicare and Medicaid Services has also 
developed a toolkit to help with their implementation (https://www.cms.gov/
About-CMS/Agency-Information/OMH/Downloads/CLAS-Toolkit-12-7-16.pdf). 
The standards are as follows:

Principal Standard

 1. Provide effective, equitable, understandable, and respectful quality care and ser-
vices that are responsive to diverse cultural health beliefs and practices, pre-
ferred languages, health literacy, and other communication needs.

Governance, Leadership, and Workforce

 2. Advance and sustain organizational governance and leadership that promotes 
CLAS and health equity through policy, practices, and allocated resources.

 3. Recruit, promote, and support a culturally and linguistically diverse governance, 
leadership, and workforce that are responsive to the population in the service area.
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 4. Educate and train governance, leadership, and workforce in culturally and lin-
guistically appropriate policies and practices on an ongoing basis.

Communication and Language Assistance

 5. Offer language assistance to individuals who have limited English proficiency 
and/or other communication needs, at no cost to them, to facilitate timely access 
to all health care and services.

 6. Inform all individuals of the availability of language assistance services clearly 
and in their preferred language, verbally and in writing.

 7. Ensure the competence of individuals providing language assistance, recogniz-
ing that the use of untrained individuals and/or minors as interpreters should be 
avoided.

 8. Provide easy-to-understand print and multimedia materials and signage in the 
languages commonly used by the populations in the service area.

Engagement, Continuous Improvement, and Accountability

 9. Establish culturally and linguistically appropriate goals, policies, and manage-
ment accountability, and infuse them throughout the organization’s planning 
and operations.

 10. Conduct ongoing assessments of the organization’s CLAS-related activities 
and integrate CLAS-related measures into measurement and continuous quality 
improvement activities.

 11. Collect and maintain accurate and reliable demographic data to monitor and 
evaluate the impact of CLAS on health equity and outcomes and to inform 
service delivery.

 12. Conduct regular assessments of community health assets and needs and use the 
results to plan and implement services that respond to the cultural and linguistic 
diversity of populations in the service area.

 13. Partner with the community to design, implement, and evaluate policies, prac-
tices, and services to ensure cultural and linguistic appropriateness.

 14. Create conflict and grievance resolution processes that are culturally and lin-
guistically appropriate to identify, prevent, and resolve conflicts or 
complaints.

 15. Communicate the organization’s progress in implementing and sustaining 
CLAS to all stakeholders, constituents, and the general public.

The Substance Abuse and Mental Health Services Administration (SAMHSA) 
also put forth some helpful principles for delivering culturally sensitive care in their 
Treatment Improvement Protocol on trauma-informed care [21]:

• Recognize the importance of culture and respect diversity.
• Maintain a current profile of the cultural composition of the community.
• Recruit workers who are representative of the community or service area.
• Provide ongoing cultural competence training to staff.
• Ensure that services are accessible, appropriate, and equitable.
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• Recognize the role of help-seeking behaviors, traditions, and natural support 
networks.

• Involve community leaders and organizations representing diverse cultural 
groups as “cultural brokers”.

• Ensure that services and information are culturally and linguistically responsive.
• Assess and evaluate the program’s level of cultural responsiveness.

It is necessary to provide easily accessible language interpretation free of charge 
to the patient in all clinical settings in order to maintain a collaborative provider- 
client relationship. In fact, federal law mandates that healthcare settings which 
accept Medicare/Medicaid “shall take reasonable steps to provide meaningful 
access to each individual with limited English proficiency eligible to be served or 
likely to be encountered in its health programs and activities” (Section 1557 of the 
Affordable Care Act: 45 C.F.R. Part 92, https://www.hhs.gov/civil-rights/for-pro-
viders/clearance-medicare-providers/technical-assistance/limited-english-profi-
ciency/index.html) [22]. Considering the nuances of nonverbal communication, live 
interpreters are preferable to phone interpreters whenever possible. Also, specially 
trained interpreters are preferable to family members or friends due to concerns 
about confidentiality as well as relationship complexities. It should be noted that 
occasionally a patient will be uncomfortable sharing with an interpreter if there 
might be social overlap (e.g., a small community wherein the interpreters and 
patients have mutual acquaintances). In these difficult cases, it is important to reflect 
on the goals of respecting privacy while also gaining essential information. It may 
also be helpful to speak with the patient, family, and interpreter separately (before 
and/or after the interview) if possible to gain a better understanding of the culture 
and the privacy concerns.

It has also been pointed out that healthcare organizations should not make the 
mistake of assuming that because providers share some component of culture (e.g., 
ethnicity, country of origin, etc.) with a patient, that cultural competency will natu-
rally emerge. There may be significant differences in socioeconomic class, religion, 
or beliefs about illness and treatment [23]. Furthermore, even if nearly every com-
ponent of culture is shared, one is not exhibiting true cultural humility until the 
orientation/attitude toward oneself and others is put into action as described earlier.

Another strategy which may be helpful is the use of cultural brokers. The con-
cept of cultural brokerage arose out of the field of anthropology in the 1950s and 
1960s when it was noted that negotiators or middlemen seemed to emerge to help 
resolve conflict between certain cultures or societies. In its application to the health-
care field, it has come to mean “the act of bridging, linking, or mediating between 
groups or persons of differing cultural backgrounds for the purpose of reducing 
conflict or producing change” [24]. The attributes of a cultural broker can be highly 
variable, but they are generally thought to function as liaison, cultural guide, media-
tor, and catalyst for change. Almost anyone can act as a cultural broker as long as 
they have adequate understanding of the parties involved and the issue(s) at hand, 
the trust and respect of the parties, and good communication skills. For example, 
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cultural brokers could include interpreters, healthcare providers, lay health work-
ers, clergy, or other community members and may be found in healthcare organiza-
tions, faith-based organizations, government offices, and many other settings. 
Georgetown University’s National Center for Cultural Competence created a guide 
to assist health care organizations in planning, implementing, and sustaining cul-
tural broker programs (https://nccc.georgetown.edu/documents/Cultural_Broker_
Guide_English.pdf) [25].

 Conclusion

In this chapter, we discussed how cultural factors shape the way people experience, 
express, and recover from trauma. The concepts of “cultural competency” and “cul-
tural humility” can both be helpful frameworks (one more objective, one more sub-
jective, respectively). It is helpful and important for providers to understand some 
basic concepts about culture and about specific groups (e.g., refugees, immigrants, 
or specific subcultures). With that in mind, it is arguably more important to maintain 
an attitude of humility and curiosity. Any encounter has the potential to be a cross- 
cultural encounter, and should be conceived of as such. Organizations and providers 
are encouraged to apply both trauma-sensitive and culturally sensitive lenses when 
approaching each patient encounter to work toward the ultimate goals of social 
justice and relief of suffering.
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Chapter 4
Trauma-Informed Care: A Focus 
on African American Men

Marshall Fleurant

 Introduction: Prevalence of Trauma

Mr. J was a tall African American male who presented to my evening clinic com-
plaining of headaches. He came preferentially to evening clinic because “less peo-
ple were around”. Upon our first visit, he wore dark glasses, a leather jacket, and a 
Kangol hat. He came with his wife, who wore a neat dress and a light jacket. His 
headaches described as “sharp”,” severe” and “blinding”, even affecting his eyes. 
They were chronic over four years and have been getting worse, mainly affecting the 
back of his head. On examination, Mr. J removed his sunglasses and hat to reveal 
an old large surgical scar in the back of his head that ends at the nape of his neck. 
At the base of the scar was a hardened nodule/object. Upon palpation, the patient 
flinched. He then mentioned “It’s a bullet doc” ….

Trauma from either physical violence or a stressful event forever shapes the lives 
of those who experience it. Nearly 36% of women and 29% of men experience 
interpersonal violence [1]. Violence, one precipitant of trauma, is particularly preva-
lent in the United States. For African Americans compared to other male popula-
tions, especially those in certain communities, trauma and violence are widespread. 
African Americans have the highest rates of death from fatal injuries and suffer the 
highest number of nonfatal injuries among all minority groups (see Tables 4.1 and 
4.2). The Centers for Disease Control and Prevention (CDC) and National Center 
for Injury Prevention and Control use tools such as the Web-based Injury Statistics 
Query and Reporting System (WISQARS) [2] to capture information on injuries 
and death by variables such as race and age. From this resource it is noted that in the 
general population, 7.77% of nonfatal injuries are related to violence, but for African 
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American men, 15.77% of nonfatal injuries are related to violence (Centers for 
Disease Control and Prevention) [3] (Table 4.2).

Trauma is ubiquitous and may result from violence, neglect, emotional pain, 
stress, accidents or natural disasters. Victims of violence experience a broad con-
stellation of emotions and physiological responses that go well beyond physical 
injury. Trauma exerts health effects through a complicated web of behavioral pat-
terns, physiological alterations, and psychological sequela. Trauma-informed care 
(TIC) is an approach that is sensitive to patients’ traumatic experiences, and is a 
worthwhile framework to apply to the care of trauma-afflicted African American 
males. In this chapter, we will take a focused look at the African American popula-
tion, particularly men in urban communities, and explore the basic epidemiology of 
violence and trauma affecting this population and potential etiologies for these. We 
will consider strategies for providing medical care to this community, highlighting 
successful programs along the way. To provide context, we will briefly review the 
prevalence and effects of trauma, on the general population in the United States, 

Table 4.1 Nonfatal violence estimates

Gender Race Violence Injuries Populationa Proportionb

Both N/A 3,971,773 51,145,229 518,230,121 0.078
Male N/A 2,278,948 26,831,581 252,835,346 0.085
Male W 892,183 13,341,368 164,903,743 0.067
Male B 469,571 2,984,694 32,384,146 0.157

Citation: Centers for Disease Control and Prevention. Web-Based Injury Statistics Query and 
Reporting System (WISQARS) [online].2003. National Center for Injury Prevention. www.cdc.
gov/injury/wisqars
Note: Both: both sexes, violence: nonfatal injury count related to assault, legal intervention, self- 
harm; injuries: all injuries including violence-related injuries and accidents
aestimates from the population estimates program of the US Census Bureau
bnonfatal violence-related injuries/all nonfatal injuries

Table 4.2 Fatal deaths from violence estimates

Gender Race AADR Violence Deaths Population Homicide % H/V

Both N/A 81.88 124,689 436,636 522,049,854 8.10% 28.30%
Male N/A 117.72 97,902 296,168 254,756,127 9.70% 29.30%
Male W 126.45 63,176 209,893 165,338,186 3.30% 10.80%
Male B 139.62 20,279 43,142 30,770,913 37.20% 79.80%

Citation: Centers for Disease Control and Prevention, National Center for Injury Prevention and 
Control, Web Based Injury Statistics Query and Reporting System(WISQARS). 2017. www.cdc.
gov/injuries/wisqars
Both – both sexes, N/A not applicable, AADR age adjusted death rate/100,000 from all intents (all 
intents = violence-related deaths, unintentional deaths, suicide, undetermined), #Violence number 
of deaths related to violence, #Deaths number of deaths related to all intents, population US 
Census Bureau population estimates, homicide percentage proportion of deaths related to homi-
cide, H/V proportion of violence deaths related to homicide
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particularly posttraumatic stress disorder (PTSD), and explore how men are affected 
by trauma and PTSD compared to women. This will provide context to explore the 
possibilities of TIC for African Americans, particularly men, and help thoughtfully 
inform the field and guide the implementation of TIC in healthcare settings and 
systems that serve men of color.

 Trauma, PTSD, and the General Population

Early signs of trauma can manifest as soon as 2 days following an event and are 
characterized by fear, anxiety, helplessness, distressing memories, and even a loss 
of functioning. If symptoms last longer than 30 days, these patients may begin to fit 
the diagnostic criteria for PTSD. Loss of functioning can be particularly crippling 
and manifests as patients having difficulty, or having worse performance when, 
returning to work, poor coping mechanisms, and decreased ability to perform activi-
ties of daily living [4, 5]. In addition, studies have demonstrated a clear connection 
between trauma and physical health that goes beyond just direct injury. Adults who 
have experienced four or more traumatic events during childhood have higher odds 
of medical disease such as diabetes (odds ratio [O.R] 1.6), ischemic heart disease 
(O.R. 2.2), and cancer (O.R. 1.9) [6]. Patients with PTSD also suffer from a higher 
number of medical conditions compared to similar patients without the diagnosis; 
lumbrospinal disorders, joint disorders, skin disorders, headache, and sleep distur-
bances are among the most common [7]. Comorbid conditions such as anxiety and 
depression can manifest in new psychiatric diagnoses for the patient or may become 
persistent conditions lasting for months to years [4].

 Men and Trauma

On our first visit Mr. J barely spoke, so the majority of his history came from his 
wife. She stated that he has had headaches since his “accident” She stated that they 
have been to a lot of doctors and that no one really gives him a chance. He truly has 
a lot of pain and it has gotten to the point that it is affecting their relationship. She 
asked, “If you can help us with at least some of the medicine . . . until we can figure 
out what’s going on.” The patient burst out, “Look, I don’t want no problems . . . just 
give me my pills and I’ll leave.” I paused and requested that we continue. He pro-
ceeded to jump off the examination table and headed toward the door.

In men, the patterns of trauma exposure and responses to trauma differ from those 
of women. Theories of masculinity posit that in response to societal norms, men may 
avoid help-seeking behavior by maintaining a desire to have control in situations—for 
example, by displaying toughness, remaining stoic, and coping autonomously. It is 
important to note that not all men behave the same. Theoretically, for the individual 
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male, help-seeking behavior is thought to be a function of a man’s personal endorse-
ment of masculine gender role norms, perceived characteristics of possible helpers, 
and characteristics of the social group to which that man belongs, as well as the per-
ceived potential for loss of control [8–10]. Alternatively men are more likely to engage 
in help-seeking behavior if they have the opportunity to reciprocate, like paying back 
a loan or offering to repair an item after borrowing a tool [11]. Men also interact with 
the healthcare system differently from women. Studies have reported, in general, that 
men make fewer ambulatory visits compared to women (258 physician office visits 
per 100 males vs. 342 physician office visits per 100 females) [12, 13]. When men 
seek help, they ask fewer questions than women [11].

Male exposure to trauma also differs. Men are exposed to a higher prevalence of 
physical attacks than women [14]. Homicide rates for men are four times that of 
women (9.8/100,000 vs. 2.2/100,000) [3]. Interpersonal violence, normally seen as 
primarily affecting women, still affects 28.5% of men [15]; these numbers are likely 
underestimates. It is thought that underreporting may be due to male tendencies to 
remain relatively silent due to fear of being portrayed as cowardly or powerless 
[16]. One report noted that fewer than 32% of male intimate partner violence vic-
tims spoke to the police about being victimized and only 15% made an official 
report [15]. These factors may be amplified for men of color whose experience 
stemming from prejudice, racism, inequality, and perceptions of racial norms and 
expectations may mediate or even amplify how they respond to trauma.

 Trauma and Men of Color

In a follow-up visit Mr. J came alone and decided to discuss the circumstances of his 
accident. He stated that him [sic] and his friend were driving a nice car at the time. 
He commented that others in his neighborhood were ‘jealous’ because him [sic] 
and his friend were ‘flossing’ (meaning he had nice material possessions relative to 
others in the surrounding neighborhood or peer group). Two men ran up to his 
vehicle, shot him and his friend ‘execution’ style and ran. His friend didn’t make it. 
Mr. J was in the hospital for over a month; he stated that he was “messed up” for a 
while after that. He still thinks about it to this day and has occasional nightmares.

Minority populations, particularly the African American community, have a 
complex relationship with health care due to historical, social, and economic issues 
that greatly affect the receipt of medical care and treatment by providers. In this 
chapter, we will explore African American experiences with trauma and PTSD and 
compare these to those of the general population by reviewing differences in the 
epidemiology of trauma and violence. Next, the chapter considers the sociological 
issues affecting Black males, their receipt of mental health care, and the role of TIC 
in this population.
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 Epidemiology of Violence and Trauma Among Black Men

Despite comprising only 5% of the American population, African American males 
suffer the highest death rates. The overall crude death rate1 for African American 
males between 2015 and 2016 was 140.18 per 100,000, compared to overall crude 
death rates among all males which was 116.26 per 100,000. Rates remain elevated 
even when adjusting for age (Table 4.2). Death rates from homicide are particularly 
striking. In 2010, the overall crude homicide rate was 4.8 deaths per 100,000, and 
for African Americans it was 15.2 deaths per 100,000, accounting for almost half 
(49.7%) of US homicide deaths [17]. For African American males, homicide 
accounts for 37.2% of fatal injuries, whereas homicide accounts for 3.3% of fatal 
injuries among European American males (see Table 4.2) [3]. This is particularly 
evident among young African American males. Estimates vary, but for those 
between ages 15 and 25, homicide is the leading cause of death [3, 18]. Overall, 
African American males are more likely to experience trauma [19] and homicide 
from gun violence [20].

These rates may be compounded by a relatively high prevalence of Adverse 
Childhood Experiences (ACEs) among African American males. In a study of 191 
hospitalized violently injured predominantly African American men in their 20s, 
researchers noted a high prevalence of ACEs. Although only 44 opted to participate, 
all participants who completed ACE questionnaires had at least 1 ACE, and 81% 
(n = 26) had two or more ACEs [21]. In certain urban settings, the probable lifetime 
rates of PTSD range between 15% and 23% [21]. In one study looking at 738 
African American patients at an urban hospital center, 501 (67.8%) endorsed having 
experienced at least one traumatic event. Of this population, 91 (12%) were noted 
to have PTSD, 30.6% of these patients were male [22].

Unfortunately, those who do experience injury or trauma are at greater risk of 
increased future morbidity. Re-injury rates have been estimated to be as high as 
45% and mortality rates as high as 20% at 5-year follow-up [21, 23]. These unfor-
tunate statistics remind us that not only is the African American population vulner-
able to violent injury, they remain persistently at risk for recurrent injury, 
underscoring the need for a trauma-informed approach to care.

Risk factors for under-identification of PTSD include younger age, male gender, 
and being African American [22]. Under-diagnosis of PTSD is common for this 
population. To appropriately discuss TIC among African American males, it is 
important to consider the historical, social, and structural factors that promote dif-
ferences in exposures especially those that are associated with race.

1 The crude death rate is the overall number of deaths for a particular population divided by the 
total number of people in that population. These crude death rates reflect the total number of 
injury-related death rates.
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 Race and Racism

Race, in itself, is a very imprecise measure as a category, but it is used as a proxy for 
a combination of measures including social class, culture, and biological make-up. 
The use of race as a categorical measure has some weaknesses; as a purely biologi-
cal construct for classifying individuals, race fails. Science has shown that genetic 
variation within race may actually be greater than that between races, and genetic 
composition among individuals is not static; it changes and evolves over time, influ-
enced by natural selection, mutation and genetic exchange between populations, 
and environmental adoption. Race is also an imperfect identifier, one’s self- 
perceived race may differ from an observer’s perception. For example, a light- 
skinned African American may be seen as Black within the United States, but in a 
country like Brazil, that person may be considered quadroon or mulatto, instantly 
changing this person’s social classification or identification [24–26]. So why is race 
used so frequently to categorize populations? In particular, what relevance does it 
have to health and receipt of health care? In the United States, race may be better 
used as a measure of social exposure to racism or to capture social classification. 
For this reason, racial categories have shown some consistency in predicting varia-
tions in health status [24, 27]. The historical legacy of phenomena such as prejudice 
and racism is critically important in understanding challenges faced by minority 
populations and men of color.

As described by Jones et al., [25] racism has three broad manifestations: institu-
tional racism, personally mediated racism, and internalized racism. Institutional 
racism is defined as differential access to goods, services, power, and opportunities 
that has been codified into our customs, practices, and law. Personally mediated 
racism, or discrimination, is the differential assumption about the abilities, motives, 
and intentions of others based on race. It can be intentional or unintentional and may 
manifest as a lack of respect, suspicion, and dehumanization. Finally, internalized 
racism is acceptance by members of a stigmatized race of negative messages about 
their intrinsic worth and abilities. Internalized racism manifests itself as helpless-
ness, hopelessness, and self-devaluation [28]. A greater understanding of race and 
racism as a social norm and/or construct helps us understand how this phenomenon 
diffuses through individual, institutional, and community levels—particularly for 
African American males [29].

 Personally Mediated Racism

Society as a whole has made great progress in addressing personally mediated rac-
ism [28] and discrimination. It is socially unacceptable and unlawful in medical 
institutions to be denied treatment based solely on race. Individuals in many areas 
of the country risk social exclusion if they commit blatant acts of prejudice, and 
federal investigators may be involved if individuals are caught in the practice [30]. 
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Although individual acts of personally mediated racism still exist, progress in 
reducing this critical issue has greatly lessened some barriers to care for African 
Americans and increased trust between non-race concordant patients and providers. 
Nonetheless, implicit bias remains widespread in healthcare settings [31, 32].

 Institutional Racism: Inequity and Social Determinants 
of Health

We tend to look at institutional racism through the lens of inequity. According to 
Phelan et al.’s [33] theory of fundamental causes, individuals and groups tend to 
deploy resources to avoid risk and adopt protective strategies, such as social connec-
tions, money, or power to avoid harm. They distribute these resources in a flexible 
manner that allows inequities to persist even under conditions where we would 
expect them to diminish or extinguish; this results in an inverse relationship between 
socioeconomic status (SES) and disease. Inequity has four essential features: (a) it 
impacts multiple disease outcomes; (b) it interacts with disease through multiple 
risk factors; (c) it determines access to resources; and (d) the association between 
disease and health is reproduced over time by an intervening mechanism [33, 34]. 
Historically, underserved populations have been unable to deploy sufficient 
resources to provide themselves with a significant level of protection from the 
sequela of inequity such as poor housing, limited representation in government, or 
inadequate wealth. When this theory is applied to the receipt of mental health care 
by minority populations, access is limited by geographic separation; mental health 
providers tend to be located in more affluent neighborhoods [35]. African Americans 
are also less likely to be referred to behavioral health providers and may also be less 
willing to seek behavioral health care due to social stigma, less perceived need, or 
deficits in patient-provider trust [36–38].

Disparities and inequity are terms that have often been used interchangeably. 
Health disparities result from ongoing interactions among factors in the healthcare 
environment: healthcare organizations, communities, providers, and persons in the 
course of the treatment-seeking process [29]. As a core element of treatment for 
mental health conditions such as PTSD, depression, or anxiety, counseling is neces-
sary; persistence in treatment is defined as the ability to stick to a treatment schedule 
for a minimum duration of time or visits, typically eight visits [39]. Researchers 
looking at racial concordance suggest a lack of mental health providers of color as 
a potential reason for low treatment persistence among some minority patients. 
However, even nonminority patients struggle to persist in PTSD-related counseling 
and may discontinue treatment prematurely.

In one Veterans Administration study of 1813 patients who initiated psychother-
apy, only 13% (n = 228) persisted in therapy for eight sessions [39]. White Veterans 
were more likely to persist in treatment than African American or Latino patients. In 
addition, African Americans were more likely to discontinue treatment if they 
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 perceived that they did not receive adequate care for side effects of pharmacother-
apy. All groups were more likely to stay in treatment if the patient perceived that the 
treatment was effective, they could easily ask questions, and they were linked with 
providers who listened [39]. These data suggest that provider contributions to thera-
peutic retention are critical.

Even if past events have long been forgotten, everyday experiences that maintain 
historical structure and inequity can impact the manner in which patients receive 
care. For example, historical events such as the infamous Tuskegee experiment have 
influenced the way Americans interact with the healthcare system in a broad way 
[40]. Many African Americans may not be aware of the actual events of the Tuskegee 
experiment, yet are more likely to distrust the medical care system mainly because 
of what is known as everyday racism (small daily experiences with prejudice) or 
microaggressions [41].

 Intrinsic Racism

Individual-level factors that affect African American males’ use of health care or 
health help-seeking are rarely discussed. At the individual level, African American 
male health-seeking behavior may be influenced by additional racial dynamics 
described as race identity (or racial centrality), race-related stress effects, and John 
Henryism. As defined by Powell et al., [12] race identity, or race centrality, is the 
qualitative meaning that individuals attribute to their membership in a racial group. 
It is the importance of race to a person’s identity. Race-related stress events or dis-
crimination are microaggressions that negatively impact African Americans’ every-
day experiences. John Henryism is the self-perception that individuals can overcome 
demands with persistence and hard work. It suggests that under adverse social and 
economic conditions, high-effort coping styles that reflect hard work and determi-
nation may contribute to, for example, elevated blood pressure [42]. It can promote 
unmitigated self-reliance with a sense that seeking treatment denotes weakness or a 
character flaw.

These dynamics can contribute to barriers to health-seeking, particularly those 
that impact access to mental health. Among African American males, self-reported 
racial discrimination is associated with poorer mental health outcomes including 
greater risks for depression, anxiety, substance abuse, and global psychological dis-
tress. Race-related stresses threaten sense of control. African American men report 
experiencing race-related stress disproportionally more than African American 
women [12].

Reactance theory states that individuals are more likely to resist help-seeking 
when they confront life events that diminish their sense of control, threaten their 
freedom, and induce negative psychological states. According to Powell et al., [12] in 
a study on masculinity and race, using reactance theory as a theoretical base, the 
authors found significant associations between self-perceived racial identity, discrim-
ination, and health help-seeking. African American men who place a high level of 
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importance on masculinity norms (male social identities such as emotional stoicism, 
toughness, and autonomous coping strategies), and had frequent race-related stress, 
displayed higher barriers to seeking care. Alternatively, those with greater race cen-
trality reported a greater sense of control and lower depressed mood scores. Depressed 
mood was found to mediate the relationship between masculinity and seeking care, 
as men with depressed mood reported greater barriers to health help- seeking. The 
researchers did not find a relationship between barriers to health help- seeking and 
John Henryism, but commented that John Henryism can act as a double-edged sword; 
it may lead to unintentional decreased health help-seeking in the face of health threats 
[12]. For healthcare providers, understanding these dynamics at play may be power-
ful tools to overcome barriers to care and build strong therapeutic relationships with 
Black male patients.

 Neighborhood Effects

Mr. J still lives in the same neighborhood as before. Violence has calmed since he was 
shot years ago. He states he doesn’t feel threatened because his perpetrators are not 
around anymore, and he has a different peer group. He spends most of the time either 
with his wife or with a couple of close friends and doesn’t really go out anymore.

To what extent does the context of one’s environment, particularly neighborhood 
effects, influence patterns of healthcare consumption or health outcomes? Are neigh-
borhood effects simply attributable to the characteristics of individuals that live there or 
is there something more? There is evidence to suggest that neighborhoods have an 
independent effect on health [43]. African American males are not genetically predis-
posed to poorer outcomes, and their significant health disadvantage may be attributable 
to social ecological exposures. For example, researchers in a study of coronary heart 
disease (CHD) reported that African Americans tend to live in more disadvantaged 
neighborhoods, even when they are among the highest socioeconomic groups [44].

Studies have demonstrated that family violence is more likely to occur in poor, 
disadvantaged neighborhoods than in advantaged neighborhoods [45, 46]. When 
economically secure couples live in advantaged neighborhoods, the proportion of 
both partners reporting interpersonal violence is 2%; similarly economically secure 
couples in disadvantaged neighborhoods report interpersonal violence at 9.5%, a 
statistically significant difference [45]. Individuals residing in socially and econom-
ically disadvantaged neighborhoods report more stressful life experiences, such 
areas where neighborhood violence disrupts social networks are associated with 
self-reported PTSD symptoms [46, 47]. Residents of disadvantaged neighborhoods 
are often more socially isolated from one another and may not rely as much on their 
neighbors to help them [45, 46]. Such phenomena may engender neighborhood 
norms such as the belief that people are expected to mind their own business or stay 
out of others’ personal affairs; it can make it difficult and uncomfortable for persons 
to form alliances not only with neighbors but also with healthcare providers.
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 Empowering Men of Color: Interventions

In the past two years Mr. J had two different physicians. His first doctor “never did 
nothing for his headache” and his last doctor he “disagreed with”. Over the next 
two visits, Mr. J came with his wife to the evening clinic. We agreed on a course of 
tramadol and ibuprofen for pain. We had at least one conversation over the phone 
where we reviewed his medical records.

Over several visits, we were able to arrange for removal of this bullet secondary 
to its relatively superficial position. Mr. J was pleasantly surprised as ‘no doctor 
ever did anything for him’. Mr. J eventually agreed to take antidepressants, but he 
continued to refuse psychotherapy, his pain regimen has remained the same. He 
continues to make regular primary care visits at least twice a year.

 Culturally Focused Interventions

There are few, if any, culturally tailored interventions focused on trauma-informed 
care and particularly geared toward men of color. Culturally tailored interven-
tions must be sensitive to stigmatization of mental health care among some 
minority communities. Historical legacies between the healthcare institution and 
community should be explored, inherent strengths of the community should be 
capitalized on (such as extended family networks), and an appreciation for the 
meaning and significance of racial identity to an individual’s sense of self should 
be cultivated [37, 48, 49].

Examples of interventions showing cultural sensitivity exist. In a randomized 
trial of a health promotion program that focused on hypertension based in Black 
barbershops, intervention barbershops employed African American barbers to con-
tinuously offer blood pressure checks, tailored sex-specific health messaging, and 
modeling healthy behaviors, while control barbershops received culturally adapted 
reading materials alone to influence blood pressure control. Researchers found that 
patients in both the intervention and control groups who received culturally adapted 
reading materials experienced improvements in hypertension control. However, the 
intervention barbershops had an even greater improvement in blood pressure con-
trol with an absolute group difference of 8.8% (CI 0.8–16.9%, p = 0.04) [50]. The 
barbers took on the role of influential peers who provided an atmosphere where it 
was normative to discuss blood pressure problems. As a well-regarded cultural insti-
tution for African American men, barbershops served as an environment where the 
social group provided motivation to seek blood pressure control. Culturally  sensitive 
interventions may be a successful motivator for African American men needing 
mental health care.

We have examples of success among African American women. In a study test-
ing culturally tailored cognitive behavioral therapy (CBT) vs standard CBT among 
African American women, researchers found that participants in the culturally tai-
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lored CBT intervention had greater declines in depression levels than those in 
standard CBT [49, 51]. Similar interventions can be tailored toward African 
American men.

In terms of trauma, Hospital Violence Intervention Programs (HVIPs) have 
helped coordinate medical care, manage symptoms of PTSD, and engage victims to 
resist pressure to retaliate against their perpetrators, potentially reducing the cycle 
of violence [52]. HVIPs treat victims of violence through a combination of 
community- based organizations, brief in-hospital interventions, counseling, and 
targeted services to reduce risk factors for re-injury [52]. Early studies of HVIPs 
have shown they have potential to reduce hospital admissions, arrests, and convic-
tions for violent crime and also increase employment [23]. These programs also 
offer means to identify patients with PTSD and their need for social services. These 
programs can help overcome barriers to accessing mental health services early in 
the course of trauma and possibly lessen perceived stigma.

 Interventions

Single-component interventions that focus on individuals alone or education alone 
may not be sufficient to address the difficulty in treating trauma-affected individu-
als. In mental health, such treatments may have some efficacy in mild to moderate 
depression but appear inadequate in more severe depression or more complicated 
psychiatric conditions [49]. Multicomponent interventions involving organization- 
wide or system-wide programs have demonstrated an ability to reduce disparities 
between non-Hispanic Whites and minorities. Interventions that target a combina-
tion of multiple health providers, health systems, and even several health systems 
seem to show the most promise.

Multicomponent interventions have been demonstrated to reduce disparities 
between non-Hispanic White Americans and minorities in randomized control tri-
als. The core component of these interventions appears to be active case manage-
ment, a trained nurse, layperson, or social worker who may be effective across the 
life course [49]. Active case management may work by helping patients navigate the 
healthcare system and by providing help securing insurance coverage. These multi-
component interventions have been shown to be effective in treating depression in 
certain minority populations, but studies with younger male African American pop-
ulations are needed.

The IMPACT study [54] found that a program focused on coordination of mental 
health services through primary care led to increases in the use of psychotherapy 
and antidepressant medication and reduced health-related functional impairment 
among older African American males. Although extensive cultural adaptations were 
not part of the intervention, depression care managers worked actively to engage 
patients, while providing real-time assistance to facilitate use of services, and 
responded to patient treatment needs and preferences. Like younger men, older 
patients are wary of mental health services. Forming linkages and relationships with 
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professional healthcare services can facilitate mental health treatment for African 
American men.

Finally, the Center for Nonviolence and Social Justice at Drexel University in its 
Healing the Hurt: Trauma-Informed Approaches to the Health of Boys and Young 
Men of Color detailed some specific recommendations for implementing TIC in this 
population [53]:

 1. Healthcare providers and teams serving men of color should be trained in trauma 
and supported with follow-up professional development. Trauma- informed 
training should be part of basic health professions training.

 2. Providers must understand the role of masculinity in health beliefs and develop 
systems that take into consideration how it affects male help-seeking behavior.

 3. Co-location of physical and mental health services is critical to addressing the 
needs of men (and boys) of color.

 4. Health outreach/navigator support is essential to help men move through sys-
tems of care. Because victims of violence are especially vulnerable to recurrent 
violence and retaliation, services should focus on interrupting the cycle of vio-
lence. Emergency department and hospital-based interventions have potential to 
accomplish this.

 5. Coordination between systems including health care, schools, and community 
resources is necessary.

 Conclusion

Trauma exposure is common among African American men and health systems 
need to be sensitive to the unique needs of this population. Understanding neigh-
borhood effects and various forms of racism are key to informing culturally sen-
sitive trauma-informed systems of care. Interventions to implement and sustain 
trauma- informed care should be multimodal. At the level of the individual patient 
and provider, providers should allow time to develop bonds of trust with the 
patient, so that patients can, and will, be willing to persist in treatment (as was 
the case with Mr. J.). Considerable effort should be made to build trust and open-
ness with one another over time. Providers should also consider the effects of 
cultural and historical incidents that can affect receipt of health care. At the clinic 
level, effort should be made to ensure patient safety, fairness, and respect at all 
levels from the front desk to the provider. Healthcare systems should consider 
models of care that promote active case management and primary care co-loca-
tion with behavioral health and provide linkages to the community. Local and 
state governments can assist by funding programs that empower community 
organizations and lay workers in community- level partnerships, adjust health 
systems to accommodate patient needs, and support continued research to refine 
and test models of care.
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Chapter 5
Trauma-Informed Care of Sexual 
and Gender Minority Patients

Tyler R. McKinnish, Claire Burgess, and Colleen A. Sloan

 Interpersonal Trauma and the SGM Patient

Sexual and gender minority (SGM) individuals and communities have experienced 
and continue to suffer from marginalization, stress, and trauma. Relatedly, signifi-
cant disparities in health and healthcare exist for this population, with significant 
variation across the many unique subgroups of this community. A large body of 
research has reliably documented increased risk of violence and victimization for 
SGM people compared to non-SGM people [1]. Appreciation and understanding of 
this context, particularly as it relates to clinical presentation, is necessary to provide 
affirming, competent, and effective care. As such, a trauma-informed approach to 
care when working with SGM patients is imperative. This chapter will aim to (1) 
provide a brief overview of important terminology relevant to the SGM community, 
(2) discuss SGM health disparities and their theoretical frameworks, (3) discuss 
SGM experiences of trauma and associated outcomes, (4) discuss the application of 
trauma-informed care when providing care to SGM patients, and (5) provide recom-
mendations for healthcare providers and environments of care.
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 Terminology

Terminology relevant to the SGM community has a long history and is always 
evolving and varies considerably by community, geographic area, and individual. 
Language is incredibly important, as it reflects the user’s understanding of self and 
others, validates culturally unique and diverse identities and experiences, and pro-
motes effective communication between people. Related to this last point, knowl-
edge of terminology is important for healthcare providers in order to engage and 
treat SGM patients competently. Below is a brief list of key terms [2]:

Cisgender (adj.): The term used to describe a person’s identity or experience when 
their gender identity and sex assigned at birth correspond (i.e., not transgender).

Gender (noun): The behavioral, cultural, or psychological traits that a society asso-
ciates with male or female sex.

Gender identity (noun): A person’s inner sense of being a boy/man/male, girl/
woman/female, another gender, or no gender.

Gender minority (adj): An umbrella term that describes identities that are not 
cisgender.

Gender expression (noun): The ways in which a person communicates their gender 
(e.g., maleness or masculinity, femaleness or femininity) to the world through 
their clothing, speech, behavior, etc. Gender expression is often fluid and is sepa-
rate from assigned sex at birth or gender identity.

Genderqueer (adj.): The term that describes a person’s self-identified gender iden-
tity that falls outside of the traditional gender binary structure. Other terms for 
people whose gender identity falls outside the traditional gender binary include 
gender nonconforming, gender expansive, etc. Sometimes written as two words 
(gender queer).

Heteronormativity (noun): The assumption that everyone is heterosexual and that 
heterosexuality is superior to all other sexualities.

Intersectionality (noun): The idea that identities are influenced and shaped by race, 
class, ethnicity, sexuality/sexual orientation, gender/gender identity, physical 
disability, national origin, etc., as well as by the interconnection of all of those 
characteristics.

Intersex (noun): A group of conditions in which the reproductive organs and geni-
tals do not develop as expected. Some authors and patients prefer the term “dis-
orders (or differences) of sex development.” Intersex is also used as an identity 
term by some community members and advocacy groups.

Sex (noun): The classification of individuals as female or male on the basis of their 
reproductive organs. Many authors and patients prefer “sex assigned at birth.”

Sexual minority (adj): An umbrella term that describes identities that are not 
heterosexual.

Sexual orientation (noun): A term that refers to how a person characterizes their 
emotional and sexual attraction to others. Terms like “gay,” “lesbian,” “bisexual,” 
“straight,” “asexual,” “pansexual,” and others are examples of sexual 
orientations.
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Transgender (adj.): Used to describe a person’s identity or experience when gender 
identity and assigned sex at birth do not correspond. Also used as an umbrella 
term to include gender identities outside of male and female. Sometimes abbre-
viated as trans.

Queer (adj.): An umbrella term used by some to describe people who think of their 
sexual orientation and/or gender identity as outside of societal norms. Some 
people view the term “queer” as more fluid and inclusive than traditional catego-
ries for sexual orientation and gender identity. Due to its history as a derogatory 
term, the term “queer” is not embraced or used by all members of the SGM 
community.

 Health Disparities in SGM Populations

Sexual and gender minority individuals experience a startling number of health dis-
parities, from access and insurance to various mental health diagnoses and even 
physical conditions like cardiovascular disease and sexually transmitted infections 
(STIs). These disparities are distributed unevenly across the many identities and 
lived experiences that are condensed into acronyms like “SGM” or “LGBTQ.” 
Many sources have indicated that the most acute disparities are found in gender 
minority populations, which have been given particular consideration in this 
chapter.

In an effort to understand gender minority disparities, the National Transgender 
Discrimination Survey (NTDS) was conducted in 2008–2009 [3]. This survey was 
the first of its kind to comprehensively examine health, healthcare, and other experi-
ences (e.g., employment, housing) of the gender minority population within the 
USA. In 2015, the US Transgender Survey (USTS) added to the data of the NTDS 
and was the largest survey of gender minority people in the USA, including more 
than 27,000 individuals in all 50 states and US territories. Comparisons of results 
from both surveys evidenced improvements in disparities for some areas, while 
demonstrating no changes or worsening disparities in other areas. Nevertheless, 
results of the USTS 2015 survey showed alarmingly high rates of inequality, dis-
crimination, and harassment in all areas of life: housing, employment, education, 
personal/family life, health and healthcare, encounters with the criminal justice sys-
tem, and others.

The USTS 2015 survey revealed high rates of violence and victimization perpe-
trated against gender minority people by their families, employers and coworkers, 
law enforcement officials, and even their healthcare providers. Elevated rates of 
unemployment and homelessness, as well as low rates of health insurance coverage, 
were exacerbated by an absence of legal protections for gender minority people 
within many of these settings. Research has begun to examine the interrelationships 
among these variables and has suggested that the presence of one places an indi-
vidual at greater risk for another. For example, homelessness increases the risk of 
victimization, such as physical and sexual assault. These data point to an 
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 all-too- common experience of trauma by gender minority people. One of the most 
remarkable results in the USTS was a strikingly high rate of suicide by gender 
minority people, nearly half having attempted suicide in their lifetime and 7% in the 
past year. This tragic reality is indelibly linked to the experiences of marginaliza-
tion, stress, and traumatization.

While a comprehensive survey and collection of health data, such as the USTS, 
has not been conducted with sexual minority people in the USA, research has con-
sistently documented disparities for this group as well. For example, Corliss et al. 
[4] reported that sexual minority youth are more likely to be homeless than their 
heterosexual counterparts and that this disparity increases sexual minority youth’s 
risk of violence, substance use, and mental health problems [4]. Balsam et al. found 
that sexual minority people are not only at greater risk of victimization in childhood 
but across the entire life span [1]. Additionally, Roberts and colleagues found that 
sexual minority people are at greater risk of posttraumatic stress disorder (PTSD) 
than heterosexual people and that elevated rates of childhood abuse for sexual 
minority individuals account for much of this burden [5]. Lastly, a recent study by 
Hart and colleagues showed that both childhood trauma and stressors for sexual 
minority men were associated with adult psychological distress [6]. Taken as a 
whole, these results highlight both the increased prevalence and risk of victimiza-
tion for sexual minority people, as well as the specific impact such experiences have 
on mental health.

This impact is far reaching, even into the realms of physical illness. Sexual minor-
ity men account for the majority of new HIV diagnoses in the USA, particularly 
young gay and bisexual men of color [7]. For transgender women, the prevalence of 
HIV is even more staggering: a 2012 meta-analysis by Baral et al. suggested it may 
be as high as 22% [8]. Herbst et  al. demonstrated, also in a meta-analysis, the 
inequality of affliction, with 56% of black transwomen testing positive for HIV [9]. 
Substance abuse diagnoses, along with depression and anxiety disorders, are also 
slightly more common in the SGM community than the general population [10]. 
Even heart disease, stroke, asthma, cancer, chronic pain, and other physical condi-
tions are more common in sexual minorities, though certainly not uniformly across 
different identities or the entire life span [11, 12]. Taken together, these data point to 
a constellation of unhealthy coping mechanisms, limited public health outreach, 
inadequate access to consistent healthcare, and a physiological stress response that 
predisposes sexual and gender minorities to certain health problems.

Formal theoretical models have been proposed to explain these disparities, which 
also provide a conceptual framework for the etiology and treatment of the same. 
Meyer’s Minority Stress Model [13, 14] and its extension, the Gender Minority 
Stress Model [15], posit that SGM individuals experience chronic stress as a result 
of having a marginalized identity (or identities) that exists within a larger context 
that imposes stigma and discrimination against that identity. As a result, SGM peo-
ple are simply more vulnerable and at greater risk for mental and medical health 
issues. Regarding gender minority identities in particular, Sloan, Berke, and 
Shipherd extended these models and proposed that the larger social context actively 
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invalidates gender minority identities and experiences in various ways, including 
ignoring and failing to acknowledge these identities and even actively punishing 
them (e.g., discrimination) [16]. This chronic and pervasive invalidation negatively 
impacts the marginalized individual, who in turn may reasonably develop unhealthy 
coping mechanisms and more complex forms of distress (e.g., chronic suicidal 
behavior). This increased distress and associated expression likely elicits further 
invalidation (e.g., negative responses) from the environment, often marked by fur-
ther stigmatization of the identities and/or blaming of the identity for the manifesta-
tions of distress [17]. Arguably, this model could also be applied to sexual minority 
people as well, given the ongoing stigmatization and invalidation of these identities, 
with one the most extreme forms of invalidation being interpersonal violence and 
victimization.

These theoretical models highlight the importance of the larger socio-cultural- 
political context and its impact on the physical and mental health of SGM people. 
Chap. 1 of this volume defines trauma (e.g., sexual assault), which is differentiated 
from general stress (e.g., getting fired), both of which may be experienced by SGM 
people within the aforementioned context. Additionally, SGM people may also 
experience unique stressors and trauma based on identity. For example, a gender 
minority person may be misgendered (i.e., addressed with the incorrect pronoun or 
name), which we can consider to be a “stressor”; a sexual minority person may suf-
fer a physical assault due to their identity, which we might consider to be a “trauma.” 
Regardless of the experience type, marginalization, stigma, discrimination, and 
trauma all contribute to increased rates of mental and physical health problems [14, 
15, 17].

Perhaps king among the direct mental health consequences of trauma is 
PTSD. Not all victims of trauma will develop PTSD or struggle with recovery [18]; 
in fact, it has even been suggested that 92% of people who meet criteria at some 
point for PTSD will ultimately remit [19]. However, evidence has also indicated that 
remission is less likely when symptoms stem from childhood trauma and/or inter-
personal violence, both of which are elevated in the SGM community [1, 20]. 
Furthermore, it has been suggested that complex childhood sexual trauma predicts 
PTSD, substance use, and risky sexual behavior in sexual minority men, providing 
a direct link between past trauma and physical illness in adulthood [17]. Additionally, 
a SGM-unique and specific risk factor for PTSD symptoms has also been noted, 
which is concealment of identity, a stressor specific to the SGM community and one 
that has been shown to relate to interpersonal problems [21] and increased mental 
health symptoms [22, 23].

As mentioned above, SGM people are at greater risk of experiencing violence 
and victimization compared to their cisgender and heterosexual counterparts. This 
violence may be perpetrated by an intimate partner, which is more common in many 
sexual minority groups than in their heterosexual counterparts [24]. It also may be 
perpetrated specifically because of a perceived identity (e.g., a hate crime), which is 
common and has been shown to contribute to complex and more severe symptom-
atology [25]. In fact, when controlling for discrimination, mental health disparities 
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between sexual minority and heterosexual individuals diminish, which highlights 
the apparent effect of such stigma and its manifestation on the health of sexual 
minority people [26]. Collectively, these findings suggest that SGM people who are 
able and willing to seek healthcare services may be more likely to present with his-
tories of trauma and significant stressors, possibly with unhealthy coping mecha-
nisms, symptoms consistent with PTSD [27], or difficulties with behavioral and 
emotional regulation [16].

 Healthcare as a Stressor

SGM patients experience high rates of stressors across the life span outside of the 
healthcare setting [28–30]. Unfortunately, many healthcare settings may actually 
exacerbate stress, unknowingly prompting SGM persons to avoid care or risk dis-
tress [30–32]. Given this community’s documented risk for marginalization, health-
care organizations must examine the current and historical practices that result in 
stress to patients.

Historically, SGM individuals have been condemned by the medical community, 
which labeled their identities as pathology. Homosexuality was listed as a mental 
disorder in the first three series of the Diagnostic and Statistical Manual of Mental 
Disorders, and medical doctors were charged with “fixing” LGBT individuals 
through treatment. In 1973, homosexuality was removed from the DSM with much 
debate and contention. Even though homosexuality has been declassified as a men-
tal disorder, some mental health professionals and religious leaders continue to 
affirm that homosexual “tendencies” or “behaviors” can be removed and replaced 
with heterosexual ones. The Williams Institute estimates that nearly 700,000 adults 
in the USA have received some form of “reparative” or “conversion” therapy, many 
during psychologically vulnerable periods of childhood and adolescence [33]. The 
American Psychological Association [34], the American Medical Association (reaf-
firmed 2017) [35], and the National Association of Social Workers [36] have pub-
licly denounced these practices as unethical, unscientific, and harmful to patients. 
Still, awareness of these practices may cause patients to anticipate negative experi-
ences in healthcare or fear receiving invalidating treatment.

SGM patients may have had personal experiences or heard about stressors perpe-
trated by medical professionals through their peers. In a landmark report, Lambda 
Legal documented the frequency with which SGM patients are victimized by pro-
viders [31]. Seven percent of LGB participants and 26% of transgender and gender 
nonconforming (TGNC) persons reported being denied care outright. Eleven per-
cent of sexual minorities reported that medical professionals either refused to touch 
them or used precautions in touching them that were excessive. Seven percent of 
TGNC respondents reported experiencing physically rough or abusive treatment 
from a healthcare professional. These findings were echoed in the USTS, in which 
23% of the 27,000 respondents reported postponing medical care due to fear of 
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mistreatment [3]. Of respondents who had seen a provider in the past year, one-third 
had experienced at least one negative interaction.

Medical providers have also been placed in the role of gatekeeping for TGNC 
individuals. Past editions of the World Professional Association for Transgender 
Health (WPATH) Standards of Care [37] and the Endocrine Treatment of Transsexual 
Persons [38] have discouraged providers from offering hormone therapy until 
patients have documented lengthy “real-life experiences” as their desired gender, 
have received letters of approval or attestation from mental health professionals, and 
many other long and costly barriers. Though recent guidelines have liberalized these 
requirements, some providers still practice under a more traditional, conservative 
model. This form of “gatekeeping” may discourage or preclude TGNC patients 
from accessing care—turning them instead to illicit sources for hormones or con-
signing them to remain in a gender incongruent body—and contribute to a mistrust 
of healthcare providers.

Effective patient-provider relationships require trust, the foundation of which is 
effective, humble, and empathetic communication. In order to be vulnerable with 
providers about their identities, patients must be confident in the provider’s capacity 
for ethical care: including competence in modern care practices that are validating 
of their identity. Healthcare’s long history of prejudice and outmoded systems of 
diagnosis may undermine open patient-provider communication and leave many 
sexual and gender minorities apprehensive about disclosing important facts about 
themselves in a healthcare setting.

 Current Status of Medical Competencies in SGM Care

A patient’s presentation to care as their authentic self is only as effective as their 
caregiver’s knowledge about SGM health. Many providers may lack education and 
comfort with issues related to a patient’s SGM identity. Medical schools, leaders in 
healthcare training, have the opportunity to be beacons of knowledge and innova-
tion in SGM health. Yet in one large survey, Obedin-Maliver found that most medi-
cal schools offer students few hours of SGM health training, some with no 
SGM-specific training at all [39]. Additional studies have found fewer training 
hours in pharmacy [40] and dental schools [41], as well as public health [42] and 
physician assistant programs [43].

When affirmative care practices are taught in medical settings, the effect is over-
whelmingly positive. Exposure to SGM individuals increases medical students’ self-
reported positive attitudes about working with SGM [44]. Sanchez et al. [44] noted 
that exposure to SGM patients improves comfort with taking sexual histories and 
genitourinary exams, as well as increases the frequency with which medical students 
collect a sexual history. Sanchez and colleagues’ finding has been replicated in a 
large study of first-year medical students in the USA [45]. White et al. [46] reported 
that education about SGM people in medical school makes students feel more pre-
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pared to care for these patients. Limited available data suggest that physician resi-
dency programs lack education hours dedicated to SGM health [47], leaving many 
physicians without any formal education in the care of SGM patients [48].

Documentation

Many healthcare organizations continue to use outdated forms and assessments 
with gender-specific language with limited selections on questions concerning gen-
der identity, sex, and sexual orientation. Sections that involve obstetric, gyneco-
logic, or cancer histories may be designated as for “females only” or “males only,” 
discouraging patients from reporting important information if their current gender 
identity or disorder of sexual development does not align with a binary category. 
Electronic health records (EHR) may additionally perpetuate the misgendering of 
patients, as gender markers are often difficult to find or change in the EHR. Patients’ 
names and self-labels may be displayed incorrectly, and the health record may fur-
ther lack prompts for appropriate health maintenance tasks (e.g., breast exams for 
transwomen, appropriate STI testing intervals for gay and bisexual men) and lab 
values.

 Identity Disclosure and Privacy

Patients made uncomfortable or uncertain by the healthcare environment may allow 
providers to assume that they are not a SGM person. Research indicates that nearly 
30% of gay and bisexual men are not out to their primary care physicians, choosing 
instead to allow their provider to believe they are heterosexual [49, 50]. The avoid-
ance of disclosure may preclude important medical conversations, preventing proper 
screening and counseling. Unfortunately, minority, low-income, and rural gay and 
bisexual men seem to be particularly susceptible to assumed heterosexuality, a 
problem that may be compounding health disparities in these communities [50].

Providers may also believe that the experiences of one SGM patient are overly 
generalizable to other SGM patients. Providers may confuse terms or questions 
about sexual health between sexual orientation and gender identity and apply them 
inappropriately to particular patients. When providers learn that their patients are 
SGM, they may overpathologize findings. Of particular concern, they may even 
blame the patient for their illness. Lambda Legal (2010) found that more than 12% 
of LGB respondents, 20% of TGNC respondents, and 26% of people with HIV 
reported being blamed for their own health conditions [31].

Additionally, providers may consider sexual orientation and gender as static 
identities, neglecting the fluidity of these constructs that may change with age, rela-
tionship status, and developmental stage. Ignorance of the fluidity of patients’ 
 identities may invalidate those for whom fluidity is a central feature (e.g., pansex-
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ual, gender fluid) or are in the process of transitioning between two identities [51]. 
Research by Rusow et al. [52] also reveals that sexual minority youth who adopt a 
nontraditional label or who changed labels over time were more likely to endorse 
histories of suicidal ideation and anxiety than youth who identified with a stable 
sexual minority label. These findings indicate a need for providers to share curiosity 
and explore labels with patients, rather than assume a patient’s self-labels as they 
relate to identity. Empowering dialogues with patients about their understanding of 
their gender and sexuality can promote acceptance and self-confidence.

Patients may have privacy concerns over disclosure of stigmatizing information 
such as their sexual and gender identity. Therefore, how providers communicate 
with patients and families are both major concerns for patients. Disclosing one’s 
identity may be part of the journey for SGM in safe contexts. In psychotherapy, in 
fact, disclosure may be the focus of treatment before someone moves forward with 
gender affirmation surgery. However, it can be distressing for someone’s gender 
identity to be disclosed to their family without their consent. Young people, in par-
ticular, who disclose their identity in unsupportive environments, may be at risk of 
neglect, violence, and homelessness [53].

 Best Practices for Providers and Healthcare Systems

 Best Practices for SGM Patients

We have clearly shown that sexual and gender minority individuals are dispropor-
tionately burdened by the experience of stress, trauma, and many forms of violence 
and may be reticent to seek care and disclose personal information to their provider 
[3, 24, 54]. It is our recommendation that healthcare agencies be cognizant of the 
myriad ways that trauma influences the experience of and recovery from illness and 
utilize trauma-informed care principles to engage patients and enhance clinical effi-
cacy. These agencies must seek to build trauma-informed care principles into every-
day clinical processes for the benefit of all patients, while working to create 
intentionally welcoming spaces that facilitate disclosure of SGM identities and the 
provision of needed services.

 Screening for Trauma

Healthcare providers should consider routine screening for intimate partner vio-
lence for all sexual and gender minority patients. Additional research is needed to 
validate specific screening strategies and interventions, but standardized tools 
like the “HITS,” a four-item questionnaire designed to determine if patients have 
been hurt, insulted, threatened with harm, or had a partner scream at them, can be 
easily administered and is appropriately neutral of assumptions about 
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relationship type [55–57]. There are no data to support routine screening for other 
forms of trauma or violence in adults, including bias crime or police violence, but 
these may be discussed with patients when such forms of trauma are suspected by 
a clinician.

 Clinical Environment

A welcoming clinical environment is a critical component of encouraging SGM 
patients to seek care, disclose their identities and other relevant health information, 
and remain effectively engaged in care [58, 59]. Waiting rooms should prominently 
display representative imagery of SGM patients, with attention to intersectional 
identities of race, disability, age, gender, and religious symbolism. Small visual 
cues like rainbow or transgender pride flags or badge pins, signs that indicate a “safe 
space” or encourage patients to offer their pronouns, or a prominently displayed 
nondiscrimination policy, are simple and powerful invitations.

For gender minority patients, restroom location may be a source of significant 
anxiety, fearing being reprimanded or accused of wrongdoing by staff or other 
patients when using a bathroom consistent with their gender identity; in some states, 
this may even mean violating laws that restrict bathroom use not by gender identity 
but by sex assigned at birth [3]. Medical facilities should strongly consider designat-
ing a set of accessible bathrooms as gender neutral; in facilities where this capacity 
is limited by state or municipal regulations, clinics should display signage encour-
aging patients to use the restrooms most consistent with their gender identity [60]. 
Providers can serve as important resources, particularly when they are able to direct 
gender minority patients to gender-neutral bathrooms or provide maps of bathroom 
locations, both of which may help patients feel welcome in an unfamiliar space and 
less anxious about using restrooms.

 Personnel

Clinical personnel are uniquely situated to create a welcoming—or alienating—
environment for SGM patients. Affirming providers will consistently use the 
patient’s self-identified name and pronouns. Front desk and nursing staff, who may 
be calling patients from waiting areas, should be aware that names on insurance 
documents and in the EHR may not accurately reflect the patient’s identified name. 
It is recommended that when the patient is in a public waiting area, they be addressed 
as indicated by the last name in the patient’s chart. Once in a private space with the 
provider, the provider may ask the patient for name and pronouns and whether they 
are comfortable being addressed by these on the phone or in public spaces. These 
should be solicited at initial contact and documented in a visible location for subse-
quent points of contact between the patient and healthcare system. Open 
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discussions between providers and SGM patients regarding these important compo-
nents of care are strongly recommended.

Affirming providers can also use gender-neutral language in the collection of a 
clinical history. For example, when assessing relationship status, in lieu of using 
gendered terms like “wife” or “boyfriend,” providers (and assessment forms) can 
use terms like “partner.” Providers should work to respect differences of sexuality 
and gender identity or expression and, if unsure of terminology, may ask the patient 
to clarify, without judging or imposing personal beliefs on the patient. Providers 
should not assume that a patient is heterosexual and cisgender. Patients may use 
unique language to describe their identities and bodies including genital organs, 
which should be mirrored by the provider. However, providers may wish to consider 
further assessment if patients use pejorative or denigrating terms to describe 
themselves.

Patients who identify as transgender or any other identity consistent with a gen-
der minority identity (e.g., genderqueer) should additionally be encouraged to com-
plete an organ inventory in order to guide cancer screening and STI testing but only 
if it is anticipated to be relevant to the current visit. Providers should neither perse-
verate about the patient’s genital organs nor conduct invasive components of the 
physical exam unless specifically clinically indicated. Transgender patients may not 
wish to be subjected to inspection of dysphoria-inducing organs and may be bio-
logically predisposed to difficult exams (e.g., transmen taking testosterone fre-
quently experience vaginal atrophy, making speculum insertion very uncomfortable) 
[61]. Additionally, nearly one-half of all transgender people are survivors of sexual 
violence, so the benefit to clinical decision-making must be carefully balanced 
against the risk of re-traumatization [3].

If sensitive exams are indicated, greet the patient when they are clothed and 
explain the rationale for each component of the exam. For example, a physician 
conducting a pelvic exam for a pap smear might describe the process step by 
step, highlighting the way each step might feel, and why each step is necessary 
(e.g., “the speculum is to help me find and visually inspect the cervix,” “this swab 
will collect cells that we can examine for the features of early cancer”). Providers 
should offer the option to have a chaperone, friend, or family member accom-
pany the patient or the use of headphones or other distraction techniques (e.g., a 
mobile device, magazine, or book). Alternatively, some patients may prefer to 
observe or participate in the exam. Reassure patients that they are in control of 
the exam and that they may stop or change the plan at any time. These practices 
can be implemented in both outpatient and inpatient settings, and many can be 
used for patients with limited decision-making capacity (e.g., when caring for 
involuntarily committed or incarcerated persons). When invasive tests are indi-
cated (e.g., swabs for gonorrhoeae and chlamydia), patients should be offered the 
option to self-collect specimens, which are equivalent in validity to provider-
collected specimens and acceptable to most patients [62]. Providers must be 
familiar with evidence-based recommendations for mental and physical health 
screening and counseling, as well as local SGM- competent resources for referral 
if necessary.
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 Healthcare System

All healthcare systems should offer comprehensive cultural competency training to 
clinical and nonclinical staff, providers, and trainees, specifically relevant to SGM 
health and care. This might be delivered in-person or online via a learning manage-
ment system but is recommended to be mandatory for new hires (or existing employ-
ees at initial implementation) and repeated every few years, as education and 
terminology are always evolving. Clinical departments should supplement this with 
additional opportunities where it pertains to their patient population and clinical 
services and as necessary following complaints. Examples of trainings are available 
to view with a free account at lgbthealtheducation.org.

Healthcare systems should take a nuanced approach to gendered services like 
trauma survivor support groups or “men’s health” or “women’s health” events. 
These should include patients based on current gender identity and the need being 
met; for example, the experience of violence in a transgender woman might be con-
gruent with cisgender female peers and the patient best supported in a women’s 
survivor group.

Healthcare systems with sufficient resources should additionally seek to expand 
the repertoire of clinical services available to SGM patients. Gender-diverse adults 
and adolescents may be candidates for gender-affirming hormone therapy, which 
can be prescribed by a variety of adequately trained providers [37]. Mental health 
organizations may facilitate gender-affirming therapies by hiring or training mental 
health professionals with specific interest in evaluating and supporting these 
patients.

Surgical interventions for gender affirmation are complex, and only some patients 
choose to pursue them [3]. They are ideally accomplished by an interdisciplinary 
team with specialized training in the panoply of considerations for these interven-
tions. If appropriately trained specialists are unavailable within one healthcare sys-
tem, organizations should seek to develop a referral network for patients desiring 
these therapies.

 Documentation and the Electronic Health Record

Intake documents should be updated to reflect modern, gender-neutral language 
[63]. This includes collecting sexual orientation and gender identity (SO/GI) data in 
three steps, which allows patients to identify (1) sexual orientation separately from 
(2) gender identity and (3) sex assigned at birth. This method has been studied and 
found to be a robust means of data collection and acceptable to patients [64–66]. 
Questions should be formatted (e.g., write-in fields for multiple choice or forgoing 
multiple choice options for blank spaces) to allow patients to identify with any of 
the multitude of terms used to describe gender and sexuality, a practice which 
affirms diverse identities.
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The EHR should possess the capacity to display chosen name and pronouns 
prominently; we recommend that clinical staff be trained to collect and document 
this information in a consistent and visible location in the EHR.  The necessary 
training, including example language for encounters and forms, can be provided to 
personnel along with a comprehensive cultural competency training.

Automated reminders for providers to conduct specific health screenings (e.g., 
HIV screening, mammography, and colon cancer screening) should be adapted to 
reflect differences in recommendations for SGM patients, particularly regarding 
periodicity. Automated reminders for gender minority patients should account for 
sex assigned at birth, gender identity, organs present, and duration of gender- 
affirming hormone therapies (if relevant). For instance, the EHR might offer an alert 
for breast cancer screening for a 60-year-old transgender woman with a lengthy 
history of estrogen usage, but not for a 60-year-old transgender man who has under-
gone mastectomy.

Organizations that provide care to children and adolescents should be aware of 
state regulations governing the privacy of medical records, so as not to unintention-
ally “out” patients to their legal guardians. They should also be cognizant that par-
ents may see notes and “private” communications to patients via patient portals and 
be aware of what is provided to parents who request paper copies of records.

 Outreach and Visibility

Sexual and gender minorities are conspicuously absent from the marketing and out-
reach campaigns of many healthcare organizations. SGM patients seeking affirming 
care will notice inclusive language and imagery visible in online policies and state-
ments and other literature. Many healthcare organizations provide a list of providers 
who identify as sexual or gender minorities and/or those with particular expertise in 
SGM health [67, 68]. This allows patients to see their community reflected in the 
healthcare system and seek care from clinicians who may better understand their 
lived experiences. Providers with specific knowledge about SGM health may addi-
tionally choose to identify themselves with the Gay and Lesbian Medical Association 
(http://www.glma.org/) or a similar entity.

Limited evidence suggests that SGM people are at least as likely as their hetero-
sexual counterparts to interact with the healthcare system using health information 
technology [69, 70]. This includes scheduling appointments, filling prescriptions, 
and accessing health information. A lack of representation of minority groups may 
discourage patients from seeking care in a healthcare system [71]. It may also lead 
SGM patients to assume that no providers in the system will be able to meet their 
specific needs. Systems should capitalize on digital patient interactions by improv-
ing the representation of SGM patients in outreach material; highlighting SGM 
patients in pictures and bios on websites; using same-sex or queer couples in bro-
chures, posters, and ads; announcing LGBT holidays; and using symbols like rain-
bow and trans-pride flags.
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Other forms of outreach can also encourage SGM individuals to seek care within 
a particular system. For instance, sponsorship and participation in community 
events (e.g., pride celebrations, SGM sports leagues, health fairs) allows direct con-
tact with potential patients and signals a commitment to equitable healthcare. 
Similarly, brochures, print advertisements, and television and radio spots are all 
opportunities to market both the services available and that the clinical environment 
is welcoming to SGM patients.

Systems should strive to hire and support SGM employees, with inclusion of 
SGM language in statements of equal employment opportunity. Hospitals and clin-
ics should explicitly include “sexual orientation, gender identity, and gender expres-
sion” in nondiscrimination policies, harassment prevention, and reporting 
protocols.

 Exemplary Systems

A limited, but growing, number of healthcare systems have worked to enhance out-
reach and improve the clinical care provided to sexual and gender minority patients. 
Three of these systems are highlighted below. They vary in scale from a few provid-
ers to a few hundred facilities, embody different approaches and strengths, and 
illustrate the many ways in which an agent of healthcare—nurse, CEO, or entire 
hospital—can address the stress and trauma experienced by SGM individuals.

 Veterans Health Administration

The Veterans Health Administration (VHA) was the largest participant in the Human 
Rights Campaign’s Healthcare Equality Index (HEI) 2017, a stringent evaluation of 
nearly 600 healthcare facilities in the USA with SGM-inclusive policies. With 101 
participating facilities, the VHA handily outpaces its nearest rival, Kaiser 
Permanente, with only 38 participating facilities. The HEI evaluates each of these in 
four domains: nondiscrimination and staff training, patient services and support, 
employee benefits and policies, and patient and community engagement [72]. Of 
these 101, 85 were considered to be either a “Top Performer” or “Leader in LGBTQ 
Healthcare Equality,” largely under VHA Directives 1340 and 2013-003, which 
ensure “clinically appropriate, comprehensive, Veteran-centered care with respect 
and dignity” to sexual minority and gender minority patients, respectively [73, 74]. 
These Directives include nondiscriminatory definitions of “family” and extend 
equal visitation rights to SGM patients at VHA hospitals. They also ensure a safe 
and confidential environment for disclosure and documentation of SGM identities, 
as well as the availability of appropriate clinical services (by referral if necessary). 
Patients are offered extensive guidance about specific healthcare needs and 
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disparities in a series of “Get the Facts…” fact sheets [75]. Notably, LGBT Programs, 
which consist of a LGBT Veteran Care Coordinator and a number of SGM-specific 
resources, are available at 51 VHA facilities in 29 states [76].

The VHA also espouses a comprehensive Equal Employment Opportunity 
(EEO) policy (Directive 5975) and offers helpful guidance to particular groups, like 
transgender employees undergoing transition [77]. The VHA is unable to provide 
any gender-affirming surgeries (“sex reassignment surgery”) as of the time of this 
writing, an indication that even exemplars have room to grow.

 Fenway Health

Fenway Health is a small system, just three clinics in Boston, MA, that was founded 
to serve a diverse mix of low-income residents, SGM people, students, and seniors. 
As a leader in HIV care and research since the earliest days of the pandemic, Fenway 
also pioneered the integration of holistic health practices into their care for a com-
munity ravaged by infection. Over time, the system has evolved to offer an incred-
ibly robust array of clinical services, with a particular focus on SGM patients. Their 
offerings include the full spectrum of gender-affirming therapies, mental health, and 
specialty services like dermatology, podiatry, dentistry, gynecology, and optometry 
in addition to primary care.

Of particular note is the Violence Recovery Program, a bilingual support, coun-
seling, and advocacy program for sexual and gender minority trauma survivors 
[78]. The program’s mission encompasses survivors of intimate partner violence, 
bias crimes, and police misconduct and strives to offer trainings and consultation 
with other service providers in addition to direct patient care. Fenway Health col-
laborates with a number of other Boston-area agencies (the Hispanic Black Gay 
Coalition, The Network/La Red, and Renewal House of the Unitarian Universalist 
Urban Ministry) in a program called TOD@S, a prevention and intervention proj-
ect for Black and Latinx community members affected by partner abuse [79]. Free 
services include English as a second language classes, social events, counseling, 
emergency housing, case management, and a 24-hour hotline. The program also 
conducts community education and offers technical assistance to other service 
providers.

Fenway’s reach also extends far beyond its original mission as a community 
health clinic. The Fenway Institute is the system’s education, research, and advo-
cacy branch, which hosts the National LGBT Health Education Center [80]. This 
library of training videos, modules, and documents is an up-to-date and evidence- 
based SGM health resource that is accessible for free by any healthcare provider or 
trainee. The Institute also houses the LGBT Aging Project and an annual Transgender 
Health Conference and has a long publication record on scientific topics ranging 
from aging with HIV [81] to the relationship of sexual orientation to asthma [82] 
and the acceptability by patients of SO/GI data collection [66].

5 Trauma-Informed Care of Sexual and Gender Minority Patients



100

 Duke Child and Adolescent Gender Care Clinic

This Duke Health specialty clinic has been treating children and adolescents who 
experience gender dysphoria, identify as transgender or gender fluid, or have differ-
ence of sex development since the clinic opened in 2015 [83]. The clinic is one of 
only a handful like it in the southeast and has rapidly become a popular referral 
center with an impressively large patient population—new patients can expect to 
spend a few months on a waitlist before being seen [72]. However, the wait is a 
small price to pay for the clinic’s impressive array of evidence-based, family- 
centered services.

Each patient receives a thorough evaluation from a multidisciplinary team com-
prising a pediatric endocrinologist, pediatric urologist, pediatric psychologist, ado-
lescent medicine specialist, and social worker. This team can then prescribe 
medications that suppress puberty (giving the patient more time to explore their 
gender) or gender-affirming hormones. Though Duke Health doesn’t perform 
gender- affirming surgeries, the clinic can facilitate surgical consultation elsewhere. 
The clinic leadership espouses a dedication to holistic care as well; they coordinate 
with aestheticians to facilitate the “look” of a patient’s identified gender, commu-
nity voice specialists to provide vocal coaching, and even specialized gender 
coaches to instruct patients in the social nuances of gendered behaviors. The clinic 
capitalizes on the expertise of the Duke School of Law to assist patients with chang-
ing the gender markers on birth certificate and passports.

In addition to clinical offerings, the faculty seek to enroll patients in research 
studies that could benefit the community at large. The clinic also utilizes a family 
advisory panel to engage with their patients’ communities and crowdsource ideas 
for how to best support families [84]. Clinic leadership also advocates for the com-
munity they serve; Dr. Deanna Adkins, the clinic’s founding pediatric endocrinolo-
gist, was a vocal opponent of North Carolina’s oppressive House Bill 2, which 
restricted bathroom access for transgender people across the state [85].

 Conclusion

In this chapter, we have shown that for sexual and gender minority people, there are 
many reasons to use trauma-informed care principles in clinical settings. For these 
patients, trauma, victimization, violence, and the experience of stress may take 
immense tolls on emotional and physical well-being. We have highlighted the risks 
of marginalization and judgment that sexual and gender minorities take when pre-
senting to the healthcare system and also offered solutions for fostering a welcom-
ing environment. Professionals across the healthcare system can make a difference 
for sexual and gender minorities by seeking out education, implementing solutions 
pioneered by other healthcare systems, and advocating for SGM health in their 
organizations.

T. R. McKinnish et al.
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Chapter 6
Trauma-Informed Care of Veterans

Megan R. Gerber

 Introduction

While trauma-informed care (TIC) is relevant for all clinicians who work with 
Veterans, this chapter is designed to assist those who work in community settings 
and may encounter Veterans routinely or may not be aware of the Veteran status of 
those they work with.

On July 1,1973, the US military became an all-volunteer force. Currently it is esti-
mated that less than 0.5% of the US population has served in the military [1]. This 
marked a decrease from World War II when approximately 12% of the US population 
served [1]. The result of this is that the experiences of Veterans in combat and in mili-
tary service in support of combat operations are seldom shared, or understood, by 
the majority of society. Therefore, it is critical to include an assessment of military 
service status as part of all initial intakes and visits. Occasionally, an individual will not 
self-identify as a Veteran, this is particularly common among women who have served 
in the US military [2]. In order to provide TIC to Veterans, working knowledge of the 
unique aspects of each era of service is needed, as is some sense of military culture 
which many Americans have never been personally exposed to.

The roots of the current Veterans Administration (VA) date back to the seven-
teenth century [3]. However the modern VA, as we know it, came into being when 
President Abraham Lincoln signed a law to establish a national soldiers and sailors 
asylum. Renamed as the National Home for Disabled Volunteer Soldiers in 1873, it 
was the first-ever government institution created specifically for honorably dis-
charged volunteer soldiers. The first national home opened on November 1, 1866, 
near Augusta, Maine. The national homes were often called “soldiers’ homes” or 
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“military homes,” and only soldiers who fought for the Union Army (including 
African American soldiers) were eligible for admission  [4]. These institutions 
became the foundation for subsequent generations of federal Veterans’ hospitals. 
Consolidation of federal Veterans programs took place in 1921 when Congress cre-
ated the Veterans Bureau, and a hospital construction program for World War I 
Veterans began [4, 5]. Today, the VA is the second-largest government agency [6] 
and the largest integrated healthcare system in the United States, providing care at 
172 VA Medical Centers and 1062 outpatient sites of care [7]. Over nine million 
Veterans are enrolled in the VA healthcare program, [5] which provides specialized 
care often not found in community healthcare settings.

 Healthcare Usage of Veterans

A number of population-based surveys, including the Centers for Disease Control 
and Prevention (CDC) Behavioral Risk Factor Survey (BRFSS) conducted annually 
and the US Census, query Veteran status. The BRFSS has enabled population-based 
comparisons between Veteran and non-Veteran health indicators. Typically, Veterans 
who use VA have poorer overall health than those who do not access VA care [8–10]. 
VA users are more likely than non-VA users to be elderly, non-Hispanic black, and 
of lower income [10].

According to the 2017 Survey of Veteran Enrollees’ Health and Use of Health 
Care [11], 51% of Veterans enrolled in VA also had Medicare benefits, 28% had 
private insurance, 19.8% had Tricare, 6.6% had Medicaid, and 20% were uninsured. 
Sizable portions of the Veteran community do not access VA health care [10, 12]; 
the reasons for this are complex and multifactorial [9, 13, 14]. For this reason, com-
munity clinicians and systems of care must be cognizant of the presence of Veterans 
on their patient panels and in their catchment areas. Attrition from VA care has also 
been examined; for example, women Veterans who leave VA care tend to be health-
ier than those who remain [14].

Concomitant use of VA and non-VA care is known as “dual care” use; estimates 
of this vary based on the data source and payor. Approximately 80% of Veterans 
dually eligible for VA and Medicare services use both [15], and distance from VA 
services is a big driver of dual care utilization [16]. After passage of the Veterans 
Choice Act in 2014, dual care use has become increasingly common and creates 
challenges for coordinating care [17, 18].

 Combat Trauma and Era-Specific Injury

Veterans of all eras are a highly trauma-exposed population [19]. Although Veterans 
who have experienced trauma—and may be diagnosed with posttraumatic stress 
disorder (PTSD) or other mental health diagnoses—may share challenges and 
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presentations similar to those of other clinical populations, serving in the military 
carries cultural values/beliefs that impact Veterans’ systems of meaning [20]. 
Providers and organizations can better provide TIC to Veterans by understanding 
military culture and the unique aspects of each era of service. Warfare has changed 
over the years, as have combat medicine and protective gear. The unique context of 
each war, and society’s view of it, impacts current Veteran health and well-being.

 World War II

Currently, the oldest living Veterans are those of World War II (WWII), who are now 
in their 80s and 90s [21]. While during World War I, most soldiers were wounded 
by enemy bullets and chemical agents such as mustard gas, in WWII, artillery and 
bombs inflicted the most injuries—more severe than previous conflicts. Head 
wounds and traumatic amputations were common [22]. The Veterans who fought in 
WWII are known as “the greatest generation” [23] and despite gruesome exposures 
and injuries, there is an enduring sense of historical pride and appreciation of WWII 
and those who fought in it. As discussed above, a considerable percentage of the 
population served in WWII, and the population at home was also mobilized into the 
war effort as “Home Front workers” [24]. It was impossible to ignore the war, and 
it became part of everyone’s daily life and experience.

 The Korean War

Five years after WWII, the Korean conflict began when North Korea invaded South 
Korea in June 1950; it was essentially an expansion of a war between the Koreas 
that began with Japan’s defeat in 1950 [25]. It lasted 37 months, ending in what has 
been described as “a truce,” it is often known as the “Forgotten War” [26]. Relatively 
less is understood about this conflict, which began while the United States was still 
in recovery from WWII and the “baby boom” had begun. James Wright wrote in 
The Atlantic, “There were no celebrations in Times Square–or anywhere else. The 
Washington Post noted, ‘Washington greeted news of the Korean truce yesterday 
with a matter-of-fact attitude–quietly, without evident jubilation....’ It was peace 
without a clear victory” [26].

Nearly 1.8 million Americans served in Korea from 1950 to 1953, and 36,574 
died there. Combat was often brutal and injuries from extreme cold and radiation 
were common [4]. What was termed a “police action” by President Truman was not 
congressionally recognized as a “war” until 1998 [26]. The conflict in Korea ush-
ered in an era in which wars were fought by increasingly less representative sectors 
of the American society; this further enabled many Americans to pay little attention 
to the details of these military encounters [26].
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By the end of the war in 1953, US armed forces remained much larger than they 
had been in 1950 and were ensured a steady supply of manpower through the reten-
tion of conscription. The military shifted its focus away from preparing for a WWII-
type mobilization to maintaining forces ready for immediate use. Our military 
might was widely dispersed around the world, including in Indochina, where 
American advisers assisted the new Republic of Vietnam [25].

 Vietnam

Much of our modern understanding of trauma and treatment of PTSD comes from the 
Vietnam War era [27, 28]. 2.7 million Americans served in Vietnam [29], which was 
the first ever televised war [4]. Vietnam was also the first true US guerilla war [30], 
and the witness and/or use of “abusive violence” was conceptualized as an additional 
stressor [30]. Unlike WWII and Korea where the enemy had a defined uniform and 
battle lines were clear, Vietnam had unclear conflict zones and boundaries which cre-
ated unprecedented challenges for soldiers [4]. In addition, many Vietnam era sol-
diers also reported often not feeling any sense of gratitude from the South Vietnamese 
they were supposed to be aiding [4]. In essence, Vietnam Veterans fought an unpopu-
lar war for a country that often confused the soldier with the policymakers [28].

Keane et al [28] in an early study of PTSD in Vietnam Veterans noted that war 
combatants experienced multiple stressors or traumatic events during a combat tour. 
The typical Vietnam combat Veteran, deployed for a 12–13-month tour, saw high 
levels of combat, unprecedented at the time due to capabilities in mechanization and 
mobilization [28]. The constant hypervigilance of guerilla warfare led to a high 
prevalence of PTSD [4]. Vietnam also brought about the understanding that killing 
in combat is one of the most traumatic psychological experiences for military per-
sonnel; it is a well-established precursor to both PTSD and suicide [31, 32] and 
often results in “moral injury” [33].

The military environment typically does not encourage expressions of emotion 
subsequent to traumatic combat events [28]. For many Vietnam Veterans, a parallel 
experience occurred when they returned to the United States. Upon return, they were 
discouraged from sharing their combat exposures and narratives; thus, many Vietnam 
Veterans never fully disclosed their experiences [28]. Furthermore, improvements in 
medical and surgical trauma therapy meant that more severely wounded soldiers had 
higher survival rates and were living with severe and disabling injuries that made 
reintegration even more difficult [4]. Substance use disorder (SUD) is common with 
PTSD (this is true for all eras of conflict); Vietnam Veterans’ longitudinal experi-
ences with both conditions have provided better understanding of this comorbidity, 
and in comparative studies, those who served in Vietnam exhibit the highest rate of 
this [34]. Ideally PTSD and SUD should be treated concurrently [35, 36], which 
may be challenging in non-VA care settings.
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 Gulf Wars

 The Persian Gulf War (Gulf War I)

The invasion of Kuwait by Iraq in 1990 led to mobilization of a coalition of 
forces led by the United States that liberated Kuwait rapidly, allowing our ground 
troops to leave the following year. Veterans of this brief conflict experienced 
multiple environmental toxins, burning petrochemicals and other substances, as 
well as radiation exposure to depleted uranium [4]. Many Veterans returned with 
diffuse pain, fibromyalgia, memory loss, and other multisystem symptoms, now 
known as “Gulf War Syndrome” [37]. Respiratory problems and amyotrophic 
lateral sclerosis (ALS) are also recognized as being linked to exposures during 
this conflict [38].

 Operations Enduring Freedom, Iraqi Freedom, and New Dawn

The war on terror began on September 11, 2001 [39], after simultaneous attacks on 
the World Trade Center, the Pentagon, and a foiled airliner attack and crash in 
Pennsylvania. Beginning in October 2001, approximately 1.64 million US troops 
were deployed in Operation Enduring Freedom (Afghanistan 2001–2014), 
Operation Iraqi Freedom (Iraq 2003–2011), and Operation New Dawn (2010–
2011). Significant numbers of US service members have remained in Iraq, 
Afghanistan, and Syria since the end dates of these conflicts, and at the time of this 
writing, the precise number of deployed personnel is unknown [40].

Due to the overall length of these conflicts, and the volunteer nature of the 
armed forces, many have served multiple tours and deployments, which is unprec-
edented in the history of US warfare. Overall about 40% of current military ser-
vice members have been deployed more than once [41]. Pressure on troops needed 
for deployment resulted in some combat units serving longer tours and spending 
shorter periods at home between tours (referred to as dwell time) [41]. This 
resulted in prolonged and repeated exposure to combat-related stress not seen in 
prior conflicts.

In this most recent war era, service members survived blasts that would have 
been lethal previously, and rates of traumatic brain injury (TBI) are unprecedented 
[42]. The Defense and Veterans Brain Injury Center estimated that 22% of all OEF/
OIF combat wounds were brain injuries [42]. This was compared to TBI in 12% of 
Vietnam-era combat wounds [43]. In addition, it is estimated that 23% of these 
newer Veterans meet criteria for probable PTSD [44], and this may be an underesti-
mate. War-related trauma has resulted in an increasing number of suicides and self-
injury among Veterans [19].
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 Women Veterans

Women have served in the US military throughout history; however, since September 
11, the population of women joining the military is at an all-time high. Women now 
comprise 15% of Active Duty personnel [45] and 19% of the National Guard/
Reserves [46]. They are the fastest-growing segment of the Veteran population [47]. 
In the most recent conflicts, women reported experiencing combat exposures and 
combat- related stressors [48, 49], even before the combat exclusion policy (which 
dated to 1948) was lifted in 2013 [50]. While their numbers are growing, they remain 
a distinct minority in all military branches.

Services for women in VA have expanded dramatically over the last two decades 
[46]. Women do not always self-identify as Veterans; for this reason, VA recom-
mends that providers ask patients: “Have you served in the military?” [2] This is 
particularly important for women Veterans who are at higher risk for interpersonal 
trauma than males and who also lacked the same degree of social support while 
serving. Women Veterans, in particular, are a commonly trauma-exposed popula-
tion and often enter the military with significant histories of child abuse, sexual 
assault, and intimate partner violence (IPV) [51, 52]. These exposures may be 
compounded by combat exposure and military sexual trauma (MST), which is dis-
cussed in detail below.

 Veterans and Interpersonal Violence Exposure

When compared to non-Veterans, Veterans consistently report higher levels of adverse 
childhood experiences (ACEs) across studies. Using data from CDC, two recent stud-
ies have examined the burden of ACEs in the military Veteran population and found 
elevated levels of adverse childhood events [53, 54]. In the current all- volunteer era, it 
is not uncommon for individuals to join the military to escape difficult family situa-
tions and adversity, Veterans from the draft era  report lower overall ACE scores [53]. 
Veterans were more than twice as likely to endorse four or more ACEs than were non-
Veterans [53]. ACEs in Veterans were associated with smoking, drinking, and obesity 
[54], as well as greater risk of PTSD in adulthood [55], even after controlling for 
combat exposure [55]. Additional research showed that some ACEs were correlated 
with greater homelessness risk and mental and physical health conditions [56].

In population-based studies, Veterans have demonstrated higher rates of expo-
sure to IPV, parental separation or divorce, household member incarceration, drug 
and alcohol misuse, mental illness, as well as emotional, physical, and sexual abuse 
during childhood and adolescence compared to non-Veterans [20, 53, 54]. In recent 
years, VA has developed a national IPV Assistance Program (https://www.social-
work.va.gov/IPV/Index.asp) and embarked on novel programming, informed by 
research with Veterans, to address both experience [57] and use [58] of IPV.

While a detailed discussion of the multiple evidence-based trauma-focused 
treatments for Veterans is beyond the scope of this chapter, clinicians and health 
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systems should be aware of the existence of these [59], including a unique self-
care smartphone app called “PTSD Coach” which is free and available to anyone 
[60]. To date, “PTSD Coach” has been downloaded over 100,000 times in 74 
different countries and can be used by all trauma-exposed persons, not just 
Veterans [61].

 Military Sexual Trauma

The Department of Veterans Affairs (VA) uses the term military sexual trauma 
(MST) to refer to experiences, defined in 38  US Code Sec. 1720D as physical 
assault of a sexual nature, battery of a sexual nature, or sexual harassment which 
occurred while the Veteran was serving on active duty or active duty for training. 
Sexual harassment and assault are conceptualized as experiences along a continuum 
of sexual trauma for the purposes of addressing Veterans’ healthcare needs [62]. 
MST is considered a duty-related hazard [62], and an electronic health record 
prompt for screening occurs once for each Veteran. MST has been experienced by 
male and female service members and occurred throughout all eras of service [63–
65]. VA data estimate that 1 in 4 women and 1 in 100 men screen positive for MST 
during medical visits, this may be an underestimate [66]. Women are disproportion-
ately impacted, and their ranks are growing rapidly [63].

Like all forms of trauma, MST has been linked to poorer mental and physical 
health [67, 68]. MST, like other interpersonal traumas, is underreported in part due 
to military culture in which toughness and unit cohesion are emphasized [69, 70]. It 
is difficult for service members to disclose MST, and sometimes they are met with 
disbelief or dismissal or—at worst—reprisal; men may face even greater social 
pressures not to mention MST [65, 69]. Male Veterans are less likely than women to 
receive MST care even though the overall number of men reporting MST is similar 
to that for women because the Veteran population is mostly male [62, 69].

It is also common for those who have experienced MST to already have prior 
interpersonal trauma histories [62, 71]; prior traumatic experiences also predispose 
to MST [71, 72]. MST has been linked to adverse mental and physical health [71]; 
the odds of developing PTSD after MST are higher than the odds of PTSD after 
combat exposure for both genders [73]. In addition, MST and combat trauma inter-
act to increase the risk of developing PTSD; in one study of women Veterans who 
served in Afghanistan and Iraq under conditions of high combat exposure, those 
with MST had significantly higher PTSD symptomatology when compared to 
female Veterans without MST. While the Department of Defense (DoD) does not 
use the term MST, it does conduct its own surveillance of current Active Duty ser-
vice members [62].

MST prevalence data derived from self-report measures and interviews appear to 
yield higher estimates than rates derived from the VA medical record [74]. For 
example, a 2018 meta-analysis of MST prevalence indicated that 15.7% of military 
personnel and Veterans report any MST (3.9% of men, 38.4% of women), when the 
measure includes both harassment and assault. Assault-only rates reveal that 13.9% 
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report MST (1.9% of men, 23.6% of women). Finally, when the measure assesses 
harassment only, 31.2% report MST (8.9% of men, 52.5% of women) [74].

A recent study of MST was derived from the population-based National Health 
Study for a New Generation of US Veterans (NewGen) which surveyed 60,000 OEF/
OIF Veterans [62]. The study included VA users and non-users, and in this cohort, 
41% of women reported MST and sexual harassment and 10% reported sexual assault; 
4% of men reported MST and sexual harassment and 0.5% reported sexual assault 
[62]. Surveyed Veterans accessing VA health care had higher rates; 49% of women 
and 5% of men using VA reported MST [62]. The Marine Corps had the highest rates 
of MST for women (52%); the Air Force had the lowest. National Guard and Reserve 
Veterans were less likely to report MST than Active Duty service members. In this 
study, deployment itself did not increase risk of MST for men or women, but combat 
exposure did. Notably, men with combat exposure were three times more likely to 
report experiencing sexual assault than men without combat exposure. The authors of 
this study hypothesized that rates of disclosure on confidential surveys may be higher 
than rates obtained in screening at VA medical visits due to social stigma and trauma- 
related avoidance during medical visits [62]. The high rates of MST among Veterans 
not using VA care underscore that non-VA clinicians must remain aware of the pos-
sibility of MST among Veteran patients cared for in the community.

All VA medical centers are mandated to have an MST coordinator. All treatment 
for mental and physical health conditions related to MST is provided free of charge 
to Veterans. This includes outpatient, inpatient, residential, and pharmaceutical 
treatment. To receive this free MST-related care, Veterans do not need to be service 
connected; care is given independent of receipt of other VA benefits. Veterans may 
be able to receive free MST-related care even if they are not eligible for other VA 
care. These services are a permanent benefit by law [70], and there is no length of 
service or income requirement to receive MST-related care. Veterans do not need to 
have reported the incidents when they happened or have other documentation that 
they occurred [64].

All healthcare providers, including community providers, should be aware of the 
importance of MST as a potential contributor to poor health when caring for Veteran 
patients. Veterans seeking community mental health services, or homelessness ser-
vices, are likely to be survivors of multiple forms of trauma [75]. From the stand-
point of implementing TIC, the national MST program can provide an important 
paradigm for all systems of care that seek to provide programming that is sensitive 
to survivors’ preferences and needs [76].

 Homeless Veterans

While Veterans make up approximately 7% of the US population, they represent 
more than 12% of the homeless adult population [77]. Veteran homelessness has 
been aggressively targeted in recent years by programs such as the Mayors’ 
Challenge to End Veteran Homelessness. According to the US Interagency Council 
to End Homelessness (USICH), between 2011 and 2017, Veteran homelessness has 
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dropped by 46%, and a 50% reduction in Veterans experiencing unsheltered home-
lessness has also occurred [78]. Rural Veterans, however, have actually experienced 
an increase in homelessness [78], in part due to a lack of service infrastructure in 
rural areas and the need for long-distance travel to access resources. Veterans in 
rural areas are likely to be homeless for longer periods of time [77] and are often 
invisible to the public which associates homelessness with urban environments. 
Thus, homelessness among Veterans remains a critical public health issue.

Trauma and PTSD are common in the homeless population, and both often pre-
cede housing loss [77]. Often the risk of trauma exposure increases when an indi-
vidual becomes homeless [79]. For Veterans, PTSD and any mental health diagnosis 
are the strongest predictors of homelessness [77], and PTSD is associated with a 
risk of recurrent or chronic homelessness [80]. It is a common misconception that 
homelessness among Veterans is solely the result of combat exposure and post-war 
adjustment issues; this was demonstrated by higher rates of homelessness among 
post-Vietnam, pre-Gulf War era Veterans [77] who did not experience the exposure 
to combat seen in prior conflicts.

As more women enter military service, homelessness among women Veterans is 
growing. The number of homeless women Veterans more than doubled between 
2006 and 2010 [81]. Many women Veterans are not aware of housing services, and 
an estimated 60% of government-funded Veteran housing programs do not house 
children [82]. Those that do impose restrictions on the number of children per 
Veteran and age limits [82]. Homeless women Veterans were three times as likely as 
their housed peers to have experienced MST [83]. In one study, the majority (75%) 
of homeless women Veterans also reported combat trauma [84]. Many women 
Veterans are single mothers; by 2010, 30,000 single mothers were deployed to 
Afghanistan and Iraq, and at least 40% of Active Duty women had children [81], 
suggesting that the magnitude of this issue could increase. Trauma is common 
among homeless mothers, and the combined experience of trauma and homeless-
ness may be compounded by feelings of guilt and shame [77].

Common barriers to TIC among homeless Veterans include a lack of routine 
trauma screening in this population [77], along with the multiple layers of psychoso-
cial need and competing health issues that can result in providers failing to recognize 
the association between trauma and homelessness [77]. Many homeless Veterans 
have also had past negative reporting experiences and a betrayal of trust in relation-
ships [77]. Routinely asking all homeless persons about prior military service is 
recommended in order to connect them with Veteran-specific housing benefits and 
programs. Non-VA community providers may commonly see homeless Veterans in 
rural settings where the nearest VA is not readily geographically accessible.

 VA Mental Health and Primary Care

Returning service members may not be identified as having mental health conditions 
or adequately treated while on  active duty and deployment [19]. Many Veterans 
avoid, or delay, seeking mental health care due to stigma or fear of negative career 
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impact [85, 86]. Veterans are often more likely to present in primary care, or other 
medical settings, than in mental health practices [19]. Colocation of primary care and 
mental health services is ideal for this population; the VA Primary Care-Mental Health 
Integration (PC-MHI) program is designed to provide short-term collaborative care to 
Veterans in primary care settings [87]. Some Veterans decline specialized mental 
health treatment, such as trauma-focused care in a dedicated PTSD program [87]. 
Similar collaborative care models outside VA are becoming increasingly common.

Community providers should be aware of local Vet Centers [88], which are 
VA-affiliated, free-standing clinics that provide readjustment counseling to Veterans, 
service members (including members of the Reserves) who have served in combat 
zones, and their families [89]. Patients may self-refer. Records are kept separate from 
those of VA and DoD, and many Veterans prefer to be seen in Vet Centers which com-
monly resemble a typical outpatient clinical setting as opposed to a government 
hospital.

On a practical level (Table 6.1), TIC processes for Veterans should include pro-
viding privacy when asking a Veteran to complete sensitive forms related to trauma 

Table 6.1 Recommendations for Veteran-focused trauma-informed care [19, 20, 90]

Trauma awareness:
  Be aware of Veteran status and potential trauma related to Veteran characteristics like gender, 

age, and era of service. Ask “Have you served in the military?” and not “Are you a Veteran?”
  Understand how various mental and physical symptoms may be adaptations to traumatic 

exposures.
Safety: An emphasis on safety can help Veterans build physical and emotional security
  Not all Veterans access VA, in part because it can reproduce aspects of military service [91, 

92]. Some may find community settings less triggering.
  Avoid closing the door to an office without the Veteran’s consent [20].
  Do not ask Veterans to recount traumatic events multiple times for multiple staff for the 

purposes of completing paperwork [20] or staff convenience.
  Relaxation techniques that include closed eyes should only be undertaken after ensuring 

feelings of emotional and physical safety [20].
  Inquire about possible triggers the Veteran may already be aware of.
Collaboration/rebuild control:
  Give the Veteran opportunities to rebuild control (trauma has resulted in past loss of control).
  Collaborative decision-making with the Veteran is critical; military medicine is often about 

readiness, and medical providers and nurses are officers.
  For example, a Veteran should not be “ordered” to have an exam or vaccination. (Discussions 

of providing TIC in clinical examination settings, and holistic, trauma-informed nursing care, 
are included in chapters  7 and 10 of this volume.)

Empowerment/use of a strengths-based approach:
  Be aware of stigmatization, employ recovery-oriented models, and identify the Veteran’s 

strengths.
  Remember that many, if not most, of the Veterans you see have volunteered to serve, 

acknowledge this, and thank her/him/them for their service. Military service, alone, requires 
strength and self-sacrifice.

  Promote self-advocacy within the organizational structure [20]. In the Military Health 
System (MHS), Veterans do not have to negotiate care/treatment.

  Providers should become familiar with and cultivate ties to governmental (municipal, state, 
federal) agencies and Veterans’ service organizations [20]; a member of the extended care 
team can assist with this.
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and mental health issues, reducing “noise pollution” [20], including loud, startling 
sounds like slamming doors. Veterans should be allowed to decide where to sit in an 
exam or consultation room [20]; many Veterans prefer never to be seated with their 
back facing a door. Clinicians should avoid sudden, potentially startling movements 
during an exam, especially those that involve approaching a Veteran from behind.

A trauma-informed approach to Veteran care necessitates inquiring about mili-
tary service and being aware of conditions unique to military Veterans. We recom-
mend that providers routinely ask patients “have you served in the military?” 
Others recommend inquiring about a family member’s military service: “Do you 
have a close family member who has served in the military?” Asking whether your 
patient/client has close family members who have served in the military can (1) 
lead to a deeper understanding of the individual’s family context and (2) allow you 
to assess whether family functioning could benefit from connection with relevant 
resources [93]. Additional Veteran-centric TIC recommendations include [94] (1) 
posting a simple sign letting Veterans and service members know that you would 
like to know if they have served, (2) respecting a Veteran or service member’s 
choice not to discuss their experiences, (3) conveying a willingness to listen to their 
experiences if the Veteran or service member wants to discuss them in the future, 
and (4)  remembering that if a Veteran discloses sexual assault in the military 
(MST), that individual  is eligible for treatment regardless of other eligibility/
income/time served.

In summary, the increased dependence of the military on National Guard and 
Reserve forces [41] means that community providers and systems of care are often 
seeing these Veterans who return to their homes, communities and jobs after deploy-
ment. Many Veterans choose to access care outside VA, and developing an under-
standing of their unique needs is critical to delivering excellent care.

Disclaimer The views expressed in this chapter are those of the author and do not necessarily 
reflect the position or policy of the Department of Veterans Affairs or the US government.
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Chapter 7
Trauma-Informed Adult Primary Care

Megan R. Gerber

 Introduction: The Challenge of Trauma-Informed Care 
in Adult Primary Care

This chapter will focus on the provision of primary care services to adults. In 
the United States (US), primary care is delivered by allopathic and osteopathic phy-
sicians trained in internal medicine and family practice and by advanced practice 
nurses and physician assistants all of whom will be referred to here collectively as 
primary care providers (PCPs). Obstetrician-gynecologists provide aspects of pri-
mary health care to women, and this discussion is relevant to their outpatient office 
practices as well. Many of the principles outlined in this chapter are also derived 
from, and are relevant to, pediatric and adolescent medical settings.

Aspects of the US primary care delivery system—short visits, large patient pan-
els, shortages of PCPs [1], and challenges to access in some communities [2],—
make primary care settings potentially difficult environments for the trauma-exposed 
adult. Some argue that primary care is more complex than other specialties due to the 
sheer breadth of patient presentations and the number of inputs and outputs managed 
during each visit [3]. PCPs must manage each patient’s comorbidities, disease sever-
ity, medication tolerance, beliefs, desires, and socioeconomic factors [4], typically in 
20 minutes or less for the average visit [5]. Burnout among physicians alone has 
become rampant and is most common in the specialties of family practice and inter-
nal medicine [6]. Yet, if underlying trauma results in chronic disease and drives utili-
zation of care, the primary care delivery system cannot ignore it. One potential 
solution lies in fully integrating a trauma-informed care (TIC) approach into  primary 
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care workflow, “baking it in,” so to speak, which will benefit both patients and clini-
cians. In one study, PCPs perceptions of a clinic’s ability to address patients’ social 
needs were associated with lower burnout scores [7]. While much of the current lit-
erature on TIC focuses on mental health and pediatric settings, adult primary care is 
an ideal setting for thoughtful and innovative approaches to implementation of TIC.

The landmark Adverse Childhood Experiences (ACEs) study, which first shed 
light on the linkage between childhood adversity and adult disease, was conducted 
in a cohort of adults drawn from primary care patient panels at Kaiser Permanente, 
a large group model health maintenance organization in California [8]. These 
patients were mostly White, employed, middle- and upper-income persons who one 
might have assumed had more stable childhood environments [9]. The study found 
that a higher number of ACEs increased poor health behaviors including smoking, 
severe obesity, physical inactivity, alcohol, and illicit drug use. Odds of ischemic 
heart disease, any cancer, stroke, chronic bronchitis/emphysema, sexually transmit-
ted disease, and diabetes were elevated most notably when four or more ACEs were 
endorsed by patients [8]. Adults with six or more ACEs had on average a life expec-
tancy of 20 years less than those with a lower score [10]. Addressing adverse health 
behaviors and managing chronic disease are at the heart of adult primary care prac-
tice, and we are in daily contact with survivors of trauma.

 Multiple studies have demonstrated high rates of multiple forms of interpersonal 
trauma and posttraumatic stress disorder (PTSD) among primary care patients [11–
14]. It also appears that many primary care patients with trauma exposure and psy-
chiatric conditions are not receiving mental health care, for example, in one urban 
setting, 65% of African American primary care patients had experienced trauma, 
and 51% had PTSD, yet only 21% of these patients were receiving treatment [14]. 
Trauma-exposed patients are often not well served by traditional healthcare delivery 
systems. Patients with trauma histories and PTSD also report more negative percep-
tions of, and interactions with, clinicians [15, 16]. In the US, access to mental and 
behavioral health is commonly lacking [17, 18], and primary care has often been 
dubbed “the de facto US mental health system” [19].

 How Trauma “Looks” in Primary Care

In addition to an increased burden of disease including cardiovascular conditions, 
diabetes, and cancer [8], primary care patients with trauma histories often exhibit a 
high burden of somatic symptoms [20], some of which remain medically unexplained 
[21]. These patients are often high utilizers who revisit practices frequently [22–24]. 
However, repeat medical visits and diagnostic tests are not ultimately therapeutic for 
them. Others avoid medical care entirely or minimize physical symptoms that might 
require an intrusive exam [25]. Patients with trauma histories may appear uncoopera-
tive, anxious, or jumpy  during seemingly benign interactions. They often  exhibit 
strong emotional reactions  such as crying, showing signs of panic, irritability, 
or becoming tearful during an exam without obvious cause [25]. An overwhelmed 
trauma survivor might dysregulate, appear angry, or shut down emotionally [26].
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It is important that PCPs and their teams remain vigilant for signs and symptoms 
of dissociation which is defined in the Diagnostic and Statistical Manual of Mental 
Disorders, Fifth Edition (DSM-5), as a “disruption of and/or discontinuity in the 
normal, subjective integration of one or more aspects of psychological functioning, 
including – but not limited to – memory, identity, consciousness, perception, and 
motor control” [27]. Dissociative phenomena occur across a clinical spectrum [28]; 
the mildest (and most common) form is “spacing out” in which the patient would 
report experiencing this as a memory gap or time that cannot be accounted for [28, 
29]. Other presenting signs of dissociation include a glazed look, appearing “fro-
zen,” or physically withdrawn [25]. Patients can become suddenly quiet/uncommu-
nicative during an episode of dissociation and can seem disoriented and distractible 
[25]; they are often unable to make or sustain eye contact. Other presentations 
include blinking, eye rolling, changes in body posture, and trance-like behavior 
[29]. Episodes of pseudoseizure have been linked to dissociation [30]. A dissocia-
tive patient may have difficulty concentrating and can seem disconnected from the 
present.

Many PCPs have not been trained to recognize and manage dissociative episodes 
[29]. Management recommendations include stopping an invasive exam or proce-
dure and helping the patient with “grounding” (returning control to the patient and 
refocusing on the present). This can be done through words or physical sensations 
such as offering the patient a glass of water and providing a tactile object such as a 
stuffed animal, squishy ball, or even a coarse medical washcloth. Another grounding 
technique is to focus on concrete, simple tasks that are free of abstract connotations 
and can return a sense of control back to the patient [29]. Examples include counting 
aloud with the patient, discussing the color of the room, or suggesting that the patient 
focus on their breathing [29]. Well-meaning clinicians and staff may have the impulse 
to touch the patient to reassure and provide comfort. This is not recommended as it 
can be a sensory reminder of previous trauma and can be misinterpreted by the 
patient [29]. Trauma-informed practice, through its emphasis on identifying 
patient experience and ascertaining what may help an individual feel more comfort-
able in the medical environment, can help deter or prevent dissociation.

Other common stigmata of trauma exposure in primary care include non- 
participation in treatment plans, for example, patients with PTSD can fail to adhere 
to medication regimens [31] or miss appointments. Patients’ chronic conditions can 
seem stubbornly refractory to treatment because we are not addressing the underly-
ing trauma and PTSD that perpetuate them [32].

 History of Interpersonal Trauma, Chronic Pain and Substance Use

Adult primary care settings bear much of the burden of treating patients with chronic 
pain, and severe pain is common among primary care patients with substance use dis-
order (SUD) [33]. Chronic pain in trauma-exposed patients is common [34–36], and 
these patients can also present with an increased prevalence of somatic symptoms [36, 
37]. The opioid epidemic has provided additional challenges in healthcare delivery 
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[38], and PCPs are on the “front lines” [39]. Chronic pain patients report high rates of 
trauma exposure throughout the lifespan [40]. Past abuse, especially in childhood, can 
predispose toward addiction and may complicate treatment of pain [41]. The widely 
employed Opioid Risk Tool weights history of preadolescent sexual abuse as equiva-
lent to alcohol misuse in predicting risk of future aberrant medication taking behavior 
[41]. Adding to the challenges faced in primary care,  trauma-exposed patients pre-
scribed  controlled substances have reported that repeated negotiations of prescrip-
tion refills are a source of anxiety and distress [24]; this may result in what can appear 
to be difficult behaviors or “drug seeking” presentations.

Interpersonal trauma exposure is linked to subsequent development of SUD  
across the population [42, 43]. Women with SUD, in particular, have high rates of 
past sexual or physical abuse [44]; these rates may exceed those found among other 
medical populations using the same measures [45]. While many healthcare systems 
offer addiction services, availability of treatment  in the US is poor overall, and 
many  who need care for SUD cannot access it [46]. This results in PCPs  and 
their care teams taking the lead in caring for patients with comorbid trauma histories 
and substance misuse [47, 48].

 Inquiry: Patients Want to Be Asked

Trauma-exposed patients support inquiry in primary care settings; this has been 
demonstrated for a number of forms of interpersonal violence including child 
abuse [24, 49], intimate partner violence (IPV) [50], and sexual assault [51]. 
However, many PCPs feel ill-prepared to address trauma directly with their 
patients [52]. Patients without significant trauma histories also support screen-
ing [49]. Inquiry about traumatic experiences has been shown to increase patient 
satisfaction with care [53].

 TIC in Primary Care: Better Care

Data supporting improved patient outcomes after implementation of TIC in pri-
mary care settings is currently sparse [54]. In a randomized study of a trauma-
informed medical care training for PCPs, family medicine physician participants 
demonstrated a significant increase in patient centeredness after the training [55]. 
Their patients subsequently rated the trained PCPs higher on a post-training part-
nership scale [56].

We do know that good communication in primary care is critical and does influence 
patient satisfaction and adherence [57]. TIC is truly a variant of patient- centered care 
which has been shown to improve outcomes in some domains,  notably patient satisfac-
tion and self-management [58, 59]. Increasing patient engagement and activation leads 
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to improved health outcomes [60]. There remains a general consensus that equipping 
PCPs and their care teams to engage high-utilizing, “high- needs” patients in primary 
care is necessary [61] and that a strong patient–clinician relationship does improve 
some health outcomes [62, 63]. Often understanding the connection between traumatic 
experiences and health can be transformative and healing, enabling patients to under-
stand that childhood and adult trauma underlie many illnesses and unhealthy behaviors 
for which many may blame themselves [32].

Raja et al. have proposed an approach to TIC in medical settings [64] that begins 
with small changes in practice that can be used with all patients, “universal trauma 
precautions.” Knowledge of a patient’s detailed trauma history is not necessary and 
these strategies may enable trust and rapport with survivors [64]. Trauma-specific 
strategies, typically interdisciplinary in nature, are deployed once the provider is 
aware that a given patient has a trauma history [64]. Purkey notes that clinicians and 
staff can “bear witness” to the patient’s experience of trauma, not “in all its terrible 
detail, but in general outlines.” Doing this, and identifying how the abuse may have 
led to maladaptive coping strategies, can be life changing and ensures that patients 
do not feel responsible for the trauma they have experienced [65].

 Screening for Traumatic Exposures in Primary Care

Trauma-informed care typically includes routine and deliberate identification of 
traumatic experiences with referral to appropriate services and care [66]. Others 
point out that not all systems have the capacity to carry out universal trauma screen-
ing but can and should employ basic TIC or “universal trauma precautions” [32, 
64]. The Institute of Medicine [67] has also called for identification and a response 
to trauma in primary care settings. Currently, the US Preventive Services Task Force 
(USPSTF) [68] and a number of professional organizations, including the American 
Medical Association (AMA) [69], the American Academy of Family Physicians 
(AAFP) [70], and the American College of Obstetricians and Gynecologists 
(ACOG) [71], among others, recommend routine screening for IPV. The USPSTF 
evaluated a number of screens and found six brief tools [68] that showed the highest 
sensitivity and specificity and can be self-administered or used in a clinician inter-
view format; these include the brief Hurt, Insult, Threaten, Scream (HITS) [72] and 
Humiliation, Afraid, Rape, Kick (HARK) [73] measures. Multiple other validated 
IPV screens exist, and the CDC has published a guide entitled “Intimate Partner 
Violence and Sexual Violence Victimization Assessment Instruments for Use in 
Healthcare Settings” [74]. There are currently no evidence- based population-level 
recommendations for routinely screening adults for a history of childhood abuse or 
sexual assault; ACOG recommends inquiry for both [48, 75], and many favor rou-
tine inquiry despite a lack of formal guidelines [76]. A sensitive and specific screen 
for detecting a history of childhood abuse in adults is the Modified Childhood 
Trauma Questionnaire–Short Form (CTQ-SF) [77]. Some have used versions of the 
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ACE questionnaire in primary care and found it feasible and worthy of additional 
study [78], although this remains controversial.

Another trauma-informed strategy that has been proposed is “task-centered dis-
closure” [76]. Task-centered disclosure is a form of screening relevant to the exami-
nation to be performed. When using this form of screening, sensitive questions are 
asked when the patient is fully dressed and sitting, using a question such as “Is there 
anything about your past experiences that makes this exam particularly difficult for 
you?” Then a follow-up question is asked, for example, “What can I do to make it 
easier for you?” [79].

Some authors recommend screening all adults for PTSD [80], making the argu-
ment that (1) some providers may find it easier to screen for PTSD than to ask 
behaviorally based questions about specific traumas; (2) PTSD is an important 
mediator of many of the long-term health effects of trauma; (3) a number of time- 
limited, evidence-based treatments exist for PTSD; and (4) a large proportion of 
cases of PTSD remit over time [25, 28] (Table 7.1). Identification of other treatable 
conditions that commonly result from past trauma, such as anxiety, depression, 
chronic pain and SUD, is another feasible approach [81].

A number of screening tools have been developed for primary care; one of the 
most widely used is the PC-PTSD-5 [82] (Table 7.2). Detailed, but brief, screening 
questions are only asked if a patient endorses a traumatic event in the initial stem 
question.

Prior to any routine screening, it is essential that resources be in place and 
identified, either within the healthcare organization itself or in the broader com-
munity or both. A listing of these resources and appropriate contacts should be 
readily available and can be developed by the organization for use across  all 
departments. Primary care teams should not be scrambling to identify resources 
during an already busy patient care visit. Ideally, social work and mental health 
colleagues are available in the practice or onsite for a warm handoff and collab-
orative care. Lastly, any patient disclosure should be met with support and valida-
tion. Consider the process of asking, listening, and accepting as an intervention in 
and of itself [54].

Table 7.1 Trauma-specific screening versus PTSD screening [25]

Trauma-specific screening Screening for PTSD

Connectivity to safety planning, advocacy in 
medical/community setting

Potentially easier for some PCPs (talking 
about traumatic experiences and violence 
is difficult for many)

The mental health effects of trauma are 
heterogeneous (differing treatment may be needed 
based on the exposure or multiple exposures)

Diagnosis of PTSD is strongly linked to 
health effects after trauma

Can capture temporality (recent and current risk of 
trauma)

Better fits biomedical model of screening 
(PTSD is a treatable condition with 
defined interventions)

May provide validation of difficult/shameful 
experience(s)

PTSD remits in the majority of patients
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 Guidance for TIC in Primary Care

The Substance Abuse and Mental Health Services Administration (SAMHSA) has 
been a leader in the field of TIC.  According to SAMHSA principles, trauma- 
informed care settings [66]:

• Realize the widespread impact of trauma and understand potential paths for 
recovery. In trauma-informed primary care, there is understanding of the impact 
of trauma on patients, and the practice seeks to understand the origins of trauma 
faced by the communities that practice serves [83]. Resources such as commu-
nity and healthcare-based programs are known to all staff, and staff are made 
aware of cultural issues and needs of the patient community.

• Recognize the signs and symptoms of trauma in clients, families, staff, and others 
involved with the system. All primary care staff are trained to recognize signs and 
symptoms of trauma in patients, including some of the more subtle or indirect 
manifestations.

• Respond by fully integrating knowledge about trauma into policies, procedures, 
and practices. Primary care practices incorporate TIC processes into their every-
day workflow. A more detailed discussion follows.

• Seek to actively resist re-traumatization. All members of primary care teams are 
aware that the healthcare environment has the capacity to cause distress and contains 
many potential triggers. Through training and routine processes, they are familiar 
with common examples of frequently distressing and triggering situations.

Table 7.2 PC-PTSD-5 questions and scoring [82]

Patients answer one stem question first, “Sometimes things happen to people that are unusually 
or especially frightening, horrible, or traumatic”
For example:
  A serious accident or fire
  A physical or sexual assault or abuse
  An earthquake or flood
  A war
  Seeing someone be killed or seriously injured
  Having a loved one die through homicide or suicide

Have you ever experienced this kind of event?
If the answer is no, no further items need to be completed

If yes, continue with screening

In the past month, have you...
1.  had nightmares about the event(s) or thought about the event(s) when you did not want to? 

YES/NO
2.  tried hard not to think about the event(s) or went out of your way to avoid situations that 

reminded you of the event(s)? YES/NO
3.  been constantly on guard, watchful, or easily startled? YES/NO
4.  felt numb or detached from people, activities, or your surroundings? YES/NO
5.  felt guilty or unable to stop blaming yourself or others for the events(s) or any problems the 

event(s) may have caused? YES/NO

Scoring: Each YES response is one point. Three points is a positive screen
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Finally, to accomplish this, and help patients heal from trauma and become healthy, 
there must also be an ongoing focus on staff wellness [32, 83]. Machtinger aptly sum-
marized this, “For both patients and providers moving toward trauma- informed pri-
mary care has the potential to transform the experience and efficacy of primary care 
from treatment to genuine healing” [32]. In adult primary care, the challenge is to not 
allow the pressures of high visit volumes, short appointment times, and large numbers 
of health indicators and screenings to result in care that is not trauma-informed. This 
can best be accomplished by creating trauma-informed clinical processes and antici-
pating, when possible, the needs of trauma survivors ahead of time.

 Before the Visit: A Welcoming and Trauma-Sensitive 
Environment

The clinical environment should be as quiet as possible (this may be very difficult 
in ambulatory settings within hospitals), mechanisms should be installed on older 
doors to keep them from slamming shut, sound proofing measures and mechanical 
sound screens/white noise machines can also be employed. While many safety net 
settings that serve trauma-exposed populations may be located in older buildings 
(and subject to budgetary constraints), when possible soothing colors and artwork 
should be used; some research suggests that lighting and views of nature may be 
more important than color [84].

When patients with trauma histories enter healthcare facilities, they may feel 
very anxious. Clear and linguistically appropriate signage is very important to help 
maintain a sense of control. Patients with trauma histories may not feel comfortable 
sitting close to others [24]. Waiting rooms should be set up, whenever possible, to 
reduce crowding and to allow patients some choice of where to sit. The check-in 
area and process should allow for confidentiality.

All staff, including clerical/administrative and phone center personnel, should 
undergo training on the prevalence of traumatic exposures in the population they 
serve and understand that some behaviors (e.g., irritability or rapidity to anger) may 
be related to anxiety or even a sense of fear or dread. When possible, patients who 
appear distressed or “triggered” in waiting room settings should be brought to an 
exam room or a more private waiting area as soon as possible.

Primary care practices should be aware of the resources available in the larger 
healthcare system or in the surrounding community. Pamphlets, palm cards, and 
posters should be available and visible in waiting and other public areas. Patients 
who may not directly disclose trauma often benefit from the information itself 
and may infer that the practice is open to discussing and addressing these issues. 
TIC also includes being sensitive to cultural, historical, and gender issues; all 
information should be inclusive and welcoming, written in the languages com-
monly spoken in the community, and accessible to those with low vision. Patients 
should always be informed ahead of time  of  clinician  gender and offered 
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 alternative appointments if gender is a concern. Both women and men who have 
experienced trauma often have strong preferences around visit provider gender. 
While not always possible, continuity of care creates safety and fosters trust. In 
one study of women with trauma histories, participants reported feeling a con-
nection to staff and providers who had known them for a long time and expressed 
more forgiveness if physicians appeared rushed or inattentive on a given day 
[24]. Fostering continuity and trust in primary care is a challenge as modern 
health care is often fragmented by use of urgent care clinics, multiple specialty 
referrals, and trainees in the system. The medical home model is an ideal plat-
form on which to build TIC [83, 85].

A number of professional organizations recommend preplanning [86] for sched-
uled medical visits as a means of enhancing patient centeredness and efficiency; 
during chart review, the presence of trauma-related documentation can be helpful in 
preparing for the patient encounter [87], especially if the scheduled appointment 
may include an invasive exam. As patients with trauma histories may present with 
more somatic complaints, or need a longer visit for other reasons, preplanning 
enables the primary care team to potentially offload some routine care (lab orders, 
preventive care prompts/reminders,  chronic disease management) from the visit 
itself, maximizing the time the patient and clinician have to talk.

 The Appointment

In many primary care practices, there is an initial clinical intake with a member of 
the healthcare team (often a medical assistant or nurse). During this intake, clinical 
care prompts/reminders, aspects of medication reconciliation, and even vaccina-
tions may be performed along with vital signs. At this point, support staff can be 
trained to be vigilant for signs of distress and unease and can then communicate 
with the PCP. Practices will vary in the nature and amount of information they col-
lect from patients on the visit day, prior to the encounter, but being trauma aware is 
important even when sensitive questions are not being asked. Anxious feelings 
about an office visit may be amplified for a trauma survivor [26]. When a patient 
expresses a concern or fear, all staff must be equipped to identify and, acknowledge 
it as understandable (or even as a normal reaction); this kind of validation is very 
important for trauma survivors [26].

 PCP Encounter and Examination

Medical visits may often be perceived as invasive by patients. In primary care, 
encounters often involve being asked potentially sensitive questions, undress-
ing, examination of  intimate body parts, vulnerable physical positions, and 
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sometimes receipt of uncomfortable—even painful—treatments; even an injec-
tion/vaccination can be difficult for some. Patients, even those who have not 
experienced significant trauma, can feel a lack of control over the situation or be 
intimidated by the power dynamics of the clinician-patient relationship. So, it is 
critical that PCPs and teams be aware of the possibility of a trauma history and 
take steps to ensure all actions are as trauma-informed as possible. Patients may 
also have experienced serious illness or negative experiences in the medical set-
ting or may have witnessed difficult healthcare interactions for a loved one. One 
brief question that may help tailor the visit is “Is there anything in your history 
that makes seeing a practitioner or having a physical examination difficult?” 
[88]. This creates an opportunity for  patients to advocate for themselves by 
explaining their past medical experiences, potential anxiety, and what has been 
helpful and harmful previously. This simple question also enables patients to 
feel that they have some control over what will happen during the encounter and 
fosters trust. Detailed TIC actions and strategies for the primary care encounter 
(Table  7.3), examination (Table  7.4), and invasive examinations/procedures 
(Table 7.5) are summarized below.

Table 7.3 Recommendations for TIC during the PCP-patient encounter [24, 64, 87]

Allow your patient to choose where she/he/they sit in the exam room.
Patients should always be asked for permission before another person (i.e., staff, trainee) is 
brought into the exam room.
Always take the time to sit down and be sure you are at eye level with a patient.
It is strongly recommended that you meet patients when they are fully clothed. Detailed 
discussions and decision-making should occur when the patient is fully clothed as well.
If you will be using a computer and typing during the visit, explain briefly why, and make eye 
contact as much as possible.
Always stop typing if a patient discloses something sensitive or becomes distraught.
Ask patients about their priorities for the visit.

If an interpreter is being used, ask if there is a gender or cultural preference for this service.
Obtain the patient’s consent before the exam. Comments like “it’s time for your exam” or 
“please get undressed” can be very distressing for some patients.
Explain beforehand what the exam today will consist of and what parts of the body will be 
examined preferably while the patient is fully clothed.
When possible, ask patients to remove clothing to their level of comfort. If feasible, offer 
the patient the option of shifting an item of clothing out of the way rather than putting on a 
gown.
Always provide an after-visit summary or written instructions/referral information in case the 
patient is not able to attend to details, feels overwhelmed, or dissociates.
Some recommend allowing the door to be left slightly open; in some settings it may not be 
possible to safeguard the privacy of the patient and others if this is done.

M. R. Gerber



135

Table 7.4 TIC recommendations for the examination [24, 64, 87]

Obtain the patient’s consent/permission to begin the exam.
Ask the patient before starting if she/he/they have concerns about the exam.
Give the patient as much control and choice as possible.
Survivors have reported difficulty with dark/confined exam rooms. Be attentive to lighting; if it 
is necessary to darken the room for an examination, warn the patient, and explain why this is 
needed. Raise the level of light as soon as possible.
Patients who are anxious in a fully supine position may feel more comfortable propped up with 
a pillow; this also allows them to see you and staff.
Avoid unexpected physical contact.
Ask the patient for permission as you go through the examination, describe what you are doing 
(“in order to examine your thyroid gland, I will need to place my fingers on the front of your 
neck”), and avoid sudden, abrupt movements.
Talk to the patient throughout and explain what you are doing and why.

Table 7.5 TIC strategies for pelvic and other invasive exams/procedures [64, 87, 89]

Give the patient the choice of whether to have the exam, and ask the patient what can help them 
feel more comfortable during the exam. Defer the exam as needed.
Bates et al. recommend that when a patient describes a prior negative experience, gently elicit 
specific details and strategize together to minimize discomfort [89].
Ask the patient if having another person in the room for support would be helpful. There are no 
universal guidelines on chaperone use; experts recommend routine use of chaperones by male 
clinicians. Female clinicians may offer a chaperone to accommodate individual patients’ 
preferences [89].
Remind patients they are the expert on their bodies!
Be sure you or an assistant is monitoring the patient’s facial expressions and body language 
during the exam. Drape the patient so you can see them during the exam.
Use the smallest speculum possible.
For pelvic exams, offer self-insertion of swabs when cultures are needed.
Offer guided self-insertion of speculum.
Use neutral terms and language like “foot holders” and “drape.”
If a patient needs a smaller (or differently shaped) speculum, put a note in the chart for future 
reference.
At the beginning of the exam, remind the patient that s/he is in charge of the exam, and it will 
stop any time s/he asks. Describe what you will be doing, and ask permission/obtain consent for 
each component of the exam.
Warn of possible sounds and sensations: “the speculum will click when I open it,” “you may 
have some light spotting after the pap smear.”
Patients can be offered the opportunity to listen to music during the exam (either with a 
personal device/headphones or a staff smartphone) or to choose the topic of conversation.
Do not give orders (e.g., telling the patient, “relax”); employ suggestions like “some find it 
helpful to take a deep breath during this part of the exam.”
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 Caring for Primary Care Staff

An essential part of TIC is maintaining the physical and emotional health and 
well being of staff; it is critical that the healthcare environment also support its 
clinicians and teams [32]. Techniques and approaches to self-care and wellness 
are covered in detail later in Chapter 11. As discussed above, primary care teams 
manage complex patients with multiple morbidities and psychosocial challenges. 
The potential emotional impact of caring for patients with trauma histories, 
and listening to their stories can add to the already demanding and overwhelming 
nature of primary care practice [90]. Clinicians in under-resourced settings may 
have few referral sources and tools to aid in the care of such patients. Trauma-
exposed patients bring chronic health issues, distress, relationship, authority 
issues and somatization to encounters with PCPs [91]. It is important that staff 
understand their own histories and reactions to patients’ experiences. Given the 
prevalence of interpersonal trauma, it is likely that many staff have had their own 
adverse life experiences [32, 64, 90]. When combined with the pressures of pri-
mary care practice, these issues may lead to vicarious, or secondary, traumatiza-
tion and exacerbate burnout and compassion fatigue. 

Burnout is a syndrome characterized by a loss of enthusiasm for work (emotional 
exhaustion), feelings of cynicism (depersonalization), and a low sense of personal 
accomplishment. It can result in feelings of physical, emotional, and mental exhaustion 
along with feelings of being overwhelmed [6]. As mentioned above, it is common 
among PCPs [6] and may result in low job satisfaction and powerlessness and can 
adversely influence quality of care, increase the risk for medical errors, and promote 
early retirement. Compassion fatigue refers to diminished capacity of a health profes-
sional when he/she experiences repeated distress at knowing about or witnessing the 
suffering of patients; it is often the result of helping and knowing about trauma [90, 92].

Burnout and compassion fatigue are common among healthcare personnel and 
are not unique to those who work with survivors of trauma. Conversely, vicarious 
traumatization is unique to those who work with trauma-exposed patients and 
occurs when a clinician  experiences negative transformative processes [92], a 
change in their inner experience, or a system of meaning, as a result of engagement 
with survivors; at times, it can be as debilitating as the primary trauma [90]. 
Vicarious traumatization can afflict the entire care team, including administrative 
staff [90]. Higher risk of vicarious traumatization is conferred by personal trauma 
history, chronicity of trauma work, combining service provision and research, 
younger age of the clinician, and the individual’s capacity for empathy [90, 92]. 
Most of the literature on vicarious traumatization focuses on mental health provid-
ers, social workers, first responders, and humanitarian workers, although work on 
primary care providers and health professions trainees is emerging [92, 96].

While not specifically studied among PCPs and their teams, it is likely that risk of 
vicarious traumatization would be greater when working with communities that have 
a high prevalence of trauma, including sexual assault survivors, trafficked persons, 
and areas with high rates of community violence and historical trauma. Lastly, sec-
ondary traumatic stress is similar to vicarious traumatization but differs in that it is 
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identified based on clinical symptoms and more closely parallels PTSD. Providers can 
experience intrusive symptoms, hyperarousal, numbing and nightmares. The preva-
lence of secondary traumatic stress among PCPs is unknown [92], but likely less com-
mon than compassion fatigue, burnout and vicarious traumatization [90]. Nimmo has 
reviewed validated scales that can be used to measure all four of these constructs [92].

The impact of caring for trauma survivors underscores the need not only for prac-
tices but for entire organizations to adopt a TIC approach; safeguarding the health of 
providers and teams underlies good care. While a detailed discussion of wellness and 
self-care is out of the scope of this chapter, it is important for individuals working with 
trauma-exposed persons to be aware of the potential for burnout, compassion fatigue, 
and vicarious traumatization and to seek assistance. Good self- care practices (covered 
in Chapter 11) must be combined with organizational support and teamwork [7]. 
Mental health has a much more developed practice and culture of providing support 
and supervision to those who work with trauma survivors [90]; building on those mod-
els, interdisciplinary teams can be built in primary care in close collaboration with 
other services. Finally, trauma-sensitive health professions training beginning early 
on—and continuing throughout careers—may also mitigate some of the responses 
described above [55, 90, 93, 94, 97]. Patients with trauma histories also favor enhanced 
training on trauma and can perceive a lack of skill in some encounters [24].

 Resilience

One of the critiques of the TIC model is that it focuses too much on negative experi-
ences [9] and does not place adequate focus on protective, resilience-oriented 
approaches. Even the most vulnerable have strengths, dreams for the future, and have 
endured numerous challenges and have “bounced back” [9]. Recognizing the “phe-
nomenal resilience” [24] of so many can be tremendously rewarding in primary care 
practice. A clearly stated goal of TIC is to promote resilience and healing [66], so one 
of the challenges in primary care will be to emphasize strengths and promote patient 
self-efficacy. Incorporating strengths-based interviewing, or using a whole health 
approach and asking the patient “what really matters to you, what do you need to be 
healthy for?” [95], can begin to incorporate and promote patient activation and self 
efficacy  into the, albeit too brief, primary care discourse. This approach similarly 
aids healthcare teams and some have described the concept of “compassion satisfac-
tion” which emphasizes the gratifying and rewarding aspects of care [92].

 Conclusion

Primary care clinicians and care teams work longitudinally with adults, many of 
whom are aging, medically complex and commonly experiencing the cumulative 
effect of a lifetime of trauma and psychosocial stressors. We are in a unique posi-
tion to make a difference for our patients, primary care has the power to prevent, 
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identify, and address trauma-related problems [83]. By offering longitudinal con-
nection with patients, primary care offers a consistent and compassionate relation-
ship that can aid in promoting healing and recovery [96]. While primary care in the 
US has been challenged and often under-resourced, it remains the setting in which 
a patient’s entire well-being is addressed; primary care teams address health behav-
ior change and chronic illness, both of which are impacted by trauma exposure. 
Research demonstrates that patients with trauma histories favor inquiry and that 
connecting traumatic pasts to present-day health can be highly effective. Applying 
principles of TIC to primary care settings, even slowly and incrementally, enhances 
patient experience, augments existing efforts at making care patient-centered and 
has the promise to improve patient health outcomes. Primary care practices are busy 
and often strained by multiple competing demands, high volumes, performance 
metrics, and productivity requirements and cannot accomplish implementation of 
TIC on their own. Practice-managers, healthcare organizations, and even insurance 
companies, must support rollout and sustainment of trauma-informed, patient- 
centered primary care. We have the opportunity and the responsibility to actively 
prevent retraumatization in our practices, develop resources to support survivors 
[96], and to partner with our patients and their communities to move toward healing 
and better health.
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Chapter 8
Trauma-Informed Maternity Care

Megan R. Gerber

 Introduction

 Trauma and Women’s Reproductive Health

Exposure to interpersonal trauma is common worldwide and adversely impacts the 
reproductive health of women. This chapter will address trauma-informed care 
(TIC) specifically for pregnant women in maternity  (obstetric) care, many of the 
principles and techniques reviewed in the previous chapter on primary care 
also  apply to routine outpatient obstetrics and gynecology (OB-GYN) practice. 
Women have a higher risk of experiencing many forms of interpersonal trauma 
including childhood maltreatment [1], intimate partner violence (IPV), and sexual 
assault [2]. The practice of human trafficking, which is common worldwide, also 
more commonly exploits girls and women [3]. Contraceptive coercion (including 
birth control sabotage and coerced pregnancy) is a form of IPV that can result in 
unintended pregnancy [4]. Unfortunately, it is not unusual for women to experience 
multiple forms of violence and abuse across the lifespan [5]. While all women can 
experience interpersonal trauma, clinicians should be particularly aware of popula-
tions at very high risk for trauma; these include homeless and incarcerated women, 
those with substance use disorder, refugees, and members of groups with high his-
torical trauma burden including African and Native Americans (see Chap. 1 of this 
volume) [6]. These populations are often cared for in low-resource settings some-
times  under suboptimal conditions, for example, in the US, many incarcerated 
women are still shackled during labor; at the time of this writing, fewer than half of 
all states had legislation against this practice [7].
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The direct and indirect effects of lifetime  traumatic exposure cumulatively 
impact women’s health [8, 9], including their reproductive health and the health 
of their babies [10]. Current and past trauma exposure may impact reproductive 
choice, health, and birth outcomes; for example, women experiencing emotional 
and physical abuse are less likely to be using their preferred method of contra-
ception [11]. Trauma-exposed women have higher rates of pelvic pain [12, 13], 
sexually transmitted infections [1, 14], infertility [15] and experience poorer 
perinatal and post-partum outcomes [10, 16]. Women with abuse histories, and 
those who have developed PTSD, are more likely to develop post-partum 
depression [17]. A prospective study of pregnancy outcomes demonstrated that 
women who reported verbal abuse had a significantly higher risk of low birth 
weight infants than the unabused group; physical abuse was strongly associated 
with increased risk of neonatal death [16]. Women with trauma histories may 
delay seeking prenatal care [18], in part because intimate contact during well-
woman, perinatal, and peripartum care can trigger posttraumatic stress disorder 
(PTSD) symptoms such as flashbacks, dissociation, hyperarousal, and avoid-
ance [6]. Finally, childbirth itself has the ability to induce traumatic stress and, 
less commonly, posttraumatic stress disorder (PTSD) [19]. The data on sexual 
abuse in childhood, alone, indicates that at least one in four expectant women 
will have a history of sexual abuse [20]. The Centers for Disease Control and 
Prevention (CDC) recently estimated that one in five adult women experience 
lifetime completed or attempted rape [21]. These data underscore that trauma-
informed care (TIC) is especially important during pregnancy and childbirth 
[6], and in this chapter, we review the approach to TIC in maternity care 
settings.

 Goals of Trauma-Informed Maternity Care

Trauma-informed maternity care practice incorporates these main principles: 
(1) detection of new or ongoing abuse and/or violence enabling staff to offer 
support and referral, (2) prevention of new trauma (childbirth itself can be trau-
matic), (3) avoidance of re-traumatization of women who have histories of 
either interpersonal (or other) trauma or prior “birth trauma,” and (4), when 
appropriate, referral of women with trauma histories to trauma-focused treat-
ment. Trauma-focused treatment  may not be a priority,  or  option, for  those 
women who prefer to avoid focusing on triggers during pregnancy and birth, 
and routine application of TIC throughout maternity care is critical [6]. Clinical 
teams and staff may not always know who has a trauma history, and sometimes 
a “trauma reaction” is the first sign of a patient’s history. Much the way prepara-
tion for birth includes prevention of “vertical transmission” of certain infec-
tions; trauma-informed maternity care has potential to reduce/prevent vertical 
(intergenerational) transmission of trauma [22].
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 Posttraumatic Stress Disorder in Maternity Settings

Pregnancy is a life-changing event, and in the US, nearly half of all pregnancies are 
unintended [23]. Apart from routine disrobing and genital examinations, other fea-
tures of the prenatal and  peripartum care environments such as raised side rails, 
restraint or entrapment in bed by equipment (fetal monitors leads/belts, oxygen 
masks, intravenous lines), and delayed response for calls to assistance can also trig-
ger memories of past abuse [24]. In the second stage of labor, the stretching and 
pressure of the baby moving through the vaginal canal can evoke powerful memories 
of past forced intercourse [25]. Not surprisingly, pregnancy and childbirth can evoke 
strong feelings and reactions, particularly for survivors of child and adult sexual 
abuse [26]. Estimates of posttraumatic stress disorder (PTSD) prevalence in preg-
nancy range from 3% to 14%; the highest rates are found in low-resource settings [6, 
27]. Abuse in childhood is the biggest risk factor for PTSD during pregnancy [28], 
and PTSD has been linked to poorer perinatal health outcomes including low birth 
weight, short gestation, adverse maternal mental health, and impaired bonding [29, 
30]. Pre-existing PTSD [27] is a risk factor for women perceiving and identifying a 
birth experience as traumatic and for experiencing PTSD symptoms in the post-
partum period [29]. This can impact subsequent parenting and infant attachment [29] 
and may contribute to intergenerational impact of the original traumatic exposure. 

As discussed, childbirth itself is a complex process and life event that can be 
associated with both positive and negative psychological responses [19]. A woman 
who was healthy before labor and delivery may develop acute stress disorder (an 
acute stress reaction that occurs in the initial month after exposure to a traumatic 
event and before the possibility of diagnosing PTSD) [31] after a difficult and trau-
matic birth. The majority of these cases do not progress to PTSD [6]. The term birth 
trauma has been used to refer to a birth experience that is not only characterized by 
actual or threatened injury or death to the mother or her baby but also by negative 
interactions with care providers resulting in women feeling unsupported, discon-
nected, helpless, and isolated during birth [32]. Negative interactions with care pro-
viders can result in even higher odds of PTSD than those seen with obstetric 
complications [33]. When giving birth is experienced as particularly traumatic, it 
this can have a negative impact on a woman’s postnatal emotional well-being and 
health, health of the baby, and subsequent attachment [34–36].

While much of the experience of childbirth occurs at the individual patient- 
provider- care team level, health system factors can contribute strongly to perpetuat-
ing conditions in which the patient is not allowed to take an active role in 
decision-making. System-driven power dynamics can also predispose to traumatic 
birth experiences [32]. In obstetric medicine in particular, risk aversion and con-
cerns over litigation often result in focusing efforts on mitigation of perceived risks 
to physical outcomes for mothers and babies, to the detriment of emphasizing 
patient-centered care and psychosocial outcomes [32]. Being supportive and flexi-
ble, within the limits of safety, is challenging but critical  for providing maternity 
care to women with trauma histories [25]. Systems of care need to recognize these 
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constraints and make a deliberate effort to support and extend patient-centered, 
trauma-informed models of care.

A recent qualitative study of pregnancy and childbirth after sexual trauma [63] 
demonstrated that survivors desired clear communication between prenatal care 
providers and the labor and delivery team, they expressed frustration when the team 
was not aware of a sexual trauma history disclosed prenatally. Some of the women 
developed birth plans and shared that this was a way of having some control during 
delivery. Participants felt that disclosing their history of sexual trauma would change 
their care. During delivery, women wanted control over who was present during 
cervical examinations, and  the degree of exposure of their bodies during labor. 
They suggested clinicians avoid triggering language [63].

 Implementing Trauma-Informed Maternity Care

Trauma-informed health settings [37] design services based on an understanding of the 
vulnerabilities or triggers of trauma survivors so as to be more supportive and avoid re-
traumatization [38]. Applying TIC principles to maternity care includes routine screen-
ing for history of trauma, including childhood sexual abuse and IPV, in order to tailor 
care and plan ahead for childbirth [39]. The American College of Obstetricians and 
Gynecologists (ACOG) advocates routine screening for child and adult sexual abuse 
[40], as well as IPV [41]. A recent study evaluated the feasibility of screening for adverse 
childhood experiences (ACEs), including sexual abuse, during routine prenatal visits 
[42]; the majority of patients reported that sharing ACEs with a healthcare provider was 
acceptable and comfortable and even helped their provider know them better. Clinicians 
felt that the screening worked well when incorporated into a standard workflow and 
paired with referral resources like social work and mental health [42].

The six key TIC principles [37, 38] which include 1)  safety, 2)  trustworthi-
ness and transparency, 3) peer support, 4) collaboration and mutuality, 5) empow-
erment, voice and choice, and 6)  awareness of cultural/historical and gender 
issues have important implications for prenatal and peripartum care (Table 8.1). 
Birth is not just a physical experience; it is a family event influenced by commu-
nity, cultural context, and beliefs [43]. Even seemingly benign childbirth educa-
tion classes can be difficult for survivors, for example, lying down in a group to 
practice breathing techniques may have the opposite effect for a woman who has 
experienced sexual abuse [25]. Having a positive pregnancy and birth is possible 
and can be a powerful healing experience [25] with the potential to offer a turning 
point in time for survivors to explore possibilities that can occur with this new 
beginning [44].

A number of authors have proposed pathways to more woman-centered mater-
nity care and shared decision-making (SDM) [43], and these approaches can be 
conduits for implementing TIC (Table 8.1). SDM [43] is an approach that enables 
the patient and clinician to share information and best evidence when decisions 
need to be made. When SDM is employed, the care team supports the patient in 
considering options; during this collaborative process, opportunities for greater 
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Table 8.1 Applying trauma-informed principles to maternity care [6, 22, 25, 26, 43, 47, 50, 51, 
55, 60, 61]

Trauma-informed 
principle Action, intervention, or program example

Safety Obtain consent for/explain even the most routine procedures (“May I check 
your cervix now?”).

Minimize vaginal exams, and remove monitors when possible.

Allow partners/support persons to accompany patient to appointments/be 
present during birth when requested by the patient.

Develop a care plan for possible trauma triggers in advance.

Provide a doula, especially for women who do not have support from a 
trusted birth partner.

Place a sign on the door of the birthing or delivery room asking staff to 
knock and announce themselves before proceeding to attend to/examine the 
birthing woman.

Keep the birthing woman covered in between exams, unless she asks 
otherwise.

Be aware that statements/ commands such as “relax” and “let go” can be 
triggering and advice should be delivered in suggestion form.

Trustworthiness Keep women informed and aware of all options available to them/engage in 
shared decision-making.

Provide “holding” during care (Sanctuary principle).

Minimize the number of personnel entering the room when possible.
Transparency Obtain informed consent for even the most routine interventions.

Antenatal education around unplanned emergencies.
Peer support Prenatal shared medical appointments (e.g., Centering Pregnancy).

Peer-to-peer support (e.g., Centering Pregnancy, B’more fit for babies).

Designate a staff person on every shift who is knowledgeable about trauma/
TIC.

Collaboration/
mutuality

Antenatal education.

Shared decision-making.

Birth planning.

Use of co-constructed handheld written/electronic maternity records 
(pregnancy passports)

Negotiate and use a variety of means to communicate with women, and 
remind them of appointments [24]. 

Provide more flexibility in scheduling appointments [24].

Even if in the room briefly, staff should endeavor to position themselves at 
eye level with the patient (do not stand above/over her).

Empowerment 
(voice and 
choice)

Waiting room pamphlets/literature on giving birth as a survivor.

Individualized trauma-informed birth plan [44].

Shared decision-making.

Provide doula support [55].

During labor respect the woman’s physical space and change the 
environment as requested.

In both very routine and emergent situations, take time to obtain consent

(continued)
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mutual understanding emerge and trust is built. With SDM [43], there is an interac-
tive exchange of professional information, personal information, and deliberation 
by both patient and clinician; lastly a consensus-based decision is arrived at. SDM 
in maternity care begins with prenatal care and ends after birth; it has potential to 
improve birth experiences and satisfaction with care [43]. The challenges of apply-
ing SDM in the perinatal period include the very nature of labor and birth – dynamic 
processes in which time to make decisions can be limited by emergent develop-
ments, and pain of contractions can interfere with interaction and deliberation [43]. 
Advance planning through creation of a “birth plan” is especially important for 
trauma survivors. Birth planning enables an expectant woman to be an agent in her 
own birth through education, empowerment, and trauma-informed planning prefer-
ably in advance [44]. For example, one survivor wrote [45]:

These adjustments can appear minor, but have a lasting impact on survivors. I experienced 
this myself: In the midst of the chaos of my first birth, the surgeon took 15 seconds to stop, 
look me in the eye, and explain what was happening. She let me give consent  – real 
 consent  – to the C-section. Those 15  seconds stuck with me as a single moment of 
 empowerment in an otherwise powerless situation.

Additional interventions have been identified that are consonant with TIC princi-
ples; one of these is “Centering Pregnancy,” first developed in the late 1990s [46]. 
Centering Pregnancy is a shared medical appointment for pregnant women that can 
be tailored to the needs of communities and ethnic groups [47–49]. The use of co- 
constructed handheld paper [50] or electronic health records [51] has shown mixed, 
but promising, results and requires further study. Decision aids to support women in 
their choices during pregnancy and birth [52, 53] are important tools, but typically 
focus on the information component of SDM [43]. Some have  found  that 
mobile applications may reduce patient activation and thus require more study [54]. 
Finally, doula (birth companion) care has been demonstrated to improve birth out-
comes, even among traditionally underserved women. The communication, encour-
agement, and advocacy provided by a doula can enhance women’s self- efficacy 
during labor and delivery [55]. Many organizations that train and provide doulas to 
birthing women have developed trauma-informed guidance [44], and when possible 
having a doula attend a trauma survivor’s birth may be a facilitator or pathway to 
ideal trauma-informed maternity care.

Trauma-informed 
principle Action, intervention, or program example

Awareness of 
cultural, 
historical, and 
gender issues

Social support (may address racial disparities in outcomes like preterm 
birth), e.g., B’more fit for babies [58] and Centering and Racial Disparities 
(CRADLE) Study [47]/Centering Pregnancy [46].

Use of professional interpreters.

Combined interpreter/doula program [62].

Address potential biases on the part of staff.

Be aware of relevant racial disparities in maternal-fetal outcomes within 
your institution.

Table 8.1 (continued)
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 Programmatic Examples

The two examples that follow provide two different approaches that can be adapted 
to a variety of maternity care settings. The first is a manualized psychoeducation 
program that any practice or health system can implement. The second provides an 
example of delivering culturally specific TIC in a community public health context. 
Sperlich et al. [6] review a number of other trauma-informed maternity care inter-
ventions which provide additional exemplars.

 1. The Survivor Mom’s Companion [56, 57] is a manualized 10-module self-study 
psychoeducational program in workbook form designed to help pregnant women 
with a history of childhood maltreatment break the cycles of abuse and psychiat-
ric vulnerability in their lives and in the lives of their newborns. The program 
was developed to address the adverse impact prenatal PTSD can have on preg-
nancy and subsequent attachment and bonding of the newborn as discussed 
above. Survivor Mom’s Companion was designed to address issues and concerns 
beyond PTSD symptoms themselves, and it can be useful even for women who 
do not meet full diagnostic criteria for PTSD. Women may self-refer and partici-
pate in self-study  using  each module  to problem-solve through acompany-
ing vignettes. Clinicians and care teams may also refer women to the program.

The first four modules are fundamental and provide an overview of how 
trauma and PTSD can affect childbearing and early mothering. These modules 
teach reaction skills to manage PTSD in the aftermath of being triggered, sooth-
ing skills to improve affect regulation, and interpreting skills to improve inter-
personal reactivity [57]. A 30-min session with a trained tutor is then offered 
either in person or by phone. During the session, the woman shares her work on 
the module. Tutors can be perinatal nurses, social workers, or health educators 
who have undergone a standardized training program. The program also allows 
case finding for past and present trauma and can promote treatment engagement 
when referral is requested. Demonstrated outcomes of the program are improved 
interpersonal reactivity and reduction in PTSD symptoms among completers 
[56]. The program is available to individuals, healthcare organizations, and agen-
cies (www.survivormoms.org).

 2. B’more Fit for Babies [58]: B’more fit for babies is a project that targeted obesity 
among trauma-exposed post-partum women in Baltimore. While it does not spe-
cifically address prenatal care, it has a goal of improving women’s health, reducing 
adverse pregnancy outcomes, and enhancing parenting skills through a TIC lens.

Exposure to violence is widespread in Baltimore; a study of children ages 6–9 
found that 87% had experienced multiple traumatic events and 28% met partial or 
full criteria for posttraumatic stress disorder [59]. Exposure to community violence 
is compounded by historic trauma and gendered racism in this population. A num-
ber of poor health outcomes were identified as prevalent in Baltimore; rates of 
obesity were high especially among African American women. As a major con-
tributor toward infant mortality and poor maternal health, obesity was selected as 
the target of this initiative. At the outset, trauma-related issues were identified dur-
ing focus groups, for example, the influence of traumatic experiences on food and 
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exercise choices. The program was developed with the input of the women toward 
whom it was directed and utilized a trauma-informed policy framework. A peer-led 
model evolved, and programming was designed to be culturally sensitive. 
Participants developed strategies for weight loss, improved nutrition, and better 
parenting which also prepared them for their next possible pregnancy. The program 
then participated in spreading trauma-informed care across other city institutions. 
B’more Fit is a model that can inform trauma- informed community public health 
in other US urban centers and systems of care.

 Conclusion

Trauma is common among women and directly impacts reproductive health. 
Survivors of sexual trauma, and other forms of violence and abuse, face challenges 
during childbirth. Through trauma-informed care the birthing experience can be less 
frightening and re-traumatizing and more of a positive and empowering experience. 
Clinical practices, agencies, and healthcare institutions can draw on the suggestions 
and guidance outlined in this chapter to begin to create an environment that is more 
sensitive to the needs of survivors during this important phase in their lives.
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Chapter 9
Trauma-Informed Pediatrics: 
Organizational and Clinical Practices 
for Change, Healing, and Resilience

Emily B. Gerber, Briana Loomis, Cherie Falvey, Petra H. Steinbuchel, 
Jennifer Leland, and Kenneth Epstein

 Introduction

While this volume has primarily focused on care of adults, we thought it important 
to include a discussion of the care of children and adolescents in part to meet the 
needs of Family Medicine clinicians but also to acknowledge that trauma, by its 
very nature, does not respect the boundaries of age and impacts generations of fami-
lies and communities. When unaddressed, adverse childhood experiences (ACEs), 
can result in lifelong consequences; this chapter provides strategies and tools for 
pediatricians and other child practitioners to head off these effects before they 
develop and persist as chronic physical and behavioral problems for adults. The 
authors explore creation of trauma-informed systems of care, a topic that is relevant 
to all healthcare teams, administrators and leaders.
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 A Trauma-Organized Clinic: You Can’t Provide What 
You Don’t Have

You are a PGY-2 pediatric resident waiting for your attending to arrive in a busy 
primary care clinic at a community health center that primarily serves patients 
insured by Medicaid and is located in East Oakland, an under-resourced urban 
community where many Black and Latino families reside. You are sitting in the wait-
ing room, when your first scheduled patient arrives, 20 min late, for a 15-min sched-
uled well-child check. M is a 5-year-old boy with “behavior problems” whose 
mother frantically checks in at the front desk. The receptionist greets her and then 
firmly says, “Since you are late, the doctor may not be able to see you.” The mother 
looks overwhelmed, carrying three bags and pushing a baby stroller with M’s baby 
half-sister, who just woke up and is crying loudly; she responds to the receptionist, 
“Who do you think you are, talking to me like that? I made this appointment 3 
months ago, and my son needs his checkup and shots so he can go to school! I’m not 
leaving until you get me back there to see the doctor!” She then turns to M’s sister 
and shouts, “Stop crying!” and shoves a bottle into her hands.

M has been staring at his mother with a faraway look in his eye, not really mov-
ing nor speaking. M suddenly darts off heads straight for the toys, yanks them all off 
the shelf, and disrupts the play of two other children, saying “you are bad. I’m 
gonna kill you dead” throwing the “dead” toy soldiers across the room at the other 
waiting parents. The receptionist, now standing up, points at M and tells the mother 
in an authoritarian tone she needs to take charge of her son. “You need to quiet 
down, or I will call security!” The receptionist storms off into a back room to “take 
a break” and tearfully tells her coworkers what just happened. Meanwhile the 
mother is shushing and vigorously rocking her baby, in between yelling at M to 
“calm down.” You pause to notice that your own heart rate seems to be elevated, 
your breathing is quicker, and you find yourself wanting to disappear into the wall 
or run out the door. You think about how you would rather be going home to your 
family and all the clinical notes you will be writing until midnight after you get your 
kids into bed. You wonder where in the world your attending is, but you know 
through the grapevine that she is likely in a meeting about productivity and budget 
cuts. You are exhausted to the core both physically and emotionally from last night’s 
PICU where your 15-year-old patient with a gunshot wound died. The patient’s 
mother crying and the nurse trying to comfort her are received by you with distance 
and detachment as you prepare to see M, your next patient. Relying on a calming 
technique you were taught, you close your eyes, take three deep breaths, and calmly 
introduce yourself to the mother and tell her you will see what can be done to help.

 Understanding Trauma

As described in the case of M, pediatricians are usually first responders in exposure 
to the developmental and behavioral concerns in children. Children, youth, and 
families are experiencing greater levels of toxic stress as evidenced by the nearly 
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threefold increase of patients in acute psychiatric crisis presenting in our pediatric 
emergency departments [1]. With trauma awareness and understanding, the interac-
tions and experiences described above could have unfolded in a more compassion-
ate way. We know from the Centers for Disease Control (CDC)-Kaiser Permanente 
Adverse Childhood Events (ACEs) Study [2] and a very large body of subsequent 
work that trauma experienced by children like M can harm development and 
increase risks for poor physical, emotional, behavioral, social, and cognitive out-
comes across the life span [2]. The scene that unfolded above in the East Oakland 
Clinic with dysregulated patients and staff is all too common and repeats itself every 
day in healthcare organizations across the country; it is now apparent that trauma 
impacts healthcare organizations and clinics and the people who provide services to 
children and families experiencing trauma.

Yet the difference between what we know works (science) and how we respond 
(practice) remains. It turns out that trauma is a barrier that can impede our ability to take 
the steps necessary for healing to take place [3]. Pediatric leaders and providers experi-
ence this paradox each and every day. While medical advances and increasing special-
ization have strengthened an already well-trained and experienced healthcare workforce, 
our providers are simultaneously operating in a delivery system that is overly stressed by 
reimbursement structures and technological and regulatory obligations that decrease 
their capacity to listen, understand, prevent, coordinate, and reflect on their relationship 
with the patient. Meanwhile, sociocultural stressors such as poverty, discrimination, and 
disenfranchisement have contributed to increased health disparities, including chronic 
disease, in the children, youth, and families they are serving [4].

To improve care for families like M’s, this chapter is both a guide and a call to 
action for pediatric healthcare leaders, providers, and their organizations to better 
understand the impact of trauma on their work and cocreate meaningful strategies 
and transform from a trauma-organized (reactive) organization/system to a healing 
and resilient one uniquely equipped to counter the toxic effects adversity has on the 
health of children, youth, and families. This process can improve lives, quality of 
care, and organizational performance [5, 6]. We will present a trauma-informed 
systems (TISs) framework for leaders and practitioners, recommend strategies and 
tools and ways to measure progress, and share some examples from early adopter 
systems and agencies.

 Adverse Childhood Experiences: Understanding the Impact

The ACEs Study was one of the largest investigations of childhood abuse and 
neglect and later-life health and well-being. Seven categories of adverse childhood 
experiences were studied: psychological, physical, or sexual abuse, violence against 
mother, or living with household members who were substance abusers, mentally ill 
or suicidal, or ever imprisoned [2].

The number of categories endorsed by patients was then compared to measures 
of adult risk behavior, health status, and disease. Strikingly, results found that ACEs 
are strongly related to development of risk factors for disease—like smoking, drug 
and alcohol abuse, risky sexual behavior, and physical inactivity—and also a num-
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ber of behavioral and physical health conditions including depression, cardiovascu-
lar disease, cancer, stroke, and broken bones, as well as reduced socioeconomic 
status and early death [7].

Subsequent work has found that that ACEs are incredibly common, and most 
will experience at least one or more in childhood, affecting nearly 35 million out of 
74 million, or 47% of the children in the United States, regardless of socioeconomic 
status [8]. For Black and Brown families like M’s experiencing poverty in under- 
resourced communities, children and youth are exposed to multiple ACEs. 
Prevalence rates for categories of traumatic experiences in children and youth under 
18 have been estimated as follows: 8–12% have experienced sexual abuse/assault, 
9–19% have experienced physical abuse or assault, 38–70% have witnessed com-
munity violence, 10% have witnessed caregiver violence, and 20–25% have been 
exposed to a man-made or natural disaster [9]. In addition, the mechanisms through 
which ACEs have their effects include brain development, hormonal and immune 
systems and even DNA; in turn, these changes can contribute to behavioral  problems, 
learning difficulties, and physical health issues that can lead to significant and 
chronic health issues with lasting consequences and shorter life span [5].

 Posttraumatic Stress Disorder (PTSD)

Despite the potential for effects that last over the life course, not all adverse experi-
ences develop into posttraumatic stress disorder (PTSD). The Diagnostic and 
Statistical Manual of Mental Disorders [10] defines trauma as “exposure to actual or 
threatened death, serious injury, or sexual violence in one (or more) of the following 
ways: directly experiencing the traumatic event(s); witnessing, in person, the trau-
matic event(s) as it occurred to others; learning that the traumatic event(s) occurred 
to a close family member or close friend (in case of actual or threatened death of a 
family member or friend, the event(s) must have been violent or accidental); or 
experiencing repeated or extreme exposure to aversive details of the traumatic 
event(s)”. This is an important expansion that includes secondary or vicarious trau-
matization to persons close to the victim.

While nearly half of persons under 18 have experienced at least one significant 
trauma [8], the prevalence of PTSD among adolescents is about 4–8% [9]. Many 
persons who experience significant trauma may develop symptoms of acute stress 
disorder, marked by symptoms of dissociation, arousal, re-experiencing, and avoid-
ance for up to 4 weeks after the trauma. If these symptoms last longer than 4 weeks, 
it is considered PTSD. If symptoms persist longer than 6 months, PTSD is more 
likely to become chronic, with long-term impact on overall functioning. Trauma can 
take on various forms, including major, often recent, life events that have a signifi-
cant impact, sometimes referred to as acute “Type 1” or “T” traumas, but repeated, 
cumulative trauma over a life span may also be referred to as “complex trauma” 
[11], “Type 2 trauma,” or “t” trauma.

Acute trauma affects neurobiology in several important ways. Core trauma symp-
toms are experienced in the brainstem and involve the autonomic nervous system 
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(ANS). During an acute traumatic event, the brain’s natural response is to alert, flight, 
fight, or freeze and not always in this order [12]; our brains first signal to become extra 
alert and take in everything around us, in order to help us properly assess the threat. 
Fight or flight responses are activated when increased sympathetic activation of ace-
tylcholine release from the adrenal medulla signals skeletal muscles to take action, 
accompanied by increased heart rate, quickened breathing, and dry mouth. A “freeze” 
signal, sometimes called collapsible immobility, may be protective in animals and 
may be related to a complete overwhelm of the nervous system and an extension of 
the fight or flight response. In the developing brain, chronic trauma can lead to a state 
of fear-related activation with adaptive changes in emotional, behavioral, and cogni-
tive functioning; however, with repeated activation, it can lead to a maladaptive and 
persistent state of fear even after a threat has passed. What was once an adaptive and 
reflexive fear response critical to our ancestors’ survival can go awry [13].

The term historical trauma or transgenerational trauma was initially developed 
to describe the residual impact of trauma on children of Holocaust survivors and is 
defined as “the cumulative emotional and psychological wounding, as a result of 
group traumatic experiences, which is transmitted across generations within a 
community” [14]. The intergenerational experience of racism on indigenous peo-
ples of the Americas and its continuing impact on Black Americans [14] also falls 
in this category and can also be experienced in the present as chronic racism-based 
trauma due to ongoing violence and discrimination.

Vicarious traumatization is a term used to describe the impact on those who treat 
persons with trauma, and results from empathic engagement with traumatized per-
sons and their reports of traumatic experiences. As illustrated by the opening 
vignette, as clinicians, our experiences of autonomic hyperarousal, marked by 
increased heart and respiratory rates, emotional numbing, and a desire to get away 
from the situation, are symptoms of vicarious trauma related to the cumulative 
effect of caring for patients with multiple types of trauma; this can lead to staff dis-
engagement and/or burnout, turnover, and patient safety concerns and medical 
errors [14]. In turn, cumulative vicarious trauma spreads like an epidemic taking its 
toll not only on individuals but also on organizations.

 Trauma-Informed System Practices: Responding 
to the Impact

This triple threat of overburdened individuals, communities, staff, and bureaucra-
cies induces collective stress in patients, staff, and organizations and complicates 
the goal of facilitating healing and recovery. Sandra Bloom, MD, who developed 
the Sanctuary Model (http://www.sanctuaryweb.com/Home.aspx) has stated that 
like families and communities, organizations and agencies are “interconnected liv-
ing systems subject to the stresses, strains and trauma of being alive” [15]. As a 
result, as we saw in the East Oakland Clinic, individuals and our entire healthcare 
delivery systems can become trauma organized, inducing rather than reducing stress 
in patients, staff, and administrators; however, there is hope. Brains and systems are 
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plastic, which means that they are capable of change and healing (Fig. 9.1). The 
prescribed antidote to individual, community, and organizational trauma is to take a 
comprehensive and relationship-based approach.

Trauma-informed systems (TIS) provide an approach to understanding the 
impact of trauma on our staff, services, and patients and provide a way back to 
reflective and relationship-based care. As Bloom and Farragher discuss in Restoring 
Sanctuary: A New Operating System for Trauma-Informed Systems of Care, [16] 

Trauma organized Trauma informed Healing organization

From trauma-inducing to trauma-reducing

Organizations impacted by
stress, operating in silos,
avoidant of issues and
isolated in their practises
or services delivery. These
organizations can be trauma
inducing.

These are organizations that
develop a shared language to
define, normalize and address
the impact of trauma on
clients and workforce. They
operate from a foundational
understanding of the nature 
and impact of trauma.

Organizations where staff
policies, procedures, services
and treatment models apply
an understanding of trauma
embedded within them. Their
approaches to providing
services are trauma-shielding
or trauma-reducing.

Reactive
Reliving/retelling
Avoiding/numbing
Fragmented
Us vs. them
Inequity
Authoritarian leadership

Understanding of the
nature and impact of
trauma and recovery
Shared language
Recognizing socio-cultural
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Reflective
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Equity and accountability
Relational leadership

Fig. 9.1 Trauma-informed systems and healing
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Care
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Fig. 9.2 Three levels of a trauma-informed system
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this means “becoming sensitive to the ways in which managers, staff, groups, and 
systems are impacted by individual and collective exposure to overwhelming and 
toxic stress and how they adapt (or not) to these stressors.”

There are three levels that build a trauma-informed system: (1) trauma-reducing/
healing organizational practices, (2) trauma-informed service delivery or care, and 
(3) trauma-specific clinical assessment and intervention (Fig. 9.2).

A trauma-informed system (TIS) recognizes the impact of trauma and incorpo-
rates specific values into organizational interactions and infrastructure to buffer staff 
and patients; this requires taking steps to heal broken systems, while we are also 
working to heal patients, families, and communities from the impact of trauma. 
Trauma-informed care (TIC) applies knowledge about trauma across all aspects of 
service delivery; however, it is not specifically designed to treat symptoms or syn-
dromes related to trauma.

Trauma-specific (or trauma-focused) assessment, screening, and treatment, on the 
other hand, is evidence-based and provides best practice treatment models that have 
been proven to facilitate recovery from trauma. Trauma-specific treatments directly 
address the impact of trauma on an individual’s life and facilitate trauma recovery; 
they are designed to treat the actual consequences of trauma. First, however, provid-
ing the organizational foundation to support these trauma-informed and specific 
practices is fundamental to implementing and sustaining change on all TIS levels.

 Taking Steps Toward a Trauma-Informed System

Trauma Informed Systems principles and practices support reflection in place of reaction, 
curiosity in lieu of numbing, self-care instead of self-sacrifice and collective impact rather 
than siloed structures [17].

For lasting change, a new response is needed – a comprehensive, multilevel public 
health approach to devastating effects of trauma on individuals, families, and commu-
nities. This framework for organizational change will scaffold leaders and providers to 
respond as a learning healthcare system with the flexibility to incorporate specific 
values into interactions and operations. This includes both organizational and clinical 
practices like support for staff engagement and wellness at work, universal and early 
identification systems, as well as staff training to increase access to trauma-specific 
interventions and trauma-informed care for those who need it. Interventions that pre-
vent trauma from occurring and promote health and well- being are also included.

TIS organizational practices aim to create safe physical, social, and emotional 
environments so everyone in the system has the resources and supports to achieve 
their full potential. Like individuals, resilient organizations are ones that can bounce 
back after distress and trauma; however, without awareness of what is happening, 
overstressed agencies and teams experience a gravitational pull toward disintegra-
tion and disorganization. Symptoms of trauma-organized settings manifest in leader 
and staff behaviors that include mistrust, scapegoating, blaming, bullying, “emo-
tional flashbacks,” or responses that are out of proportion to an event or environ-
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ment. Leaders may default to an authoritarian instead of a relational style, engaging 
in misuse of power and silencing of dissent. There may be a pervasive over-focus on 
threat reduction, risk mitigation, or compliance at the expense of reflection, plan-
ning, and creativity. Authoritarian top-down decision-making processes are used 
rather than participatory ones that can aid agency and “voice and choice,” which are 
key ingredients in a TIS. Continuous demands for improvement and transformation 
and widespread fatigue with multiple and seemingly disconnected initiatives are 
markers of a trauma-organized system.

Becoming trauma-informed is not just another initiative; instead it is an approach 
to understanding, organizing, interacting, and responding in a way that brings 
coherence to and aligns with and reduces competing demands. Figure 9.3 illustrates 
what we view as the essential steps toward, and components of this work; the order 
in which these steps unfold is largely determined by agency leadership and staff 
readiness. We explore some of these steps in more detail below.

 Raising Awareness

While your agency and staff may already be experiencing symptoms of a trauma- 
organized system and feel that something is wrong, an understanding about how and 
why it is affecting them may be absent. An initial step in the TIS process involves 
getting buy-in and selling the approach as a shift that can decrease their workplace 
stress, improve morale, and promote wellness. Building a shared language is done 

Growing a trauma-informed system
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org growth &
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Policy &
practice change
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catalysts
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trainers

Training:
TIS 101

Leadership
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Fig. 9.3 TIS steps and components
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with introductory trainings, educational resources, and integrating concepts into 
daily communications. For example, the San Francisco Department of Public Health 
has trained its entire workforce with Trauma-Informed Systems (TISs) 101, a half-
day program geared toward staff across all different positions and levels from the 
front desk and cafeteria to facilities, exam rooms, and the boardroom [17]. It blends 
didactic approaches with group discussions, role plays and exercises, as well as a 
unique commitment to change component. If all the leaders and staff in M’s pediat-
ric clinic were trauma aware, the setting and interactions with staff could have regu-
lated rather than reinforced the family’s trauma reactions [18]. It is up to pediatric 
leaders and staff to plant and nurture these seeds so that M and other children and 
families like his find healing rather than hurt in their care experiences.

 The Role of Leaders: Walking the Talk

As a leader, you must be the first to engage in and model change in your communi-
cation and behaviors; disaffected staff and patients will not engage in a process 
where leadership is absent and entreaties for change feel top-down and inauthentic. 
Your values must be visible and lived. On your part, this includes active listening 
and responsiveness to staff and patient and family needs and an ability to welcome 
and incorporate a diversity of perspectives in decision-making. For example, your 
training director and residents could ask you to meet with them regularly to explore 
and try different strategies to improve relative value unit (RVU) benchmarks rather 
than meetings which happen after the close of the quarter and feel punitive. Or M’s 
mother would have a way to provide feedback to you about what prevents her from 
arriving on time. 

As a leader, you must also be open to engaging in “meaning making” that shows 
a willingness to learn from successes and failures. Exploring your individual and 
organizational readiness, preparation and capacity for change is important as you 
and your staff undertake the intentional work required to become a TIS.  This 
includes obtaining supports and resources for training, implementation, and ongo-
ing evaluation, as well as committing to a participatory process of ongoing reflec-
tion, decision-making, and adaptation to the changing needs of your agency as it 
transforms [19]. For example, in order to sustain and spread its TIS 101 training to 
other agencies and locales, the San Francisco Department of Public Health (SF 
DPH) created a “train the trainer” model to help other child-serving agencies and 
other Bay Area counties develop the capacity to raise awareness and establish a 
shared language and understanding of trauma, the first step in developing a TIS 
[17].  This requires an ongoing, dynamic process with no expiration date that 
involves establishing a culture of ongoing learning, positive relationships in the 
workplace, and collaboration and empowerment at all levels [11, 20]. Key compo-
nents in creating this culture include leadership engagement, organizational evalua-
tion, staff participation in the change process, alignment of TIS principles to 
practices and policies, communication, and accountability to implementation goals.
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Once you and your staff decide to move forward in implementing TIS, a vision 
and framework to direct and guide efforts should be developed. This vision starts 
with “the why” for the change, some proposed approaches, and what will be accom-
plished if everyone takes action and the change is successful. This allows everyone 
in the system to recognize how present efforts connect to future outcomes and ways 
in which they can work together to make their vision a reality. However, in order to 
create a vision for change, it’s essential to first ground your efforts in and live your 
core principles.

 TIS Core Principles and Practices

Trauma is unpredictable, which can lead to feelings of fear, instability, loss of trust, 
devaluation, powerlessness, and distress. Building a TIS should be based on a shared 
set of core principles and competencies that counteract the negative impacts of 
trauma and strengthen those factors that contribute to healing and resilience.

Leaders can do this by working with their champions and staff to understand and 
develop ways to translate and align trauma-informed care principles into all organi-
zational policies, infrastructure, and operations of the organization. The objective is 
to make trauma-informed principles and competencies actionable in what we do 
and how we interact with one another and our staff and how we provide care to our 
patients. Regardless of whether or not you know the individual trauma histories of 
your patients in your pediatric setting, grounding your organizational and clinical 
practices in these principles will improve the care provided to all.

For the purposes of this discussion, we will employ the six TIS principles 
(Fig. 9.4) developed as part of the SF Department of Public Health (SF DPH) TIS 
Initiative [17] and briefly present some ideas about how to translate them into work 
policies and practices.

Trauma
understanding

Resilience &
recovery

Compassion &
dependability

Safety &
stability

Collaboration &
empowerment

Cultural humility &
responsiveness

Fig. 9.4 Six principles of 
trauma-informed systems
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 Trauma Understanding

Trauma understanding involves building knowledge and increasing awareness of 
the multilevel impacts of and varying responses to trauma. This awareness shifts 
perspectives to view behaviors as adaptations instead of pathologies and changes 
the conversation from “what’s wrong with you?” to “what happened to you?” This 
awareness will help you and your staff take a step back to understand behavior in the 
context of trauma as M’s pediatric resident did. Understanding trauma is a stress 
reducer and could have helped the receptionist to be present and not react to the 
mother’s frustration and anger. If M’s mother had a cast on her arm, we would be 
able to see it and avoid bumping into it. But trauma is invisible, and without aware-
ness, we can react in ways that harm rather than heal.

It is also important to demonstrate trauma understanding to staff and patients and 
their families by providing easy-to-read, destigmatizing information on trauma as a 
health issue and creating welcoming, stress-reducing environments that minimize 
re-traumatization. For example, signage is clear, making it easy to get in and out of 
parking lots; ramps provide easy access to patients and families with disabilities; 
waiting rooms are welcoming, calming, comfortable, and not overstimulating; signs 
are in multiple languages; and lights around the clinic are in working order at night.

 Compassion and Dependability

Trauma can leave us feeling isolated or betrayed, which makes it difficult to trust or 
accept support. Consider M’s mother and how betrayed she felt by staff who were 
“just following a routine procedure.” Counter this with compassionate and depend-
able relationships and communication that include authentic expression of concern 
and support. For example, when you ask your patients or staff “how are you today?” 
as you go through the work day, this demonstrates that you have genuine interest in 
and commitment to their health and well-being. Leaving time for questions and/or 
holding regular times for consultation and feedback with patients and/or staff meet-
ings and supervision is also essential.

 Safety and Stability

Trauma unpredictably violates our physical, social, and emotional safety resulting 
in a sense of threat and need to manage risks. Increasing stability in our daily lives 
and having these core safety needs met can minimize our stress reactions and allow 
us to focus our resources on wellness. This includes regularly monitoring the physi-
cal clinic and workspace environment for universal precautions, security measures, 
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appropriate lighting, access to the building for patients with disabilities, and exits 
that are clearly labeled. Provide comfortable seating arrangements that give patients 
and families options for privacy or sitting with others. A play nook for M could have 
helped him to feel more secure and prevented the barrage of toy soldiers thrown 
at other waiting patients and families.

Also, make sure your staff have the resources they need  to do their jobs (we 
know one TIS leader who each month gathered information about broken equip-
ment and needed facility repairs for a spreadsheet, which he brought regularly to 
executive-level meetings). TIS have policies and procedures that are transparent, 
easily understood, and consistently followed. Clear and well-rehearsed communica-
tion protocols and procedures are essential when critical incidents do occur (exam-
ples include staff injury or a patient threatening self-harm).

 Collaboration and Empowerment

Trauma involves a loss of power and control that can make us feel helpless; provid-
ing information, preparation, and real opportunities to make choices can help staff 
and patients to feel empowered and can enhance wellness. Involve all those affected 
by a policy, practice, or treatment in decision-making processes, including the com-
munities in which your organization or practice is located, patients and families, 
and staff at all levels of the system. Given this opportunity, M’s mother and other 
families served in the East Oakland Clinic could have helped staff understand the 
causes behind perennial problems with late arrivals, for example, broken-down 
buses and trains. The team could then brainstorm other transportation options and 
develop a lateness policy for the clinic, increasing understanding and shared 
responsibility.

Accessible information is also empowering for patients and staff. Provide orienta-
tion and training and easy access to user-friendly patient health information, and 
choose electronic health record (EHR) and flexible information management sys-
tems that allow staff to adapt functions and reports to make them simpler, less bur-
densome, and useful. Give both patients and staff correct information and choices for 
communicating concerns. Knowing when to pick up a phone or talk face-to-face to 
solve a problem is also critical. Meeting agendas should be realistic and balanced 
between items focused on building relationship and supporting agency productivity.

 Cultural and Racial Humility

Appreciate and respect the diverse social and cultural backgrounds that influence 
how we see and respond to the world, as well as how the world sees and responds to 
us. In a TIS, cultural, social, and antiracist considerations are incorporated into dis-
cussions, thinking, and implementation and as a fundamental frame for patient 
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experience and care [21]. Policies and tools for addressing differences and conflict, 
which understandably will arise, are readily understood and available. In addition, 
personnel practices—hiring, onboarding, performance appraisal and disciplinary 
practices, and talent retention practices—should highlight and promote a workforce 
that reflects the patient community, and policies and practices are regularly audited 
for equity and alignment to TIS principles. Providers are informed and can link 
patients to cultural healers, mental wellness professionals, indigenous healers, and 
support networks.

 Resilience and Recovery

Trauma can have a long-lasting and broad impact on our lives that may create a feel-
ing of hopelessness. Yet, when we focus on our strengths, and clear steps we can 
take toward wellness, we are more likely to be resilient and recover. Given more 
trauma-informed supports, M’s receptionist would have been able to understand, 
express more empathy, and respond more flexibly, communication would have 
remained open, and a plan could have been developed keeping patient appointments 
on track and providing doable alternatives, so M received his vaccines on time.

While healthcare delivery systems are mandated to identify only pathology and 
impairments for payment, holding resilience as a foundation for healing and using 
a strengths-based approach to uncover and acknowledge existing assets is a power-
ful way to support patient treatment and healing. Trauma-informed organizations 
provide professional development opportunities that reflect a commitment to TIS 
and the diversity of patients and staff including nonviolent communication or de-
escalation training and workforce wellness practices. In addition to training, well-
ness activities and opportunities can be integrated into the work day.

 Evaluating Your Organizational Baseline

How do you know what your organization or clinic needs? An essential next step is 
an assessment that can help you understand the ways in which your organization is 
aligned with the trauma-informed principles and practices presented above. This 
will uncover areas of strength and challenges. Ideally this should take place at the 
start of TIS implementation and at regular intervals thereafter. There are a number 
of organizational assessments available, such as the Trauma-Informed Agency 
Assessment [22], the Tool for a Trauma Informed Work Life [23, 24], or the Trauma- 
Informed Program Self-Assessment Scale (TIPS) [25]. For additional resources, 
please see http://traumatransformed.org/resource-grid/. The majority of currently 
developed assessments focus on structural components of trauma-informed care, 
such as specific practices or policies that speak to a concrete issue related to trauma- 
informed care. Once baseline results are available, explore with staff at all levels 
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how much the social and emotional culture of the organization has been impacted 
by stress and trauma and what factors may be supporting healing and resilience.

 Engaging Champions and Developing a Plan

Recruit champions to participate in a reflective workgroup that acts as the imple-
mentation team and will significantly increase the likelihood that TIS implementa-
tion will be successful and sustainable [26]. Include staff from all levels of the 
organization so that multiple perspectives are included. Leadership should be 
responsive and supportive of this workgroup, but not drive the agenda. Workgroup 
tasks include interpreting results from organizational assessments, incorporating 
staff feedback into planning and development of TIS strategies, and developing an 
organizational healing and growth plan that targets the assessed areas of TIS that 
need strengthening; this will in turn guide efforts and help to communicate 
progress.

Strategies that the workgroup might help lead or guide include those focused on 
supporting staff wellness, aligning current patient care policies and practices with 
TIS principles, or developing procedures to respond to the emotional needs of staff 
in response to anticipated or common traumatic events experienced. The workgroup 
can also serve as a model for behaviors and practices that support trauma-informed 
principles. Information on TIS should be clear and transparent and communicated 
through a variety of modalities (e.g., verbally during staff meetings and in written 
communication such as through emails, newsletters, and flyers) to ensure everyone 
in the system receives updates and feels included in the change process. This further 
sustains TIS by keeping staff informed on what is going on and how they can con-
tinue to support TIS, as well as maintaining participation in the change process by 
creating transparency and accountability around how ideas are put into place.

 Trauma-Specific Interventions: The Role of Pediatric 
Providers

Once organizational work has established the foundation and the practice of TIS 
principles within a system, trauma-informed care and trauma-specific practices can 
be implemented more effectively and sustainably. Pediatricians within a TIS are 
critically influential through their commitment to embrace and embed trauma 
screening, to be trusted as partners and change agents by parents and caregivers, to 
be knowledgeable about treatment options, and to refer and follow families through 
treatment [27]. For those working in vulnerable communities, the public health 
impact could be significant for children and youth like M, their development, well- 
being, and for the prevention of chronic disease over their lifetimes.
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 Screening: What You See Can Be Treated

Screening and psychoeducation are a routine part of pediatric care, and pediatri-
cians have a responsibility to regularly screen and identify patients in need of men-
tal health services [28]. As discussed earlier, there is compelling evidence that the 
effects of trauma may emerge from exposure to even a single event or, slowly, accu-
mulating over time from collective exposure. Screening methods must identify 
those who are suffering currently or who are at risk for future distress and impair-
ment by measuring three interrelated factors: trauma exposure, traumatic stress, and 
related symptoms.

Given the scarcity of appropriate pediatric screening methods, a two-step screen-
ing process—a trauma exposure inventory followed by a symptom screen—may 
provide the most utility. The UCLA-PTSD-Reaction Index (RI) is one of the few 
psychometrically validated measures to assess for both trauma exposure and trau-
matic stress with a minimal time burden (20 min) [29].

Two brief measures developed by and for pediatric practitioners are also good 
and brief screening options; these measures expand traditional definitions of trau-
matic events (e.g., child abuse) to recognize the impact of other adverse childhood 
experiences in the assessment of risk. The first is the Loma Linda Whole Child 
Assessment (WCA), which embeds trauma exposure screening items within the 
broader context of a lifestyle questionnaire that assesses multiple health risks. In 
addition to potentially traumatic events (e.g., intimate partner violence, child abuse, 
divorce), it asks about factors such as environmental risks, caregiver mental health, 
child development concerns, nutrition, etc. The WCA has also been approved for 
use by Medicaid providers in the state of California [30]. The second instrument is 
the Center for Youth Wellness (CYW) Adverse Childhood Experiences Questionnaire 
developed by the Bayview Child Health Partnership [31]. This tool expands the 
concept of trauma exposure to include traumatic grief, medical trauma, discrimina-
tion, bullying, and involvement in the child welfare and juvenile justice systems. 
The CYW ACE-Q uniquely allows the reporter to endorse exposure(s) without 
divulging the actual experience(s) which may reduce the distress and sense of vul-
nerability associated with disclosing specific traumatic events [31].

Regardless of the screening tool used, it is essential to be attuned to patients 
throughout and be prepared for the possibility that asking about trauma may evoke 
intense emotions in some. If this does occur, it’s an opportunity to educate and reas-
sure by recognizing this as a normal response to trauma. It is also not necessary to 
press for more details, as that can be done in a comprehensive assessment as part of 
ongoing therapy with a behavioral health provider.

Regularly employing a trauma exposure screen, such as those described above, 
during well-child or periodic health visits can allow for the identification of both 
new and cumulative trauma exposure which may indicate that a patient should pro-
ceed to a secondary screen for symptoms and/or treatment. You can embrace this 
next step by advancing and maintaining your knowledge on evidence-based trauma- 
specific interventions.
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 Treatment Knowledge

Patients and communities instill a high degree of faith in their pediatric providers, 
and that trust must be met with recommendations that recognize best standards for 
quality care, particularly when connecting families to trauma-specific services. 
Fortunately, trauma-specific treatments have evolved with a strong and growing evi-
dence base that reflect TIS principles across multiple treatment modalities. To con-
solidate existing knowledge from the burgeoning treatment literature, Strand, 
Hansen, and Courtney [32] coded eight evidence-based trauma treatment manuals 
and from their work generated nine components common to effective trauma treat-
ments for children and families:

 1. Trauma Assessment: Activities that assess the presence and impact of trauma.
 2. Safety: Activities that reduce potential for harm and increase socio- environmental 

stability.
 3. Engagement: Activities that foster therapeutic alliance and client motivation, 

provide psychoeducation, or identify obstacles.
 4. Attachment/Strengthening Relationships: Activities that strengthen relation-

ships, particularly with caregivers.
 5. Core Treatment Interventions: Culturally appropriate interventions that reduce 

symptoms and enhance coping.
 6. Attention to the Social Context: Collaborative treatment planning, advocacy, or 

case management to address socio-environmental adversities.
 7. Trauma Processing: Activities that focus on processing and integrating traumatic 

experience.
 8. Consolidation/Post-trauma Growth: Activities that make meaning out of the 

trauma and promote adaptive functioning.
 9. Therapist Self-care: Interventions that anticipate and manage therapist vicarious 

or secondary traumatic stress.

These common elements for effective treatment share practice overlap and mission with 
the TIS principles discussed earlier. You will also recognize the TIS principles embod-
ied in the treatment modalities provided by partnering behavioral health providers.

Evidence-based trauma treatments for children and youth have burgeoned in 
recent years, and though the evidence base is still developing, cognitive behavioral 
therapy (CBT) currently offers the most solid evidence for resolving traumatic 
stress, but not to the exclusion of other complementary or integrative methods. 
Several promising and established evidence-based practices have been designed 
across the span of childhood that recognize the developmental stages of children 
and families impacted by trauma. From infancy to late adolescence, these interven-
tions alleviate the impact of trauma through cognitive behavioral methods, relation-
ship building, and coping skills, such as mindfulness. For a more exhaustive review 
of evidence-based trauma treatments, please consult the National Child Traumatic 
Stress Network (NCTSN; https://www.nctsn.org), the National Registry of 
Evidence-Based Programs and Practices (NREPP; https://nrepp-learning.samhsa.
gov), or the California Evidence-Based Clearinghouse for Child Welfare (CEBC; 
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http://www.cebc4cw.org), each of which details different evidence-based treatments 
for trauma.

 Capacity Building

The movement toward integrating behavioral health into pediatric care practice, 
particularly among pediatric care networks, is not new, and efforts to adopt inte-
grated care models are gaining traction, slowly. The associations between trauma 
and physical and behavioral health outcomes across the life span underscore the 
need for adequate care capacity that is well-coordinated and collaborative. Many 
healthcare programs are adopting internal capacity building methods, while others 
are establishing or re-envisioning collaborative partnerships with external 
providers.

Expanding capacity for treating trauma requires adopting new service delivery 
approaches to integrated physical and behavioral health. Many major healthcare and 
public health networks are now employing providers to bridge the gap between 
physical and behavioral healthcare needs and coordination [33]. Often titled as 
Behaviorists, Behavioral Health Specialists/Consultants, or Integrated Behavioral 
Health Providers, these collaborative care teams typically operate within the tradi-
tional healthcare model to provide colocated expertise and services [34].

Over time, these integrated providers develop relationships with both their pedi-
atric colleagues and the families served, allowing for the establishment of trust and 
alliance across the health team or medical home. They are well-positioned to screen 
for traumatic stress and/or related impairment, offer brief interventions, (e.g., cogni-
tive behavioral techniques) to alleviate mild to moderate distress, to monitor symp-
tom severity over time, and to connect patients with more intensive specialty 
behavioral health care when needed. These providers may also be a valuable 
resource shortly after a traumatic experience by providing preventive or supportive 
care, such as Psychological First Aid (PFA) or Skills for Psychological Recovery 
(SPR). PFA and SPR were developed by the National Child Traumatic Stress 
Network and the National Center for PTSD (https://www.ptsd.va.gov) as an 
evidence- informed approach to supporting individual and families in the days, 
weeks, and months following a disaster or trauma [35].

As an alternative or supplement to the integrated behavioral health providers, 
pediatric care systems may annex or embed their own behavioral health outpatient 
programming. Utilizing a traditional behavioral health model can provide the ben-
efits of evidence-based trauma treatments, which are typically administered an hour 
or more per week over the course of weeks or even months, while partnering pedi-
atric primary care and behavioral health providers within the same health system.

However, for many pediatric healthcare systems, it may not be feasible to focus on 
internal capacity building; instead TIS pediatric providers identify collaborations that 
can provide their patients with high quality, evidence-based care. These partnerships 
are most likely to take place within the networks of behavioral health providers that 
exist across community-based organizations, public health programs, and the school 
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system. Indeed, many school systems have taken a proactive approach to creating TIS 
programming, including the integration of evidence-based trauma treatments such as 
Cognitive Behavioral Intervention for Trauma in Schools (CBITS) [36]. CBITS is a 
brief, skills-based group intervention for children, ages 10–15. The treatment focuses 
on alleviating traumatic stress, depression, and general anxiety. The impact of such 
treatment options may be heightened when school systems also embrace a TIS model, 
such as the University of California at San Francisco’s Healthy Environments and 
Response to Trauma in Schools (HEARTS) program [37] which found improvements 
in student symptoms and observed that school disciplinary actions were reduced 
when on-site trauma treatment was embedded within a TIS model.

 TIS Early Adopter Systems and Agencies

Even before the ACE study and prior to the formal recognition of children’s men-
tal health problems as different than adult ones, pediatricians have been at the 
forefront of identifying and responding to behavioral health problems in their 
pediatric patients and families. Across the United States, clinics are also embody-
ing the cultures of trauma-informed care through transforming environments to be 
educational, nurturing, and soothing, expanding clinic hours and wellness defini-
tions to align to the cultures and priorities of patients, and attending to the second-
ary stress of the workforce so that our delivery systems, our staff, are sustainably 
equipped to attend to patient trauma. As mentioned above, some have successfully 
linked to, employed, colocated, and collaborated with behavioral health profes-
sionals to provide services for children under their care. While some have been 
successful, others have been challenged by ongoing and chronic shortages of child 
behavioral health professionals, barriers to access, and the fragmentation of sys-
tems and services.

With the now well-established evidence that ACEs and physical health are inter-
connected and that trauma impacts individuals, communities, and agencies, child-
serving systems and healthcare organizations across the country are responding 
with TIS initiatives and programs. In general, initiatives tend to either start with 
organizational practices or with direct clinical care. From our experience and as we 
have shared, to be successful, both organizational and clinical practices need to be 
addressed.

 Care-Focused Initiatives

Below we describe several initiatives with the shared goals of improving identifica-
tion of children, youth, and families who are experiencing trauma and increasing the 
availability of and linkages to trauma-specific interventions.
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The Bayview Child Health Center (BCHC)-Center for Youth Wellness (CYW) [31]. 
The Center for Youth Wellness is located in the Bayview Hunters Point 
Neighborhood of San Francisco, a section of the city with communities of color 
impacted by racism, high rates of poverty, community violence, pollution, and 
crime. CYW has led the effort to use ACE science to transform pediatric under-
standing and practice for children exposed to early adversities and their families. 
CYF developed the Adverse Childhood Experience Questionnaire (ACE-Q) and 
User Guide for routine use by pediatric care providers (https://centerforyouth-
wellness.org/cyw-aceq/). In addition, for children exposed to four or more ACEs, 
CYW offers care coordination, psychiatry, biofeedback training, and linkage to 
multidisciplinary evidence-based interventions to help children and families heal 
from the effects of repeated toxic stress. In partnership with UCSF Benioff 
Children’s Hospitals, it has launched a study of biomarkers of adversity and chil-
dren’s health to further inform the  development of effective interventions to pre-
vent immediate and long-term health risks and problems.

Children’s Hospital Philadelphia (CHOP) The National Child Traumatic Stress 
Network (NCTSN)-funded CHOP Center for Traumatic Pediatric Stress addresses 
medical trauma in the lives of children and families due to pediatric illness and 
injury. CPTS is an interdisciplinary effort with partners from psychology, critical 
care medicine, emergency medicine, nursing, oncology, primary care, psychiatry, 
and surgery. The goal is to prevent and treat medical traumatic stress in healthcare 
settings. “Helping parents to help their kids recover.” Strategies include providing 
information and resources to medical and mental health professionals and partner-
ing with national healthcare provider organizations to promote trauma-informed 
care and best practices in preventing and treating medical trauma. https://www.
chop.edu/centers-programs/center-pediatric-traumatic-stress.

Massachusetts Child Trauma Project (MCTP) MCTP is a state-wide initiative and 
partnership between the behavioral health and child welfare systems to improve 
identification through screening and assessment of children with complex trauma. 
MCTP fosters trauma awareness and informed practices among child-serving agen-
cies and caregivers, increases the number of providers delivering evidence-based 
trauma interventions, and ensures more appropriate linkages to effective treatments. 
https://www.luk.org/services/counseling-mainmenu-396/mctp-mainmenu.

Philadelphia Alliance for Child Trauma Services (PACTS) The goal of this initia-
tive is to create a publicly funded trauma-informed behavioral health system by 
building a coordinated network of providers trained in evidence-based trauma 
screening, assessment and trauma-focused CBT.  Elements include relationship 
building, planning and problem-solving implementation, along with education, 
training, and coaching strategies to change knowledge and practice and financial 
incentives for agencies implementing trauma-focused CBT (TF-CBT). http://www.
philadelphiapacts.org.
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 Systems-Focused Initiatives

Below we describe several initiatives with the shared goals of improving organiza-
tional practices in systems and agencies providing services to youth and families 
who have or are experiencing trauma.

Maine Thrive  (http://thriveinitiative.org) began as a SAMHSA-funded state- 
wide system of care to meet the needs of children and youth with serious emotional 
and behavioral health challenges and their families. Now a nonprofit, Thrive is a 
training and technical assistance partner to implement trauma-informed principles, 
practices, and assessments in all state-contracted mental health agencies, family 
partner organizations, and juvenile justice services.

Montefiore HealthySteps [38] is part of a behavioral health integration program 
at Montefiore Children’s Hospital in Bronx, NY (http://www.cham.org/programs-
centers/healthy-steps) [37]. It is a unique, evidence-based pediatric primary care 
program designed to address both organizational and care practices to impact 
healthy early childhood development and effective parenting so that all children are 
ready for school and success in life. Over 120 pediatric and family medicine prac-
tices across the country have implemented HealthySteps and have reached more 
than 37,000 children ages 0–3, their parents, and caregivers.

The Sanctuary  Movement  was launched in the ealy 1980’s by  Dr. Sandra 
Bloom and her team of clinicians on an adult inpatient psychiatric unit; they devel-
oped the Sanctuary Model as a response to the negative impact of trauma on patients 
and the people and systems who provide treatment [16]. As mentioned earlier in this 
chapter, Sanctuary is a blueprint for change at both the clinical and organizational 
levels.

Recognizing the need for a shared approach to organize a response, Bloom 
developed the Sanctuary Commitments (similar to SF DPH’s principles and compe-
tencies) and the SELF rubric, safety, emotion management, loss, and future. These 
four elements are the basis for how providers conduct community and team meet-
ings, treatment planning, and collaborative decision-making and support a focus on 
the most important aspects of helping people heal from trauma in a simple and 
accessible way. Sanctuary has been used to develop safe and healing environments 
for children, families, and adults who have experienced chronic stress and adversity 
in residential treatment, juvenile justice, child welfare, drug and alcohol treatment, 
school and community-based programs, partial hospitals, domestic violence, and 
homeless shelters.

The San Francisco Department of Public Health (SF DPH) TIS Initiative 
[17] is led by the Children, Youth and Families System of Care (children’s behav-
ioral health services in San Francisco, CA) and is the largest public systems effort 
of its kind in the United States. For context, SF DPH is the largest agency in the city 
and county of San Francisco made up of three divisions, hospital, ambulatory, and 
community health services. As described  in a Center for Healthcare Strategies 
Report and as discussed above, it developed a TIS 101 training and trained 9000 
employees at all levels in trauma knowledge and understanding to establish a 
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 common language and framework in which to anchor organizational practice 
change [40]. Related efforts include the development and testing of a trauma-
informed leadership and champions model to initiate and sustain organizational 
practice change (https://www.chcs.org/resource/implementing-trauma-informed-
practices-throughout-the-san-francisco-department-of-public-health/) and Trauma 
Transformed (http://traumatransformed.org), a SAMHSA-funded partnership 
among seven SF Bay Area counties led by children, youth, and families served in 
these systems, San Francisco County, and the East Bay Agency for Children (EBAC; 
http://www.ebac.org) to develop a trauma-informed regional system of care to 
ensure continuous and seamless care coordination and provision across county lines 
and to establish a common TIS language, framework, and practices across SF Bay 
child-serving systems, i.e., child welfare, school districts, behavioral health, and 
juvenile justice.

 Conclusion

If you don’t transform it, you transmit it.
~ Youth leader, Trauma Transformed

Trauma is a part of our human experience. It is not easily measured and not always 
visible. Youth and families experiencing trauma have told us that how we deliver care 
is just as important as what type of care is provided. When we as pediatric leaders and 
providers are aware, understand trauma, commit to TIS principles and change, imple-
ment the TIS components, and infuse day-to-day work with the tools and practices 
presented in this chapter, there will be small steps and little epiphanies that eventually 
add up to a transformation in care teams and a revolution in our patient care. By doing 
so, we can restore authentic connection between leaders, staff and patients, and address 
the conditions in our health systems and agencies that deepen trauma’s existing wounds 
and undermine health and wellness. In responding to the triple threat of overburdened 
individuals, communities, staff, and bureaucracies with TIS, we help to heal not only 
our patients like M but ourselves and the organizations in which we provide care.
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Chapter 10
Trauma-Informed Nursing Care

Jay Ellen Barrett

 Introduction

The nurse is often the first healthcare professional to assess the patient in any care set-
ting. Due to the considerable prevalence of physical and psychological violence in our 
society, nurses frequently care for the victims, the perpetrators, and the witnesses of 
physical and psychological violence [1]. As members of the largest group of healthcare 
professionals, nurses must be aware of assessment methods and nursing interventions 
that will interrupt the cycle of violence and promote healing [1, 2]; they are critical to 
providing trauma-informed, person-centered care. Recognition that past trauma can 
impact the patient’s engagement in their own healthcare [2] can serve to facilitate cre-
ation of a safe environment, free of judgment and preconceptions about the patient’s 
adherence, or lack thereof, to medical recommendations. Understanding trauma histo-
ries and engaging the patient in care addresses both the mental health effects of trauma, 
and the resulting chronic disease issues and adverse health behaviors that ensue [3]. 
Most of the extant literature on trauma-informed nursing care focuses on mental health 
[4] and pediatric care [5, 6]; this chapter will review trauma-informed nursing care in 
adult medical settings in order to begin to address this gap. Engaging patients through a 
trauma-informed nursing approach, can improve health outcomes and potentially 
decrease care utilization and costs [7]. In essence, nurses are ideally situated to respond 
to identity and context by addressing the potential ways in which the physical environ-
ment and staff interactions can create a welcoming environment for survivors.

The healthcare environment is often a difficult setting for trauma-exposed 
 persons. Many patients have had negative experiences with healthcare, either 
 personally or through a friend or loved one. Any medical encounter regardless of the 
setting (primary or specialty care, emergency department or inpatient ward)  can 
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trigger disturbing memories that may intrude on the current visit and interfere with 
its goals. The common thread uniting nurses who work in varied fields is the nursing 
process—the essential core of practice for the delivery of holistic, patient-focused 
care [8]. The Nursing Process (Assess, Diagnose, Plan, Implement, Evaluate) [9] 
is the ideal foundation upon which to deliver TIC. 

In the trauma-informed nursing process, Assessment includes inquiry into the 
patient’s past experiences of physical, emotional, and sexual traumas as well as 
traumatic experiences within the healthcare system; nurses can use validated screen-
ing measures [10] or develop questions of their own to accomplish this. Recognition 
of the signs and symptoms of a possible trauma reaction is a first step in assessing 
the patient. Signs like elevated blood pressure, heart rate, sweating, nervous tics, or 
behaviors, like anger, anxiety, avoidance of eye contact, coupled with a history of 
behaviors such as “no shows” or late arrival to appointments, and non-adherence to 
medical regimes [7], are clues that can indicate a response to a prior trauma (within 
healthcare or outside of it). The presence of these characteristic features may lead a 
trauma-informed nurse to identify (Diagnose) a patient as trauma-exposed.

The next step in the process is Planning. In the TIC nursing process, when possible, 
advanced preparation for the patient encounter [2] is important to identify potential for 
the ability of the patient to engage in evaluation and goal setting and to avoid unintended 
re-traumatization. The medical home model, or patient aligned care team (PACT) as it is 
called in the Veterans Health Administration (VA), offers examples for nursing-directed 
preplanning, daily huddles, and population management of panels of patients [11–13], 
all of which are ideal conduits for implementing trauma- informed nursing care.

Next, Implementing and Evaluating are critical to delivery of TIC.  Nursing 
implementation of TIC includes creating a safe and collaborative care environment 
[14], critical for the patient to engage. When TIC is implemented, patients can feel 
that they are not being judged for their behavior, share their experiences and feel-
ings without negative verbal or non-verbal responses, and sense empathy and under-
standing from the care team.  Evaluation can include assessing patient comfort, 
satisfaction with care, or using process improvement methods to identify areas of 
strengths and weakness in the practice.

Recognition that nursing staff may have their own trauma histories is also essen-
tial to caring for patients in a trauma-informed manner [15–17]. Nurses may have 
personal trauma experiences similar to that of the patient, or with the event that led 
to the visit or hospitalization. They may have had a previous negative encoun-
ter with a particular patient who had a prior difficult presentation. When possible, 
planning who will care for the patient and understanding the underlying (often 
unspoken) expectations of the encounter (will the patient come, be on time, have a 
positive attitude, be willing or able to engage?) will ensure that the interaction will 
be as therapeutic as possible for the patient and the staff, and reduce the occurrence 
of re-traumatization for both. Knowing the available resources (referral sources, 
educational interventions) within the healthcare setting is critical to responding to a 
strong patient reaction and is a priority in preparation for any patient encounter. 

Trauma-exposed patients are commonly seen throughout the healthcare system, 
[18, 19] and nurses are ideal change agents in implementing TIC. This chapter will 
review trauma-informed nursing care of the adult medical and surgical patient.
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 Safety and Connections: A Positive Environment of Care

Nursing can  play a key role in implementing the core principles of TIC which 
include [14] physical and psychological safety, trustworthiness, collaboration, 
empowerment, and appreciation of the patient’s cultural, historical, and gender 
issues. Nursing fundamentally recognizes that healing happens in relationships and 
in the meaningful sharing of control and decision-making. This includes recogni-
tion of resilience and in the ability of individuals, organizations, and communities 
to heal and promote recovery from trauma [14]. Research has linked exposure to 
trauma with significantly higher rates of healthcare utilization and physical and 
mental disorders [18, 19]. For this reason, it is recommended that all patients be 
approached as if they have experienced trauma, a form of “universal trauma precau-
tions” [20, 21]. This follows the concept of patient-centered care that is at the core 
of nursing.

Patients, especially those who have experienced trauma, need to feel safe within 
the healthcare environment to achieve any level of engagement in their care and to 
begin to foster trust. This begins with a welcoming and warm environment where all 
staff addresses the patient using non-judgmental positive and professional language. 
This sets the tone for the entire experience. The message should be one of caring 
and accurate communication beginning with reception and progressing through the 
entire encounter.

Privacy is one of the most important elements in  establishing safety for the 
patient with a trauma history. Ensuring privacy during the nursing assessment pro-
vides a sense of security and is critical to creating an environment of trust in initial 
interviews and contacts with the patient. This is not always easy to accomplish in 
busy emergency departments (ED) or urgent care settings, or in multiple bed inpa-
tient rooms, but must be considered to create the sense of safety the patient needs to 
potentially disclose current or past trauma. A patient cannot be expected to share 
personal history in an area where others will hear, this can result in fear of judge-
ment or shame [22]. Auditory privacy can be created with private rooms with a 
closed door or with a white noise sound machine. Whatever is used to produce a 
confidential atmosphere should be tested in advance to allow the nurse to reas-
sure the patient that there is a private and safe milieu.

Privacy for the examination is another area of concern for any patient. Depending 
on the trauma history, assurance that there will be no unexpected interruptions by 
providing a lock on the door, privacy curtains in front of the door, or someone to 
“guard” the entrance is supportive and demonstrates understanding of the patient’s 
possible fears. Assessing each individual patient’s preferences is important, as for 
some patients a closed/locked door could feel frightening [23]. Privacy curtains are 
essential in all settings and installation is neither complicated nor expensive, porta-
ble screens can be used when curtains are not available. Examination tables should 
always be positioned facing away from the door so that patients receiving sensitive 
examinations (e.g., pelvic or genitourinary), in particular, do not anticipate or fear 
entry by another person. Use of window coverings that completely obscure the out-
side is also essential.
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Other simple trauma-informed nursing interventions include requesting permis-
sion for the exam and for the presence of additional healthcare personnel  in the 
room. Additional personnel in the room should always be identified by role and intro-
duced.  The nurse can ask the patient “is there anything we can do to make this 
encounter/examination more comfortable for you?” This is more difficult in an urgent 
care or ED but needs to be considered as an accommodation for the patient with a 
trauma history. Some healthcare settings dedicate rooms specifically for patients with 
trauma histories, and the ability to respect a person’s anxiety can make the physical 
examination a less disturbing event and prevent re-traumatization. These consider-
ations are particularly important for the patient with a history of sexual assault.

Consideration should also be given to the inclusion of family or friends or associ-
ates and whether this will provide support for the patient, create a distraction to 
care, or prevent disclosure of information. A patient should ideally be alone when 
asked if the  presence of others (family, friends,  associates) in the room  is 
desired. Assessing this aspect of care should be done with confidentiality.  Adaptation 
of nursing care in specific medical environments will be discussed next.

 TIC in Primary Care

The primary care setting should be designed to reduce trauma-related triggers and 
promote healing. The physical space should be set up to provide for privacy, confi-
dentiality, and community (areas for group treatment, support meetings). Whenever 
possible, space should be allocated to interdisciplinary, extended team members 
from behavioral health, mental health, social work, pharmacy, and integrative health 
to ensure consistent, coordinated care.

An important feature of TIC in primary care nursing is building resilience and 
helping patients find their strengths to promote health and healing through improved 
self-care and lifestyle changes. The concept of “holistic nursing” appreciates the 
wholeness of human beings and holds great promise in supporting the TIC approach 
and helping survivors of trauma heal [24, 25]. The concepts of patient-centered care 
and “whole health” acknowledge that all people exist in a community, have multi-
ple  factors influencing their health, and have control over their own engagement 
with each factor [26]. These factors—sleep and recovery, energy and flexibility, 
nourishment and fuel, personal life and work life, relationships, spirit and growth, 
physical and emotional surroundings, and strengthening and listening to the mind—
can be used to help the patient find resources, make choices for health goals, and 
foster healing and resilience. Nurses play a central role in implement-
ing this  personalized, or whole health, approach which was initially developed at 
Duke University Health System in 1998 [27] and  is being widely disseminated 
nationally, including in VA settings [26]. This holistic approach to care holds great 
promise for fostering resilience and health among trauma-exposed patients. 
Collaborating with a patient and enabling that person to set goals for the encounter, 
and beyond, can help that individual regain a sense of control, achieve a satisfying 
outcome, and improve the odds of success in future healthcare encounters.
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 Preparing for the Visit

In the patient-centered medical home [11], or PACT [12], nurses often take the lead 
in ensuring that patients have access to care when needed and in preparing for the 
medical visit. Advance preplanning [28] for scheduled patients is often led by the 
nurse care manager and should include review of medical records to identify not only 
needed preventive interventions or testing to monitor chronic disease, but any past 
experiences that will potentially impact the appointment and can facilitate minimiz-
ing re- traumatization. This review includes past primary care visits, consultations, 
imaging and lab data, recent hospitalization, and even a history of multiple missed or 
cancelled appointments that would indicate the patient may need additional outreach 
and assistance to attend the upcoming appointment. Including all care team members 
in this process prepares staff and allows for input from all; each can contribute differ-
ent perspectives and experiences with the patient. This process also has potential to 
support all team members who may have experienced trauma themselves or may be 
experiencing vicarious traumatization (discussed in prior chapters). The staff can 
express concerns or empathy within a safe environment and make recommendations 
that are therapeutic for the patient and facilitative for the encounter. Preplanning also 
allows for pre-visit collaboration with extended team members, such as behavioral 
health, who may have had a previous contact with the patient or may be available for 
a warm hand-off at the end of the visit. Inclusion of behavioral health further allows 
staff members to share their prior experiences with the patient, or their own trauma, 
and develop a strategy for working effectively with the patient.

Because trauma can result in a wide range of responses, including feelings of fear, 
loss of trust in others, decreased sense of personal safety, guilt, and shame [22], 
patients may avoid contact with medical care and recurrently cancel or miss appoint-
ments [7]. These patients may also present frequently on a “walk-in” basis or in crisis, 
and the nurse is commonly the first staff person to see them. Trauma-exposed indi-
viduals can often present as irritable, hostile, or angry; they often seek help in primary 
care settings, presenting with physical symptoms, rather than going to mental health 
services, and may not even be aware that their physical complaints are connected to 
past (or current) traumas [29, 30]. Nurses should be aware of these presentations and 
always keep in mind that the patient may find even very routine examinations or pro-
cedures distressing. In particular, gender-specific examinations (i.e., pelvic and breast 
exams) and invasive procedures are causes for the patient to feel vulnerable and not in 
control. As mentioned above, this is especially true for survivors of sexual assault. 
Advanced planning for visits facilitates trauma-informed nursing care.

 During the Visit

Nursing assessment is the first step in the process. Research suggests that most patients 
with a trauma history do not object to being asked about these experiences in a pri-
mary care visit, but will not typically disclose information unless asked directly in a 
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safe, supportive manner [6, 31]. It may be beneficial to send patients any question-
naires or forms that inquire about sensitive information ahead of the visit to foster 
feelings of safety and security; conversely some will not feel (or be) safe answering 
sensitive questions when an abusive partner or family member might be able to see the 
answers. A trauma-informed holistic nursing approach replaces “what is wrong with 
you?” with “what happened to you?” and considers “who are you?” [14, 32]. This 
approach parallels the holistic, or “whole health,” process of asking patients, “what 
really matters to you?” and “what do you need to be healthy for?” [26, 33].

Creating a safe space to talk with the patient may enable discussion of prior 
trauma; this is done through a validating trauma-informed approach that builds col-
laboration. Simple introduction of name and role is an important form of collabora-
tion and information-sharing that lets the patient know the reason for inquiries and 
begins establishing a relationship based on trust. The patient may or may not be 
ready to share traumatic experiences; the best approach is meeting the person where 
they are at that moment in time. In a trauma-informed holistic approach, nurses can 
routinely assess the patient’s knowledge, coping skills, emotional status, and readi-
ness for goal setting while eliciting the patient’s health history and physical com-
plaints. As important as vital signs are to the diagnosing of illness, identifying the 
possibility of a patient’s past trauma through screening is helpful in fully under-
standing the patient’s current and chronic needs. On the day of the patient’s visit to 
primary care, a care team huddle [34] will serve to identify the need for invasive 
examinations or other difficult interactions, creating opportunity to avoid re- 
traumatization. Trauma-informed preparation and precautions, especially around 
expected physical examinations, can inform room preparation, staff assignment, 
potential extended team involvement or warm hand-off, and safety needs.

The medical visit is critically important, but potentially difficult for patients with 
traumatic pasts. Anxiety and fear can interfere with what the patient experiences, hears, 
and remembers. If the patient shares their story in response to careful and empathic 
questions, the nurse must respond with validation of the experience, it is that person’s 
experience and is defined by that person. This means being present both mentally and 
physically which can be challenging in typical high-volume healthcare settings.

In traditional approaches to care, there are often labels and preconceptions 
assigned to patients (labeling a patient by a diagnosis), for example, a patient who 
seeks help for anxiety has the identity in a clinic as a person with anxiety symptoms. 
An appreciation of the whole person is obstructed by the importance of the single 
diagnosis [35]. In a holistic, trauma-informed approach, the nurse is in a position to 
emphasize the strengths of the patient in surviving the trauma, rather than dwell on 
the victimization and isolated diagnoses. This leads to a relationship where the 
patient is comfortable expressing fears and anxieties, identifying triggers, past cop-
ing measures, and expectations. Applying the concepts of patient-centered care and  
whole health [26] can assist the patient in seeing the various areas where they have  
strengths and opportunities. Coaching the patient in setting SMART (Specific, 
Measurable, Achievable, Realistic, and Time-bound) goals [36] will aid in the 
strengthening of self-compassion and enhanced health behaviors. The primary care 
nurse is in a position to partner with, and coach, patients over time in reaching health 
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goals, reinforcing their ability to take control of their health and well-being. Trauma 
survivors need to believe their behavior makes sense and can be brought under their 
control [35]; for example, applying this paradigm a patient using substances can 
learn that this is a coping mechanism and not simply “self-defeating” behavior.

 Between Visits

Preparation for care does not end with the visit. A team, or panel, population man-
agement meeting [37] is the time to communicate recent disclosures to all staff and 
ideally includes mental health and behavioral health professionals. It provides the 
opportunity to learn more about TIC and the impact on medical issues. Ideally, a 
champion can be selected to become the content expert and share the knowledge 
with all staff. It is also a chance to share information about community resources 
and review referrals and the completion of consults by patients. Staff can also share 
their own experiences with the patient encounter, the impact it had on them and 
share or solicit helpful strategies or lessons learned. Vicarious traumatization, as 
discussed in previous chapters, can lead to burnout and lack of empathy for patients 
[38]. Holding open team discussions in a safe environment among colleagues can 
serve to identify staff concerns and address them, consistent with the TIC principle 
of peer support and mutual self-help [14]. Including behavioral health colleagues in 
these discussions can enhance nursing understanding and preparation for ongo-
ing care management and future visits.

Trauma-exposed patients commonly access primary care clinics [39]. For this 
reason, it is imperative that care teams recognize symptoms of trauma and provide 
care with an awareness of the impact that trauma has on chronic disease, chronic 
pain, and emotional health. Often these patients will avoid important but invasive 
screening tests like pap smears, mammograms, and colonoscopies due to fear of 
re- traumatization. Understanding how trauma affects the patient’s ability to com-
plete these examinations will give the nurse clues to how they can assist the patient 
in finding the strength and tools to cope with fear and anxiety. Health  coaching [40] 
is extremely important in this phase of care because patients may experience 
increased anxiety as the event nears. Nurses can facilitate, or manage, health care 
and play a critical role in helping patients see the importance of tests/procedures and 
can provide coaching for follow-through.

The nurse care manager, or population care coordinator (PCC), role is especially 
critical for patients with trauma histories who may have difficulty navigating sys-
tems of care. Research demonstrates that patients, especially those with chronic 
disease, report feeling more supported and encouraged by their nurse in self-man-
agement skills than by their primary care provider (PCP) [41]. By following patient 
experience across the health system, nurses will learn which extended care mem-
bers and specialists, have the greatest skill and success with trauma patients. 
Maintaining contact with the patient to coach continuation with care,  foster self-
efficacy and provide ongoing support will aid the patient in seeing the benefits of 
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treatment. Each practice, health system and community has a variety of resources 
available to work with patients to address the trauma and to find new behaviors and 
coping mechanisms. Serving in a care manager, or PCC, role, the nurse can collabo-
rate with social work to maintain a file of available trauma-relevant resources as 
reference for the care team.

 Trauma-Informed Care Considerations for Emergency 
Department/Urgent Care Nursing

While the principles described for trauma-informed primary care nursing apply to 
all settings, some adaptations are needed for other practice environments. 
Emergency department (ED) and often urgent care centers (UCC) are anxiety-
producing locations at any time for anyone, and implementing TIC is challenging 
in this setting. For the patient with a trauma history, this is a particularly distress-
ing environment as the sights and sounds of this environment can be disturbing 
and reminiscent of the trauma. The critical nature and urgency of the physical and 
emotional needs of persons who present in ED due to medical, surgical, or mental 
health needs, are often met with a find it/ fix it model. Turnover of patients is rapid, 
and staff are faced with many different presenting complaints and competing 
demands. This setting often appears chaotic, and it seldom allows for intensive 
emotional assessment. For this reason, it is an area where nurses can have a posi-
tive impact. Recognizing the patient who is exhibiting signs of acute anxiety and 
assessing the past ED history can have a major effect on the outcome. Before 
patients can be assessed, they must feel safe and they must trust the caregiver. Past 
traumatic experiences in the ED will influence the outcome of the current episode 
unless they are suspected and recognized. Application of the TIC approach will 
facilitate this and allow the nurse to establish trust and a therapeutic rapport. This 
discussion will not cover nursing care of patients after acute sexual assault or 
other trauma, its focus is on adopting a trauma-informed approach toward all 
patient presentations.

The ED is often the entry point for many people into the healthcare system. It can 
also be a source for meeting acute needs between primary care visits, a place for 
immediate relief of pain and suffering. As in primary care, the simple act of  introduction 
of staff names and roles helps to create a sense of trust. Nothing is more disconcerting 
to the patient than to wonder who is treating them or what is the expertise they bring 
to the encounter. All staff should have name tags that also identify their roles, since 
there are often multiple staff members caring for one patient. Transitions of care can 
be challenging for trauma-exposed patients and when possible, one nurse should be 
assigned to the patient, to increase the likelihood of providing a safe environment.

Communication between staff will enhance the patient-centered aspects of care. 
The patient should not have to tell their story multiple times to a variety of people. In 
a chaotic ED, this may be difficult but a satisfactory outcome will depend on thor-
ough interdisciplinary communication. The nurse can assist the patient in identifying 
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goals for the ED visit and for care following the encounter. Written information, or 
an after-visit summary, should always be provided and reviewed with the patient 
prior to discharge.

In the ED, patients arriving in acute, emotional distress will need to be recog-
nized immediately and preferentially should be moved to a quiet and secure envi-
ronment to lessen the impact of re-traumatization during this episode of care. Often, 
disruptive patients are seen as an annoyance by ED staff. Research has shown that 
understanding the role of trauma on the health and neurobiological development of 
patients can positively influence staff attitudes toward challenging behaviors [42]. 
Application of TIC in the ED can reduce the use of restraints with patients who 
arrive with aggressive or dysregulated behavior. Often the patient who is under the 
influence of substances or brought to the ED by police may not be an appropriate 
subject for this approach and safety takes precedence.

At the conclusion of the encounter, it is important that the appropriate follow-up 
referrals to colleagues be made. Ideally warm hand-offs can occur to increase the 
likelihood of patient follow-through. The ED/UCC nurse can help facilitate the 
patient’s completion of needed referrals by providing phone numbers to make 
appointments. Communication between the future primary or specialty care teams 
concerning the visit will provide consistency and apprise the receiving teams of the 
potential for re-traumatization. It will also ensure that all caregivers are working 
toward  the same goals identified in tandem with the patient.

 Trauma-Informed Care Considerations for Inpatient Care

Non-psychiatric medical and surgical inpatient units can be traumatic environments 
in and of themselves. There is loss of control over all aspects of care and daily activi-
ties. There is little privacy, frequent disturbances, fear of pain and the unknown, 
multiple handoffs, and reliance on strangers who are suddenly responsible for the 
patient’s comfort and communication [43]. A history of trauma or prior difficult hos-
pitalization adds another element to be considered in care planning and delivery. 
The nurse is again the lead caregiver and, using the nursing process [8, 9] can assess 
coping mechanisms, patient expectations, and interventions to respond to unique 
needs. As in all settings, nurses should always identify themselves and explain their 
role in the patient’s care to build safety and trust. Use of a simple whiteboard in a 
patient's room enhances patient satisfaction scores, improves  nurse communica-
tion and involvement in decision making on medical wards [44]. Patients can be 
asked what would help them feel more comfortable or even safer in the inpatient 
environment. As the relationship is building, simple conversation can delve into past 
experience, prior coping mechanisms, and potential for re-traumatization during 
procedures, therapies, or activities. Although it is not possible to allow the patient to 
control the entire admission, allowing them to discuss their concerns and contribute 
to the care plan will help give them a sense of engagement and involvement, leading 
to a better overall sense of control over the events surrounding them [43].
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The care plan should include consistent communication to all shifts and caregiv-
ers and will reinforce that the patient may be vulnerable and there have been dys-
functional coping mechanisms identified in the patient’s behavior. It is important to 
identify triggers for the patient. Triggers may be related to any of the senses—touch, 
smell, hearing, sight, and taste. Each patient is an individual, and their strengths for 
coping in the variety of settings they will face are different. Helping the patient to 
identify these triggers will make hospital inpatient encounters less stressful for the 
patient and the staff.

Because many traumas involve violation of the person’s bodily integrity, the care 
given in the hospital may trigger responses that interfere with care. Early recogni-
tion of potential triggers, and implementation of safety measures, will minimize 
potential trauma reactions and bad outcomes that may result. Common triggering 
experiences in the inpatient setting include being exposed and touched, lack of pri-
vacy and frequent incursions by multiple staff, sharing a room with a stranger, being 
isolated, being restrained by medical equipment (IVs, oxygen lines/masks, moni-
tors, or surgical equipment such as braces and traction devices), limited mobility, 
sounds and noises, and caregiver gender. The body area being treated may have 
been a focus of prior maltreatment. Harris and Fallot [35] shared a now classic 
example of the challenges faced by a breast cancer patient whose grandfather had 
fondled her breasts in childhood. 

Once it is recognized that there is a potential for dysfunctional coping and the 
situations that may trigger or escalate the person’s emotions have been identified, the 
next step is to work with the patient to identify ways in which they have adapted in 
the past or the strategies that may be used to help them manage their strong reactions. 
It may be as simple as a night light or taking a walk or as complex as calling a mental 
health provider, psychiatric consult liaison service, or social worker. Implementation 
of the plan of care should include communication of these identified helpful inter-
ventions so that all staff are aware of triggers and of the patient’s choice of remedies. 
Consistency of approach will increase the person’s sense of security, safety, and con-
trol. Evaluation after each encounter will assess the success of the plan and provide 
reinforcement or necessary change for it. Again, communication across the entire 
caregiving team is a requisite step.

At the  time of discharge, engaging the patient in discharge planning by making 
appropriate aftercare referrals and providing resources to the patient to ensure  success 
in self-care  will also  demonstrate to the patient that they have control over future 
encounters. Communication back to the primary care nurse and team concerning 
trauma-informed strategies used during the inpatient stay will continue to reinforce the 
person’s feeling of safety and sense of security within the healthcare system. It will 
also maintain consistency of approach and goal achievement, important aspects of 
helping patients learn to manage the long-term effects of trauma.

Not surpisingly, burnout and compassion fatigue are common among nurses and 
must be acknowledged and addressed when delivering TIC.  The next chapter addresses 
these issues and best practices for caring for the healthcare workforce, including nurses 
[45, 46]. 
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 Conclusion

Trauma-informed nursing care is important for patients in all healthcare settings. 
Trauma-exposed patients are commonly seen in primary care for a wide range of 
issues from chronic disease management to routine health promotion. They are seen 
in ED and UCC for immediate, acute needs or when they lack access to primary care. 
They are frequently admitted to the hospital for medical and surgical care. Nurses in 
all care settings must be educated to be trauma-informed holistic caregivers [24], and 
serve as advocates for patient autonomy and engagement in care. Throughout the 
health system, the nurse manages patient flow and is typically the first team member 
to see and assess the patient in all of these settings. Nurses are well-positioned to be 
leaders in implementing TIC; core principles of nursing practice parallel  those of 
TIC and both must permeate all of our healthcare encounters. Given the prevalence 
of trauma, it is essential that TIC becomes part of standard nursing undergraduate 
education and core competencies [15], much work is still needed to identify best 
practices especially beyond mental health and pediatric settings.

Nursing is naturally aligned with TIC. Hildegard Peplau [47], a prominent nurs-
ing theorist, conceptualized the therapeutic relationship as a dominant concept in 
nursing care, giving importance to the patient’s individual story as a foundation for 
the nurse-patient relationship. She reinforced the establishment of safety and secu-
rity for the patient through therapeutic relationship by attending to the patient’s 
needs and not simply to their behaviors and actions. This theory, still relevant today, 
positions nurses in a leadership role to Assess, Diagnose, Plan, Implement, and 
Evaluate the patient’s needs in any setting. The nurse is the ideal team member to 
lead efforts to promote application of TIC, plan for care, and ensure the most thera-
peutic encounter occurs for both patients and colleagues.
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Chapter 11
Trauma-Informed Care: Helping 
the Healthcare Team Thrive

Jessica Barnhill, Joslyn W. Fisher, Karen Kimel-Scott, and Amy Weil

 Moving from Vicarious Trauma to Compassion Satisfaction 
for Healthcare Providers

As discussed in Chapter 1 of this volume, traumatic experiences are common, and 
those experiences reverberate within individuals and throughout communities. 
Trauma, when understood as a process rather than a discrete event, is both ever pres-
ent and ever changing. Therefore, trauma-informed care (TIC) seeks to create a set 
of universal precautions designed to anticipate, acknowledge, and respond to the 
effects of trauma on people’s lives and, in so doing, mitigate the effects and foster 
healing.

While trauma is common, it manifests itself differently in different populations 
and settings. Prior chapters have examined the unique challenges and strengths 
encountered by specific populations. The first section of this chapter explores the 
ways in which trauma can adversely affect healthcare professionals. The second 
section describes methods to understand individual and institutional wellness. The 
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third section focuses on strategies for building individual, group, and organizational 
resilience. By recognizing the interconnectedness between our patients’ and our 
own experience with violence, well-being, and resilience, healthcare professionals 
and organizations have the opportunity to disrupt this cycle of violence, to promote 
healing and resilience among healthcare workers, and to reconnect healing profes-
sionals to the meaning and purpose that drew them to this work. This in turn will 
improve the health of those we serve [1].

 The Impact of Trauma in the Healthcare Workforce

The healthcare workforce is not immune to the personal experience of trauma. In 
fact, healthcare workers are more likely than the population at large to have experi-
enced personal trauma [2]. When compared to their cohorts in other industries, they 
are also more likely to experience workplace violence [3–5]. A third, and perhaps 
most insidious, experience occurs when healthcare professionals develop vicarious, 
or secondary, traumatization through exposure to their patients’ stories of violence 
and trauma [5].

 Personal Experience of Violence

Many persons drawn to the helping professions have overcome adversity in their 
own lives. For example, [6] report that 68% of the healthcare workforce have expe-
rienced at least one episode of violence, abuse, or neglect. These personal exposures 
can become a professional asset, as providers can empathize with patients; however, 
these exposures can also be a source of vulnerability. While attending to the effects 
of trauma on patients’ lives can be deeply meaningful and inspirational, it can also 
open deep personal wounds and negatively affect sense of self [5]. Whether or not 
healthcare workers consciously identify the role that personal trauma plays in their 
own work, the collective experience of personal trauma exerts itself on the health-
care team. Maunder states:

A personal history of violence, abuse or neglect is common in healthcare workers. The 
well-being of healthcare workers is critical to the effectiveness of an over-taxed healthcare 
system. Although healthcare workers may be resilient as a group, the cumulative impact of 
stress on abused healthcare workers is substantial. Attitudes of shame and blame have his-
torically led to a silencing of the victims of abuse and have stifled constructive social 
responses to the problem. An open discussion within the field of healthcare is required 
which acknowledges the strengths and vulnerabilities that accompany extraordinary per-
sonal adversity, and which supports healthcare workers in their efforts to establish and 
maintain a working environment that is safe, supportive and flexible and facilitates the best 
possible patient care [6].

In sum, healthcare providers’ experiences of violence can both impact patient- 
provider relationships and patient-healthcare team interactions.
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 Workplace Violence

Workplace violence is a sometimes underrecognized form of trauma experienced in 
the healthcare setting. According to the International Labor Organization (ILO), [7] 
workplace violence is “any action, incident, or behavior that departs from reason-
able conduct in which a person is assaulted, threatened, harmed, injured in the 
course of, or as a direct result of, his or her work”. The Centers for Disease Control 
and Prevention (CDC) National Institute for Occupational Safety and Health 
(NIOSH) categorizes workplace violence into four domains [8].

 1. Violent acts by criminals who have no other connection with the workplace.
 2. Violence directed at employees by customers, clients, patients, students, or any 

others for whom an organization provides services.
 3. Violence against coworkers, supervisors, or managers by a present or former 

employee.
 4. Violence committed in the workplace by someone who does not work there but 

has a personal relationship with an employee.

The prevalence of workplace violence in the primary care setting is not well 
categorized and is likely underreported [4]. However, it is well established that 
healthcare workers experience higher rates of workplace violence than other indus-
tries [9, 10]. Nurses, by means of their increased contact with patients, experience 
some of the highest rates of workplace violence. For example, in the Minnesota 
Nurses’ Study, annual rates of physical violence were 13.2%, and annual rates of 
verbal abuse were 38.8% [11]. Workplace violence is most commonly perpetrated 
by patients, current or former employees, someone with a relationship with an 
employee, and least often someone not connected with the healthcare setting [10]. 
Attention to the personal dynamics present in the work environment can help medi-
ate destructive and abusive behaviors that undermine the mission of an organization 
and contribute to loss of wellness for individuals and organizations.

 Secondary or Vicarious Trauma and the Possibility 
of Posttraumatic Growth

Many terms have been proposed to describe the emotional and psychological effects 
of working with trauma survivors [12]. What follows are a few examples of how this 
phenomenon is conceptualized. Secondary exposure to trauma (or vicarious trauma) 
refers to the indirect experience of trauma as retold by another person. This second-
ary exposure can lead to secondary traumatic stress as well as secondary posttrau-
matic growth [13]. As discussed at the beginning of this book, people respond to 
traumatic events in varying ways, and not all traumatic events lead to the develop-
ment of posttraumatic stress disorder (PTSD). Similarly, the manner in which 
healthcare workers receive and respond to vicarious trauma predicts whether they 
develop secondary traumatic stress or secondary posttraumatic growth. Among 

11 Trauma-Informed Care: Helping the Healthcare Team Thrive



200

healthcare workers, as with the population at large, self-efficacy in the face of trau-
matic events predicts self-growth [14]. Secondary trauma self-efficacy refers to the 
perceived ability to cope with the challenging demands resulting from work with 
traumatized clients and the perceived ability to deal with the secondary traumatic 
stress symptoms [15]. Individual characteristics (both innate and learned) as well as 
organizational structures can promote health professionals’ self-efficacy.

 Compassion Fatigue and the Possibility of Compassion 
Satisfaction

A similar construct to secondary trauma leading to posttraumatic stress disorder or 
posttraumatic growth exists between compassion fatigue and compassion satisfac-
tion. Compassion fatigue has varying definitions within the medical literature. In 
essence, compassion fatigue is the inability to feel compassion and empathy toward 
patients. It is hypothesized to result from a combination of burnout and secondary 
traumatic stress [15]. While an understandable reaction of a depleted self in the set-
ting of human suffering, compassion fatigue robs healthcare providers of the satis-
faction gained by meaningful connections with patients. In contrast, compassion 
satisfaction describes the personal and professional rewards derived from providing 
compassionate care to others. Compassion satisfaction is negatively correlated with 
burnout, suggesting that it may exert a protective effect [16].

 Chronic Work Stress and Burnout

Burnout is a well-recognized syndrome characterized by emotional exhaustion, 
depersonalization, a feeling of reduced personal accomplishment, loss of work ful-
fillment, and reduced effectiveness. Manifestations of depersonalization include 
negativity, cynicism, and inability to express empathy or grief. Clinicians with 
burnout struggle to perform clinical duties, much less provide empathic trauma-
informed care. In addition to poor work performance, according to a recent meta-
analysis, they suffer physical and psychological sequelae, similar to others with 
toxic stress exposures [17]. Many factors may be contributing currently to create a 
“perfect storm,” leading to burnout. One mechanism posits that loss of self-effi-
cacy, fatigue, and depersonalization affect the ability of healthcare providers to 
derive meaning from their work. As provider well-being declines, quality of care 
suffers and providers are more prone to make errors. Providers also become more 
vulnerable to vicarious trauma (aka secondary traumatic stress described above). 
Personal factors, which can also lead to excellent care provision, such as the inher-
ent perfectionism of those drawn to become providers, may also make clinicians 
more susceptible. When coupled with increasing demands from our healthcare 
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systems such as administrative pressures associated with use of electronic health 
records (EHR), the push for greater productivity and efficiencies coupled with ris-
ing patient dissatisfaction, and the pressure to balance home demands, one can see 
how a spiral of burnout occurs. Now that this syndrome is recognized as a problem 
affecting over half the physicians in the US and similar numbers of other health-
care providers, new attention is being paid to solutions [18]. Providers particularly 
at risk include female physicians, younger providers (less than age 55), and those 
with children younger than 21 [19]. So far, no studies have been done to determine 
the influence of race and ethnicity on reported burnout [20]. On a national level, the 
National Academy of Medicine has identified a goal of addressing burnout, or the 
well-being of clinicians, as a “Fourth Aim” (along with the original “Triple Aim”: 
improving health of the population, improving patient experience, and reducing 
cost) [21].

Hence, healthcare professionals’ experiences of personal trauma, workplace vio-
lence, and/or vicarious trauma can contribute to compassion fatigue, burnout, and 
depression which in turn can adversely impact patient care. However, alternatively, 
individual, group, and organizational strategies such as those described below can 
foster posttraumatic growth and promote achievement of the “fourth aim” in the 
pursuit of high-quality, high-value care of our patients and our communities.

These strategies include measuring individual and organizational wellness, 
building resilient providers and teams, and making the system that they work in sup-
portive [20] (Tables 11.1, 11.4 and Fig. 11.1). Together these efforts can reverse the 
downward spiral of burnout and compassion fatigue and instead bolster resilience, 
healing, compassion satisfaction, and ultimately improved patient care.

 Assessing Wellness: Individual and Organizational

In order to provide optimal trauma-informed care, it is important for healthcare 
professionals to assess their own well-being and to incorporate evidence-based 
strategies into their routine practice to strengthen their personal resilience. Assessing 
organizational culture is also key to successful delivery of trauma-informed care as 
institutional “wellness” supports the well-being of its providers.

To address the state of wellness within individuals and within organizations, it 
can be helpful to quantify the extent of the problem and the degree to which inter-
ventions are improving wellness. To this end, the Research, Data and Metrics 
Working Group of the National Academy of Medicine’s Action Collaborative on 
Clinician Well-Being and Resilience maintains a list of validated instruments that 
can be used to measure wellness. Divided into three broad categories, these 
 instruments measure burnout, composite well-being, depression, and suicide risk. 
The characteristics of each tool, including purpose, format, cost, and validation, are 
available at the National Academy of Medicine’s website. See Fig. 11.1 for exam-
ples of validated tools [23].
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Table 11.1 Causes of and solutions for burnout [20]

Cause Organization-level solutions Individual-level solutions

Excessive workload Fair productivity targets
Duty hour limits
Appropriate distribution of job roles

Negotiated expectations
Part-time status
Informed specialty choices
Informed practice choices

Work inefficiency 
and lack of work 
support

Optimized electronic medical records
Non-physician staff support to offload 
clerical burdens
Appropriate interpretation of regulatory 
requirements

Efficiency and skills training
Prioritize tasks and delegate 
work appropriately

Lack of work–
home integration

Respect for home responsibilities in setting 
schedules for work and meetings
Include all required work tasks within 
expected work hours
Support flexible work schedules, including 
part-time employment

Reflection on and active 
management of life priorities 
and values
Attention to self-care

Loss of control and 
autonomy

Physician engagement in establishing work 
requirements and structure
Physician leadership and shared 
decision-making

Stress management and 
resiliency training
Positive coping strategies
Mindfulness

Loss of meaning 
from work

Promote shared core values
Protect physician time with patients
Promote physician communities
Offer professional development 
opportunities
Leadership training and awareness around 
physician burnout

Positive psychology
Reflection/self-awareness of 
most fulfilling work roles
Mindfulness
Engagement in physician 
small-group activities around 
shared work experiences

Burnout

Composite
well-being

Depression and
Suicide Risk

Maslach Burnout Inventory
Oldenburg Inventory
Physician Work-life Study’s Single-Item
Copenhagen Burnout Inventory

Stanford Professional Fulfillment Index
Well-being Index

Patient Health Questionnaire-9 (PHQ-9)

Fig. 11.1 Validated tools to assess wellness. (Adapted from the Research, Data and Metrics 
Working Group of the National Academy of Medicine’s Action Collaborative on Clinician Well- 
Being and Resilience. Additional information about each tool, including purpose, format, cost, and 
validation, are available at https://nam.edu/valid-reliable-survey-instruments-measure-burnout-
well-work-related-dimensions. Accessed 7/5/18)
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Once a better understanding of specific stressors is established, institutions will 
be able to craft solutions, creating supports such as scribes, modifying schedules 
and workload intensity, enhancing job control, increasing the level of participation 
in decision-making, and fostering a sense of community and teamwork [24, 25]. 
Interventions that combine several elements such as structural change, fostering 
communication, cultivating teamwork, and job control have had the most success 
[26]. Organizations such as the Institute for Healthcare Improvement (IHI) support 
the development of healthier, safer, and more efficient healthcare environments [27].

 From Trauma-Informed Care to Healing-Centered 
Engagement: Evidence-Based Solutions to Promote 
Well-Being

As has been described in prior chapters, there is significant evidence regarding the 
physical and psychological effects of trauma and stress on the body. These effects 
are mediated by nervous, endocrine, and immune pathways and can even be inher-
ited epigenetically. The great promise of trauma-informed care (TIC) is threefold in 
that it (1) provides an understanding of mechanisms that can lead to development of 
solutions, (2) suggests strategies for undoing the toxic pathways for providers and 
patients, and (3) enables a way forward to heal and keep providers feeling well so 
that they can tap into other modalities to continue to be engaged and joyous in their 
work, in turn contributing to our patients’ greater well-being.

The three pillars of trauma-informed care include the teaching of self- 
management and coping skills, the promotion of healing relationships, and the 
development of safety [28]. What follows will be a brief review of how these strate-
gies work and a variety of examples of these techniques that can be adapted accord-
ing to available time. A more extensive resource list, or toolkit, is included for 
additional study (Table 11.4).

 What Are the Physiologic Mechanisms Underlying Trauma?

It is well known that stress and trauma can lead to an overactivation of the 
hypothalamic- pituitary adrenal (HPA) axis resulting in a “fight or flight” response. 
While useful as we evolved to activate us to flee from mortal danger, chronic eleva-
tion of this system in response to stress has negative health effects over time. One 
mechanism is thought to be sustained elevation of cortisol, which disrupts other 
feedback loops in the nervous system. Persistently elevated cortisol at the cellular 
level can lead to shortened telomeres and early cell death. Remarkably, the 
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perception of being under stress is as important as any objective measure of stress 
for the health effects it has. This was shown in a study in which caregivers of seri-
ously ill family members, who were more distressed, died earlier independent of the 
health of the ill family member [29].

As the HPA axis is also involved in cognitive and emotional balance, autonomic 
dysregulation can lead to myriad difficulties, including with learning, memory, and 
mood. As was postulated in the adverse childhood experiences (ACEs) study, 
chronic exposure to stress can also cause people to develop maladaptive coping 
mechanisms that can lead to poor mental and physical health via increased use of 
substances such as tobacco, alcohol, drugs, food, and other self-soothing risky 
behaviors [30].

 What Is Mindfulness and How Are the Mechanisms 
of Mindfulness Uniquely Suited to Combat the Effects 
of Trauma?

Mindful practices have historic roots in Buddhist meditation practices from over 
2500 years ago and are aimed at spiritual and intellectual development by strength-
ening concentration. The four prongs of mindfulness according to Jon Kabat Zinn 
[31] include (Fig. 11.2):

 1. Paying attention – focusing one’s attention.
 2. On purpose – intentionally.
 3. In the present moment – not thinking of the past or the future.
 4. Non-judgmentally  – calmly acknowledging and accepting one’s feelings, 

thoughts, and bodily sensations.

It turns out that these actions activate the parasympathetic nervous system which 
helps cortisol return to baseline levels, thus offering hope of rebalancing the HPA 
axis which has been disrupted from acute and chronic stressors. Brain research has 
shown that mindfulness causes changes throughout the brain in multiple areas (see 
Table 11.2).

These changes are associated with increased well-being, reduced cognitive reac-
tivity, enhanced immune function, decreased autonomic sensitivity, increased 
telomerase activity, and increased levels of melatonin and serotonin. Mindful prac-
tice has been shown to help with a number of medical conditions including irritable 
bowel, chronic fatigue, hot flashes, insomnia, and stress-related hyperphagia, and it 
diminishes craving in substance abuse [33].
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For providers, mindfulness practice has been shown to reduce psychologic dis-
tress and improve well-being and also to reduce burnout and improve psychosocial 
orientation and empathy. Mindfulness has even been shown to enhance executive 
function when dealing with moral quandaries. Several meta-analyses have borne 
out the studies noting increased well-being/decreased stress for health providers 
who pursue meditative practices [20, 34]. In addition, Epstein noted that mindful-
ness practice enhanced care provided to patients by enabling physicians to listen 
attentively to patients’ distress, recognize their own errors, refine their technical 
skills, make evidence-based decisions, and clarify their values so they could act 

Paying Attention:

Listening, watching, considering
what naturally exists

On purpose:

Intentionally increasing awareness
of experience

In the present moment:

Focusing on the here and now

Non-judgmentally:

Being curious and objective about
experience

MINDFULNESS

Fig. 11.2 Four prongs of mindfulness

Table 11.2 Brain changes associated with mindful practice [32]

Effect of mindful 
practice Regions of brain affected

Attention regulation Cingulate cortex
Body awareness Insula, temporoparietal junction
Emotional regulation Modulation of the amygdala by the lateral prefrontal cortex
Cognitive reevaluation Activation of the dorsal medial prefrontal cortex, hippocampus, 

amygdala
Flexible self-concept Prefrontal medial cortex, posterior cingulated cortex, insula, 

temporoparietal junction

Tang and Hölzel [44]
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with compassion, technical competence, presence, and insight [35]. An additional 
study by Beach and colleagues found that patients reported that providers who prac-
ticed mindfulness were more patient-centered in their communication skills [36]. 
Also, a longitudinal training program in mindful communication increased empathy 
and decreased burnout in primary care physicians [37].

 Individual Strategies to Cultivate Resilience

While no single intervention will work for every provider, a commitment to per-
sonal well-being is key. From there can stem many different practices that reconnect 
people with meaning and purpose in their work as individuals and groups. Well- 
being and connection with meaning can lead to gratitude and job satisfaction as well 
as the energy to forge organizational changes [38]. Some examples of individual 
interventions in the realms of mindfulness, positive psychology, and group support 
are described in greater detail in this chapter, and we provide a list of other recom-
mended wellness resources below.

 Mindful Practices

A large number of healing practices originate from this understanding of the physi-
ology of mindfulness. A partial list includes:

• Mantra meditation.
• Mindfulness-based stress reduction.
• Mind–body medicine skills.
• Mindful self-compassion.
• Yoga.
• Tai chi.
• Qi gong.

It is also worth noting that any number of practices can be done mindfully includ-
ing being in nature (so-called forest bathing) [39], playing music, creating art, doing 
daily chores, and eating. Quite a number of therapies have mindful roots including 
mindfulness-based cognitive therapy (CBT), acceptance and commitment therapy 
(ACT), dialectical behavioral therapy (DBT), internal family systems (IFS), mode 
deactivation therapy, Morita therapy, and others. Detailed exploration of these tech-
niques is beyond the scope of this chapter.
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 So How Can We Harness the Positive Effects of Mindfulness 
to Help Providers Maintain or Build Their Resilience?

 Meaning Practices

Routinely engaging in mindfulness becomes easier over time and cultivates quali-
ties of awe, gratitude, compassion, and equanimity [40]. Mindfulness practices 
enhance the appreciation of the moment and can lead to an “upward spiral” of posi-
tive emotions [41–43].

Similarly, gratitude practices such as remembering three good things that hap-
pened on a given day can also foster positive emotions that can improve well-being 
and build resilience [44]. Research shows that journaling and reflection foster well- 
being in the general population [45]. A technique called appreciative inquiry, where 
the focus is on looking at the positive and what worked, rather than what failed, can 
cultivate more positivity, build resilience, and lead to repeated success. This is simi-
lar to Fredrickson’s description of the effect of positive emotions [41]. When pro-
viders are feeling strong and resilient, they are more able to engage with others in 
their work and home lives and are more likely to be prepared to care for others 
safely and effectively (Table 11.3).

 The Power of Group Practice for Resilience

Having the opportunity to perform meaning practices in the workplace and/or in 
professional training groups can help providers to cultivate resilience even as they 
explore and process difficult experiences. Some examples of this practice include 
Healer’s Art (designed for medical students) [46], Passing the Torch [47], and 
Finding Meaning in Medicine [48] for providers, as well as larger groups such as 
Schwartz Rounds [49].

 Future Directions: Organizational Strategies

Redesign of the healthcare system is well beyond the scope of this book, its readers, 
and many of the institutions within which healthcare is delivered. Nonetheless, 
resilient individuals and groups are best equipped to create healthier work environ-
ments within their organizations. Some suggestions to create a more trauma- 
informed physical environment include walls painted with soft colors, tranquil 
music or periodic chime as a mindfulness reminder, and welcoming language in all 
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Table 11.3 Sample activities to integrate wellness into a busy day

Time for 
wellness Activity

When you 
have no time

*Be present in this moment

When you 
have seconds

*Take a deep breath. Hold it. Exhale slowly.
*Smile
*Feel your feet on the floor.
(Feel the weight of your body on your feet, feel where your feet rub against 
your shoes, notice what it feels like to be in your body in this moment)
*Pause before entering the next exam room. Breathe.
*Recite a mantra
(A word that reconnects you to the meaning and purpose of your work, a word 
that brings you peace of mind or joy, for example, “peace”, or “mind”, or 
“joy”)
*Laugh at something funny.
(Plan ahead and post something funny in a place where you are likely to see it. 
Depending on your sense of humor, you could post it where other people are 
likely to see it, too)
*Greet a coworker. Smile at them.
*When a coworker greets you and smiles at you, smile back.
*Stretch to the sky. Touch the floor.

When you 
have minutes, 
take a moment 
to settle your 
mind and 
then…

*Try a rooted tree meditation.
You can search the Internet to find guided meditations on this theme (or see 
resources below). Find one that you like and practice using it. Once you are 
familiar with the imagery, you can guide yourself. These meditations often 
include the following sequence: find your feet, notice what it feels like to be in 
your body, imagine roots growing from your feet and anchoring you to the 
floor, then the subfloor, extending down through the building that currently 
supports you, until you reach the soil. Sink into the earth. Notice what it feels 
like to be in the ground; when you are ready gently turn your attention back to 
the room, to the sights and the sounds of this moment.
*Name three things that bring you joy or for which you are grateful.
Imagine that these things are each carefully wrapped presents and slowly open 
them; notice how you feel as you receive each gift.
*Explore expressive writing.
Find a pen and paper. Write down what you are feeling in this moment without 
concern for punctuation or spelling or words for that matter. Try not to edit 
yourself. Look at what you have created, and then take advantage of the 
document shredder.
*Strike a pose.
Practice a few yoga stretches. For starters, you can google “chair yoga”

When you 
have hours 
and days…

*Take a class or a workshop.
There are suggestions in the toolkit.
*Immerse yourself in nature.
*Spend time with people who bring you joy, in places that make you 
happy.

Over weeks 
and months…

*Take advantage of the many wellness resources available to you.
Stay curious and reward yourself for trying new things. Also pay attention to 
what works for YOU, and keep doing THAT. There are many paths to wellness.
*Treat yourself with kindness.
It takes time to build healthy routines, and life is full of interruptions.
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Table 11.4 A toolkit for fostering resilience in patients and ourselvesa

Books *Cope, Stephen. Yoga and the Quest for the True Self
*Epstein, Ronald. Attending: Medicine, Mindfulness, and Humanity (2017)
Hanh, TN. The Miracle of Mindfulness: An Introduction to the Practice of 
Meditation
*Kabat-Zinn, Jon. Wherever You Go, There You Are: Mindfulness Meditation 
in Everyday Life
*Remen, Rachel Naomi. Kitchen Table Wisdom & My Grandfather’s Blessings
*Schiffman, Eric. The Art of Moving into Stillness
*Sood, Amit. Train Your Brain…Engage Your Heart…Transform Your Life

Websites *American Psychological Association:
http://www.apa.org/helpcenter/road-resilience.aspx
*Fostering Resilience in Children:
http://www.fosteringresilience.com/7cs_professionals.php
*Project Resilience: http://www.projectresilience.com
*At my best: http://atmybest.com/
*My 31 practices: https://www.my31practices.com/have_a_go/
*Office of Patient-centered Care and, Cultural Transformation,  
Veterans Health Administration:
https://www.va.gov/PATIENTCENTEREDCARE/resources/Mobile_Apps_
and_Online_Tools.asp
*Whole Health Library:
http://projects.hsl.wisc.edu/SERVICE/curriculum/index.html
*ACP Physician Burnout and Wellness Information and Resources:
https://www.acponline.org/about-acp/chapters-regions/united-states/
new-mexico-chapter/
physician-burnout-and-wellness-information-and-resources
*ACGME: http://www.acgme.org/What-We-Do/Initiatives/Physician-Well-
Being/Resources
*Substance Abuse and Mental Health Services Administration: 
SAMHSA’s Concept of Trauma and Guidance for a Trauma-Informed 
Approach. HHS Publication No. (SMA)
14-4884. Rockville, MD: Substance Abuse and Mental Health Services 
Administration, 2014.
https://www.samhsa.gov/nctic/trauma-interventions

Apps *Mindfulness Apps: (Number indicates rating by Journal of Medical Internet 
Research [22]
Headspace (Overall Rating 4.0)
Smiling Mind (Overall Rating 3.7)
iMindfulness (Overall Rating 3.5)
Mindfulness Daily (Overall Rating 3.5)
Gratitude 365 (gratitude journaling)
Guided Mind (has some guided imagery – some in app purchases)
*Exercise/Yoga:
Seven-minute workout (iphone or android)
DDP Yoga Now
Office Yoga (or Lite – Free variety)

(continued)
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Table 11.4 (continued)

Training Healer’s Art (Naomi Rachel Remen, MD):
http://www.ishiprograms.org/programs/medical-educators-students/
The Center for Mind Body Medicine:
https://cmbm.org/trainings/mind-body-medicine/
The Institute for Integrative Health:
https://tiih.org/what-we-do/
Center for Mindfulness in Medicine, Health Care and Society:
https://www.umassmed.edu/cfm/
Kripalu: https://kripalu.org/
Hakomi Institute
See http://www.hakomicalifornia.org/index.shtml. .
Somatic Experiencing®
See http://www.traumahealing.com/somatic-experiencing/
The Sensorimotor Psychotherapy Institute (SPI)
See http://www.sensorimotorpsychotherapy.org/about.html.

Reflective 
writing outlets

Academic Medicine: Teaching & Learning Moment
Annals of Internal Medicine – On Doctoring
Bellevue Literary Review
Intima: A Journal of Narrative Medicine
Journal of Medicine Humanities
Literature and Medicine
Medical Humanities
Survive & Thrive: A Journal for Medical Humanities and Narrative as 
Medicine
The Healing Muse
Yale Journal for Humanities in Medicine

aThis toolkit provides examples of available resources and is not meant to be exhaustive

signage. In addition, having values alignment at the organizational level around the 
alleviation of suffering and cultivation of compassion and humanism are central as 
exemplified by ongoing training of all clinical and non-clinical personnel in the 
administration of trauma-informed care, facilitating easy non-stigmatizing access to 
employee assistance programs, and engaging patients as well as community 
resources in practice design [50, 51].

 Conclusion

In summary, healthcare staff are more likely than the general population to have 
experienced both personal and workplace trauma. Workplace violence includes 
physical and emotional violence inflicted by clients and colleagues. Burnout is com-
mon across healthcare roles and manifests itself as exhaustion, depersonalization, 
and loss of self-efficacy. Burnout also makes employees more vulnerable to second-
ary traumatic stress and compassion fatigue, rather than satisfaction, and less capa-
ble of providing quality care.
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As we look to the future, trauma-informed organizations may help build resilience 
by proactively supporting the health of their employees. Ideally, they will maintain a 
sense of readiness to recognize the impact of trauma on the lives of their staff and the 
clients/patients they serve. Healthcare professionals can work collaboratively with 
organizations to create environments that are physically and emotionally safe, recog-
nize when interventions are needed, adapt to the needs and strengths of their work-
force, and provide opportunities for individuals to build their resilience.

We have discussed how resilience can be learned and cultivated. Secondary 
exposure to trauma can result in secondary traumatic stress or secondary posttrau-
matic growth, compassion fatigue, or compassion satisfaction. Self-care, includ-
ing practicing mindfulness, can increase resilience. Resilience practiced 
individually and in groups, in turn, helps preserve self-efficacy and social support 
that is crucial to finding meaning and purpose at work. Practicing mindfulness and 
other self-care strategies that resonate with the individual also equips healthcare 
providers to teach these skills to colleagues and patients. As a widened circle of 
resilient healthcare providers grows within a positive, trauma-informed, healing-
centered work environment, the health of individuals and populations will signifi-
cantly benefit [52].
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 Conclusion

The most beautiful people we have known are those who have known defeat, known suffering, 
known struggle, known loss, and have found their way out of the depths. These persons have 
an appreciation, a sensitivity, and an understanding of life that fills them with compassion, 
gentleness, and a deep loving concern. Beautiful people do not just happen [1].

Elizabeth Kübler-Ross

Trauma is common in human experience, and healthcare personnel and systems 
must be cognizant of its impact on past, present, and future health. In this book, we 
have presented an overview of common forms of trauma and provided a theoretical 
basis for implementing trauma-informed care (TIC). We have reviewed unique con-
siderations in working with populations that experience a high burden of traumatic 
exposures and have provided strategies for incorporating TIC into aspects of the 
healthcare system. The final section of this volume reviews the critical need to sup-
port and nurture the health of those who care for trauma-exposed patients.

TIC holds great promise for promoting health and healing and is especially criti-
cal for populations at high risk for traumatic exposure, as trauma and its impact are 
not equally distributed in society [2]. As such, an aspirational goal of TIC is to 
promote health equity and reduce health disparities. At a minimum, application of 
TIC can build trust and a sense of self-efficacy for those served by health systems. 
Finally, asking a person “what happened to you?” instead of “what’s wrong with 
you?” also allows us to understand and validate the inherent strengths that the indi-
vidual possesses and enables us to collaborate in the service of wellness and heal-
ing. In healthcare, we have the unique opportunity to witness and assist in this 
process of growth and recovery.
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