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Trauma is highly prevalent in patient populations, particularly
those encountered by psychiatrists and psychiatry residents.
Exposure to traumatic events increases an individual’s toxic
stress burden and increases the risk of mental health problems
and chronic physical disease [1]. Adverse childhood experi-
ences (ACEs), including abuse and neglect, have been linked
to an array of medical sequelae, including heart, lung, and
liver diseases, obesity, diabetes, depression, substance use,
and sexually transmitted infections [1–3]. Adverse experi-
ences also lead to epigenetic cellular and molecular mecha-
nisms that produce changes in gene expression, producing
lasting effects in the body as well as alterations in neuronal
structure and function [4].

The impact of adverse experiences across the lifespan im-
pact interpersonal dynamics as well as individual health, and
there is an emerging appreciation of the convergence of dis-
cussions about the impact of trauma on workplace morale and
safety, with related concerns about resilience and burnout [5].
Trauma is ubiquitous worldwide, whether from adverse child-
hood experiences (ACEs), abuse, life events, or disasters. The
scope of potentially traumatic events has, moreover, expanded
in recent years to include experiences of social determinants of
health, from food security to race, gender, and religious bias.

Trauma-informed care (TIC) provides a framework for
considering trauma at all levels, including patients, providers,
and the overall organizational culture. Psychiatry as a field is
uniquely positioned to advance trauma-informed care (TIC)
and its implications for patient and clinician engagement. The
field combines an understanding of neurobiological underpin-
nings of the effect of trauma, its consequences, and its sequela,
with the psychodynamic and psychotherapeutic engagement

with patients in their trauma narrative. Psychiatry resident
education in TIC is essential to train the next generation of
psychiatrists who are already interacting with patients and
who will continue to shape this role in the future.

Background: Trauma and Trauma-Informed
Care

The Substance Abuse and Mental Health Services
Administration (SAMHSA) defines trauma as “an event, se-
ries of events, or set of circumstances that is experienced by an
individual as physically or emotionally harmful or life threat-
ening and that has lasting adverse effects on the individual’s
functioning and mental, physical, social, emotional, or spiri-
tual well-being” [6]. The prevalence of trauma is exceedingly
high. In the 2011 National Stressful Events Survey answered
by 2953 individuals in theUSA, 89.7% of respondents reported
exposure to at least one DSM-5 Criterion A event, and 30% of
respondents had experienced six of these event types listed in
the survey, including disaster, accident/fire, exposure to hazard-
ous chemicals, combat or warzone exposure, physical or sexual
assault, witnessed physical/sexual assault, witnessed dead
bodies/parts unexpectedly, threat or injury to family or close
friend due to violence/accident/disaster, death of family/close
friend due to violence/accident/disaster, or work exposure [7].

The landmark 1998 CDC-Kaiser Permanente Adverse
Childhood Experiences (ACE) study by Felitti and Anda
et al. explored the relationship between childhood abuse and
household dysfunction and many of the leading causes of
death in adults. In that study, categories of childhood abuse
included psychological abuse, physical abuse, or sexual
abuse. Categories of household dysfunction during childhood
included exposure to substance abuse, mental illness, violent
treatment of a mother or stepmother, or criminal behavior in
the household [2].

That study had several notable findings. First, it highlighted
the prevalence of trauma. Conducted from 1995 to 1997 with
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two waves of data collection from over 17,000 Health
Maintenance Organization members from Southern
California receiving physical exams and completing confiden-
tial surveys, almost two thirds of participants reported at least
one ACE while more than one in five participants reported
having three or more ACEs [2]. Follow-up studies, including
one through the CDC Behavioral Risk Factor Surveillance
System BRFSS, showed similar results after collecting tele-
phone surveys of 400,000 US adults each year [8]. In data
from 2009 to 2014, again almost two thirds of participants
reported at least one ACE while more than one in five partic-
ipants reported having three or more ACEs [8].

Second, the landmark 1998 ACE study documented the sig-
nificant impact of trauma. With an increased number of ACEs,
there was an increased risk of negative health and well-being
across the life course, including suicide attempts, depression,
ischemic heart disease, liver disease, chronic obstructive pul-
monary disease, smoking, early initiation of smoking, alcohol
and alcohol use, illicit drug use, sexually transmitted diseases,
financial stress, poor work performance, poor academic
achievement, adolescent pregnancy, unintended pregnancies,
fetal death, risk for sexual violence, and health-related quality
of life. This effect was noted to have a graded dose-response
relationship, with increased exposure to the stressor of ACEs
leading to an increased intensity in this poor outcome.
Individuals with four or more categories of ACEs had 4 to 12
times increased risk for suicide attempts, depression, alcohol-
ism, and drug abuse compared to individuals who reported no
ACEs. The influences throughout the lifespan of adverse child
experiences could lead to social, emotional, and cognitive im-
pairment; adoption of health-risk behaviors, disease, disability,
and social problems and early death [2]. Later work by the
National Comorbidity Survey Replication in 2001 explored
questions of age of onset and the comorbidity of lifetime prev-
alence of psychiatric disorders including posttraumatic stress
disorder, substance use disorders, and mood disorders [9].

Additional studies have noted the high prevalence of trau-
ma. A recent study found that more than 70% of adults world-
wide have experienced a traumatic event in their lifetime [10].
In the USA, physical and sexual assaults are the most fre-
quently reported traumatic events at 52% lifetime prevalence,
followed by accidents or fires at 50% lifetime prevalence [10].
In the psychiatric population, trauma is highly prevalent and
trauma histories can be complex, repeated, or ongoing [11].
PTSD is common in the USA and worldwide. Lifetime prev-
alence ranges from 1.3 to 12.2% depending on social back-
ground and country of residence [12]. The risk of PTSD is
increased with traumatic brain injury, exposure to death, inju-
ry, torture, or bodily disfigurement, or exposure to an event
that was unexpected, inescapable, or uncontrollable [13, 14].
PTSD may also present with other psychiatric diagnoses with
more than 50% of cases of PTSD having co-occurrence with
mood, anxiety, or substance disorders [15].

Furthermore, the impact of trauma has neurobiological se-
quelae. Neural systems implicated in the pathophysiology of
PTSD include the amygdala in fear learning; the amygdala,
dorsal anterior cingulate cortex, insula in threat detection;
frontoparietal connectivity in executive function and emotion
regulation; as well as signaling between the medial prefrontal
cortex and hippocampus in contextual processing [12].
Literature by Perez in 2017 showed inverse relationship be-
tween the burden of childhood abuse and left anterior insular
volume, and between lifetime adverse events and left hippo-
campal volume [16]. In addition, a study by Protopopescu
et al. demonstrated increased amygdalar activation with
trauma-related versus neutral words in patients meeting
criteria for PTSD [17]. Work by Liebenthal, Silbersweig,
and Stern has explored the neural processing of language per-
ception and emotional face cues, suggesting that an under-
standing of the underlying neurobiology is important for de-
vising treatment approaches in alleviating emotional dysfunc-
tion [18]. There is, moreover, an impact on the chemical level,
with neuroendocrine communication between the brain and
body via hormonal pathways, impacting the neuroendocrine,
autonomic, immune, and metabolic systems [19].

Within a trauma-informed caremodel, SAHMSA describes
that “a program, organization, or system that is trauma-
informed realizes the widespread impact of trauma and under-
stands potential paths for recovery; recognizes the signs and
symptoms of trauma in clients, families, staff, and others in-
volved with the system; responds by fully integrating knowl-
edge about trauma into policies, procedures, and practices,
and seeks to actively resist re-traumatization.” Within this
context, SAHMSA outlines six key principles of a trauma-
informed approach: (1) safety, (2) trustworthiness and trans-
parency, (3) peer support, (4) collaboration and mutuality, (5)
empowerment, voice, and choice, and (6) cultural, historical,
and gender issues. SAHMSA sets forth four assumptions and
six key principles to consider. The first assumption is that
individuals at all levels of the organization have a basic real-
ization of trauma and how it can affect broader constructs,
such as families, groups, organizations, and communities, as
well as individuals. Secondly, individuals in the organization
must be able to recognize the signs of trauma, utilizing ap-
proaches such as screening, assessment, and workplace prac-
tices. Third, the organization responds by applying a trauma-
informed approach. Finally, the fourth assumption is that a
trauma-informed approach seeks to resist re-traumatization
of both patients and staff [20].

While trauma-informed care is a widely-used term and often
utilized in social service settings, its application in daily prac-
tice of medicine and psychiatry is less well documented [21].
Much of the existing trauma-informed care information is lo-
cated on websites of organizations within the USA, such as the
Substance Abuse and Mental Health Services Administration
(SAMHSA), Trauma-Informed Care Resources, and the
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National Association of StateMental Health ProgramDirectors
(NASMHPD) [22]. Existing literature for the implementation
of trauma-informed care is predominately in the child and ad-
olescent population. For example, a review by Bryson noted
that many young people receiving psychiatric care in North
American inpatient or residential settings have experienced
various forms of emotional trauma and, furthermore, that the
practices of these settings, such as seclusion and restraints,
create a risk of retraumatization. That review explored articles
that described trauma-informed care interventions in youth
psychiatric or residential settings. However, even within this
population the features that lead to successful implementation
of trauma-informed care continue to be explored [23]. While
most trauma-informed care is currently implemented by non-
physician staff, this paradigm shift needs physician engage-
ment and leadership, with psychiatry as a field uniquely posi-
tioned for this role given our training in neurobiological under-
pinnings of the effect of trauma, our critical role in eliciting
appropriate patient histories, our understanding of psychody-
namic and psychotherapeutic principles, and the psychiatry
consultation-liaison role of guiding multidisciplinary team
meetings and challenging interactions in patient care [24].

Trauma-Informed Care in Psychiatry
Education

Within the medical specialties, psychiatry residents are espe-
cially faced with the task of identifying and responding to
patient histories, including that of trauma in various forms
[23]. During training, psychiatry residents frequently have
contact with patients and families with trauma histories, rang-
ing from emergency room assessments through long-term re-
covery treatment [11]. In addition, psychiatry training in-
cludes significant work with patients who have substance
use disorders and a majority of these individuals also have
co-morbid traumatic exposures [25].

In addition to trauma history in the psychiatric population,
trauma-informed care is especially well-suited to psychiatry
given the intersection in psychiatry between a humanistic ap-
proach and neurobiological underpinnings of the field.
Despite the ubiquitous nature of trauma, current graduate
medical education requirements for psychiatry from the
Accreditation Council for Graduate Medical Education
(ACGME) do not outline specific standardized guidance for
the teaching of trauma or trauma-informed care. A search of
the document for the specific word “trauma” yields only a
reference to traumatic brain injury. The requirements do note
that residents must demonstrate competence in “recognizing
and appropriately responding to family violence (e.g., child,
partner, and elder physical, emotional, and sexual abuse and
neglect) and its effect on both victims and perpetrators.”
However, there is no specific guidance for how this teaching

should be integrated into the residency education curriculum,
such as a number of hours of training, teaching modalities for
shaping this competence, or how this may be folded into a
psychiatry curriculum [26]. Educational guidance around
teaching this topic within psychiatry medical education re-
mains sparse. Even though physicians indicate that theywould
benefit from dedicated training, substantial gaps remain in the
education of ACEs and trauma-informed competence [1].

Included in the 2019 ACGME Common Program
Requirements for Residency are core competencies of profes-
sionalism (including well-being and self-care as well as tran-
sitions of care), patient care and procedural skills, medical
knowledge, practice-based learning and improvement, inter-
personal and communication skills, and systems-based prac-
tice. Although these requirements are not specific about train-
ing content, we assert that trauma-informed care principles
and practices are relevant to each of those domains, offering
a valuable framework for engaging patients, colleagues, and
ourselves in ways that optimize outcomes for all participants
in the health care system [27].

Existing Literature on Trauma Education
in Psychiatry

Literature search for the development of a trauma curriculum
for psychiatry residents is slim. Notably, in a 2014 publication,
Ferrell et al. describe that they used the words trauma, educa-
tion, and psychiatry residents as search terms in PsycINFO,
PubMed, and Cochrane databases for articles reporting curric-
ula on trauma topics for psychiatry residents, and at that time
found only one curriculum targeted to mental health profes-
sionals and no studies evaluating the teaching of trauma cur-
riculum [28].

Ferrell described the development of a 12-week course
administered to 13 third-year psychiatry residents as part of
didactics scheduling at Baylor College of Medicine. In this
model, classes covered a wide variety of related topics, includ-
ing childhood trauma, refugee trauma, survivors of torture,
intimate partner violence, military sexual trauma, and natural
disaster, and included techniques in therapy, role-playing ac-
tivities, and pre- and post-course survey. However, even after
the course, there was no change in the proportion of residents
who felt comfortable assessing for trauma [28].

To help foster education for less prevalent local popula-
tions, literature by Pantziaras suggests that virtual patient sys-
tems could be utilized to improve confidence in providing
transcultural clinical care for traumatized refugee patients
[29]. Within this study, results explored included overall con-
fidence in providing care for this population, as well as in
specific domains of clinical care. These clusters included the
ability to identify and evaluate trauma-related diagnoses and
disability, to treat and manage trauma-related diagnoses and
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disability, to treat victims of torture, and to adapt work to
different cultures via elements of intercultural communication
[29].

Within broader medical training of physicians, literature by
Goldstein explored the gap in trauma-informed care at the
medical school level, via a sample of 20medical students from
the Summer Institute on Race and Health at the University of
California, Davis. This study delivered a course including
lectures, discussions, and practice, in two-hour modules over
3 days, with a post-training questionnaire on trauma-informed
medical care. Results showed that this course increased the
ability of participants to recognize clinical manifestations of
adverse childhood experience (ACE) exposure in adult pa-
tients. That survey utilized five open-ended questions about
the impact of the trauma training in medical school curricu-
lum. While the course did provide education around asking
about ACEs and responding to trauma disclosures, some par-
ticipants also noted that one-time training as an elective or
adjunct to a core curriculum was not sufficient to master
trauma-informed medical care [1].

Additional literature on trauma-informed care in psychiatry
is slim and from international rather than US-based findings.
For example, work by Osman conducted an online survey of
psychiatrists and primary care physicians from 17 Arab coun-
tries between September 2011 and June 2012 to explore
trauma-informed care in that setting. That study highlighted
the need to develop awareness and training programs in those
Middle Eastern communities to better identify and treat
trauma-related health and mental health issues [30]. A recent
article by Isobel in 2016 explored the current state in Australia
medical practice and emphasized a need for psychiatry to view
trauma-informed care as a significant and urgent paradigm
shift [31]. Work in the USA in 2017 by Beckett did highlight
that embedding trauma-informed care principles in acute psy-
chiatric inpatient ward practice is important given the impact
of trauma, but that this change has been slow to occur [32].

Applicability to Resiliency

The topic of trauma within medical education also ties to the
topic of resilience and the resiliency of the providers them-
selves. Resilience refers to the ability to recover from a stress-
ful event, to adapt to change, and to persist in the face of
adversity [1]. Psychiatry attendings and residents, as well as
peers in other medical specialties, frequently work with trau-
ma survivors. At the same time, these providers may them-
selves have been exposed to prior personal traumas or more
recently to traumatic events that occur as part of their daily
work. Organizational factors that contribute to high stress and
potentially high staff turnover include high caseloads of pa-
tients who have experienced trauma as well as not providing
trauma-informed care training and supervision, or failing to

acknowledge the reality of secondary traumatization [4]. The
interaction with patients with trauma histories may place res-
idents, psychiatrists, and providers at risk for trauma them-
selves. For example, literature describes that professionals
who conduct therapeutic work with trauma victims may ex-
perience secondary traumatic stress (STS) from repeatedly
hearing the details of traumatic events that other individuals
have experienced [33]. Similarly, literature notes that the char-
acteristics that attract individuals into psychiatry and the car-
ing professions make these same individuals vulnerable to
compassion fatigue, defined as the caregiver’s reduced capac-
ity for and interest in bearing the suffering of others. In psy-
chiatrists, the exposure to patients can increase the risk of
vicarious trauma [34].

In this context, psychiatry as a field is well positioned for a
leadership role in trauma-informed care, considering the orga-
nizational impact of these initiatives and helping to provide
training across healthcare systems to increase resiliency
among providers. For example, the Brigham Health Trauma
Informed Care Initiative is increasingly recognized at the in-
stitutional level to be at the forefront of trauma-informed care
(TIC) to optimize clinical care, to better care for patients and
staff.

The need for psychiatry resident education on this topic is
twofold. First, residency training provides the educational
venue for residents to learn this material, for residents to join
trauma-informed care activities, and for senior staff to model
and guide trainees on trauma-informed care principles in prac-
tice. Second, residency training comes rife with challenging
cases, exposure to traumas and death, and bearing witness to
emotional narratives, all in the context of residents also under-
going personal and professional life changes. Psychiatry resi-
dent education on trauma and trauma-informed care provides
an outstanding backdrop to also discuss the source of and
strategies for resilience of both patients and providers
themselves.

Resilience is a term increasingly referenced by medical
education and the popular press, and even contemporary busi-
ness models have begun to explore the connection between
trauma and resiliency. Literature in the Harvard Business
Review describes a module on post-traumatic growth that
can be applied to business executives facing failure and ap-
plied to the psychological fitness of soldiers. This module
encourages participants to understand the response to trauma,
including shattered beliefs about the self, others, and the fu-
ture, to reduce anxiety through techniques to control intrusive
thoughts and to engage in constructive self-disclosure to avoid
the physical and psychological symptoms of unresolved trau-
ma. That approach helps to create a narrative in which trauma
is seen for the personal strength and appreciation that it elicit-
ed, and encourages participants to articulate life principles to
craft a new identity [35]. Harvard Business Review also de-
scribes a Master Resilience Training, patterned after the Penn
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Resiliency Program that helps participants build mental
toughness, by exploring one’s beliefs about adversity, explor-
ing thinking traps such as overgeneralizing based upon a sin-
gle action and minimizing catastrophic thinking. This training
thereby helps participants explore and dispel unrealistic be-
lieves about adversity [35].

In the Goldstein study, students also completed the ACE
Study and Resilience Questionnaires to assess the impact of
ACEs and resilience on their lives. As part of the results of this
literature, students pointed to the need for an organizational
culture utilizing trauma-informed practices that are supportive
of staff, providers, and patients [1].

Call to Action

This article highlights trauma-informed care as a critically
needed component of psychiatry residency education curricu-
lums. Psychiatry as a field is well positioned to be a leader in
trauma-informed care (TIC), deepening and broadening its
scope to incorporate an ever-evolving neurobiological under-
standing of the impacts of stressful exposures to research and
clinical practice. In addition to encountering the high preva-
lence of trauma, psychiatry is aligned to provide both human-
istic connection in patient encounters as well as integrate the
neuroscience unpinning of trauma and its biological sequelae.
This increased focus on trauma-informed care can tie to
broader hospital organizational initiatives, such as the
Brigham Health Trauma Informed Care Initiative trauma-
informed care initiative, as well as to provide discussions
and teachings on resiliency to benefit patients as well as staff
and providers.

Existing models for designing education in psychiatry res-
idency for trauma and trauma-informed care is astonishingly
slim in contemporary literature. Given the lack of existing
guidelines in contemporary literature regarding the design of
trauma-informed care education for psychiatry trainees, addi-
tional work is needed to study the efficacy of specific teaching
interventions and to incorporate feedback to iteratively im-
prove the educational offerings.

Leveraging the concepts set forth in this article, these au-
thors would recommend a proposed residency education cur-
riculum of incorporating trauma-informed care topics into di-
dactic sessions, providing more formal teaching on the tenants
of trauma-informed care, including case-based education on
trauma-informed care and considering the role of simulation-
based exercises to practice these techniques. This education
would best be incorporated into both didactics and supervision
in order to build upon educational teaching and to reinforce
these trauma-informed tenets across training years. Ideally,
this education would be integrated, exploring both humanism
with patients and colleagues as well as the neurobiological
effects of stress, trauma, and resilience, in order to optimize

outcomes for patients and support the psychiatrists who strive
to care for them. Building upon medical school training, this
educational module would address trauma-informed care im-
plications in treating a full spectrum of psychiatric disorders.
This curriculum would, therefore, position psychiatry resi-
dents as potential leaders in trauma-informed care and interac-
tive efforts to generate an evolving understanding of trauma
and its impact among all stakeholders in the healthcare system.
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