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How to implement a 
trauma-informed approach?

4R’s key 
assumptions

6 key principles 10 implementation domains

1. Realise
2. Recognise
3. Respond
4. Resist re-

traumatisa
tion

1. Safety
2. Trustworthiness
3. Peer support
4. Collaboration 
5. Empowerment
6. Cultural, 

historical, and 
gender issues

1. Governance and leadership
2. Policy
3. Physical environment
4. Engagement and involvement
5. Cross sector collaboration
6. Screening, assessment, and 

treatment
7. Training and workforce 

development
8. Progress monitoring
9. Financing
10. Evaluation

Substance Abuse and Mental Health Services Administration (USA) concept of trauma and guidance for 

a trauma-informed approach, 2014

https://www.samhsa.gov/about-us/contact-ushttps:/www.samhsa.gov/about-us/contact-us




Key concepts Definitions Number of 
studies

SAMHSA 
(n=73)

Harris and 
Fallot (n=41)

Bloom’s Sanctuary 
Model (n=16)

Safety X X X 113 (71%)

Trustworthiness 
and transparency

X X 94 (59%)

Peer support X 69 (43%)

Collaboration and 
mutuality

X X 105 (66%)

Empowerment, 
voice, and choice
 

X X 107 (67%)

Cultural, historical, 
and gender issues

X 93 (59%)



Outcomes and measures

Service users

• Mental health 

• Physical health

• Self and 
wellbeing

Staff

• TIC knowledge

• TIC attitudes

• TIC practice

• Competencies

• Secondary 
traumatic stress

Organisation

• TIC relevance

• TIC principles

• Readiness

• Barriers 

• Implementation 
success





Engagement and involvement

Reduced re-traumatisation

Improved patient-staff relationships

Improved satisfaction

Improved symptoms

Reductions in costs and hospitalisations 



Training and workforce development

Increased knowledge, confidence, use

Improved therapeutic relationship

Decreased stigmatisation

Enhanced healing and recovery

Staff buy-in for org change

Improved org readiness

Change in org culture



Cross-sector collaboration

Better coordinated care

Better access and linkages 

Improved understanding of patients’ needs

Enhanced trust 

Improved health outcomes

Better staff support 



Screening, assessment, and treatment services

Increased safety

Better engagement of patients

More resilient patients and staff

Less re-traumatisation



Governance and leadership

Sustained change in org culture

Sustainable organisational change



Policy

Reduced re-
traumatisation



Evaluation

Improved staff outcomes

Improved patient health outcomes

Cost savings



Progress monitoring and quality assurance

Improved staff 
engagement and buy-in



Financing

Increased cost-effectiveness

Decreased staff turnover

Improved health care utilisation





Barriers and facilitating factors 

Outer setting

Inner setting

Process

Intervention

Individuals

• Interagency collaboration

• Actions of other agencies

• Policies, funding, regulation
• Leadership engagement

• Financial and staffing resources

• Policy and procedure changes
• Staff training, ongoing support

• Service user feedback

• Review outcomes

• Perceived relevance to the setting, patient 
population

• Staff openness to change



Recommended reading
• Berring, L. L., Holm, T., Hansen, J. P., Delcomyn, C. L., Søndergaard, R., & 

Hvidhjelm, J. (2024). Implementing Trauma-Informed Care—Settings, 
Definitions, Interventions, Measures, and Implementation across Settings: A 
Scoping Review. Healthcare, 12(9), 908. 
https://doi.org/10.3390/healthcare12090908 

• Goldstein, E., Chokshi, B., Melendez-Torres, G. J., Rios, A., Jelley, M., & 
Lewis-O'Connor, A. (2024). Effectiveness of Trauma-Informed Care 
Implementation in Health Care Settings: Systematic Review of Reviews and 
Realist Synthesis. The Permanente journal, 28(1), 135–150. 
https://doi.org/10.7812/TPP/23.127 

• Huo, Y., Couzner, L., Windsor, T. et al. Barriers and enablers for the 
implementation of trauma-informed care in healthcare settings: a systematic 
review. Implement Sci Commun 4, 49 (2023). https://doi.org/10.1186/s43058-
023-00428-0 

https://doi.org/10.3390/healthcare12090908
https://doi.org/10.7812/TPP/23.127
https://doi.org/10.1186/s43058-023-00428-0
https://doi.org/10.1186/s43058-023-00428-0


Trauma-informed research 

• Alessi, E. J., & Kahn, S. (2022). Toward a trauma-informed qualitative 

research approach: Guidelines for ensuring the safety and promoting the 

resilience of research participants. Qualitative Research in Psychology, 20(1), 

121–154. https://doi.org/10.1080/14780887.2022.2107967 

https://doi.org/10.1080/14780887.2022.2107967


Trauma-informed healthcare from the 
perspectives of women who have 

experienced sexual violence in 
adulthood: a systematic review
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King’s College London





Sexual violence as a 
public health 
problem 

1 in 3 women globally have 
experienced sexual or intimate 
partner violence (World Health 
Organisation)



Why was this review important?



Why was this review important?



What was different about this review?

https://www.survivorresearch.org/



How did we find the studies?



How ethical were the studies?

Avoiding silencing 
/ re-

traumatisation
5 studies

Foregrounding 
empathy
7 studies

Promoting    
choice

5 studies

Addressing power 
imbalances
11 studies

Protecting 
emotional/ 

physical safety
8 studies 

Trained/ 
experienced 
interviewers

6 studies



What did 
studies focus 
on?

• Most studies (n = 41) were conducted in high-income countries, primarily the 
USA and UK. 

• Healthcare settings included:
• Specialist sexual violence (n = 14) 

• Mental health (n = 9); sexual

• Reproductive and maternal health (n = 10)
• Veteran’s Health Administration (VHA) (n = 3)

• Emergency or hospital care (n = 4)

• Dentistry (n = 2) 
• General healthcare (n = 10)

• 16 studies reported framing their analysis through theories about oppression, 
power and/or intersectionality (n = 16). 

• A minority of studies reported any survivor involvement (n = 2)

• Ten studies focused on the experiences of survivors experiencing 
marginalisation, including:

• Women facing multiple disadvantage

• Women with intellectual disabilities living on locked wards
• Women who had been given a mental health and/or ADHD diagnosis

• African American and Black women

• Latina women
• Xhosa women

• Older adults. 



1. Naming the violence (n = 32)

The hidden and normalised nature of sexual violence made it 
difficult for survivors to acknowledge their experiences. Survivors 
needed time and gentle encouragement to name the violence and 
begin to heal. Naming the violence supported healing by refuting 
victim-blaming messages that silenced and blamed survivors. 

alienated and ashamed searching for physical 
evidence

acknowledgement is a 
journey



2. Making sexual violence visible (n = 41)

Sexual violence was rendered invisible in healthcare settings that 
lacked the safety needed to disclose, did not consider sexual 
violence a health-related issue or pathologised survivors’ distress 
instead of understanding it as trauma. Providers and services could 
make sexual violence visible by asking, validating, and responding, 
and understanding it as a gendered violation of human rights.

A second attack Denied appropriate 
support Ask, validate, respond



3. Bearing witness (n = 43)

When survivors' right to autonomy, dignity, and respect was violated 
or disregarded this could re-create both the violation and 
dehumanisation of sexual violence. Survivors needed providers to 
treat them as whole people, show empathy, support them to make 
choices, and prioritise relationships. 

alienated and ashamed Dehumanised Be alongside me



Demonstrating 
trustworthiness

Naming the 
violence

Bearing 
witness

Making 
sexual 

violence 
visible

Unspoken 
and 

unheard

Denied 
appropriate 

support

Ask, 
validate, 
respond

Alienated 
and 

ashamed

Searching 
for physical 

evidence Acknowled
gement is 
a journey

A second 
attack

Dehumanised

Be 
alongside 

me



Recommendations 
for healthcare 
providers

• Build in reflective practice 

• Ask directly but gently. Trust that a survivor can say no if 
they wish.

• Consider asking about trauma or (sexual) violence more 
than once.

• View consent-seeking as an ongoing process, not a single 
act.

• If someone discloses sexual violence, name it..

• Be aware of local support services, including grass-roots 
organisations.

• Understand marginalisation and disadvantage 

• Prioritise choices and listen to survivors’ perspectives. 

• Trust that survivors are best placed to know what heals and 
what harms.



Recommendations for healthcare Systems 
and organisations
• Take a whole-systems approach; take a clear stance that sexual violence is unacceptable and 

recognise the key role of healthcare systems and organisations in addressing it.

• Consider whether existing policies could create environments that are distressing for or harmful 
to survivors

• Co-design services, evaluations and staff training in genuine partnership with survivors. 

• Educate all staff about sexual violence. Staff should understand:
• It as a violation of human rights
• how to apply trauma-informed principles to their practice
• how social, cultural and historical factors (such as racism, poverty, sexism) and their 

intersectionality shape survivors’ experiences and expectations of both sexual violence and 
care.

• Ensure providers have access to clear and up-to-date information about local options for 
support. 

• Equip providers with the knowledge and resources to enquire about, identify, and refer to support 
for sexual violence



Recommended reading 

Humphreys C. A health inequalities perspective on violence against women. Health Soc Care Community [Internet]. 2007 Mar 1;15(2):120–7. 

World Health Organisation. Addressing violence against women in health and multisectoral policies: a global status report. 2021. Available 

from: https://iris.who.int/handle/10665/350245

Jewkes R, Sen P, Garcia-Moreno C. World Report on Violence and Health. Chapter 6: Sexual violence. Krug EG, Dahlberg LL, Mercy JA, Zwi 

AB, Lozano R, editors. Geneva: World Health Organisation; 2002. Available from: 

http://apps.who.int/iris/bitstream/handle/10665/42495/9241545615_eng.pdf;jsessionid=A382BC2C45697E2E66A146291036337C?sequence=1

García-Moreno C, Hegarty K, d’Oliveira AFL, Koziol-McLain J, Colombini M, Feder G. The health-systems response to violence against 

women. The Lancet. 2015 Apr;385(9977):1567–79. 

https://iris.who.int/handle/10665/350245
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Methodology and Key highlights from Strategies

• Policy analysis: Organisational strategies for TIA alignment.
• Staff Surveys: Staff commitment, and adoption of TIAs.
• Interviews & Workshops: Experiences from frontline staff and leadership.

• Analysis: using TI principles & 10 Implementation domains (SAMHSA 2014)

• Key highlights from policy analysis: 
• Safety – Fundamental yet experiences of safety varied across evaluations

• Co-Production- Mentioned yet only 5 out of 21 strategies evidenced this.

• Collaboration – Strong but power imbalances and siloed approach hinder this.

• Cultural and gender sensitivity–Bold ambitions across strategies, albeit limited pathways. 

• Empowerment – Clear but rigid protocols limit informed choices.

• Peer Support – Key challenges of sustainability  



Key Findings: Governance and Leadership 

•  Senior leadership buy-in makes all the difference.

• A.& Somerset Police: Chief Constable (five-year strategy) TI policing.

•  Staff feel unsupported without clear leadership.
• Initiative fatigue – Problems of tokenism.

•  Practical leadership actions help drive culture change.
• 16 TI Educators (TIEs) – Police TIA into daily practice.
• Reflective supervision – Key to  prevent burnout.

• Key Learnings
• Senior leaders to champion TIA - How?

• Appoint TI Champions 
• Embed TIA into strategic plans and job descriptions.



Policy 

•  Strong strategic commitment BUT these don’t always lead to real action.
• Limited change in practice despite written policies- Staff sentiments 
• Funding gaps - policy ambitions outstrip available resources.

•  Practical policies help staff apply TIA.
• Victim & Witness Care service – reduction of re-traumatisation.

• What works in practice? 
• Turn policies into practical tools for all staff. HOW? 

• Develop simple, clear guidelines for applying TIA in daily work.
• Provide checklists, trauma screening tools, and decision-

making frameworks.



Cross sector collaboration 

•  Partnerships help integrate TIA across sectors.
• Family Hubs in Bristol (support families).

•  Working in silos – a real challenge with some sectors.
• Fragmented referrals – service users passed between agencies.
• Lack of data-sharing agreements.  

•  Collaboration improves outcomes.
• Youth justice - Enhanced Case Management reduced reoffending.

• How to strengthen this? - Multi-Agency Partnerships
 Set up co-located services (e.g. joint police-social services teams) 
 Data-sharing agreements.
 Joint training - consistent responses to trauma.



Training and Workforce Development 

•  Training is happening but remains inconsistent.

• Some organisations trained Trauma-Informed Educators and used train the trainer 
models.

• Some NHS teams received trauma-awareness training, low uptake.

•  Training alone is not enough

• Staff struggle to apply TIA due to lack of support after training.
• Without leadership reinforcement, training fades over time.

• What needs to happen? 
• Mandatory TI training across public services for all.
• Training paired with peer mentoring coaching & reflective supervision.
• Peer-led trauma-informed practice groups.



Progress Monitoring and Quality Assurance 

•  Limited systems for tracking TI impact.

• Lack of a unified framework for measuring progress.
• Mostly qualitative feedback – hard to evidence cost savings.
• Where measurement exists, results show a positive impact.

•  Sometimes staff feel unsupported without explicit feedback loops.

• What needs to happen?

• Developing TIA indicators.



Conclusion and Call to Action 

•  Key Takeaways
• TIAs must be embedded across all organisational levels 
•  Calls to Action

• Support, network and learn from others

• Link up services wherever possible 

• Leaders should lead by example

• Mandatory TI training across public services for all

• Pair training with peer mentoring, coaching, and reflective supervision

• Develop simple, clear guidelines for applying TIA in daily work.

• Appoint TI Champions & embed TIA into strategic plans and job descriptions



Additional references in response to discussion points

• To keep track on this work, please see our project page:

• Sharing learning to embed trauma-informed systems across public 
services - ARC West

• Our previous work on trauma-informed co-production can be found here: 

• https://onlinelibrary.wiley.com/doi/10.1111/hex.13795 

• Natalie Edelman’s work on A framework for Trauma and resilience 
informed research principles and practice: 
https://doi.org/10.1177/13558196221124740 

https://arc-w.nihr.ac.uk/research/projects/sharing-learning-to-embed-trauma-informed-systems-across-public-services/
https://arc-w.nihr.ac.uk/research/projects/sharing-learning-to-embed-trauma-informed-systems-across-public-services/
https://onlinelibrary.wiley.com/doi/10.1111/hex.13795
https://doi.org/10.1177/13558196221124740
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