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How to implement a
trauma-informed approach?

4R’s key 6 key principles 10 implementation domains
assumptions
1. Realise 1. Safety 1. Governance and leadership
2. Recognise 2. Trustworthiness 2. Policy
3. Respond 3. Peer support 3. Physical environment
4. Resistre- 4. Collaboration 4. Engagement and 'nV°|Yement
: 5. Cross sector collaboration
traumatisa 5. Empowerment :
) | | 6. Screening, assessment, and
tion 6. C-u tur.a ) treatment
historical, and 7. Training and workforce
gender issues development
8. Progress monitoring
9. Financing
10. Evaluation
University of
= & BRISTOL Substance Abuse and Mental Health Services Administration (USA) concept of trauma and guidance for
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a trauma-informed approach, 2014


https://www.samhsa.gov/about-us/contact-ushttps:/www.samhsa.gov/about-us/contact-us
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Abstract: Traumatic experiences can have long-lasting negative effects on individuals, crganizations,
and societies. If trauma is not addressed, it can create unsafe cultures with constant arousal, untrusting
melationships, and the use of coercive measures. Trauma-informed care (TIC) can play a central role
in mitigating these negative consequences, but it is unknown how and in which wayi{s) TIC should
be implemented. Cur objective was to conduct a scoping review that systematically explored and
mapped esearch conducted in this area and to identify existing knowledge about the implementation
of TIC. The search was conducted on the CINAHL, Cochrane, Embase, ERIC, Medline, PsycINFO,
and Web of Scence databases, and mome than 3000 empirical papers, published between 2000 and
2022, were identified. Following further screening, we included 15 papers in our review, which
were mainly from the USA, Australia, New Zealand, and Canada, focusing on study settings,
methodologies, and definitions of TIC, as well as the types of interventions and measures used. This
meview shows that TIC is a complex and multifaceted framew ork, with no overarching structume or
clear theoretical underpinnings that can guide practical implementations. TIC has been defined and
adapted in varied ways across different settings and populations, making it difficult to synthesize
knowledge. A higher level of agreement on how to operationalize and implement TIC in international
mesearch could be important in order to better examine its impact and broaden the approach.

Keywords: implementation; mental health; multifaceted framework; organizations; scoping reviews;
TIC; trauma; trauma-informed came




Key concepts Definitions Number of
studies
SAMHSA Harris and Bloom’s Sanctuary
(n=73) Fallot (n=41) Model (n=16)
Safety X X X 113 (71%)
(o)

Trustworthiness X X 94 (59%)
and transparency
Peer support X 69 (43%)
Collaboration and X X 105 (66%)
mutuality
Empowerment, X X 107 (67%)
voice, and choice

EA Universityof  Cultural, historical, X 93 (59%)
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Outcomes and measures

Service users Staff Organisation
e Mental health e TIC knowledge e TIC relevance
e Physical health e TIC attitudes e TIC principles
e Self and e TIC practice e Readiness
wellbeing e Competencies e Barriers
e Secondary e Implementation
traumatic stress SuUCcess

/A

& BRISTOL

entre for Academic
ary Care

0
=
3



Pl
gy

Centre for
Primary C

Corresponding Author
Ellen Goldstein, PhD, MFT
ellengi@uic.edu

Author Ammilations

]Department of Population Health
Mursing Science, University of
lllinois Chicago College of Mursing,
Chicago, IL, USA

: Drepartment of Pediatrics, Division
of Military Child and Family
Research, Uniformed Services
University of the Health Sciences,
Bethesda, MO, USA

? Faculty of Health and Life
Sciences, Univeristy of Exeter,
Emeter, UK

* Division of Women's Health,
Brigham and Women's Hospital,
Boston, MMA, LSA

5IZH!;::-artr'nEl'ut of Internal Medicine,
University of Oklahoma Schocl of
Community Medicine, Tulsa, OK,
Usa

£ Department of Mursing & Division
of Women's Health, Brigham and
Women's Hospital, Boston, MA,
Usa

Author Contributions

Ellen Goldstein, PhD, MFT, Binny
Chakshi, MO, MEd, GJ Melendez-
Torres, DPhil, MPH, RN, FAAM, and

Annie Lewis-O'Connaor, PhD, NP-BC,

MPH. FAAMN, developed the study
design, conducted extraction and
analysis of data, and wrote the final
manuscript. Anna Rios, BA, con-
ducted data extraction and wrote
the final manuscript. Martina Jelley,
MDD, MEPH, conducted data extrac-
tion and participated in the critical
review of drafts and the final man-
uscript. All authors have given final
approval to the manuscript.

Acknowledgments

Ellen Goldstein, PhD, MFT, and Bin-
ny Chokshi, MDD, MEd, are co-first
authors.

Disclosures
Conflicts of interest: None declared
Funding: Mone declared

Copyright Information

£ 2024 The Muthars. Published by Tha
Pormaranta Fadaration LLC undar tha torms
of the CC BY-NC-ND 4.0 license httos#

SECLION
REVIEW ARTICLE

Effectiveness of Trauma-Informed Care
Implementation in Health Care Settings:
Systematic Review of Reviews and
Realist Synthesis

Ellen Goldsteln, PhD, MFT'; Binny Chokshi, MD, MEd®; GJ Melendez-Tarres,
DBhIl, MPH, RN, FAAN; Anna Rios, BA®; Martina Jelley, MD, MSPH;
Annfe Lewis-0'Connor, PhD, NP-BC, MPH, FAAN®

P J 2024 28 23127 « hitps Y oolong 0, TSI TPR/ 23127

Abstract

PURPOSE: Given the ubiquity of traumatic exposures and the profound
impact of trauma on health, a trauma-informed care (TIC) approach in
health care is critical. TIC seeks to promote safety within health care
and prevent retraurnatization. The lack of systems-level data has been
a major barrier to TIC implementation. This study aimed to understand
the mechanisms and cutcomes effective in implementing TIC across
health systems using a systematic review of reviews and realist
syntheasis.

METHODS: A systematic search of MEDLIME, Embase, PsycINFO,
Cumulative Index to Nursing and Allied Health Literature (CINAHL),
and Applied Social Science Index & Abstracts identified reviews
addressing TIC in health care published in the last 10 years in peer-
reviewed journals. Realist synthesis methodeology was used to develop
context-mechanism-outcome configurations. Thematic analysis

was performed to generate a framework for the mechanisms of
implementation that produce successful TIC outcomes.

RESULTS: Sixteen articles featuring varied review types weare
included. The results, highlighting the strategies that lead to improved
outcomes for patients and systems, were mapped to SAMHSA's 10
TIC implementation doemains, including engagement and involvemeant;
training and workforce development; cross-sector collaboration;
screening, assessment, and treatment services; governance and
leadership; policy; evaluation; progress monitoring and quality
assurance; financing; and physical environment.

CONCLUSION: The findings support the use of SAMHSA's 10
implementation domains in varied health care contexts to facilitate
effective TIC processes. Future work should continue to evaluate the
effectiveness of TIC approaches and may consider how health equity
and strengths-based approaches fit within SAMHSA's framework.




Engagement and involvement

) Reduced re-traumatisation

) Improved patient-staff relationships

) Improved satisfaction

) Improved symptoms

) Reductions in costs and hospitalisations
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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
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Cross-sector collaboration

Better coordinated care

) Better access and linkages

) Improved understanding of patients’ needs

) Enhanced trust

) Improved health outcomes

etter staff support

. ersity of
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Screening, assessment, and treatment services

) Increased safety

> Better engagement of patients

> More resilient patients and staff

) Less re-traumatisation
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' Governance and leadership

> Sustained change in org culture

> Sustainable organisational change
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Policy

Reduced re-
traumatisation
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' Evaluation

> Improved staff outcomes

> Improved patient health outcomes

> Cost savings
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' Progress monitoring and quality assurance

Improved staff
engagement and buy-in




' Financing

> Increased cost-effectiveness

> Decreased staff turnover

> Improved health care utilisation
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Huo et al Implementation Science
Impiementation Scdence Communications (2023) 4:49

https/doi.org/10.1 186/54305 6-023-00426-0 Communications

SYSTEMATIC REVIEW Open Access

: . . (m®
Barriers and enablers for the implementation ===
of trauma-informed care in healthcare settings:
a systematic review

Yan Hue', Leah Couzner', Tim Windsor', Kate Laver’, Nadeeka M. Dissanavaka™~ and Monica Cations'

Abstract

Background Hesalthcare sanvices can be re-traumatising for trauma survivors where they trigger memories of past
distrassing events and exert limits to a survivor's sense of autonomy, choice, and control. The benefits of receiving
trauma-informed healthcare are well established; however, factors that promote or impede the implementation of
trauma-informed care are not yet well charactarised and understood.

The aim of this review was to systematically identify and synthesise evidence regarding factors that promote or
reduce the implemantation of TIC in healthcare sattings.

Methods This systematic review followed the Preferrad Reporting ftems for Systematic Reviews and Meatz-analysas
(PRISMA) 2.0 guidelines. Scopus, MEDLINE, Proguest, PsycINFO and grey literature were searched for original research
or evaluations published between January 2000 and April 2021 reparting barriers andfor facilitating factars for the
implementation of trauma-informed care in a healthcare setting. Two reviewers independently assessed the quality of
each included study using the Mixed Methods Appraisal Tool (MMAT) Checklist.

Results Twenty-seven studies were induded, 22 of which were published in the USA. Implementation occurred in 3
range of health settings, predominantly mental health services. The barriers and fadlitators of implementing trauma-
informed care were categarised as follows: intervention characteristics (perceived relevance of trauma-informed care
to the health setting and target population), influences external to the organisation (2.g. interagency collaboration
aor the actions of other agencies) and influences within the arganisation in which implementation ccourred (20
|eadership engagement, financial and staffing resources and policy and procedurs changes that promaote flexibility
in protocods). Other factars related to the implementation processes (2., flexible and accessible training, service user
feedback and the collection and review of initiative outcomes) and finally the characteristics of individuals within the
service of system such as a resistance to change.

Conclusions This review identifies key factors that shoukd be targeted to promate trauma-informed care implemen-
tation. Continued research will be helpful for characterising what trauma-informed care looks like when it is delivered
well, and providing validated framewaorks to promote organisational uptake for the benefit of trauma survivars.
Registration The protocal for this review was registered on the PROSPERD database (CROM2021242801).

Keywords Traumnz-informed care, Healthcare, Health services, Psychological trauma, Posttraumatic stress disorder,
Care quality and safety




Barriers and facilitating factors

e Interagency collaboration

O Ute r Settl n g e Actions of other agencies

Policies, funding, regulation

Leadership engagement

I nner SEtt| ng Financial and staffing resources
e Policy and procedure changes
Staff training, ongoing support
P rocess e Service user feedback
e Review outcomes
. e Perceived relevance to the setting, patient
( Ind|V|d ua IS e Staff openness to change
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Trauma-informed healthcare from the
perspectives of women who have
experienced sexual violence in
adulthood: a systematic review

Dr Siofra Peeren

King’s College London



‘No Intervention that takes power
away from the survivor can possibly
foster her recovery, no matter
how much It appears to be In

her iImmediate best iInterest”
Judith Herman
Trauma and Recovery



Sexual violence as a
public health
problem

oi«ﬁﬁ

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

\evel supporting heajtp, Syste
Ms

Soc.'\e‘a\

Leadership and governance
= Political will
» Health policy framework: specific policies on intimate partner violence
and sexual violence, sexual harassment and violence in the
workplace policy
» Health system and multi-sector coordination
» Multi-sectorial task force or other

Information

» Health information
system

» Monitoring and
evaluation

Financing
» Budget allocation to
services for violence
against women

Knowledge and awareness
« About intimate partner violence
= About clinical care for SA

= About protocols
» About referral

Attitudes

Acceptabilit Skills
of vig;._,nce Y sInjuries and other
emergency care

against women
« Gender equality
» Empathy
= Non-judgmental

» First-line psychological
support
» Stress management

centred Health infrastructure

Coordination

« Internal referral response techniques » Setting to enable
systems to other S privacy, confidentiality,
departments ;‘o_ntexft Principles and safety

et = Time su 4cnent or proper | « (oinﬁdentlallty « Availability of
systems to non- b and.response » Privacy : relevant medications
hicalth Services = Supportive environment | » Respectful of women's and other supplies

autonomy and choices
« Safety

(eg, leaflets, posters)

and equipment
« Care for the carers SHUp

« Community
engagement

Health workforce

development

« Training for service providers on communication
skills, relevant procedure and referrals
counselling, gender and violence

« Workforce support and mentoring

» Designated person/specialist

(may not be feasible in

all settings)

Service delivery
» Clear and specific protocols,

standard operating procedures
» Referral networks established




Why was this review important?

SVPSP The Top 10 Priorities for Sexual

Supporting Survivors

e Violence and Abuse Research

From the w . What ‘ How can
perspective of survivors from a M interventions contact with

survivors, what Black, Asian and % @ could reduce the police avoid
does recovery Minority Ethnic psy A stigma and its re-traumatisation,
involve and what | (BAME) he : consequencesza fl distress &
outcomes communities be [FBSIMProVEd?=" on survivors? i victim-blaming

do they % best supported? attitudes?
value?

L

What How What How can How can
support is can support do support be survivors

most helpful to health services survivors need more accessible, | of historical
and valued by become more during and in the | inclusive and abuse be best
survivors? trauma-informed?§l aftermath of effective supported?

L + criminal for LGBTQ+ o |
n Bl justice = survivors? $* ﬁ
proceedings?smme
[ '

For more information about the Sexual Violence Priority Setting Partnership visit... https://www.jlanihr.ac.uk/priority-setting-partnerships/sexual-violence/



Why was this review important?

I

SVPSP

Supporting Survivors
of Sexunl Violonce

From the
perspective of

survivors, what
does recovery
involve and what

outcomes
do they
value?

What
support is
most helpful to
and valued by
survivors? -

e

The Top IOAPridrities for Sexual
Violence and Abuse Research

survivors from a

Black, Asian and
Minority Ethnic
(BAME)
communities be
best supported?

1" Al W

How

can

health services
become more
trauma-informed?

G A

support do
survivors need
during and in the
aftermath of
criminal

justice g

proceedings ?umme

What W
interventions

could reduce
stigma and its
consequencesg
on survivors? %

How can
support be

more accessible,
inclusive and

for LGBTQ

or +
survivors? ¥

contact with a

the police avoid
re-traumatisation,
distress &
victim-blaming
attitudes?

How can
survivors

of historical
abuse be best
supported?

For more information about the Sexual Violence Priority Setting Partnership visit... https://www.jlanihr.ac.uk/priority-setting-partnerships/sexual-violence/



What was different about this review?

£

Creative & Playful . y
Trathful & Authentic Open & Honect Lholaec dassil

https://www.survivorresearch.org/



How did we find the studies?

Identification

Screening

Identification of studies via databases and registers ]

Identification of studies via other methods

Records identified from
Databases (n = 25242)

Y

Records screened
(n = 18783)

Y

Reports sought for retrieval
(n = 524)

¥

Records removed before
screening:

Duplicate records removed
(n = 6459)

Records identified from:
General reading (n = 15)
Organisations (n = 2)
Citation searching (n = 22)

Records excluded
(n = 18259)

¥

Reports not retrieved

Y

Reports assessed for eligibility
(n = 504)

hd

[ Included ] [

Studies included in review
(n = 49)
Reports included in review
(n = 50)

(n = 20)

Reports sought for retrieval
(n = 39)

Reports excluded* (n = 473);

Not reported in English or Dutch
(n=13)

Not primary qualitative research
(n=109)

Not conducted with female
adulthood sexual violence
survivors (n = 282)

Not published or grey literature
(n=15)

Does not investigate experiences

of healthcare (n = 156)

Y

Reports assessed for eligibility
(n=239)

¥

Reports not retrieved
(n=0)

A

¥

Reports excluded (n = 20):
Not conducted with female
ASA survivors (n = 4)
Does not investigate
healthcare (n = 6)
Duplicates (n = 10)




How ethical were the studies?

Protecting Trained/
emotional/ experienced
physical safety Interviewers

Addressing power
Imbalances

11 studies 8 studies 6 studies

Avoiding silencing
/ re-
traumatisation

Foregrounding Promoting
empathy choice

7/ studies 5 studies

5 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.

slienated and ashamed searchlng for physical gcknowledgement IS a
evidence 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







* 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

Recommendations ot

for healthcare * If someone discloses sexual violence, name it..

providers

* 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. ,

o




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:
* Itas aviolation 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
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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 Tl 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
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Key Findings: Governance and Leadership

L4 Senior leadership buy-in makes all the difference.

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

L4 Staff feel unsupported without clear leadership.
Initiative fatigue — Problems of tokenism.

L4 Practical leadership actions help drive culture change.

16 Tl 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.
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Policy

« [2 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.

4 Practical policies help staff apply TIA.
Victim & Witnhess 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.
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Cross sector collaboration

L4 Partnerships help integrate TIA across sectors.
Family Hubs in Bristol (support families).

L4 Working in silos - a real challenge with some sectors.

Fragmented referrals - service users passed between agencies.
Lack of data-sharing agreements.

L[4 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.
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Training and Workforce Development

- 2 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.

4 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 Tl training across public services for all.
* Training paired with peer mentoring coaching & reflective supervision.
* Peer-led trauma-informed practice groups.

N I H R /-‘V‘Vpgtied Research Collaboration



Progress Monitoring and Quality Assurance

« [ Limited systems for tracking Tl 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.
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Conclusion and Call to Action
« [Z 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 Tl 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
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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
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https://doi.org/10.1177/13558196221124740
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