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	Table 1 Understanding Trauma

Based on SAMSHA 2014

	Event
	Trauma is an external event with long lasting effects on well-being. It can include real, or perceived threat

	
	Trauma can be a single event or a series of events compounded over time

	
	Commonly understood forms of trauma include physical and sexual violence; childhood abuse and neglect; natural disasters; and community violence (e.g. bullying, war, gang culture, rape)  

	
	Lesser understood forms of trauma include racism, urbanicity, poverty, inequality, oppression and historical trauma (the legacy of entire groups having experienced violence such as slavery, the Holocaust or genocide)

	Service implications
	Responses to trauma should include an understanding of the past and current contexts and conditions of people’s lives 

	Experience
	Reactions to the same event can differ from person to person; the same event may or may not be experienced as traumatic by different people.   Trauma must be understood in the context of the individual’s experience of the event.   No two people will experience the exact same thing in the exact same way   

	
	Traumatic events involve a ‘power over’ whereby one person, group or event has power over another

	
	Experiences of trauma can lead to feelings of guilt (‘why me?’), shame (‘it’s my fault) and betrayal, which can shatter trust

	
	The experience of and meaning making around trauma is connected to individual and cultural beliefs, social supports, gender, age, and a multitude of other factors. 

	Service implications
	Services can retraumatise trauma survivors, particularly where they are based on ‘power over’ relationships and there is a lack of trust. Retraumatisation in the mental health system can prevent good outcomes from being achieved

	Effects
	The adverse effects of trauma can occur immediately or have a delayed onset

	
	The duration of effects can be short term or lifelong

	
	An individual may not necessarily connect trauma experiences with their effects

	
	There is a growing body of evidence that trauma can effect a person’s physical, mental and emotional health, neurological development and development of interpersonal skills

	
	Interpersonal relationships can be significantly affected as trauma survivors may struggle to trust others

	
	The ability to cope with day to day life and normal daily struggles can be affected

	
	Cognitive processes can be disrupted, including memory, attention and thinking

	
	Trauma effects including terror, hyper-vigilance, constant arousal, psychosis, numbing and dissociation can cause exhaustion and wear people down

	Service implications
	The wide-ranging effects of trauma on survivors suggest a need for a holistic approach to services and supports


	Table 2 Suggested further resources for practitioners 

	Domain
	Resources

	Advance directives
	Quinlan C, Coffey A (2015) Mental health nurses’ perspectives on psychiatric advance directives. Mental Health Practice 18(7): 25-30. 

	Crisis planning
	Registered Nurses Association of Ontario (2017) Crisis Intervention for Adults Using a Trauma-Informed Approach: Initial Four Weeks of Management  Third Edition http://rnao.ca/sites/rnao-ca/files/bpg/Crisis_Intervention_FINAL_WEB.pdf

	Compassionate care
	Kennedy A (2013) A compassionate formulation of task drift in mental health staff. Mental Health Review Journal,18(2):  73-82

	De-escalation
	Price, O Baker J (2012) Key components of de-escalation techniques: A thematic synthesis. International Journal of Mental Health Nursing, 21: 310–319. doi: 10.1111/j.1447-0349.2011.00793.x

	Mediation
	BRDGES Academy training 

https://brdgesacademy.com/courses/mediation-through-a-trauma-informed-lens/

	Mothers’ perspectives
	Muzik M, Ads M, Bonham C e al (2013) Perspectives on trauma-informed care from mothers with a history of childhood maltreatment: A qualitative study. Child Abuse and Neglect, 37(12): 1215-1224.

	Implementation
	Brown VB (2018) Through a Trauma Lens. Transforming health and behavioral health systems. Routledge

	In-patient settings
	Muskett C (2014) Trauma-informed care in inpatient mental health settings: a review of the literature. International Journal of Mental Health Nursing, 23: 51–59.

Wilson A, Hutchinson M, Hurley J (2017) Literature review of trauma-informed care: implications for mental health nurses working in acute inpatient settings in Australia. International Journal of Mental Health Nursing, 26: 326-343.

	Peace building
	Mediators Beyond Borders International https://mediatorsbeyondborders.org/what-we-do/trauma-informed-peacebuilding/

	Peer support
	Blanch A, Filson B, Penney D et al (2012) Engaging Women in Trauma-Informed Peer Support: A Guidebook. National Centre for Trauma-Informed Care, Rockville, MD. https://www.nasmhpd.org/sites/default/files/PeerEngagementGuide_Color_REVISED_10_2012.pdf 

	Psychodynamic techniques
	Alessi E and Kahn S (2017) Using psychodynamic interventions to engage in trauma-informed practice. Journal of Social Work Practice.  doi: 10.1080/02650533.2017.1400959

	Psychosis 
	Read J (2018) Making sense of, and responding sensibly to, psychosis. Journal of Humanistic Psychology. doi: 10.1177/0022167818761918

	Risk taking
	Felton A, Wright N, Stacey G (2017) Therapeutic risk-taking: A justifiable choice. BJPsych Advances, 23(2): 81-88.

	Seclusion and restraint
	O’Hagan M, Divis M, Long J (2008) Best practice in the reduction and elimination of seclusion and restraint; Seclusion: time for change. Auckland: Te Pou Te Whakaaro Nui: the National Centre of Mental Health Research, Information and Workforce Development.  https://www.mentalhealth.org.nz/assets/ResourceFinder/FINAL-SECLUSION-REDUCTION-BEST-PRACTICE-Research-Report.pdf 

Cusack P, Cusack FP, McAndrews et al (2018) An integrative review exploring the physical and psychological harm inherent in using restraint in mental health inpatient settings.  International Journal of Mental Health Nursing, early view. doi.org/10.1111/inm.12432   

	Sexual abuse and assault survivors 
	Richmond K, Geiger E, Reed C (2013) The personal is political: a feminist and trauma-informed therapeutic approach to working with a survivor of sexual assault. Clinical Case Studies, 12(6): 443-456.

Schachter CL, Stalker CA, Teram E et al (2008) Handbook on sensitive practice for health care practitioner: Lessons from adult survivors of childhood sexual abuse. Ottawa: Public Health Agency of Canada. https://www.integration.samhsa.gov/clinical-practice/handbook-sensitivve-practices4healthcare.pdf 

	Social work practice
	Knight C (2015) Trauma-informed social work practice: practice considerations and challenges. Clinical Social Work Journal, 43: pp. 25-37.

	Suicide 
	David Webb, thinking about suicide: https://thinkingaboutsuicide.org/
Cole-King A, Green G, Gask L et al (2013) Suicide mitigation: a compassionate approach to suicide prevention. BJPsych Advances, 19(4): 276-283

	Systemic self-regulation
	Ford JD, Blaustein ME (2013) Systemic Self-Regulation: A framework for trauma-informed services in residential juvenile justice programs. Journal of Family Violence, 28(7): 665–677.


Boxes 

Please note that the boxes are no longer ordered by the order in which they appear in the text
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Figures
Figure 1: 10 Key Principles of Trauma-Informed Approaches
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Box 1: Contemporary neuroscientific research into the impacts of trauma





Neuroscientific research has demonstrated the impact of trauma on the brain including changes to the sensory systems, grey-matter volume, neural architecture and neural circuits (e.g. Read 2014).  There is also a growing body of evidence that trauma does not only leave an imprint on the brain but on the mind and body too, signifying the value of broadening our understanding of and approach to healing trauma (Van der Kolk 2014).  


Experiencing complex childhood trauma creates a ‘template’ through which future inputs are processed; neural responses become sensitized, and can be re-activated through seemingly minor stresses (Van der Kolk 2005).  This means that trauma survivors are ‘primed’ to respond to situations and relationships that embody characteristics of past traumatic events or in which there is a perceived threat.  This can also be understood through having a narrower ‘window of tolerance’ with the stress thermostat being set too high or too low and being easily triggered into states of hyperarousal or hypoarousal by external cues (Siegel 1999). 


Survival responses include fight, flight and freeze. These autonomic nervous system defence responses can lead people to become dysregulated into a hyperarousal state in which feelings of terror and panic trigger the use of coping strategies to reduce distress such as substance misuse and self-injury (Raju 2012).  These self-destructive behavioural adaptions are often linked to low self-esteem, shame and guilt. Other impacts include hearing voices and eating distress.  These responses may appear extreme or abnormal when a trauma history is not taken into account, and can be misconstrued as symptoms of mental illness.  Likewise, explosive anger, walking out of and avoiding services, extreme apathy, over-compliance and silent crying potentially need to be recognised and understood as adaptive responses from trauma. These examples of emotional dysregulation can benefit from emotional understanding and adaptive regulation strategies (Powers 2015). Learning to self-regulate high states of arousal and intense emotions can heal the effects of trauma (Levine 2010).  


In addition to improving self-regulation, trauma survivors benefit from developing healthy relationships which they may have lacked during childhood, in particular secure attachment to their primary caregiver. Through relationships trauma survivors can learn to feel safe, trust others, learn new ways of relating to people and develop self-compassion (Van der Kolk 2014). The biomedical approach and associated interventions fail to acknowledge the value of healthy and meaningful relationships, which mediate the destructive impact of trauma (Van der Kolk 2005).





Box 2: SAMHSA’s definition of trauma





“Individual trauma results from an event, a series of events, or set of circumstances, that is experienced by an individual as physically or emotionally harmful or life threatening and that has lasting adverse effects on the individual’s functioning and mental, physical, social, emotional or spiritual well-being”. SAMHSA 2014.





Box 3: Claire





Claire has been admitted to hospital following an attempt to take her own life.  Staff are concerned that Claire will either self-harm or attempt suicide again and have set up round the clock observation.  Claire is naturally private, and finds the constant presence of another person during personal care, eating and sleeping humiliating.  The staff members observing Claire don’t interact with her much and rather than feeling supported, Claire feels as though she is being punished.  She has few opportunities to talk about the things that led to her feeling suicidal.  The constant observation and lack of choice also trigger the feelings associated with memories of unwanted intrusions and lack of privacy in childhood.  This leaves Claire feeling more frightened, desperate and out of control.  


On another ward where care plans are based on a formulation of the person in their context, it is understood that round the clock observation can cause long term harm to a person’s recovery.  In this ward, another person called Claire still undergoes round the clock observation but staff sit with this Claire to explain why, and what staff’s concerns are.  Staff are as interactive as possible.  They attempt to validate Claire’s feelings of   distress and engage in discussion about how to create a plan for ending observations with mutually agreed upon strategies. Partnering rather than enforcing is achieved.


This Claire feels she has hope, because she is supported with the things that are important to her.








Box 4: Emma





Emma, a first time mum to a 4 month old baby, has been referred to a specialist perinatal service by her GP.  During her first appointment with the perinatal psychiatrist, Emma is asked about her life history and discloses experiences of child abuse. She explains that she is feeling overwhelmed and hopeless, and fears that she isn’t fit to parent her baby.  Emma says that she would like to be in touch with women who are going through similar experiences to herself as she feels it would give her strength to know she is not alone and would help her to build a support network.  The perinatal psychiatrist feels that Emma is experiencing post-natal depression and prescribes an anti-depressant. Emma is breastfeeding and doesn’t want the anti-depressant because it will pass to the baby.  However, the psychiatrist says that the harm done to the baby by Emma’s depression will be far greater than the harm done by the medication, and explains that this is the only treatment available to her.  Emma is left feeling confused and guilty, believing that either choice she makes will harm her child.  Where she feared that she was unfit to be a mother, now she is convinced.  Emma is not referred to peer support as the perinatal service doesn’t facilitate this.  Instead, she is given a prescription and has an appointment in one month’s time for monitoring�.





In another perinatal service where they operate a culture of trauma-informed care, Emma would have a person leading on her care who sensitively asks about her experiences of trauma as routine, helps her make links between these experiences and her emotional distress and parenting issues, and also asks whether Emma feels safe from abuse.  This professional links in with Emma’s health visitor to see what local or online peer support options there are.  Emma realises that what she is feeling is common in her circumstances and feels connected enough with others to explore what she needs in order to develop her confidence as a mum. 








Box 84: How Claire and Emma’s story may have been different 


in trauma-informed services





Claire


On another ward where care plans are based on a formulation of the person in their context, it is understood that round the clock observation can cause long term harm to a person’s recovery.  In this ward, another person called Claire still undergoes round the clock observation but staff sit with this Claire to explain why, and what staff’s concerns are.  Staff are as interactive as possible.  They attempt to validate Claire’s feelings of   distress and engage in discussion about how to create a plan for ending observations with mutually agreed upon strategies. Partnering rather than enforcing is achieved.


This Claire feels she has hope, because she is supported with the things that are important to her.





EmmaEmma, a first time mum to a 4 month old baby, has been referred to a specialist perinatal service by her GP.  During her first appointment with the perinatal psychiatrist, Emma is asked about her life history and discloses experiences of child abuse. She explains that she is feeling overwhelmed and hopeless, and fears that she isn’t fit to parent her baby.  Emma says that she would like to be in touch with women who are going through similar experiences to herself as she feels it would give her strength to know she is not alone and would help her to build a support network.  The perinatal psychiatrist feels that Emma is experiencing post-natal depression and prescribes an anti-depressant. Emma is breastfeeding and doesn’t want the anti-depressant because it will pass to the baby.  However, the psychiatrist says that the harm done to the baby by Emma’s depression will be far greater than the harm done by the medication, and explains that this is the only treatment available to her.  Emma is left feeling confused and guilty, believing that either choice she makes will harm her child.  Where she feared that she was unfit to be a mother, now she is convinced.  Emma is not referred to peer support as the perinatal service doesn’t facilitate this.  Instead, she is given a prescription and has an appointment in one month’s time for monitoring�.





In another perinatal service where they operate a culture of trauma-informed care, Emma would have a person leading on her care who sensitively asks about her experiences of trauma as routine, helps her make links between these experiences and her emotional distress and parenting issues, and also asks whether Emma feels safe from abuse.  This professional links in with Emma’s health visitor to see what local or online peer support options there are.  Emma realises that what she is feeling is common in her circumstances and feels connected enough with others to explore what she needs in order to develop her confidence as a mum. 








Box 5: The key paradigm shift in trauma-informed approaches





The fundamental shift in trauma-informed approaches is moving from thinking ‘what is wrong with you’, to considering ‘what happened to you’ (Foderaro cited in Bloom 1995).  This means that service providers understand and acknowledge the widespread prevalence and impacts of trauma on people and incorporate this into their practice.  However, as Taggart observes, this “can only be considered an improvement if it does not become another form of imposition” (forthcoming).





�











Box 96: Subtle retraumatisation: dehumanising interactions on psychiatric wards





As a survivor researcher conducting research on psychiatric wards about therapeutic alliances, I witnessed the kinds of interactions service users were describing in their interviews. 


A black male approached the nurses station and stated that he hadn’t had his medication. “You have” stated the nurse. No eye contact, curt response, minimal engagement. “I haven’t”. Pause. “I haven’t, can you check”. There was still no response. The man’s clear frustration rose to anger.  “Ask that nurse, she knows”. No response, no engagement. The man began shouting. “Don’t talk to me like that. Keep shouting and we’ll call the police”. The man carried on shouting, his anger increasing as his query remained unaddressed. A nurse moved out of the nurses’ station and stood in front of the man. “Calm down or we’ll call the police”. The man drew back his fist, verbally and physically threatening to punch her. Eventually he backed down, walked off, still visibly angry. His medication was still not checked.  See BLINDED for details of the study.




















Box 107: Ted





Ted has been admitted to psychiatric hospitals many times, hearing voices that threatened to hurt him.  During his early admissions, staff told Ted that the voices were all in his head and that he had nothing to be afraid of.  Although this was true, Ted didn’t find it soothing but instead became more anxious as he felt he wasn’t being listened� to or believed.  Ted worried that if these awful thoughts came from his own mind, then he must be either ‘crazy’ or an ‘evil’ person.  Ted became more afraid of the contents of his mind.  Recently, Ted’s hospital has trained its’ staff in trauma-informed approaches and trauma responses.  When Ted explains what he is experiencing, staff take the time to listen to him and explore his fears�.  Ted is asked what sense he makes out of hearing voices, and any previous times that he was able to manage voices.  Staff also ask if Ted is aware of the Hearing Voices Network.  In doing this, staff do not argue about reality but validate Ted’s emotional distress and attend to it.  This has the same effect of letting Ted know that he is safe, but Ted experiences it as gentle and validating because he feels listened to.  It also means that Ted has built strong relationships with many staff members and consequently feels well supported.  Staff help Ted to understand that his reactions are common in people with his history and find ways of helping him notice that they are triggered by particular social stresses.  He is beginning to explore how these triggers link to his past.








Box 78: Understanding extreme behaviours as coping, connecting and communicating Based on Filson 2013





Many of the problematic trauma responses that a person has are often their best attempt at: 





Coping. Risk-taking or self-destructive behaviour (e.g. illicit substance use, extreme self-harm etc) can be an unconscious way to cope with internal suffering such as shame and low self-esteem and manage emotional dysregulation and fight, flight or freeze (e.g. Baker 2013). 





Connecting.  Rather than labelling service users who display difficult behaviour as ‘manipulative’ or ‘attention seeking’, practitioners can instead attempt to understand the distress and fears that underlie particular ways of trying to get needs met and difficulties expressing this, and connect with the service user with empathy instead of judgement.





Communicating. Research indicates that experiencing trauma in childhood has a major impact on neurodevelopment, making our threat responses extreme and easily triggered, compromising our ability to soothe ourselves and our integrative capacity (Van der Kolk 2003).  Distress of this kind is wired not to be easily managed via language. In addition, language has failed many survivors in stopping abuse, particularly where “no” is ignored, or violation continues.  Consequently, extreme behaviours can be the only means a trauma survivor has to express or communicate the extreme distress they are experiencing. 








Box 69: Asking about trauma and abuse, from Read et al 2007





It is very rare for trauma survivors to spontaneously disclose their trauma experiences, yet practitioners often fear asking people about their past or current experiences of trauma (Read et al 2007).  Read and colleagues report a range of reasons for this reluctance including: a need to focus on immediate concerns; fear of causing distress; fear of vicarious traumatisation; holding a biogenetic causal model of mental distress; and lacking trainingz.  They recommend that providers:





ask everyone about their experiences of trauma and abuse;


ask at the initial assessment, but not during a crisis;


ask in the context of a person’s general psychosocial history;


preface trauma questions with a brief normalising statement; and


use specific questions, with clear examples.





Questions should be asked sensitively and at the person’s pace.  Service users should be reassured that they do not have to disclose abuse or trauma if they do not want to, and can refuse to answer questions.  An understanding of dissociation, commonly associated with trauma, and the need to be sensitive to this is important. When service users choose not to disclose traumatic experiences or are simply unable too, staff need to be receptive to this and be able to recognise the signs associated with previous trauma without the need for full disclosure.  Where a person discloses trauma and abuse, Read and colleagues recommend that the practitioner responds in the following way:





Reassure the person that disclosure is a good thing. 


Don’t try to ascertain the details of the trauma or abuse.


Ask if anyone has been told previously and how that went.


Offer trauma specific support and know how to refer people to it.


Ask whether the trauma is related to their current difficulties.


Check their current safety (freedom from abuse).


Check the person’s emotional state at the end of the session.


Offer a follow-up appointment.
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