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What is TraumaInformed Care?
• Provides services through a trauma lens.

• It involves having a basic understanding of

trauma, and how it impacts survivors by further
understanding:
• Trauma triggers, and unique vulnerabilities
• Designing services to acknowledge the

impact of violence and trauma
• Lastly, the approach is sensitive and respectful:
• Advocates, nurses, counsellors, holistic staff

seek to respond to traumatized individuals
with supportive intent and consciously avoid
re-traumatization.

Shifting Focus
• Trauma-informed approaches to
care ultimately shift the attitude of
• “what’s wrong with you?” to “What
happened to you?” by recognizing:
– the impact of trauma, & potential
paths for recovery
– The signs & symptoms of trauma in
individual clients, families, and staff
– Integrating knowledge about trauma
into policies, procedures, and
practices
– Seeking to resist re-traumatization
(avoid creating a negative
environment)

Definition of
Trauma

(Menschner & Maul, 2016)

“Individual trauma results from an
event, 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 individuals functioning and mental,
physical, social, emotional, or spiritual
well-being.” (p.4)

Understanding Trauma
• A hallmark of traumatic experience is that it typically
overwhelms an individual mentally, emotionally and
physically.

•Abuse (physical,
emotional, sexual,
verbal)
•Natural disaster
•Child welfare system
•Residential school

Traumatic
Event

Physiological
Arousal
•Hyper aroused
•Hyper vigilant
•Numb
•Dissociation

•Overwhelmed – loss of
control
•Intense fear
•Helplessness
•Threat of annihilation

Emotion

Cognition &
Memory
•Disorganized thoughts
•Flashbacks
•Intrusive images
•Nightmares

Three Common Trauma
Responses
• The trauma informed

approach is based on
recognizing that many of the
behaviours and responses
expressed by survivors are
directly related to trauma.
• Often these behaviours are

viewed as symptoms of a
mental health condition, when
in fact they are normal
responses to traumatic
experiences.
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Expression of Behaviours

What do the 3
responses mean?
•

•

•

Hyper-arousal: This causes the
individual to be startled easily,
constantly on alert for danger, and
sensitive to the reaction of others.
Intrusion or re-experiencing events:
Intrusion can include nightmares,
flashbacks, or intrusive images. There is
a sense of re-experiencing the traumatic
event that is out of control of the
individual.
Constriction or avoidance: In
constriction, they avoid all circumstances
associated with the trauma, may
withdraw from others in attempt for
emotional safety.

American
Sniper (2014)

Trauma Informed Best Practices –
How do I integrate?
(Menschner & Maul, 2016)

Organizational

Clinical

• Creating a safe
environment
• Training clinical as well as
non-clinical staff members
• Preventing secondary
traumatic stress in staff

• Involving patients in the tx
process
• Screening for trauma
• Training staff in traumaspecific tx approaches
• Engaging referral sources
and partnering
organizations

Mock Case Study Review
A 35 year old male has come into the health center for his
Antiviral HIV medications, reception notices the patient is under
the influence of a substance due to slurring speech and unsteady
gate.
The patient is getting louder and less patient in the waiting area,
demanding to see the nurse immediately. Reception promptly
tells the patient to keep it down, and to think of others in the
area.
At this point, the nurse has arrived, and states she cannot
provide him with his medications in the waiting room area. The
patient becomes angry, and emotional, and leaves the center.

How could you integrate TIC in this situation?

Project IMAGE – Study
(as cited in Sales et al., 2016)

Study
Components
•

•
•

•
•

Aimed at adolescent women aged
14-18years who had a hx of
abuse and STI’s, who were
seeking sexual health care
The intervention aimed to reduce
STI’s among participants
All participants completed prepost tests, and received clinical
counseling at each visit
And completed a follow-up
physical exam
Designed to address trauma in
order to enhance HIV prevention
efforts

The Intervention
included:
• 2 workshops
– Basic sexual risk behavior
reduction
• 2 individual counseling
sessions
• 3-5 support group sessions
focusing on:
– Sexual risk behavior
– HIV/STI
– Interpersonal relationships
– Contraceptive use
– Pregnancy
– Substance use/abuse

Discussion
• Trauma is highly prevalent among
individuals infected with and at high
risk for HIV
– How are we as care providers, able
to alleviate trauma exposure?
– How can family members alleviate
trauma exposure?
– How can the community alleviate
trauma exposure?

Residual Effects of
Diagnosis
• Interpersonal trauma
• Increase rates of PTSD
– 13-64% of people living with HIV
(PLWH) meet criteria for PTSD at
some point during their lives in
response to their HIV diagnosis
(Junglen et al., 2017)

• Substance Abuse
– Or increased use

• Depression
– Shame & Guilt
– Loss & Grief

The social ecology of stigma and discrimination [S]
for Indigenous people living with HIV in Manitoba,
Canada. (Woodgate et al. (2017)

The Ecological
Model
• It helps to understand the
connection and limitations imposed
by other institutions affecting the
lives of Indigenous people living
with HIV.
• Ultimately, as cited in Woodgate
et al. (2017) HIV programming has
best results when it is “communitybased, culturally safe, and traumainformed” (p.23)

Residual Effects
Individual
How is the patient
doing with their
dx?
• Stigma experienced by
family, community,
society

Family
How is the family
impacted, by the
family members
dx?

Care Provider
How are the
providers
impacted?
• Secondary Traumatic
Stress (Menschner &
Maul, 2016)
• Compassion Fatigue

How can “we” eliminate the
stigma associated with + Dx?
Perspective Change
Would you discriminate against a child who was dx
with HIV as a result of physical and/or sexual abuse
before age 13?

According to Sales et al. (2016) 30% of HIV infected
individuals were abused before the age of 13 years
old.

Barriers to Implementing TIC
(Bruce et al., 2018)

4 Factors in providing basic trauma-informed
assessments/interventions
1. Time constraints
2. Need of training
3. Confusing information and
evidence on trauma-informed
practices
4. Worry about further upsetting
or re-traumatizing patients.

• The majority of the
participants listed all factors
as barriers. Time constraints
were rated as "significant"
barriers by:
– nurses (48.4%),
– physicians (60%),
– and therapists (29.6%)

In response to the barriers, to avoid continuing the trend, what
could nurses do, who are often at the forefront of providing
support to patients/clients in the community who are HIV ?

TIC Recommendations for PLWH
(Legrand et al. 2015)

Who benefits most
from trauma
interventions?
Findings suggest that
interventions that are
tailored to each
participant’s unique
trauma needs are
needed.

1. A trauma –informed practice
environment
2. Identification of trauma and
its mediators
3. Education to patients about
the relationship between
trauma and its negative
influence on behavior and
health
4. Provision of appropriate
resources and referrals to
more specialized treatment
when needed.

Screening (Menschner & Maul, 2016)
• You can utilize the “self-administered” Adverse
Childhood Experience (ACE) screener that
looks at the 10 most common traumas to
explain personal risk for chronic disease.
• As your ACE score increases, so does the risk of
disease.
– It would be with the intention of having Mental Health
Support available within the health center to provide
support if the patient/client is open to receiving
support.
– Following TIC, provide information on the screener, and
whether they would be interested in completing.

Alternative Access to Care
Counselling Referrals
• If the patient/client is open to receiving follow-up
support, provide a name of a therapist/counsellor on
staff, always have a referral form indicating level of
importance on hand.
– Indicate that the ACE screener was provided and completed if the
patient/client is comfortable in going forward.

• If wanting to complete the screener, but not open to
receiving community support, provide them with
approved names of therapists on the Non-Insured
Health Benefits list; do your best to make contact with
therapist.

Example of a Referral Pathway
PLWH Contact
ACE Screen Prompt
Ask “Is this something you
feel you need or want help
with?”
Refer to
Mental Health
Therapist for
follow-up and
further
Psychological
referral

Yes

No

Inform
Physician,
patient to be
asked again
at
subsequent
visits.

First Nations Mental
Health Support
• Non-insured Health Benefits (NIHB)
Mental Health Counselling Benefit
Call 1-866-885-3933
• Community/Holistic Wellness
Department

First Nation Therapists
approved by area:
Saskatoon
Eunice Cachene – 306-664-0000
Joyce Night – 306-221-9415
Juanita Graham- 306-914-5212
Cindy Deschenes – 306-341-3681
Holly Graham – 306-371-3039
Eileen Cuthand – 306-914-5981
Tania Lafontaine – 306-270-5796
Laverne Laliberte – 306-380-4047
Glenda Watson – 587-220-5559

Prince Albert
Yvonne Wolverine – 306-764-0003
Cindy Clarke – 306-960-4279
Elizabeth Hardlotte – 306-763-0662
Glenda Watson – 587-220-5559
Ivy Bell – 306-960-0612
Marlene Bear- 306-960-6087
Phyllis Durocher – 306-980-9105
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