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Introduction 

The fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) 

defines a traumatic exposure (TE) as exposure to actual or threatened death, serious injury, or 

sexual violence, where the exposure may have occurred directly or indirectly through witnessing 

or learning that it occurred to a loved one.1 Surveys conducted internationally by multiple 

organizations and research groups report high levels of prevalence of trauma exposure, with rates 

ranging from 70% to 89.7%.2-4 Kessler and colleagues4 had used the DSM-5 definition and 

grouped the types of trauma: war-related traumas, such as those experienced in combat or by 

refugees; physical violence; intimate partner or sexual violence; accidents, including automobile 

accidents and natural disasters; unexpected death of loved ones; and other traumas. The statistics 

are relevant to all realms of the medical field because it suggests that a large quantity of patients 

being seen by physicians will be burdened by some form of trauma.  

From being heavily physician-driven during the days of paternalistic medicine, the 

healthcare system has shifted more towards a patient-centered approach. Patient-centered care 

integrates patients’ perceptions and experiences into all phases of the medical plan, from 

consultation to follow-up.5 When it comes to trauma, however, the patient-centered approach 

may not be sufficient, as eliciting information from patients with ongoing or prior trauma 

requires a different set of skills. For instance, a study conducted specifically on intimate partner 

and sexual violence reported that only 21% of survey respondents discussed their trauma with a 

healthcare provider.6 Children who had experienced sexual abuse also avoided reporting their 

experiences to health care professions.7 Thus, it is not sufficient to solely implement patient-

centered care because physicians cannot integrate the essential components of the patient’s 

experiences if they are not aware of them.  

These findings are problematic because trauma is a critical social determinant of health 

that has been implicated in an increased burden of disease.8 The medical complications that arise 

indirectly from trauma require that physicians across different fields employ a philosophy of 

trauma-informed care (TIC): an approach of screening for, understanding and appropriately 

responding to patients that present with trauma to care for patients in a more holistic fashion.9 

The discussion below will focus on summarizing the some of the known consequences of 
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psychological trauma and highlighting how incorporating TIC in physician education may 

address the issues that trauma raises in patient care.   

Trauma Exposure and Health Outcomes 

Not only do patients with TEs have to navigate through the direct consequences of 

trauma, such as fractures resulting from intimate partner violence, but TEs also lead to increased 

susceptibility to poorer physical health outcomes.10 From an economics perspective, the current 

literature identifies a significant increase in healthcare cost and more frequent access to primary 

care settings, emergency departments, and specialty clinics connected to patients with histories 

of TEs.11,12 Approaching psychological trauma from a biopsychosocial perspective provides 

some explanation to these associations. Below is a brief overview of the current literature of the 

biologic, psychologic, and social impact. 

Traumatic experiences plant themselves in an individual’s biology by sprouting to 

different systems and activating them. The initial manifestation of trauma is the instant 

disruption to homeostasis that takes place during the TE, which leads to short- and long-term 

consequences. Homeostasis is thought to be managed by the interactions of the endocrine, 

immune, and nervous systems, whereby such a disruption could offset the release of hormones, 

cytokines and neurotransmitters.13 The complexity of TE is that its manifestation depends on 

prior experiences, genetic susceptibilities, established coping mechanisms, and pre-existing 

physiology.14 The interplay between these factors will influence the presentation of abnormalities 

of different biological mechanisms: inappropriate activations of networks across the 

amygdothalamic pathways, the limbic system, the insula, and the frontal cortical regions15,16; 

abnormal activity of the hypothalamus-pituitary-adrenal axis, the major endocrine system for 

stress response regulation17; and irregularities of the levels of  pro-inflammatory cytokines, 

leading to altered immunity.13 Findings regarding the latter two systems have become the topic of 

growing interest in attempts to understand the impact of TEs in early life on physical health. 

Examples of physical conditions that have been found to be associated with TE include somatic 

syndromes, like chronic fatigue syndrome and fibromyalgia, arthritis, pain, headaches, heart 

disease, hypertension, asthma, diabetes, chronic lung diseases, obesity, and gastrointestinal 

disorders.10,18,19  
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TEs also have separate and independent correlations with psychopathology. This 

relationship becomes especially important in the context of childhood TEs. Because children’s 

brains are still undergoing cortical maturation, TEs interfere more detrimentally with stress 

reactivity and brain development.20 One model used to describe the impact of multiple TEs in 

children and their association with future psychopathology, particularly the development of 

mood disorders, anxiety disorders and/or post-traumatic stress disorder (PTSD), is the 

sensitization model, where resistance to stress is reduced following each subsequent TE.21-23 

Resilience, the process of adapting to stress and trauma24,  has been identified as a mediator in 

the relationship between trauma and psychopathology, whereby repeated trauma may lead to 

reduced resilience and consequently, higher susceptibility of mental health disorders.21 So, the 

psychological approach to trauma will need to take into account, not only the elevated risk of 

developing specific psychiatric disorders, but also the risk of damaging adaptive psychological 

processes, like resilience. Additionally, other psychological processes, such as cognition, 

emotional dysregulation, interpersonal difficulties, and self-esteem have been reported to be 

impaired with TE.25,26  

Similar to the complexity underlying the biologic and psychologic impact, there is a 

plethora of social contexts associated with TEs. Although it is difficult to ascertain the 

directionality of the TE-environment association, this relationship is iterative, and one factor 

feeds into the next in a cyclical fashion. The concept of re-victimization describes the increased 

risk of future trauma that follows from TEs that had occurred in childhood.27 Evidence of re-

victimization has been reported in the literature, where adults with a history of childhood 

maltreatment experience later-life victimization, even later onto older adulthood.27-29 Other social 

factors that have gained recent recognition are those of intergenerational trauma. Especially in 

Canada and other colonized spaces, intergenerational trauma of the Indigenous peoples may be 

present, secondary to the process or history of occupation. Intergenerational trauma of Canada’s 

Indigenous population occurs when individuals face the disruption that events, like residential 

schools, had on their parents or grandparents. The unique situation that arises for this population 

is that their intergenerational trauma is associated additionally with re-victimization, despite the 

original TE being experienced by their family member.30 Furthermore, trauma is reportedly 

connected to socioeconomic disparity, an additional social determinant of health that affects 

many people, including Indigenous groups.8 By failing to address the history of adversity that 
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indigenous groups, as well as other individuals with TE, may present with, healthcare 

practitioners may be contributing to inequity in health access.  

Trauma-Informed Care in Current Practice 

This review was only able to address a limited number of items in connection to the 

biopsychosocial consequences of trauma. Despite this, the need to develop and implement better 

communication tools for physicians can be appreciated. The pervasiveness of psychological 

trauma and the multifaceted damage it may result in are poorly addressed with the current 

toolbox that physicians work with. So, there is a need to develop better strategies for the sake of 

the patients’ health. TIC is an approach that is well-positioned to tackle this issue as it 

encourages leveling of power differentials between patients and healthcare providers and 

creating opportunities for patients to rebuild their sense of autonomy.31  

Current TIC programs incorporate six elements: (1) realizing that trauma has effects 

beyond the individual, and includes their environment and social community; (2) recognizing 

trauma histories; respect for the individual’s privacy and safety; (3) avoiding triggers of past TE; 

(4) approaching encounters from a patient-centred approach; (5) focusing on strengths of the 

individual; and (6) avoiding re-traumatization.32-34 Operationalizing TIC has proved more 

difficult than expected, as it requires a resource-intensive, whole system change. Typically, the 

process for moving towards TIC starts with leadership changes, first at the level of seniors of the 

agency, moves down the organizational hierarchy, and even includes non-treatment staff.35 The 

training itself involves curriculum-based sessions, like the Risking Connection program, where 

the focus is on training sessions that will allow for TIC to be embedded in agencies.36,37 TIC has 

already been explored or implemented in fields of child welfare and protection38, detention 

systems39, homelessness services33, and support programs for domestic violence survivors.40 

Although only a few studies have conducted empirical research on the effectiveness of TIC 

implementation, the results look promising because of a significant improvement in provider 

attitudes towards addressing trauma with the people they serve.37,41 The question about whether 

individuals receiving TIC benefit was examined in a limited setting, and the results showed no 

difference in patient perception following TIC, a finding that the study authors suggested to 

interpret with caution due to the limitations of the study conducted.42 Nonetheless, this study 

highlights an important gap in knowledge. 
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Physicians Applying Trauma-Informed Care 

The underlying drive to implement TIC in primary care settings is to provide primary 

care physicians (PCPs) with the skills necessary to feel comfortable in addressing histories of 

trauma and helping the patients that present with them at both the prevention and management 

stages. However, TIC is generalizable to patients without histories of trauma as well because it 

incorporates patient-centred care. Because of the hesitancy patients may experience in disclosing 

trauma, PCPs may be managing the care of patients without being aware that they are, indeed, 

carrying around the burden of TEs. TIC would allow the PCPs to build foundational rapport with 

patients that would facilitate the discussion and allow the patient to feel safe in disclosing the 

incident. TIC, however, is also relevant to non-PCPs and specialists. Despite the less longitudinal 

patient-physician relationship, TIC would serve a similar purpose for specialists as it does with 

PCP: allow the patient to feel comfortable in the interaction for optimal health outcomes. One 

component of TIC is to avoid re-traumatization of the patient32-34, and completing physical exams 

at the cardiologist’s office, for example, may trigger certain flashbacks or sensations for the 

patient with TE. Recommendations that fall within TIC guidelines are to ensure that the patient is 

fully aware for the procedure and ask permission from the patient before moving certain articles 

of clothing out of the way.43  

There is a gap in the literature on what constitutes the best method of delivering new 

changes to medical school curricula are, and the search for an optimal time during the medical 

education system to introduce such changes is still underway. One study provided TIC training 

to third year psychiatry residents through a 12-week series of didactic lectures, but nonsignificant 

findings were reported and the residents described still feeling uncomfortable in discussing 

patients’ trauma.44 Another study combined TIC teaching with clinical skills courses in the first-

year medical student curriculum in the form of 3-hour weekly sessions over the span of the 

year.45 The students reported improved familiarity with TIC principles and were overall satisfied 

with the addition to their training.45 Given the argument that TIC implementation will be most 

effective if implemented at a whole system level, it can be argued that the earlier the future 

physicians are exposed to TIC concepts, the more useful it would be.  

Conclusion  
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The negative consequences of psychological trauma that have been documented to date, 

on a biologic, psychologic and social level, physician-patient interactions ought to work towards 

reducing the poor health outcomes that may otherwise develop. TIC is meant to be a form of care 

that allows physicians to approach difficult topics of TEs, that in many cases, become integrated 

into their patient’s health and identity. Like patient-centred care, TIC training allows the 

individual being helped a chance to take control of their narrative, but TIC additionally affords 

that individual a safe space in the medical office to disclose their histories should they so choose. 

The medical curriculum, as it stands in Canada, integrates patient-centered care, but that alone 

may not suffice. Hence, there is a need for TIC to be integrated along the educational system.  
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