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1 | INTRODUCTION

1.1 | Background

Traumatic experiences present a crucial challenge to emergency
medicine because trauma has been shown to negatively impact health,
influence how patients engage in health care, and affect the well-being
and safety of emergency department (ED) staff. Trauma is defined as
experiences, on levels ranging from individual to collective, that cause
physical, emotional, or life-threatening harm and have long-lasting
impacts on health and well-being. In childhood, exposure to trauma
has a dose-response association with chronic conditions including
cardiovascular disease, type 2 diabetes, and psychiatric disorders.2*
Trauma disproportionately impacts people of color and those with low-
socioeconomic status (SES) and contributes to health inequities.> 10
In the ED, trauma is often understood to consist of physical injuries,
such as stabbings or gunshot wounds, whereas emotional, social, and
structural traumas may be overlooked.1?

The ED setting, with its sensory overload and perceived loss of pri-
vacy and control, can be a difficult environment for patients with a
history of trauma. The resulting retraumatization can lead to behav-
iors rooted in a trauma response, such as patients being “combative” or
labeled as “difficult.”1? A trauma-informed approach can allow ED staff
to recognize these trauma responses and effectively help patients to
de-escalate and engage in care. In addition to providing effective tools
to care for patients, trauma-informed approaches are crucial for the
well-being of ED staff members, who frequently experience both direct
and secondary (vicarious) trauma.3-15

Trauma-informed care (TIC) offers an approach and guiding princi-
ples that recognizes and mitigates the impact of trauma on health and
promotes engagement in health care, and strengthens the well-being
of health care staff (Figure 1). The 4R’s of TIC include: realizing how
widespread trauma is and understanding paths for recovery; recogniz-
ing the signs and symptoms of trauma in patients and staff; responding
using the guiding principles of TIC; and awareness of policies and

procedures that may result in retraumatizing an individual.

1.2 | Importance
TIC strategies and their benefits have been well described?; how-
ever, operationalization in health care settings has lagged.’¢-2° The

Theoretical Domains Framework (TDF) was developed to investigate

team-based, and organizational targets for behavior change interventions to improve

staff response to patient trauma and to address secondary trauma experienced by ED

emergency department staff, interdisciplinary teams, re-traumatization, trauma, trauma-

implementation challenges in health care settings and provides a
framework to identify potential behavior change interventions that
could overcome these implementation barriers.2! The COM-B model
is a simpler understanding that capability, opportunity, and motivation
act together to influence behavior that can be used in combination with
the TDF (Figure 2).

1.3 | Goals of this investigation

Using the TDF and COM-B frameworks, we conducted this study to
gain an in-depth understanding of the dynamic, complex interpersonal
and environmental factors that impact staff’s acceptance and under-
standing of TIC. Through this understanding, we aimed to describe the
factors that influence interprofessional ED staff’s understanding and
acceptance of TIC, including 3 potential trauma-informed strategies:

TIC plan, tiered trauma inquiry, and warm handovers.

2 | METHODS

2.1 | Study design

To explore the range of factors that could influence staff feasibil-
ity and acceptability of TIC implementation, we used a qualitative
study design consisting of likert scaled survey questions and semi-
structured interviews. This approach followed the Consolidated Cri-
teria for Reporting Qualitative Research (COREQ) reporting guideline
as well as the Standards for Reporting Qualitative Research (SRQR)

guideline.??

2.2 | Setting
This study was conducted at an academic level | trauma center in
Boston, Massachusetts. This study was approved by the institutional

review board.

2.3 | Selection of participants

Eligibility criteria included English-speaking staff who primarily work

in patient-facing roles in the ED, including physicians, nurses, social



LEWIS-O’'CONNORET AL.

WILEY- >

workers, security officers, medical assistants, domestic violence
advocates, community health workers, and ultrasound technicians
(Table 1). We actively recruited participants from December 2019
through March 2020 via purposive sampling with input from the ED
leadership team to obtain a diverse range of interprofessional ED staff.
Investigators emailed potential participants and assessed eligibility
through a phone screening. Participants were recruited until thematic

saturation was reached, resulting in 22 interviews.23

2.4 | Study procedures

Surveys and semi-structured interviews were conducted between
March and December 2020. All participants provided verbal informed
consent. There was no financial compensation provided to participants.
Surveys and interviews were conducted using video-conferencing due
to the onset of the COVID-19 pandemic. Participants were given a list
of potential risks of the study process and informed they could skip
any question or end the interview at any point. All interviews were de-
identified, recorded via an encrypted digital audio recorder, and stored
on password protected computers.

Participants were asked to complete a short survey before the inter-
view (Supporting Information Appendix S1). The survey answers were
briefly referenced during the semi-structured interview (Supporting
Information Appendix S2) assessed factors that would influence staff’s
ability and willingness to implement TIC in the ED, including top-
ics of prior knowledge and experience with TICs. The more granular
questions aligned with our TDF Framework (Supporting Information
Appendix S3) and explored specific aspects of behavior and imple-
mentation, whereas the COM-B, a model that understands behavior
as a sum of opportunity, motivation, and capability, allowed simplified
understanding of the results.

The semi-structured interview guide (Supporting Information
Appendix S2) was developed by the research team (A.LO., ER,
N.L.C, S.G,, H.S,, J.L, S.B.) using the Theoretical Domains Framework
(Supporting Information Appendix 53).2%

To explore potential TIC interventions that could be implemented
the ED, the research team used a participatory approach, meeting
with ED patient advisors, Coordinated Approach to Resilience and
Empowerment Clinic patient advisors, and ED leadership. Based on
these discussions and review of the literature, the research team
selected 3 potential trauma-informed interventions that could be fur-
ther explored in the semi-structured interviews. Participants were
asked to rank their acceptance of these 3 interventions using a Lik-
ert scale. The interventions were as follows: warm handovers, broad
trauma-tiered inquiry, and TIC plans. A warm handover is a trans-
fer of care between members of the health care team that occurs
in front of the patient and/or their support individuals; it allows the
patient to hear what is said, clarify or correct information, and ask
questions about their care.2* Broad trauma-tiered inquiry is a discus-
sion between patients and providers that elicits a trauma history using

a humanistic approach.2> A TIC plan is a document in the electronic

The Bottom Line

Trauma informed care (TIC) can aid in recognition and
engagement of vulnerable patients. A survey indicated that
86% of emergency department (ED) staff felt that TIC could
be incorporated into daily ED care to improve both patient

and staff experience.

health record (EHR) that is, developed with patients; it documents
the patient’s strengths, ways of coping, triggers, prior health care
experiences, and any relevant trauma history that the patient feels is
important to share with the care team.

Five members of the research team developed the interview ques-
tions through an iterative process until consensus was achieved. Ques-
tions were categorized by TDF domains within a broader behavioral
science framework of COM-B influences on behavior by opportunity,
motivation, and capability. The interviews began with an open-ended
question within each TDF domain, followed by a series of questions
to probe more deeply into the target behavior. Participants were pro-
vided definitions and examples of each of the three potential TIC

interventions.

2.5 | Data analysis

We summarized participants’ characteristics with proportions and per-
centages for categorical variables. Each interview was considered one
unit of analysis and was transcribed verbatim using TranscribeMe soft-
ware. Coding and analysis were conducted using qualitative analysis
software, ATLAS.ti. To mitigate bias and enhance reflexivity, initial cod-
ing of transcripts was completed by two independent team members
using an inductive approach. These inductive open codes were then
combined into preliminary themes for the larger team (A.L.O.,E.R.,S.G.,
N.L.C., H.S.), which through regular meetings and discussion, we veri-
fied codes and discussed resolution of discrepancies and confirmation
of final themes 2627 Data saturation was determined when no new
additional data were being identified.

The survey questions regarding working in the ED and current
TIC practices were analyzed, and percentages of responses were
reported (Supporting Information Appendix S4). Last, we analyzed the
survey responses about proposed TIC interventions and ease of imple-
mentation (Supporting Information Appendix S5). Data analysis was
performed from March to December 2021.

3 | RESULTS

Of the 22 participants, 17 identified as women and 13 as White
(Table 1). Most participants were 30-39 years old. Staff roles
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included 7 physicians, 4 nurses, 3 social workers, 2 emergency ser-
vice assistants, 2 security officers, 1 physician assistant, 1 ultrasound
technician, 1 community health worker, and 1 domestic violence
advocate.

3.1 | Survey results

3.1.1 | Participant survey responses: perceived
frequency of factors that influence TIC
implementation

Figure 3 demonstrates survey responses on perceived frequency of
factors that influence staff implementation of TIC in the ED. Respon-
dents reported frequently (40.9%) or usually (27.3%) feeling supported
in the ED by other staff, and frequently (22.7%) or usually (27.3%)
enjoying their work in the ED over the past week. Most participants
(59.1%) stated that patients who have experienced trauma frequently
or usually receive high quality care in the ED. Respondents reported

feeling confident that they usually (22.7%), frequently (40.9%), or
sometimes (31.8%) can positively affect the experience of a patient
in the ED who has experienced trauma. Most participants reported
addressing the emotional or behavioral distress that patients may
experience, either every time (22.7%), usually (18.2%), or frequently
(36.4%).

3.1.2 | Agreement with factors that influence TIC
implementation

Figure 4 demonstrates survey responses evaluating participant agree-
ment with factors that influence staff implementation of TIC in the ED.
Almost all participants agreed or strongly agreed (95.5%) they were
optimistic that further TIC education and protocols would improve
care for patients who have experienced trauma. Overall participants
agreed or strongly agreed (100%) they were open to using TIC proto-
cols, but with less certainty about other team members openness to
TIC (31% somewhat agreeing).
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TABLE 1 Characteristics of study participants.

No. (% of total

Characteristic responses)
Gender?
Women 17 (77.3)
Men 4(18.2)
Prefer not to say 1(4.5)
Race
Asian/Pacific Islander 2(9.1)
Black/African American 6(27.3)
Latin X/Hispanic 2(9.1)
Native 1(4.5)
American/Indigenous
White 13(59.1)
Age, years
21-29 5(22.7)
30-39 9 (40.9)
40-49 4(18.2)
50-59 2(9.1)
60 or older 2(9.1)
Role/position
Physician 7(31.8)
Nurse 4(18.1)
Social worker 3(13.6)
Emergency services 2(9.1)
assistant
Security officer 2(9.1)
Ultrasound technician 1(4.5)
Domestic violence advocate 1(4.5)
Community health worker 1(4.5)
Physician assistant 1(4.5)

2Participants self-identified their gender.

3.1.3 | Perceived difficulty of TIC interventions
Respondents were asked to rank the difficulty of implementing three
potential TIC strategies (Figure 5). Eighteen participants (85.7%) felt a
trauma-informed acute care plan would be easy or very easy to imple-
ment in the ED. Fewer participants felt that trauma tiered inquiry (11
[52.3%]) and warm handovers (10 [47.6%]) would be easy or very easy
to implement in the ED.

3.1.4 | Perspectives on TIC training

Ten participants reported minimal (7, 31.8%) to no (3, 13.6%) prior
training on TIC, 6 (27.3%) reported some prior training, and 6 partic-
ipants reported significant (4, 18.2%) to very significant (2, 9.1) prior
training on TIC. Nineteen participants reported that ED staff training

on TIC is either very important (13, 59.1%) or extremely important (6,
27.3%).

3.1.5 | Thematic analysis

Key themes emerging from participant interviews were categorized
according to the COM-B behavioral change framework and TDF
domains (Figure 2). Six key themes emerged describing factors that
influence staff decisions to accept/use TIC in the ED: self-reported
capability, environmental facilitators of change, environmental bar-
riers to change, opportunities for change, and experiences of and

witnessing implicit and explicit bias (Table 2).

3.1.6 | Awareness of TIC principles
Within the knowledge TDF domain, awareness of TIC principles
emerged as a key theme. Participants reported familiarity with TIC

principles and awareness of TIC strategies.

3.1.7 | Facilitators of staff emotional and
psychological safety

Within the TDF domain environmental context and resources, facili-
tators of emotional and psychological safety emerged as a key theme.
Participants described several facilitators to managing traumatic and
other psychologically and emotionally challenging situations in the ED.
For example, participants reported they debrief difficult cases with the
care team, which promotes an opportunity to process together. Some
also reported that team camaraderie and supportive leadership facil-
itated a safer and healthier work environment. Several participants
were unable to name facilitators of emotional safety in their workplace.

3.1.8 |
safety

Barriers to staff emotional and psychological

Barriers to staff emotional and psychological safety emerged as a
theme under the TDF domain of environmental context and resources.
Key subthemes included the desire for more support sessions and
debriefs to improve employee physical, psychological, and emotional
safety. Other barriers mentioned that did not reach saturation included
poor sleep patterns due to shift work and lack of staff diversity (race

and ethnicity).
3.1.9 | Opportunities to improve trauma patient
experiences

Within the TDF domain environmental context and resources, partici-

pants identified staff training, increased time with patients, and efforts
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How often have you felt supported by colleagues in the ED?

How often have you enjoyed your work in the ED over the past
week?

How often do other ED staff address emotional/behavioral
distress of patients?

How often do you address emotional/behavioral distress of
patients?

How often do you avoid patlents who have expetienced
trauma?

How often can you positively affect a patient's experience who
has experlenced trauma in the ED?

How often do patients with trauma history receive high quality
care in the ED?

-100
Sometimes

= Never Rarely Occasionally

-80 £0 -40 -20 a 0 40 B0 &0 100
® Frequently m Usually mEvery time

FIGURE 3 Participant survey responses on perceived frequency of factors that influence decisions to implement trauma-informed care in the

emergency department.

| would be open to using a trauma-informed care protocol in my
current work

Other members of my team would be open to using a trauma-
informed care protocol in their current work

| am optimistic that further education and implementation of
trauma-informed protocols In the ED would improve the quality of
care for patients who have experienced trauma

Nelther agree nor disagree

m Somewhat agree

10 20 30 40 50 &0 0 a0 a0 100

N Agree @ Strongly agree

FIGURE 4 Participant survey responses on perceived agreement with factors that influence implementation of trauma-informed care in the

emergency department.

to decrease discrimination toward patients as key opportunities to
enhance experiences for patients with histories of trauma. Most shared
that although they provided excellent care to patients with acute phys-
ical traumas, they could do better with patients who have experienced
past traumas including patients who are often stigmatized, that is, obe-
sity, substance use disorder, mental health, and non-English speaking
patients.

3.1.10 | Experiences of bias

Experiences of bias were categorized under the TDF domain of
social influences. Participants reported witnessing or experiencing
both implicit and explicit bias in multiple scenarios, including staff-to-
staff, patient-toward-staff, and staff-toward-patient interactions. Staff
reported witnessing episodes of homophobia, transphobia, sexism,
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FIGURE 5
department.

and bias against people with mental health or substance use disor-
ders. They discussed both the impact of these experiences on patient
care, and their desire to deliver universally equitable patient-centered
care. Some participants also reported experiencing microaggressions

themselves in the course of their work.

3.1.11 | Motivation to learn

Within the TDF domain of motivation participants shared adesire todo
more for patients experiencing emotional distress, including patients
with many complex health care needs. They reported “good” days
that positively affected their well-being and “bad” days that negatively
affected their physical and mental well-being. There was much curios-
ity if TIC could not only improve patient care but could improve the
well-being of staff.

4 | LIMITATIONS

Limitations include the small sample size and the single institution
analysis that limits generalizability. The study relied on participants’
self-report, which is subject to recall and social desirability. Different
results might be found in different EDs, thus additional studies are
needed. The study population was gathered using purposive sampling,
and thus responses may have been skewed to support TIC. The ini-
tial protocol specified one-to-one in-person interviews; however, in
the context of COVID-19, we pivoted to an audio-recorded virtual
platform. Because interviews were conducted during the COVID-19

pandemic, our results may have influenced responses.

Neutral mEasy

mVery easy

-20% 0% 200 40k 60%  80%  100%

Participant survey responses on perceived difficulty with implementation of trauma-informed care interventions in the emergency

5 | DISCUSSION

TIC promotes a culture of safety, empowerment, resilience, and heal-
ing. TIC offers an opportunity to improve patient care and staff
wellness by applying the 4Rs: realizing the prevalence of trauma, rec-
ognizing the impact of trauma, responding both individually and on an
organizational level to trauma, and resisting re-traumatization.!

Trauma-informed approaches are recommended by ED professional
societies and in clinical guidelines, yet there has been limited opera-
tionalization of TIC interventions in ED settings.16-20 This study has
several salient findings. First, interdisciplinary ED staff frequently care
for patients who have experienced trauma, witness human suffering
and loss, and notice the impact of bias on patients and staff. Second,
ED staff overwhelmingly felt capable and motivated to provide TIC in
the ED and described a passionate commitment to providing equitable
and unbiased care. They reported high acceptability of a novel EHR-
integrated TIC plan. Third, ED staff often reported that they lack the
specific protocols, training, time, and support to implement TIC inter-
ventions and yet they endorsed the importance of trauma-informed
approaches.

Participants described the personal toll of secondary trauma, which
occurs through exposure to the traumatic experiences of other people,
whether by listening to their stories or witnessing their suffering. Sec-
ondary trauma is especially common in “caring” professionals, occurs in
up to 30% of physicians, and has been associated with multiple negative
physical and psychological impacts, including depression, anxiety, post-
traumatic stress disorder, and suicide.'31428-30 Secondary trauma also
can contribute to staff attrition and turnover.28:31-33

The majority of interprofessional staff in our study reported wit-

nessing instances of bias during their work in the ED. Participants
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recognized that race, stigma, and bias exist in the ED and endorsed
TIC approaches that may impact care provided to patients who expe-
rience bias.®* In addition to affecting patient care, these experiences
can contribute to secondary trauma of staff.3°

TIC can enhance clinicians’ sense of self-efficacy and resilience by
equipping clinicians with the skills, resources, and support to sen-
sitively care for those who have experienced trauma.! Thus, TIC
offers a strategy to reduce burnout in a high-intensity work environ-
ment such as the ED, in which both direct and secondary trauma are
common.33

Notably, this study found high staff acceptability of an EHR-
integrated TIC plan that is tailored to the specific needs and pref-
erences of an individual patient. To our knowledge, this is the first
EHR-integrated TIC care plan that has been reported in the litera-
ture. The TIC care plan provides an actionable strategy for health
care organizations to better care for patients who experience trauma.
Developed jointly by a patient and their health care team, the EHR
TIC care plan enhances patient-centeredness by improving inter-
disciplinary team communication and reducing re-traumatization of
patients (eg, by preventing the need for a patient to repeatedly
describe traumatic events or by alerting health care providers to spe-
cific behaviors or physical examination maneuvers that might trigger a
trauma response for the patient). The TIC care plan is currently being
implemented in our hospital system. Based on our experience, in sys-
tems already using EHRs, the TIC care plan is likely to be acceptable
and relatively easy to implement. More research is needed to evaluate
the effectiveness of EHR-based TIC interventions in improving patient
experiences.

Last, individual-level, team-level, and systems-level factors have
been found to influence whether TIC policies and procedures are
implemented routinely and effectively.3>3¢ Our study found that
individual-level factors such as knowledge and beliefs largely sup-
ported the implementation of TIC in the ED. Participants felt that
trauma and TIC were relevant to their work setting, believed that TIC
was beneficial, and felt able to positively influence the care of patients
who experienced trauma. Participants identified positive team-based
factors such as camaraderie and the opportunity for frequent debriefs
of difficult cases as important facilitators of TIC implementation. How-
ever, participants also identified systems-level challenges, such as lack
of training, time, and private spaces, as well as some aspects of orga-
nizational culture, as chief barriers to implementation. Our study
is concordant with previous nonemergency medicine literature that
has found that resource barriers and organizational factors strongly
influence staff implementation of TIC interventions.333> This finding
suggests that individuals, teams, and systems need to align to effec-
tively provide TIC, and additional organizational support and resources
are needed to enhance TIC implementation in the ED. Our study results
are not generalizable because a single study site was used.

In summary, we identified key factors that influence interprofes-
sional staff implementation of TIC in the ED. These findings reveal
potential individual and organizational targets for behavior change
interventions to improve TIC and patient and staff experiences in

the ED. Future research should evaluate the impact of the trauma-

informed interventions on patient and staff outcomes in the ED
setting.
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