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1.

Introduction

The purpose of this review was to examine recent literature on the application of a trauma-
informed approach to working with families, particularly in the pre-conception, prenatal, and
postnatal period. The fundamental elements and principles of a trauma-informed approach are
applicable to all populations and are reviewed here. However, some literature focuses more
specifically on trauma-informed practices that can be implemented during the perinatal period, and
those are also described.

It is important to note that historical trauma experienced by First Nations and other Indigenous
people in Canada is an important but distinct area of literature, and while it is recognized briefly in
this review, deserves to be focused on separately. The content covered in this review is intended to
form a knowledge base on the implementation of a trauma-informed approach, which can inform
practice at the individual and organizational levels.

Trauma

The most commonly used contemporary definition of trauma comes from the Substance Abuse and
Mental Health Services Administration (SAMHSA, 2014), who stated that 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 individual’s
functioning and mental, physical, social, emotional, or spiritual wellbeing” (p. 7). Within this
conceptualization, trauma has three components (the three Es): an event (something causing harm
or that poses extreme threat, either once or over time); the person’s experience of that event (the
ways in which an event impacts an individual, and the way they make meaning of it, contributes to
whether or not it is traumatic); and the effects of that event (adverse effects stemming from the
event and an individual’s experience of it, which may be immediate, delayed onset, short or long
term, and may or may not be recognized by the individual as connected to the traumatic event)
(SAMHSA, 2014).

There are many types of potentially traumatic events that people may experience, including
experiencing or witnessing physical, psychological, or sexual violence and abuse; life threatening
accidents or injuries; serious medical procedures; natural or man-made disasters; refugee status;
participation in armed combat; and the sudden unexpected death of a loved one (Ameringen et al.,
2008). Overall, traumatic events are relatively common, with most persons exposed during their
lifetime. In a nationally representative sample of Canadians, Ameringen et al. (2008) found that
76.1% (73.4% of women and 78.5% of men) of their adult sample had experienced at least one
potentially traumatic event.

Trauma can also be experienced collectively by members of groups who have experienced
colonization or genocide, as was the case in Indigenous communities across Canada. Termed
historical trauma, this form of trauma is more complex and generally entails many traumatic events
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over time, encompasses both psychological and social consequences of multiple traumatic events,
and has intergenerational effects (Gone, 2013).

Although individuals may experience trauma at any age, much of the literature focuses specifically
on those with a history of trauma during childhood, likely because of children’s higher
developmental vulnerability for both experiencing trauma and its negative effects. Some potentially
traumatic events commonly experienced in childhood include abuse and neglect; witnessing or
experiencing violence in the family, school, or community; life-threatening accidents or injuries;
frightening and/or painful medical procedures; serious and untreated parental mental illness; loss of
or separation from a parent or other loved one; natural or manmade disasters; war or terrorist
attacks; forced displacement/refugee status; and discrimination (Bartlett & Steber, 2019).

Adverse childhood experiences (ACEs) are a particular set of potentially traumatic
events/circumstances that were linked to negative adult health outcomes in a landmark study (the
Adverse Childhood Experiences Study; Dong et al., 2004; Felitti et al., 1998) and are often a focus in
trauma-related research. ACEs reflect exposure during childhood to two categories of potentially
traumatic experiences: maltreatment (emotional, physical, or sexual abuse, or emotional or physical
neglect) and household dysfunction (parental separation or divorce; living with someone who
abuses substances, has severe mental illness, or is incarcerated; or witnessing family violence) (Dong
et al., 2004; Felitti et al., 1998). Although individuals can experience effects from one traumatic
event, many individuals are exposed to multiple forms of trauma or cumulative traumas: this
increases trauma’s harmful effects.

2.1 Symptoms and Effects of Trauma
Trauma in childhood can lead to mental and physical health problems throughout life (Bartlett &
Steber, 2019; Dye, 2018). Childhood trauma has a detrimental and pervasive impact on
development, including brain and cognitive development, learning, social-emotional
development, attachment relationships, and physical health. Effects and symptoms of trauma
may include increased activation of the stress response system and difficulties coping with
challenges, adversity, and opportunities in daily life; difficulty with cognitive processes like
attention, memory, and thinking; challenges regulating behaviour, setting boundaries, and
controlling the expression of emotions; and interpersonal challenges including difficulty trusting
and benefitting from relationships (Bartlett & Steber, 2019; Dye, 2018; SAMHSA, 2014). Some of
the symptoms and effects of trauma differ depending on the developmental stage of the
trauma-exposed person. Early childhood trauma can be more detrimental than later experiences
of trauma due to the developmental processes that are occurring both neurologically and
psychologically at the time (De Bellis & Zisk, 2014).

Very young children may exhibit signs of trauma such as regression after previously reaching a
developmental milestone, fussiness, excessive separation anxiety, fear of strangers, attachment
difficulties, and trouble eating and sleeping. School-aged children may have frequent
nightmares, challenges with concentration and school performance, and exhibit either
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withdrawn or aggressive behaviour (Bartlett & Steber, 2019). Adolescents may exhibit anxiety or
depression; engage in risky or self-destructive behaviours (e.g., drug and alcohol misuse, risky
sexual behaviour, self-harm, illegal activities); struggle with intense negative emotions like guilt,
anger, or shame; and have negative views of people and society as well as persistent thoughts of
revenge or suicide (Bartlett & Steber, 2019).

Individuals with chronic issues (lasting more than one month) which impair their daily
functioning, may be diagnosed with post-traumatic stress disorder (PTSD). Children’s persistent
trauma-related symptoms may be viewed through the lens of disordered behaviour and lead to
misdiagnoses such as separation anxiety disorder, oppositional defiant disorder, and attention
deficit hyperactive disorder (Dye, 2018). Research with Canadian adults suggests that nearly
10% of those with a trauma history experience PTSD (Ameringen et al., 2008).

Although exposure to potentially traumatic experiences may elicit any of the above discussed
sequelae, it is important to note that there is no “typical” trauma reaction; rather, effects may
vary widely between individuals based on genetic, epigenetic, biological, psychological, social,
familial, community, societal, and historical factors (Bartlett & Steber, 2019; Kimburg &
Wheeler, 2019). Additionally, both trauma exposure and its sequelae may differ based on sex
and gender (Poole et al., 2017). Boys and men may be more likely to experience and witness
physical violence and abuse, non-interpersonal traumatic events, and potentially traumatic
events in general, whereas girls and women are at higher risk of sexual victimization,
psychological, and emotional abuse (Tolin & Foa, 2006). Research also finds that females are
more at risk for certain negative effects from trauma exposure such as anxiety and depression,
dissociation, and PTSD symptoms (Garza & Jovanovic, 2017; Tolin & Foa, 2006; Wamser-Nanney
& Cherry, 2018). While sex and gender differences in trauma responses/symptoms may be
partially due to differences in the types of traumas experienced, Carmassi et al. (2020) found a
similar pattern when examining post-traumatic stress symptoms in parental couples exposed to
the same trauma (parenting their child affected by epilepsy). Carmassi et al. reported that
mothers presented with higher scores than fathers for all the criteria of PTSD, and experienced
greater affective and somatic symptoms.

The reasons for higher rates of PTSD in females likely include social context and sociocultural
biases, but there are also psychobiological factors that may be contributing to the sex
difference, including differences in brain development and fear physiology (Garza & Jovanovic,
2017; Kimerling et al., 2018; Wamser-Nanney & Cherry, 2018). Women seem to have a more
sensitized hypothalamic-pituitary-adrenal (HPA) axis (an important network between the
hypothalamus, pituitary gland, and adrenal glands that modulates responses to stress), whereas
men seem to have a sensitized physiological hyperarousal system (OIff, 2007). Early trauma
experiences in males may lead to greater down-regulation of cortisol, something commonly
seen in individuals with antisocial behaviours (De Bellis & Zisk, 2014).
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Exposure to trauma during childhood may also have long-term effects that put individuals at risk
for decreased physical and psychological well-being at later stages of life. Research suggests that
childhood maltreatment is associated with changes to brain structure and function that affect
the systems governing threat detection, emotional regulation, and reward anticipation (Teicher
et al., 2016). Childhood trauma is associated with persistent sensitization of the HPA axis (stress-
response system) and the autonomic nervous system, so that many individuals with previous
trauma have dysregulated HPA-axis reactivity and diminished regulatory responses to stress that
may put them at risk for psychological issues (Heim et al., 2008; Kuhlman et al., 2015; Kuhiman
et al., 2018). Indeed, a significant body of literature suggests that childhood exposure to
interpersonal traumas such as abuse (emotional, physical, and sexual) and neglect is associated
with adult depression, anxiety, mania, psychosis, and schizophrenia (Huh et al., 2017;
Humphreys et al., 2020; Mandelli et al., 2015; Matheson et al., 2013; Negele et al., 2015; van
Nierop et al., 2015; Varese et al., 2012). Van Nierop et al. (2015) found that childhood trauma
was strongly associated with symptom clusters (i.e., symptoms across multiple types of
psychological disorders) suggesting that trauma is a major risk factor for psychopathology in
general, via HPA axis-disruption and dysregulated stress responses that adversely affect
development (Matheson et al., 2013). Trauma is also associated with some physiological
disruptions, with survivors more likely than those without a trauma history to have sleep
disorders, metabolic syndrome, obesity, hypertension, and diabetes (Dye, 2018). These effects
are mediated by the psychological effects on the stress response system that result in repeated
activation of the autonomic nervous system and upregulation of the inflammatory response
system (Ho et al., 2021). Barlett and Steber depicted the wide range of potential impacts child
trauma may have on individuals (Figure 1).

Figure 1. Impact of Childhood Trauma, from Bartlett & Steber (2019).
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Research also suggests that trauma exposure is associated with a greater propensity to engage
in risk-taking behaviour; that is, behaviour that may elicit negative consequences or losses as
well as perceived positive consequences or gains (Ben-Zur & Ziedner, 2009; Laceulle et al., 2019;
Maepa & Ntshalintshali, 2020; Norman et al., 2012). Ben-Zur and Ziedner (2009) described
several potential mechanisms to explain this relationship, including: avoidance coping (meaning
that people are not engaging with negative information/potential consequences); emotion
regulation (risky behaviours may engender positive emotions or help to diminish negative ones);
self-esteem enhancement (people may pay more attention to possible gains that restore a
positive self-concept, resources, and control); simplified information processing wherein people
consider less information are more likely to discount non-trauma-related risks; and suppression
of higher cortical processes due to increased emotional processing and activation of the
amygdala. The relationship between trauma and risk-taking may, therefore, be explained by
factors such as impaired decision making, increased emotion-focused coping, and alterations to
neurocognition as described above.

The role of impulsivity as a mediator between trauma exposure and risk-taking has also received
some attention. Morris et al. (2020) found that impulsivity mediated the relationship between
PTSD and greater cannabis and alcohol use. They also found that trauma-exposed persons who
met probable diagnostic criteria for current PTSD showed significantly higher levels of
impulsivity than trauma-exposed persons without PTSD. They suggested based on this work that
only trauma-exposed people with probable PTSD exhibit a bias towards immediate rewards and
decreased willingness to wait for rewards, suggesting that impulsivity and PTSD symptoms are
connected.

It is important to note that the relationship between trauma and risk-taking may depend on
what the risky behaviour is, and its context. In some circumstances, trauma may lead to reduced
risk-taking. For example, measuring risk-taking via an experimental task rather than self-
reported risk behaviours, Moya (2018) found that greater exposure to and severity of violence
was associated with greater risk aversion. Moreover, it is important to note that associations
between trauma and risk behaviour in the literature are primarily focused on various types of
substance use/misuse and risky sexual behaviours (e.g., unprotected sex); these outcomes are
discussed further in the next section on trauma and its effects related to reproductive health
and the perinatal period.

2.2 Trauma’s Effects in Relation to Pre-conception, Prenatal, and Postnatal Period
There are a number of ways in which trauma is relevant to reproduction, including pre-
conception, during pregnancy and childbirth, and in the postnatal period. For individuals in their
reproductive years, trauma may play a role in sexual risk taking and unplanned pregnancies.
Researchers have associated multiple forms of interpersonal childhood trauma (abuse and
neglect) with sexual risk factors for unplanned pregnancy among adolescents and adults, such as
sex without using a condom, low self-efficacy to refuse sex, and having sex under the influence
of drugs or alcohol (Hahn et al., 2016; Moore et al., 2017; Mota et al., 2019; Noll et al., 2019;
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Thompson et al., 2017). A variety of trauma-related symptoms and effects may account for
these associations. Among adult female survivors of intimate partner violence, Cavanaugh &
Kapij (2020) found that low condom use self-efficacy was strongly related to experiencing
dissociative symptoms (sense of disconnection from self or environment and decreased
awareness of the present) during sex. Other researchers reported that emotional numbing but
not dissociation was implicated in the relationships between past sexual trauma, low condom
use self-efficacy, and intentions to engage in unprotected sex (Stappenback et al., 2016).
Emotion dysregulation has also been found to account for much of the relationship between
childhood trauma and sexual risk taking, which was partially explained by difficulty identifying
and expressing feelings and the tendency to behave impulsively to deal with negative affect,
which was associated with greater alcohol use (Hahn et al., 2016; see also Oshri et al., 2015).

Consistent with the greater presence of risk factors, Young-Wolff et al. (2021) found that adults
who reported experiencing two or more ACEs were more than twice as likely to report an
unplanned pregnancy. Looking at a wide variety of adverse life experiences that included many
potentially traumatic events (exposure to or perpetration of violence, various forms of abuse,
death of a loved one, military service, incarceration), Hall et al. (2019) found that greater
exposure to such experiences increased the risk of unintended pregnancy for both adolescent
and adult women. A history of childhood sexual abuse may also predict early (i.e., adolescent)
pregnancy (Noll et al., 2009). Although Noll et al. (2019) did not find that experiencing childhood
maltreatment predicted unplanned adolescent pregnancy, sexual abuse was a strong predictor
of adolescent motherhood. Adolescents who have experienced interpersonal trauma during
childhood are more likely than those without trauma histories to have positive attitudes toward
having a baby in adolescence (i.e., the belief that it would make their life better; Shreffler et al.,
2021) and, therefore, may be more likely to keep an unplanned pregnancy.

A history of trauma is also associated with negative outcomes during the pregnancy period.
Pregnancy involves not only physical changes but psychological changes as women start forming
an attachment to the fetus and prepare for caregiving; a history of trauma may make these
transition periods difficult and trigger symptoms of trauma (Hugh-Bocks et al., 2013; Millar et
al., 2021; Osofsky et al., 2021). Millar et al. (2021) found that approximately 40% of adolescent
mothers with a history of childhood trauma reported pregnancy itself to be a trigger for trauma
symptoms; interactions with healthcare providers (cervical exams, abdominal touch, and height
and weight measurement), labour, and the birth of the baby may also be triggering
(Chamberlain et al., 2019; Kuzma et al., 2020; Millar et al., 2021; Sobel et al., 2018).

Childhood trauma is predictive of post-traumatic stress symptoms during pregnancy, even more
than current intimate partner violence (Hugh-Bocks et al., 2013). There is also an association
between a history of trauma and symptoms of depression and anxiety during pregnancy and
postpartum (Blackmore et al., 2016; Guintivano et al., 2018; Lombardi et al., 2021; Olsen et al.,
2018; Osofsky et al., 2021, McDonnell & Valentino, 2016). In their integrative review of
associations between a history of ACEs and pregnancy health risks and outcomes, Olsen (2018)
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reported past maternal trauma to be associated with greater risks for physical health problems
during pregnancy, pain in late pregnancy, poor sleep quality, and higher risk of preterm birth
and fetal death.

Relevant to the prevention of FASD and other effects of substance use during pregnancy on fetal
development, a large body of literature supports an association between trauma and
alcohol/other substance misuse and dependence (Berenz et al., 2016; Dye et al., 2018; Edalati,
2020; Lotzin et al., 2016; Moustafa et al., 2021; Patock-Peckham et al., 2020). Moreover,
outcomes of treatment for substance use disorders may be worse for those with trauma
histories (Edalati, 2020), although use of substances post-treatment may be related more to
experiencing new traumatic experiences, and the severity of trauma-related symptoms, rather
than pre-treatment trauma exposure (Gil-Rivas et al., 2009). A number of different mechanisms
have been proposed to account for the associations between trauma and substance
misuse/dependence, including the psychosocial impacts of trauma (e.g., impaired relationships;
heightened personality risk factors such as neuroticism, sensation seeking, and negative
affect/hopelessness), impact of trauma on emotion/affect regulation (e.g., impaired stress
response systems and use of substances to cope; self-medicate comorbid psychiatric disorders;
and regulate emotions/affect), and impacts of trauma on neurocognition (e.g., impaired
memory, attention, and behavioural inhibition; and greater impulsivity) (Edalati, 2020).
Research during the prenatal period specifically suggests that a history of trauma in childhood
and adulthood (although most of the research is on childhood trauma) is associated with the use
of alcohol and other substances during pregnancy (Olsen, 2018; Osofsky et al., 2021; Waddell &
Thanos, 2019). This is important for the prevention of FASD and other substance-related effects
on the fetus, as it suggests that prevention and intervention efforts need to consider how
trauma and its effects may be impacting behaviour.

Postnatally, in addition to depressive symptoms, trauma may affect the transition to parenting.
In their review of parenting after a history of childhood maltreatment, Chamberlain et al. (2019)
reported that trauma was associated with issues such as decreased parenting self-efficacy,
parental sleep problems and stress, negative mental representations of the infant, low parental
warmth, negative coping behaviours, and poor parenting practices; in turn, these factors were
associated with offspring cortisol changes, insecure infant attachment and bonding, infant abuse
and/or neglect, and poor infant socio-emotional development. Trauma may also pose challenges
for breastfeeding (e.g., a higher likelihood of pain, increased body shame, and difficulty coping
with trauma symptoms, physical touch, and triggering memories) and is associated with both
decreased likelihood and a shorter duration of breastfeeding, although for some women who
have experienced trauma it can be an empowering experience (Channell Doig et al., 2020; Sobel
et al., 2018).

Finally, it is important to note that childbirth itself may be a traumatizing event, and lead to
sequelae of trauma including PTSD symptoms even for those without a prior history of trauma
(Dekel et al., 2017; Grekin & O’Hara, 2014; Horesh et al., 2021; King et al., 2017). Those with a
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history of trauma are at increased risk of experiencing childbirth as a traumatic event and
experiencing postpartum PTSD (Chan et al., 2020; Dekel et al., 2017). However, a range of other
factors are predictive of traumatic childbirth and experiencing post-traumatic stress disorder,
including (but not limited to) a negative delivery experience, lack of perceived safety during
labour and delivery, low partner support, previous mental health difficulties (including during
pregnancy), dysfunctional cognitive and behavioural strategies such as rumination and numbing,
negative cognitions about the self in relation to the birth, obstetric complications and
instrumental/caesarean delivery, and perceived lack of control during labour and delivery (Chan
et al., 2020; Dekel et al., 2017; King et al., 2017).

Given the relevance of trauma exposure and its sequelae to the perinatal period, it is important
that the impacts of trauma are considered in service and intervention provision related to the
pre-conception, pregnancy, delivery, and postpartum periods. This can be achieved by
implementing a trauma-informed approach, also commonly called trauma-informed care when
referencing clinical care.

3. A Trauma-Informed Approach

Current work on implementing a trauma-informed approach is strongly influenced by the Substance
Abuse and Mental Health Services Administration (SAMHSA, 2014), who developed a white paper on
the topic based on research, an environmental scan of trauma definitions and models of trauma-
informed care, and knowledge from practitioners with experience in trauma treatment, policy
makers in behavioural health fields, and survivors of trauma. As conceptualized in this white paper,
“A program, organization, or system that is trauma-informed realizes the widespread impact of
trauma and understands potential paths for recovery; recognizes the signs and symptoms of trauma
in clients, families, staff, and others involved with the system; and responds by fully integrating
knowledge about trauma into policies, procedures, and practices, and seeks to actively resist re-
traumatization.” (SAMHSA, 2014, p. 9). The 4 Rs, described further below, make it clear that a
trauma-informed approach does not just mean offering trauma-specific services. Implementing a
trauma-informed approach is a process of culture change, as it affects all aspects of an organization
and its provision of services (Kimburg & Wheeler, 2019).

Realization entails people at all levels of the organization or system having knowledge about trauma
and its potential effects on individuals, families, groups, organizations, and communities. Moreover,
people’s experiences and behaviours are viewed through a trauma lens; they are understood in the
context of coping strategies designed to survive adversity even if the trauma was in the past or
resulted from exposure to someone else’s trauma (SAMHSA, 2014).

Workforce and professional development training on trauma and its effects is essential for a
trauma-informed approach (Bartlett & Steber, 2019; Champine et al., 2019; Hanson & Lang, 2016;
SAMHSA, 2014). The format and topical focus of training may differ depending on the role of the
organization and the people they are serving (Berger & Quiros, 2016; Jackson & Jewell, 2021).

10
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Professionals need to understand the prevalence of trauma and its effects, be able to apply a
trauma lens to programming/services and their work with individuals and families and know how to
respond with trauma-informed practices (including referring to trauma-specific services). They also
need to understand the role that trauma plays in mental health and substance use disorders, and
how it may be a barrier to positive outcomes in many areas (e.g., the justice system, healthcare,
education) (SAMHSA, 2014). Training should occur at all levels of an organization; for example, in a
healthcare context, not only clinical staff but anyone who has contact with patients and families,
such as front desk staff, and security guards, should receive education about trauma (Berger &
Quiros, 2016; Menschner & Maul, 2016). This multi-tiered training may entail the provision of
training at multiple levels, with brief/basic education on trauma and a trauma-informed approach
for all roles within an organization, and more specialized or in-depth training to meet the
educational needs of specific roles such as clinicians (Choi & Seng, 2015).

Finally, realization includes the understanding that staff/care providers working with individuals who
have a history of, or current, trauma can also experience secondary or vicarious trauma, and need to
be supported as part of a trauma-informed approach (Hanson & Lang, 2016; Menschner & Maul,
2016; SAMHSA, 2014).

Recognizing entails being able to recognize the signs of trauma in individuals. Again, workforce
training/development is necessary to help staff and clinicians working with people who may have
experienced trauma recognize the symptoms, which may vary by age, gender, type of trauma, and
the setting in which interactions are taking place (Bartlett & Steber, 2013; SAMHSA, 2014). During
interpersonal interactions, some signs of emotional dysregulation that could be related to trauma
response or triggering include clients/patients showing increasing and visible anxiety, speaking more
quickly or loudly, suddenly ceasing to talk, or appearing to be “zoning out” or dissociating from the
present moment (Kimburg & Wheeler, 2019). Additionally, it is important to recognize if trauma is
influencing an individual’s engagement in activities and services, clinical/program interactions, and
the degree to which they engage with rules and guidelines (Bartlett & Steber, 2019).

Depending on the type of organization/system and the services being provided, trauma screening
and assessment may be an important tool to help recognize trauma among those accessing services
or programming (SAMHSA, 2014). Universal screening with a standardized tool or question can be
done upfront with all individuals accessing the program/services; Menschner & Maul (2016)
suggested that this may be effective in many clinical settings.

Alternatively, screening can be done later or on an as-needed basis. Tools exist for screening
different age groups for potentially traumatic events and trauma symptoms (see Eklund et al., 2018,
and Lewis-O’Connor et al., 2019 for reviews on existing tools; two examples are provided in
Appendices A and B). Although adverse childhood experiences questionnaires (usually the ACEs-10)
are increasingly used for screening as well, some scholars have cautioned against their use due to
concerns about the items included (and those that are missing), the way questionnaire items are
constructed, and lack of psychometric validation (McLennan et al., 2020). Screening should only be

11
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done if providers are able to have appropriate follow-up discussions, offer appropriate care options
(e.g., modifications to service provision/care or trauma-specific services), and/or refer to trauma-
specific services (Menschner & Maul, 2016).

For some settings/programs, an approach called Universal Education may be helpful instead of
screening. In relation to a healthcare setting, this would involve a healthcare provider talking about
how trauma might be related to the presenting issue, specifying the specific type of trauma that
might be related, then offering resources to the patient for them to use/distribute to others; this
approach does not require the person to disclose any personal trauma details (Kimburg & Wheeler,
2019). Universal Education may also be a useful approach for other types of services, for example
programming related to alcohol or drug use/misuse.

Finally, employee assistance and supervision are helpful for the recognition of trauma, both in
helping staff recognize trauma in individuals they are working with as well as their own secondary
trauma (Berger & Quiros, 2016; Menschner & Maul, 2016; SAHMSA, 2014). Berger & Quiros (2016)
identified many ways that supervisors work with providers (both within and outside of the medical
field) to facilitate the recognition of trauma, including emphasizing training/ongoing professional
development related to trauma, actively doing regular check-ins with staff rather than waiting for
them to bring up vicarious/secondary trauma, frequent supervisor/staff meetings to discuss
particular clients’ issues, advocating and modeling self-care, and exploring staff’s own trauma
reactions with them and modeling strategies for addressing them (which can then be applied with
clients).

Responding entails applying principles of a trauma-informed approach to all aspects of the
organization/system (SAHMSA, 2014). The six principles of a trauma-informed approach described
by SAHMSA (2014; Harris & Fallot, 2001; Elliot et al., 2005) are as follows:

e Safety: Both clients/patients and staff feel physically and psychologically safe, both in relation to
the physical setting and interpersonal interactions. There is priority placed on what individuals
served by the organization need to feel safe, and on understanding how they define safety.

e Trustworthiness and transparency: The organization prioritizes transparency in their operations
and decisions. They seek to build and maintain trust with clients and family members, among
staff, and with others who may interact with the organization.

e Peer support: Peer support (support provided between individuals who have experiences of
trauma or are family members of individuals who have experienced trauma) has been identified
as an important mechanism for establishing safety, building trust, enhancing collaboration, and
aiding in recovery and healing.

e Collaboration and mutuality: The organization recognizes that everyone is part of a trauma-
informed approach, and places importance on partnering and minimizing power differences
between staff and clients and among organization staff. Power and decision-making are shared
in a way that is meaningful and prioritizes relationships.

12
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e Empowerment, voice, and choice: The organization recognizes the experiences and strengths of

individuals and seeks to foster empowerment among both clients/patients and staff. Clients are

supported in shared decision-making, choice, goal setting, and the cultivation of self-advocacy.

Their resilience and agency are valued. Staff are also supported and empowered to do their

work as well as possible, via organizational supports and relationships.

e Cultural, historical, and gender issues: The organization recognizes and addresses historical

trauma and is sensitive to how trauma may intersect with aspects of gender and culture. The

organization does not incorporate stereotypes and biases into its practices. It offers access to

gender responsive services and incorporates policies, protocols, and practices that are

responsive to individuals’ ethnic, cultural, and other needs.

These principles are deliberately broad and non-prescriptive to be generalizable across different

types of settings or service sectors. While these principles are key to implementing a trauma-

informed approach at an organizational, system, or program level, others have described principles

of trauma-informed care specific to working with patients or clients and some of the ways they can

be applied. For example, Purkey et al. (2018) discussed examples of how to apply five principles of

trauma-informed care to the practice of medicine (Table 1), although the examples provided would

be applicable to direct interaction with clients/patients in many other contexts as well.

Table 1. Applying Trauma-informed Care Principles with Clients or Patients (Purkey et al., 2008).

Principle

Examples of how principle can be applied

1. Trauma awareness and
acknowledgement

Asking about past trauma experiences
Listening compassionately
Acknowledging the ongoing effect of the trauma

Identifying and helping patients understand links between past
traumatic experiences and current health and coping strategies

2. Safety and trustworthiness

Recognizing patients’ need for physical and emotional safety, and
promoting a safe space

Being consistent and predictable in interactions and care procedures

Being careful not to be rushed, stressed, or patronizing with
clients/patients

Considering scheduling appointments at times when the waiting
area/physical space is more quiet

Seeking to understand other factors that may impact a person’s sense
of safety (e.g., financial instability, involvement with child and family
services)
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3. Choice, control, and
collaboration

Principle Examples of how principle can be applied

Emphasizing informed choice

Presenting both positive and negative choices (including the option to
not engage in care)

Developing collaborative relationships, which enhance active
engagement instead of passivity or dependence

Using a collaborative approach, seeking to understand barriers or
reluctance to engage/change

4. Strengths-based and skills- | High|ighting the individual’s strength and helping them see progress
building care

Believing in individual’s strength and resilience, and seeing them
through that lens rather than as a victim with symptoms and
pathology

Avoiding paternalistic or disempowering interactions

Encouraging growth even when progress is slow, or the person
encounters setbacks

5. Cultural, historical, and
gender issues

Incorporating processes into care interactions that are sensitive to a
person’s culture, ethnicity, and personal/social identity

Being sensitive to group marginalization and recognizing challenges
and trauma that many groups face, as well as the intergenerational
transmission of trauma

Similarly, Kimburg and Wheeler (2019) detailed the 4 Cs paradigm (Calm, Contain, Care, Cope),

which is intended to help providers enact trauma-informed care. This paradigm recommends many

of the same practices suggested by Purkey et al.; some additional suggestions for applying trauma-

informed principles in practice include:

Pay attention to your own feelings during interactions and modelling calming strategies when
needed.

Practice calming exercises (deep breathing, grounding) with patients/clients.

Redesign physical environments, policies, and practices to reduce chaos (e.g., minimizing noise,
harsh lighting, cramped or uncomfortable spaces).

Limit detailed accounts of trauma history to promote safety.

Provide trauma-specific education, resources, and referrals without requiring disclosure.
Monitor individual’s emotional and physical responses to discussions/education around trauma
and help them navigate distress if it occurs.

Invite suggestions from the patient/client on changes that would make their engagement with
care, programming, or interactions with staff/providers more tolerable, positive, and healing.
Normalize and destigmatize trauma symptoms and harmful coping behaviours.

Practice cultural humility.

Practice self-care and self-compassion while caring for others.
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e Inquire about practices (including cultural practices) that help the individual feel better and
engender hope.

e Document positive coping strategies along with problems.

e Minimize and mitigate power differentials in behaviours, practices, and policies.

e Ask about and emphasize ways to build resilience, including coping skills, positive relationships,
and interventions.

e Connect individuals and families with other helpful (and trauma-informed) resources and
supports.

Responding, within a trauma-informed approach, requires application of trauma-informed principles
both at the organizational and the clinical (or front-line) level (Hanson et al., 2016; Menschner &
Maul, 2016). Through training, leadership, and implementation of policies, staff at all levels of the
organization consider the impact of trauma among the people served as well as their own
workforce, have committed to providing a culture of safety, and use evidence-based trauma
practices including processes to avoid replicating trauma (SAMHSA, 2014). In their review of how
trauma-informed care is being implemented among child-service professionals (across multiple
disciplines), Hanson & Lang (2016) found that components of trauma-informed care fell within three
primary domains: workforce development (e.g., training on trauma and its impacts, procedures to
reduce/address secondary traumatic stress among staff/providers); trauma-focused services (e.g.,
use of standardized screening measures, inclusion of trauma history in case/service records, skilled
people to provide trauma-specific services); and organizational environment and practices (e.g.,
positive and safe environment, written policies that include and support trauma-informed care,
within- and between-agency collaboration and service coordination). While responding involves
applying the principles of a trauma-informed approach, the ways the principles are applied will
depend on the system/organization/program and target population being served. Some of the ways
that trauma-informed principles can be applied specifically in relation to the perinatal period will be
described in the following section.

The last of SAMHSA's 4Rs is resisting re-traumatization of clients and staff; staff need to be taught
(via training, education, mentorship, and supervision) how particular practices, settings, and
interactions may trigger painful memories and re-traumatize those with trauma histories (SAMHSA,
2014). Re-traumatization refers to the re-emergence of trauma symptoms when individuals have
exposures to events, interactions, relationships, or stimuli that elicit memories and emotions
connected to past trauma, whether the new exposure is inherently traumatic or not (Alexander,
2012). Trauma survivors may be particularly vulnerable to re-traumatization in healthcare settings
because of things like feelings of being restrained, the use of physical restraints, the need to remove
clothing, procedures that are uncomfortable or invasive, intimate contact with healthcare providers,
waiting in rooms that have closed doors, seeing blood, the power imbalance between the patient
and care provider, and the widespread paternalism within healthcare systems (Chamberlain et al.,
2019; Bradbury-Jones & Taylor, 2017; Kimburg & Wheeler, 2019; Kuzma et al., 2020; Purkey et al.,
2018). Avoiding re-traumatization may entail organizational and practice changes such as re-shaping
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environments to avoid triggers and enhance feelings of safety (e.g., monitoring access to buildings,
making sure there is clear access to exits and individuals can leave when desired, avoiding excess
noise and chaos); avoiding screening individuals for trauma multiple times; limiting trauma history
details or addressing potential trauma in ways that do not require disclosure; ensuring that
collaborations and referrals involve other organizations, services, or providers that are trauma-
informed; and consistent avoidance of any organizational practices that staff identify as potentially
retraumatizing for the people they serve (Bartlett & Steber, 2019; Kimburg & Wheeler, 2019;
Menschner & Maul, 2016; SAMHSA, 2014). Again, literature suggests some specific ways to avoid re-
traumatization for individuals during the perinatal period; these will be described below.

To help systems, organizations, and programs implement a trauma-informed approach that reflects
the 4Rs and applies the 5 principles, SAMHSA (2014) identified ten organizational domains that
should be considered: governance and leadership, policy, physical environment, engagement and
involvement, cross-sector collaboration, screening, assessment and treatment services, training and
workforce development, financing, progress monitoring and quality assurance, and evaluation.
Explanations of what is important to consider in relation to these domains, and examples of
guestions that organizations can ask themselves, can be viewed in Table 2.

Table 2. 10 Organizational Domains to Consider When Implementing a Trauma-informed Approach
Domain Description Sample question
([ITGEL TSI There is support and investment from “How does agency leadership
and leadership/governance for a trauma-informed communicate its support and
leadership approach, and an identified person to guidance for implementing a
lead/oversee the work. There is also inclusion of  trauma-informed approach?”
the peer voice. A champion of this approach is

often needed to initiate change.

Organizational procedures and cross-agency “How do the agency’s written
protocols reflect trauma-informed principles, and policies and procedures recognize
written policies and principles establish a the pervasiveness of trauma in
trauma-informed approach as central to the the lives of people using services,

work/services (i.e., the approach is not reliant on  and express a commitment to
occasional workshops or any one leader). reducing re-traumatization and
promoting well-being and

recovery?”
Physical The physical environment must promote physical  “In what ways do staff members
COWTG T\ and psychological safety for both people served recognize and address aspects of
and staff. The physical setting should also the physical environment that
promote the collaborative aspects of a trauma- may be re-traumatizing, and
informed approach through openness, work with people on developing
transparency, and shared space. strategies to deal with this?”
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Domain
Engagement
and
involvement

Cross sector
collaboration

Screening,
assessment,
and
treatment
services

Training and

workforce
development

Progress
monitoring
and quality
assurance

Description

People with experience of trauma who are
receiving services, and family members receiving
services, should be involved, have a voice, and be
offered meaningful choices at all levels of
organizational functioning (e.g., service design,
implementation, delivery, access to trauma-
informed peer support, workforce development,
and evaluation).

People with significant trauma experience often
have complex needs that benefit from multiple
services. Collaboration should involve a shared
understanding of trauma and trauma-informed
principles. Not all service sectors are focused
specifically on trauma, but understanding how
awareness of trauma is important to service
provision is important. Individuals affected by
trauma should be referred to trauma-aware
individuals or organizations.

Practitioners use evidence-based methods that
are culturally appropriate and reflect principles
of a trauma-informed approach. Trauma
screening and assessment are part of the work. If
trauma-specific interventions are provided, they
are acceptable, effective, and accessible for
clients/patients and families. If trauma-specific
services are not provided but needed for
someone, staff can refer them to trusted and
effective services.

On-going training on trauma and peer support
occurs. The organization incorporates trauma-
informed principles in Human Resources
operations and has processes in place to support
staff who have trauma histories or are
experiencing secondary traumatic stress as a
result of their work.

The use of trauma-informed principles and
efficacy of evidence-based trauma screening,
assessments, and treatments are assessed and
monitored on an ongoing basis.

Becoming Trauma-informed

Sample question

“How do staff members keep
people fully informed of rules,
procedures, activities, and
schedules, while being mindful
that people who are frightened or
overwhelmed may have a
difficulty processing
information?”

“How does the organization
identify community providers and
referral agencies that have
experience delivering evidence-
based trauma services?”

“Does the organization have the
capacity to provide trauma-
specific treatment or refer to
appropriate trauma-specific
services?”

“How does the agency address
the emotional stress that can
arise when working with
individuals who have had
traumatic experiences?”

“Is there a system in place that
monitors the agency’s progress in
being trauma-informed?”
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Domain

Evaluation

Description Sample question

Financial support is in place for staff training on “How does the agency’s budget
trauma, implementing trauma-informed include funding support for
principles, ensuring facilities are appropriate and  ongoing training on trauma and
safe, establishing peer support, provision of trauma-informed approaches for
evidence-supported screening, assessment, and leadership and staff

treatment of trauma if appropriate, and cross- development?”

agency collaborations.

Designs and measures for evaluating program “What processes are in place to
processes and effectiveness are trauma-informed solicit feedback from people who
themselves and include a focus on the use services and ensure
organization’s efforts to be trauma-informed. anonymity and confidentiality?”

*Sample questions are taken directly from SAMHSA (2014, p. 14-16)

Although SAMHSA (2014) provided several examples of questions that could be asked to help guide

efforts to implement a trauma-informed approach for the organizational domain, they noted that

guestions should be adapted to fit the needs of the organization, staff, and people they serve.

Additionally, while the 4Rs and trauma-informed principles (and additional guidance from other

scholars) are relevant for guiding a trauma-informed approach across all populations who may be

affected by trauma, there is additional literature that pertains specifically to individuals and families

during the pre-conception and perinatal period. This information, discussed in the next section, may

help efforts to apply the 4Rs and trauma-informed principles to programming and care for these
populations.

3.1 Applying a Trauma-Informed Approach Pre-conception and During the Perinatal Period
3.1.1 FASD Prevention

One of the areas where a trauma-informed approach may be very important is in FASD-
prevention efforts. As discussed above, there are strong associations between trauma
history and substance misuse and dependence including substance use during pregnancy.
A study including 80 mothers whose child was diagnosed with Fetal Alcohol Syndrome
found that 95% of them had experienced sexual or physical abuse as a child or adult; and
use of alcohol as a coping mechanism for past or current abuse (a current abusive
relationship) was reported by almost all of these women (Astley et al., 2000). A trauma-
informed approach can be applied to all 4 levels of FASD awareness and prevention
described by Poole (2008): 1) Broad FASD-awareness building and health promotion at the
community level; 2) Discussion of alcohol use and its risks with all women in their
childbearing years, as well as their support networks; 3) Specialized and holistic support of
women with identified alcohol, health, and social problems, and 4) Postpartum support,
including support for child assessment and development. For example, at the first stage
(broad community awareness), a trauma-informed approach may include enhancing
awareness among service providers and broader communities of how trauma may affect
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3.1.2

women’s use of alcohol and other substances, and an emphasis on FASD prevention
campaign messaging and images that are not stigmatizing, do not present abstinence as
the only goal, and are relational and strengths-based (e.g., emphasize choice, agency, and
available supports) (Poole et al., 2016; Schwartz et al., 2017).

Another way that a trauma-informed approach can be applied in FASD prevention efforts
is the incorporation of trauma-informed principles, and trauma-related content, into
interventions aimed specifically towards populations with identified risk factors (stage 3 of
Poole’s 2008 framework). For example, Myers et al. (2018) developed a trauma-informed
substance use and sexual risk reduction intervention for young women with past trauma
and current substance use who were at risk of unintended pregnancy and other negative
sexual health outcomes. In line with trauma-informed principles, Myers et al. engaged
young women from this target population in the development of the intervention, to
ensure it met their needs; after the intervention was developed, they sought further
feedback from women to identify any areas for improvement. In line with other research,
these young women reported using substances to cope with intrusive memories and
negative emotions related to past trauma, as well as current stressors. The final
intervention was group-based (so that women could help support each other) and
incorporated all the content requested by women. This included content on substance use
and its intersection with violence and sexual health risks, violence prevention strategies,
nutrition, exercise, budgeting, and parenting. It also included trauma-specific information,
such as common coping responses to trauma, and how to manage these in relation to
sexual health risks, and cognitive-behavioural-therapy techniques on identifying and
managing emotional and other triggers for substance use using emotional regulation and
coping strategies.

Across all levels of FASD prevention efforts, a trauma-informed approach emphasizes
interacting with women and their families/support persons with an understanding of the
ubiquity of trauma and its potential effects on individuals’ lives. As described by the British
Columbia Centre of Excellence for Women’s Health (2014), a trauma-informed approach
entails changing the conversation of how we think and talk about alcohol use during
pregnancy to one that is non-judgemental, supportive, situates alcohol use during
pregnancy in the context of women’s broader lives, acknowledges that alcohol use is often
a coping mechanism, and emphasizes women’s strengths.

Recognizing Trauma via Screening During the Perinatal Period

Another potential element of applying a trauma-informed approach in relation to pre-
conception and the perinatal period is screening for trauma among individuals being
served by the organization or system. As discussed earlier, screening for trauma can be an
important part of recognizing trauma within a trauma-informed approach. Identifying that
a patient or client has a trauma history can then spark conversations about how past or
current trauma may be affecting their behaviours, emotions, or engagement in
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services/programming, as well as discussions about whether modifications in service
delivery can be made to enhance their feelings of safety and avoid re-traumatization.
Flanagan et al. (2018) emphasized that prenatal screening is also important for connecting
patients to resources where appropriate, and ultimately breaking negative cycles of
childhood trauma. Universal screening may be effective in many clinical settings
(Menschner & Maul, 2016), whereas Universal Education (Kimburg & Wheeler, 2019) or
the incorporation of information about trauma and its effects into programming and/or
service provision may be effective if there are no clear benefits from individual disclosure
of trauma.

Screening can be done with any individuals of childbearing age but can specifically be
done as part of prenatal care or the provision of services to pregnant women and their
families. There does not appear to be a guideline from the Society of Obstetricians and
Gynaecologists of Canada around screening for trauma, although the American College of
Obstetricians and Gynecologists recommend universal screening for past and current
trauma, as well as the implementation of a trauma-informed approach across all aspects
of care (2021).

In a recent survey with Obstetricians and Gynaecologists in Alberta, 69% reported that
they never or rarely screened during prenatal visits for a history of childhood abuse, and
none did so routinely; approximately a third either never or rarely screened women for
current intimate partner violence (Long et al., 2019). Both clinicians and patients see value
in screening for trauma during the prenatal period, and it may have benefits for the
patient/provider relationship in addition to the quality of care and supports provided
(Flanagan et al., 2018). Adolescent mothers in Millar et al.’s (2021) research
overwhelmingly emphasized the need for providers to ask about past trauma, as they
would not feel comfortable initiating a conversation about it.

There are many options for how to screen individuals for trauma or potentially traumatic
events, as noted earlier; screening tools can be used to identify ACEs or potentially
traumatic events, or PTSD symptoms. Individuals can also be asked a single question
about past or current (e.g., intimate partner violence) trauma, intended to open a
conversation during a prenatal visit/interaction with the health or service provider.
Women in White et al.’s (2016) research about optimal ways of asking about trauma
during prenatal care identified the following as their preferred screening question:

We know that some stressful experiences can have an effect on pregnancy, even if
they happened a long time ago. | ask everyone questions about past stress because
sometimes there are things we can do to help with those effects on you and the baby.
Have you had a severe trauma or stress in which you thought you or another person
might die or experience serious harm? Examples include: physical attack, mugging,
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rape, severe car accidents, natural disasters, being diagnosed with a life-threatening
illness, or sexual abuse (p.425).

Another example of a trauma screening question tailored to the prenatal period is “Are
there any experiences now or in your past that were traumatic that could affect your
pregnancy, birthing, or parenting experiences?” (Mosley & Lanning, 2020, p.5). The
American College of Obstetricians and Gynecologists (2021) suggest a question such as the
following:

Traumatic events are very common and can have direct effects on physical and mental
health. For these reasons, I've begun asking all of my patients about any prior difficult
experiences they've had and whether or not they feel comfortable sharing them
(p.e97)

Although screening may be highly beneficial to a trauma-informed approach, it needs to

be done with care. Research with adults and adolescents suggests some optimal practices

for trauma screening during the prenatal period (Flanagan et al., 2018; Millar et al., 2021;

Sobel et al., 2018; White et al., 2016), including the following:

e Avoid asking about trauma history until a relationship and trust between the
patient/client and professional has been developed.

e Frame the screening by explaining the prevalence of trauma, why it is important to
ask about, and make it clear that inquiry is routine, and disclosure is confidential.

e Clarify the concept of trauma/what is being asked about, as individuals may have
different conceptions of what trauma is.

e Ensure there is adequate time to discuss.

e Ensure that disclosure of trauma is documented in patient records, so individuals do
not have to disclose repeatedly to multiple care providers.

e Be attentive to physical and emotional safety when asking about trauma (e.g., should
be in a private space, the woman should be fully clothed, the asker should be
attentive and not appear rushed, a comfortable surrounding is ideal).

e Respond with empathy, compassion, and/or emphasize courage in talking about the
trauma.

e Accompany screening with a discussion of (and offering of/referral to, where
appropriate) available resources and interventions, even if an individual does not
disclose a trauma history.

Being able to provide immediate resources (e.g., educational handouts), referrals to other
relevant trauma-informed and/or trauma-specific services, and trauma-specific
interventions or modifications to reproductive care are very important if doing screening
(Bradbury-Jones & Taylor, 2017; Flanagan et al., 2018; Mosley & Lanning, 2020). Some
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3.1.3

ways of responding to trauma and avoiding re-traumatization during the perinatal period
will be discussed further below.

Some barriers to successful screening have been identified, including lack of institutional
or practice-level screening protocols, limited time during interactions with
patients/clients, lack of privacy, discomfort with how to ask or potentially negative
responses, lack of resources to adequately respond to disclosure, and decreased comfort
with the screening process for those who have experienced more potentially traumatic
events (Flanagan et al., 2018; Long et al., 2019). Finally, while screening is an important
part of recognizing trauma, it is important that providers working with individuals during
the perinatal period understand that not everyone with current or past trauma will choose
to disclose (Reeves, 2015, as cited in Kuzma et al., 2020; Sobel et al., 2018). It is, therefore,
important for providers working with patients or clients during the perinatal period to be
aware of nonverbal indicators of distress such as body tension, restlessness, trouble
making eye contact, aggressive behaviours, and rapid breathing, and modify the care
being provided to avoid re-traumatization. Part of a trauma-informed approach involves
the acknowledgment that trauma is ubiquitous, and anyone can be a trauma survivor, so
in addition to screening it is important to apply the principles of a trauma-informed
approach when working with all clients or patients.

Responding to Trauma and Resisting Re-traumatization in Perinatal Care

Knowledge about the implementation of a trauma-informed approach in general applies
to perinatal care, but some additional literature may help to illustrate some ways of
responding to trauma and resisting re-traumatization in this context. Firstly, there may be
the potential to provide trauma-specific care to affected individuals. This may be referral
to trauma-specific specialist treatment (e.g., mental healthcare), but it could also be
referral to reproductive care providers who have become experts in trauma-informed care
and either lead care of trauma survivors for a practice or take referrals from others
(Bradbury-Jones & Taylor, 2017). There are also interventions that have been developed
specifically for pregnant trauma survivors. For example, Stevens et al. (2019) developed a
cognitive-behavioural therapy-based intervention (To-CARE) specifically to address the
needs of pregnant trauma survivors in obstetrical care. Six intervention sessions were
provided by psychotherapists to pregnant women with a history of trauma, which
consisted of education on trauma and relaxation skills (e.g., breathing and progressive
muscle relaxation), assertive communication skills (e.g., making specific requests), self-
care skills (e.g., maximizing safety, overcoming barriers to self-care), and identifying and
coping with triggers in pregnancy, childbirth, and postpartum. Obstetrical providers
working with these women were trained in applied elements of trauma-informed care
that supported the skills women learned, including to respond to signs of distress during
care visits, assess readiness during invasive exams, reinforce patients’ preferred coping
skills, use guided relaxation during exams, encourage assertive communication, and
maximize patients’ sense of control. The intervention was perceived by pregnant women
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to be useful, most of whom found the relaxation and/or communication skills the most
helpful. The intervention also increased their sense of empowerment and ability to
communicate with care providers, and some women’s post-traumatic stress and
depressive symptoms even improved (Stevens et al., 2019).

Another interesting trauma-specific intervention is the Survivor Moms Companion (SMC)
program (https://survivormoms.org/), which is the first evidence-based frontline

psychoeducational program designed for pregnant women with abuse-related post-
traumatic stress disorder symptoms (Rowe et al., 2014; Seng et al., 2011). This program
involves ten workbook modules with information, skills practice, and reflective questions
that are paired with telephone or in-person “tutoring” sessions to discuss the content with
frontline healthcare providers who completed the program training syllabus (Seng et al.,
2011). The intervention was designed to target affect dysregulation, interpersonal
reactivity, and trauma symptom management in response to triggers, with the goal of
improving psychological functioning and obstetric, postpartum, and early parenting
experiences. An outcomes analysis of this intervention suggested that it positively
impacted women’s labour experiences, postpartum mental health, and bonding with their
infant during the postnatal period (Rowe et al., 2014). A license to implement the SMC is
available for purchase by agencies or organizations, so that health and social care
providers working with women during the perinatal period can become “tutors” and be
supported by an appointed “supervisor” in the implementation of the program as part of a
trauma-informed approach. The supervisor is someone within the organization/agency
who will lead training about trauma and the SMC program with staff members, oversee
the fidelity of the intervention and certification of tutors, and provide them with clinical
supervision (e.g., case consultation, problem-solving, addressing vicarious trauma).

Engagement with a trauma-informed doula, who can offer consistent support from
pregnancy into the postpartum period, may be another trauma-specific service. Doula
care in general is well-situated to address the needs of trauma survivors, and a trauma-
informed doula can provide such supports as identifying and encouraging clients’
priorities, preferences, and needs; helping them communicate (e.g., around trauma
history and care accommodations) with the clinical team; helping to control the
environment during labour (including monitoring who is in the room); helping women
implement their coping strategies; ensuring the client’s autonomy is respected; and
helping clients address triggering of trauma symptoms/re-traumatization and process the
birth experience (Mosley & Lanning, 2020).

Additionally, a trauma-informed approach should inform the ways care and service
providers (and others who are part of health and social care systems) interact with
individuals during the perinatal period, to enhance physical and emotional safety, support
resilience and positive coping strategies, and avoid re-traumatization. While the
information provided earlier covering responding and resisting re-traumatization
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describes ways to implement a trauma-informed approach during provider interactions

with patients/clients, researchers have identified recommendations more specifically for

the perinatal period (British Columbia Centre of Excellence for Women’s Health, 2014;

Bradbury-Jones & Taylor, 2017; Millar et al., 2021; Sobel et al.). These recommendations

include the following:

Ensure consistency with providers as much as possible.

Avoid pressuring individuals to answer questions.

Fully explain all components of care, how they might feel, and why they might be
necessary.

Encourage women to express discomfort prior to and during procedures, and if they
need a break during care procedures or interactions.

Seek permission before all touch or conducting any physical examinations.

Allow the client/patient to determine the timing, pace, and termination of
examinations.

Encourage the development of a birth or care plan, identify potential care
modifications, and provide a concise overview of this plan in the medical record.
Allow modifications to procedures where helpful (e.g., a woman inserting the
speculum herself for an exam).

Minimize the number of examinations and the number of people conducting them.
Consider the potential impact of provider gender as a trauma trigger, and address this
in the care plan accordingly (e.g., offering a female care provider or chaperone for
persons uncomfortable with a male provider).

Allow women to wear as much clothing as possible during examinations.

Encourage doula support.

Communicate trauma history between all relevant providers (with permission).
Encourage informed decision making and provide full descriptions of any suggested
interventions during labour.

Validate individual’s emotions and experiences.

Provide coping strategies (e.g., to deal with triggers) where possible, and support
clients/patients in the implementation of their preferred coping strategies and healing
practices.

Avoid coercive, threatening, or forceful language, recognizing that language may be a
trauma cue.

Knock, announce oneself, and wait for permission before entering the room.
Consider elective caesarean section delivery as an appropriate option for some
trauma survivors.

Have a prepared and current list of other trauma-informed and trauma-specific
resources and services that individuals can be referred to.

Highlight the potential for breastfeeding to help establish positive bodily connections
but be sensitive and supportive of the decision not to breastfeed.
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e Notice and measure positive outcomes, such as post-traumatic growth or individuals’
efficacy in keeping their other child/ren safe from abuse.

e |If applicable, let patients/clients know that pregnant women can skip the waiting list
and get priority placement into many alcohol and drug treatment/harm reduction
programs.

e Emphasize harm reduction and information on healthy pregnancy (e.g., nutrition,
prenatal care), with the understanding that women may feel a lot of pressure to
immediately change drinking patterns and may not feel able to stop drinking entirely.

While the above recommendations may be applicable to interactions with all
patients/clients as part of a trauma-informed approach, many of them are especially
important to apply for clients/patients who have an identified trauma history. These
suggestions may help to foster an environment in which psychological and physical safety
is established, provide individuals with as much control and choice as possible, and
minimize triggers for re-traumatization, all of which are critical elements of a trauma-
informed approach. To guide efforts in using a trauma-informed approach, The British
Columbia Centre of Excellence for Women’s Health (2014) provided self-assessment
guestions organizations can ask themselves that specifically consider the intersections
between past and current violence and abuse, pregnancy, and substance use (Table 3).

Table 3. Self-assessment and discussion questions from the BC Centre of Excellence for Women’s Health.

Violence and trauma-informed care is about seeing every aspect of your service from the
perspective of a woman who has experienced or is experiencing violence or abuse and making it as
safe as possible for her to access the supports she needs, when she is ready. Ask yourself and your
colleagues the following questions, trying to put yourself in the shoes of a woman impacted by
abuse who is accessing your service:

Will her interaction make her want to keep Or will she feel that no one here will understand
coming back? what she’s going through and that she is more
alone than ever?

What if she’s late for her appointment because her partner wouldn’t let her leave the house (but
she doesn’t say this is the reason)?

Will she be respectfully re-scheduled, for the Or will she be made to feel that she’s done
same day if possible? something wrong, just as she is often made to

feel in her relationship?
What questions will she be asked during her first visit? Will they be open- or close-ended?

Will she feel she has choices in how much Or will she feel cornered by intrusive questions
personal information she has to share? Will that and that she has to hide the truth?

first conversation form the basis of safe,
trustworthy, collaborative, and empowering
relationships with staff that maximize her choice?
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What will happen if she discloses abuse or violence?

Will she be listened to with empathy and
respect? Will you try to provide the support and
information she says she needs, wherever
possible? Will you connect her to resources that
can provide the supports you are unable to?

Will she still be given access to information about
anti-violence services and supports? Will
symptoms of trauma (e.g., anger, lack of trust,
apprehensiveness, etc.) be recognized as such?

Will they take into consideration that abuse or
violence often underlies the development of
concerns in these areas? Will she be supported in

What will happen if she never discloses abuse or violence?

What will discussions about her substance use or mental health be like?

Or will she be told what to do? Worse, will she be
placed in a potentially unsafe situation by having
someone talk to her partner, or make a report to
the police without her permission? Will she leave
feeling even more isolated, unsafe, and
responsible for her situation?

Or will it be assumed that her partner is
supportive and she is safe? And that her
symptoms of trauma are simply “problem
behaviours” or “low self esteem”. Or that her
continued alcohol use means she doesn’t care
about her baby?

Or will they be treated as entirely separate
issues? Will she be judged for not being able to
reduce or quit using substances, especially during

making the links between her experiences?

pregnancy?

How will her coping strategies and adaptations in the face of violence, abuse, and trauma be
viewed?

Will they be seen as strengths?

If she is physically examined, what will that be like?

Or will they be seen as deficits?

Will she be informed about how she will be
touched and why, and asked if this is okay? Will
her choices about physical contact be respected?

Will it be kept confidential, used to provide her
appropriate care, and shared only with her
permission? Will she be told this before she is
asked any questions?

Will she feel comfortable? Will posters and other
resource information reflect her age, culture,

How will her personal information be used?

What will the physical space be like?

Or will she feel she has no control over how and
where she is touched, an experience that may
also have been part of her abuse?

Or will information be shared with other agencies
without her consent or knowledge?

Or will she feel like she doesn’t belong there?
That she is intruding in someone else’s space?

ability, and other aspects of who she is?
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Will her culture and ethnicity be taken into consideration?

Will she be asked how she culturally self-
identifies? Will her cultural practices and views
be respected? Will she be connected to
community agencies and linked to cultural
services and programming? Will she be asked
what cultural healing practices she may want to
be connected to?

Do all staff receive training on the dynamics and
impacts of abuse and violence? On the effects of
intergenerational trauma on First Nations
women? On the intersection of violence and
abuse with substance use, trauma, and other
mental health concerns? Do staff learn how to
ensure safety and avoid re-traumatization? Do
they receive ongoing support in providing
violence and trauma-informed practice? Do
prospective staff interviews include questions
about violence and trauma knowledge? Do staff
performance reviews include violence and
trauma-informed skills? Does the agency
collaborate with local anti-violence services to

provide integrated services for women?

How is violence and trauma-informed practice supported in the work environment?

Or will assumptions be made about her because
of her culture and ethnicity? Will she be referred
elsewhere because she appears to be of a
“different” cultural background? Will it be
assumed she is Caucasian because she looks
“white”? Will she feel uncomfortable sharing her
cultural identity?

Or is it up to individual service providers to learn
the knowledge and skills required to provide
violence and trauma-informed care? Do they
have to do it on their own time?

(British Columbia Centre of Excellence for Women’s Health, 2014, pp. 8-11)

Like the sample questions posed by SAMHSA (2014), these are intended to help
organizations assess the extent to which their practices are trauma-informed and should

be tailored to the specific organization.

3.1.4 Secondary Trauma and Staff/Provider Re-traumatization

Within a trauma-informed approach, it is also crucial to recognize secondary trauma and

the potential for re-traumatization of health and social care providers and other staff who

are working with those experiencing current trauma or who have a trauma history
(Hanson & Lang, 2016; Menschner & Maul, 2016; SAMHSA, 2014). Trauma-informed
organizations build and support provider and staff resilience, and proactively address

secondary trauma. This ideally occurs through a multi-pronged approach including

supervision and mentoring in which vicarious trauma and coping are discussed; time and

support for individual and group reflection; staff training on trauma, resilience, and

coping/stress reduction techniques; workplace structures that support self-care (e.g.,

flexible work schedules, reasonable workloads and hours, small breaks); and accessible
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therapeutic support (Kimburg & Wheeler, 2019). Bradbury-Jones and Taylor (2017)

suggested that care providers working with individuals and families during the perinatal

period may want to increase their own peer support via case conferences or regular

consultations with a more experienced colleague. For those who have their own trauma

history this is especially crucial, and psychotherapy or other mental health supports may

be valuable to help them work with trauma survivors without being reactivated or re-

traumatized (Bradbury-Jones & Taylor, 2017). Fairley (2016) identified some of the

following activities doulas (and others) can perform to practice self-care within a trauma-

informed approach (as cited in Mosley & Lanning, 2020):

e Being cognizant of one’s own emotional, physical, and mental limits

e Pursuit of ongoing education, training, and professional development

e Being aware of helpful community resources, and accessing them as needed

e Engaging back-up colleagues and one’s own social support network

e Practicing grounding and self-care rituals after a birth/visit

e Processing and debriefing with other perinatal care providers

e Developing and following a self-care plan with behaviours that promote well-being,
like physical activity, healthy diet, mindfulness, good sleep hygiene, and social
connections with others

Adequate staff/provider training within a trauma-informed approach should address
secondary trauma and supports to mitigate it (Jackson & Jewell, 2021). Moreover, training
on trauma that is related to the perinatal period specifically (e.g., in response to negative
fetal or birth outcomes) may also help to support providers working with families during
this period (e.g., Kuhnly et al., 2020).

4. Conclusions

The information reviewed above describes the elements of a trauma-informed approach, its
foundational principles, and guidance for how it can be implemented in practice including during the
perinatal period. Several limitations of the existing literature should be acknowledged. First, as
noted by Bradbury-Jones & Taylor (2017), trauma-specific interventions during the perinatal period
are focused on the pregnant woman, and there do not seem to be specific interventions aimed at
fathers and partners. Although the implementation of a trauma-informed approach in general is of
course applicable to fathers and partners of pregnant women, it would be helpful to specifically
assess their trauma-related challenges and needs during the perinatal period.

Second, the literature suggests that training on trauma, its sequelae, and trauma-informed practices
helps providers and staff be more trauma-informed in their work (e.g., Choi & Seng, 2015; Jackson &
Jewell, 2021). However, there has been very little focus on the potential positive outcomes of a
trauma-informed approach for the patients/clients and families being served (Champine et al., 2019;
Jackson & Jewell, 2021), much less for the perinatal period. A better base of evidence regarding the
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potential short and long-term benefits would strengthen motivations for organizations to invest in
implementing a trauma-informed approach.

Finally, as described by Hall et al. (2021), the COVID-19 pandemic has adversely affected the well-
being of providers and patients/clients/families, and simultaneously complicated efforts to provide
care and services that are in line with trauma-informed care principles. New efforts must be made
to align care and services with trauma-informed principles considering the heightened stress,
decreased well-being, limited resources, and changes to practice that have resulted due to the
pandemic; Hall et al. (2021) provide some examples of how perinatal providers can do this. Despite
these limitations, there is a significant amount of guidance in the literature on the implementation
of a trauma-informed approach, which should be helpful in working with families pre-conception
and during the perinatal period.
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Appendix A. The Brief Trauma Questionnaire

The Brief Trauma Questionnaire (BTQ; Schnurr et al., 1999) is a self-report questionnaire that screens for

exposure to 10 different kinds of potentially traumatic events. For assessing Criterion A of PTSD in the
DSM, exposure to a traumatic event is scored as positive if the individual says yes to:

e |ife threat or serious injury for events 1- 3 and 5- 7;

o life threat for event 4;

e serious injury for event 8, or;

e “Has this ever happened to you?” for events 9 and 10.

Brief Trauma Questionnaire
The following questions ask about events that may be extraordinarily stressful or disturbing for
almost everyone. Please circle “Yes” or “No” to report what has happened to you.

If you answer “Yes” for an event, please answer any additional questions that are listed on the right
side of the page to report: (1) whether you thought your life was in danger or you might be seriously

injured; and 2) whether you were seriously injured.

If you answer “No” for an event, go on to the next event.

If the event If the event
Has this happened, did
] ) happened,
ever you think your life
Event R were you
happened was in danger or )
) seriously
to you? you might be ..
. . . injured?
seriously injured?
1. Have you ever served in a war zone, or have
you ever served in a noncombat job that exposed
. No Yes No Yes No Yes
you to war-related casualties (for example, as a
medic or on graves registration duty?)
2. Have you ever been in a serious car accident,
. . No Yes No Yes No Yes
or a serious accident at work or somewhere else?
3. Have you ever been in a major natural or
technological disaster, such as a fire, tornado, No Yes No VYes No Yes
hurricane, flood, earthquake, or chemical spill?

4. Have you ever had a life-threatening illness
such as cancer, a heart attack, leukemia, AIDS, No VYes No Yes N/A
multiple sclerosis, etc.?

5. Before age 18, were you ever physically
punished or beaten by a parent, caretaker, or
teacher so that: you were very frightened; or you No Yes No Yes No Yes
thought you would be injured; or you received
bruises, cuts, welts, lumps, or other injuries?
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If the event

. ) If the event
Has this happened, did
] ) happened,
ever you think your life
Event R were you
happened was in danger or )
) seriously
to you? you might be o
. . . injured?
seriously injured?
6. Not including any punishments or beatings you
already reported in Question 5, have you ever
No Yes No Yes No Yes
been attacked, beaten, or mugged by anyone,
including friends, family members, or strangers?
7. Has anyone ever made or pressured you into
having some type of unwanted sexual contact?
Note: By sexual contact we mean any contact No Yes No Yes No Yes
between someone else and your private parts or
between you and someone else’s private parts.
8. Have you ever been in any other situation in
which you were seriously injured, or have you
. . . . No Yes
ever been in any other situation in which you
feared you might be seriously injured or killed?
9. Has a close family member or friend died
violently, for example, in a serious car crash, No Yes
mugging, or attack?
10. have you ever witnessed a situation in which
someone was seriously injured or killed, or have
you ever witnessed a situation in which you
feared someone would be seriously injured or No Yes

killed?

Note: Do not answer “yes” for any event you
already reported in Questions 1-9
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Appendix B: The Child Trauma Screen
The Child Trauma Screen (CTS; Lang & Connell, 2017) is a 10-item measure of trauma exposure and
symptoms that can be used in any context where children (age 6-17) are part of the population being
served. There are both child and caregiver report versions, and it can be done via interview or self-
report. The official version for use can be obtained from https://www.chdi.org/our-work/mental-

health/trauma-informed-initiatives/ct-trauma-screen-cts/.

Child Trauma Screen (Child Report, age 6-17)
Events: things happen to people. These events can sometimes affect what we think, how we feel, and
what we do.

1. Have you ever seen people pushing, hitting, throwing things at each other, or
stabbing, shooting, or trying to hurt each other?

Yes No

2. Has someone ever really hurt you? Hit, punched, or kicked you really hard v N
es o
with hands, belts, or other objects, or tried to shoot or stab you?

3. Has someone ever touched you on the parts of your body that a bathing suit
covers, in a way that made you uncomfortable? Or had you touch them in that Yes No
way?

4. Has anything else very upsetting or scary happened to you (loved one died,

separated from loved one, been left alone for a long time, not had enough food v N
es o
to eat, serious accident or illness, dog bit, bullying? What was it?

Reactions: Sometimes scary or upsetting events affect how people think, feel, and act. The next
guestions ask how you have been feeling and thinking recently.

How often did each of these happen in the last 30 Never/ | 1-2 times | 1-2 times | 3+ times
days? Rarely | per month | per week | per week
5. Strong feelings in your body when you remember
something that happened (sweating, heart beats fast, 0 1 2 3
feel sick).
6. Try to stay away from people, places, or things that 0 1 5 3
remind you about something that happened.
7. Trouble feeling happy.
& appy 0 1 2 3
8. Trouble sleeping.
PIng 0 1 2 3
9. Hard to concentrate or pay attention.
0 1 2 3
10. Feel alone and not close to people around you.
0 1 2 3
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