
Trauma-Informed Care:

Training for Frontline Staff

Welcome to our trauma informed care training. This is about creating a culture of wellness for all of us. I want to acknowledge 
that a safe environment is important for each of us. If anything we are talking about today makes you feel uncomfortable, 

please feel take a break.  
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Learning Objectives

• Learn about trauma-informed care and

why we are on this journey

• Describe the signs of trauma reactions

• Learn how our own experiences affect
how we respond to people

• Understand ways to respond to residents’

needs

• Identify how and when to report signs of
trauma

We are going to talk about (provider an overview of the objectives in your own language)
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When You Hear the Word Trauma,

What Comes to Mind?

This Photo by Unknown Author is licensed under CC BY-SA

When you hear the word TRAUMA, what comes to mind?

Often we think about or visualize situations like the pandemic, a hurricane or resident abuse. (Feel free to modify with types of 
events that occur in your community.  Your annual hazard vulnerability assessment is a great resource for this.)  What other 

types of events or situations come to your mind?  (it’s okay to have a few moments of silence.  You can also add additional 
examples after a few moments of silence to trigger discussion)  

If childhood trauma is not identified as example, briefly mention how there is increasing awareness of how past trauma can 
resurface throughout our lives.
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What Does Trauma Look Like?

You can’t always tell just from looking at someone if they have a trauma history.  When people who have experienced trauma 
interact with us, this is what you may see. The person might show physical signs like headaches and fatigue. Sometimes 

something that you or another person say or does may trigger an emotional response like irritability, depression, or anxiety. 

It could be something in the environment that changes that causes a person to have a response, something they smell, hear, or 
see. Triggers can be anything that might remind someone of dangerous or frightening things that have happened in their past. 

Experiencing trauma causes changes in the brain and body that may occur without us even knowing it.  Many people have 
lived through traumatic experiences, not only the people we care for but those we work with or even ourselves.  

Have you worked with an older adult who has experienced trauma that you were aware of  What was your experience with that 
individual ?
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The Three Es of Trauma

Events

• Single

• Repeated

• Sustained

Experience

• Threatening

• Overwhelming

• Terrifying

Effects

• Adverse

• Long-lasting

• Delayed

Trauma is Defined by Substance Abuse and Mental Health Services Administration also known as SAMHSA – “Individual trauma 
results from an event, series of events, or set of circumstances that is experienced by an individual as physically or emotionally 

harmful or life-threatening and that has a lasting adverse effect on the individual’s functioning and mental, physical, social, 
emotional, or spiritual well-being”.

SAMHSA has attempted to simplify the definition by using the term “the 3 E’s of Trauma- Events, Experience, and Effects”
- Events- could be a single one-time event, could be repeated events or an event that is sustained over a period of time.

- Experience- generally is how the event makes the person feel– threatened, overwhelmed, terrified for example
- Effects – can be long-lasting,  delayed, adverse
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What Does It Mean To Provide Trauma-Informed 

Care?

Understanding a  
patient’s life 
experiences

Creating a 
welcoming, safe 

physical and 
emotional 

environment

Involving patients 
in care

Improving 
interactions and 

outcomes

What does it mean and why is it important to be aware of and for us to provide trauma-informed care?

It starts with learning and understanding as much as we can about a patient’s lived experiences. It is important to learn the 
person’s history and talk to the patient, family, or care partner to learn as much as we can about experiences and what matter 
most.  (Talk a little bit about how we can talk within our culture…how does your facility create that welcome, safe environment.  

What ideas do you have that could make our facility even more welcoming or safe?  Allow time for staff to think and share ideas 
– they have them!)  

What does it mean in our facility to involve patients in care?  Do we talk about our patients and residents in the 3rd person in their 
presence?  Do we encourage choices and their active engagement in care planning and goal setting and our policies?  (Allow 

time for discussion – plant seeds and encourage ideas)

What is one thing we could do today?
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The Four Rs of Trauma-Informed Care

• what contributes to
traumaRealize

• the impact of traumaRecognize

• to make residents
feel safeRespond

• re-traumatizationResist

SAMHSA (Substance abuse and mental health services) has established a Trauma-Informed Approach that we are working 
towards.

The 4 R’s of trauma informed care give us a framework for an approach that works for us:

Realize: An organization, system, or program is thought to be trauma-informed when the impact of trauma is realized;  For us this 
means doing all that we to understand as much as we can about what can contribute to a person’s trauma.  Things like grief and 

loss, poverty, childhood mistreatment, terrorist attacks, sexual assaults or abuse, natural disasters, racism, homelessness, severe injury 
or illness, not having enough food at home, disease.  It can be overwhelming.

Recognize: the signs and symptoms of trauma in our patients, residents, families, staff, and others involved with the system; Also, 
Recognize – people who experience trauma may adapt by doing things that negatively impact their health- substance abuse, 

smoking, overeating or undereating, they may be mistrusting, guarded, startle easily, or become aggressive. Recognizing the signs 
of trauma is important because it can help you to make sense of puzzling behavior,  can help you to ensure the patient feels safe, 

can help you avoid re-traumatizing the person and it may help prevent us from prescribing unnecessary medications.

7



Sometimes, patients or their loved ones interact with us in a way that leads us to label them as difficult. Taking a step back and recognizing 
they may be experiencing trauma associated with past events or even admitting their loved one to a nursing home can help us respond with 

compassion.

 Our goal is for our responses to promote safety and well-being.  One of the ways we will do this is by integrating knowledge about trauma into 
our policies, procedures, and practices.  The more we learn about each person’s lived experiences and potential triggers, the better we can 

avoid or resist re-traumatization.  This also makes it easier for us to provide care in a way that is nurturing for the resident and safer for us all.
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What is wrong 
with you? 

You are just 
mean and 

angry today

What 
happened to 

you? 

Why are you 
reacting this 
way today?

Changing How We Think 

It is worth noting that while we are going to go through reactions associated with trauma history, it is not our objective to 
diagnose a person, nor should we assume we know what is going on with any individual.  Instead, we are looking to identify 

individual resident needs so we can respond more compassionately and effectively.

Changing our thought process. What is our automatic response (knee-jerk, gut, use what your audience will relate to) and what 
would an empathetic approach be? 

Sometimes, asking if some is okay just gets us that automatic “yes”  As learn more about each person we are caring for, we learn 
how to really reach them with our questions.  We might also say “you seem sad today, what can I do to help you?”   How you ask 

is really going to vary depending on your relationship with that patient. 

We may say or hear someone say “what is wrong with you?”  Or in report we use words like “I don’t what’s wrong with Mrs. R 
today”.   We make a judgment.

Thinking about how we respond to each person, other words like “did something happen”? “What happened”? might be more 
meaningful.  How you 
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interact or ask one patient might be perfect for that situation and not the best approach for another resident.

 What is new in this person’s environment or health?
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Triggers

Think about what you 
do with residents each 
day

What are some 
examples of activities 
we do every day that 
could bring out feelings 
of fear or helplessness?

Are there specific words or 

phrases that trigger 

someone?

When we consider the tasks and things we do with residents every day,– to us we are completing our work, and tasks.   There is a 
tremendous amount of loss of dignity with having to receive care from strangers.   (can also be difficult when care is provided by 
caregivers that you know – in a small community the caregivers could be neighbors, or friends of your grandchildren) Have we 
considered how the residents/patients feel about having someone doing these tasks for them? Seeing them without clothes?  

You are someone unfamiliar, likely younger.  Many residents are from a different generation or a different culture. 

Our patients and residents who do not see, hear, or smell as well as they historically did, so even having a spoon placed in front of 
their faces can be startling.

What are some examples of activities that we do every day that could bring out feelings of fear or helplessness?  Maybe the 
resident doesn’t want to seem vulnerable so instead demonstrates that through anger and agitation. (allow time for discussion as 

staff will likely come up with ideas less obvious than bathing, toileting, dressing or eating.  Use these as examples as needed to 
trigger thoughtful discussion).

What are some examples of words we use that might be triggers?  (examples to generate discussion could be “you need to”, 
“time for your shower”, “you 
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have to go to bed now”, “your daughter said you need to eat”
How could we word those examples differently to allow for choice or sense of control?
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What Is Our Role as a Caregiver?

❖ Learn what we can about each 

resident’s history or personal story

❖ Be aware of the care plan

❖ Observe for signs of discomfort or 

stress

❖ Focus on what Residents can do vs. 

what they can’t

❖ Offer choices

❖ Ask for consent before touch

❖ Maintain dignity during care

❖ Talk through what you are doing and 

why

❖ Acknowledge and validate the

resident’s feelings

❖ Monitor for subtle changes and report 

to the nurse

It is so important to remember to report any change, regardless of how subtle to nursing or SW.  It is better for 5 people to report 
the same change than for no one to report assuming everyone else is. 

Let’s consider some ways that we can tweak our regular routines to reduce or prevent the risk of triggering a negative reaction 
related to trauma history. These suggestions could be implemented whether we know about a history of trauma or not. When 
we review these suggestions, each item is quite reasonable and would be something we would expect from someone taking 

care of one of us, or someone we care about.

Guide a discussion in the context of your nursing home.  For example, ask staff to share what has worked well for them when 
trying to maintain dignity during care?  (i.e. offering choices in outfits, time to get dressed, shower, woken, etc.)
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What Can We Do?

Use a calm tone of voice and give physical space

State that you observe and acknowledge Residents fears (“I can 

see that you are scared or angry”

Ask what they need

Offer choice

Engage in conversation about something else to distract from the 

stressful event

Take a few deep breaths

Re-approach if necessary and safe to do so

Even with our best intentions, learning and care planning, our patients and residents are people and can be unpredictable.
A crisis can occur when you have an upset or agitated resident, and you feel your own stress or annoyance level rise to match.
This is not an unusual response.  Let’s think about ways that we can ensure the situation remains safe for you and your resident. 

(Review the actions we can take and ask your staff to share what has worked well for them)

It is tempting to just skip to the last step and come up with a response that will encourage the resident to do what we need them 
to do because we work in an environment that always has demands for our time.  

The resident’s care plan should provide some guidance for knowing whether a resident generally responds well to redirection or 
distraction.  It is really helpful to share your perspective on each resident with your care team.  Each piece of the puzzle together 
creates the best picture of what will often work best for an individual.  There are times in the moment when you have to decide 
to take a different approach or try to step back and get help.  Re-approach if necessary or allow resident to have some quiet 

time. And make sure to report the interaction and your observations to nursing and/or SW. (modify depending on your reporting 
structures/policies)
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Let’s Apply What We Learned

Background: 

• Caucasian female (Mrs. Hunnicut) in her 90s admitted to LTC

• Diagnosed with Alzheimer’s disease, anxiety and depression

• Normally cheerful and frequently smiles during unit group activities and meals

• Usually readily accepting of care

• Still does some self-care activities, like picking out her outfit for the day

What are the observations?

• Recently, Mrs. Hunnicut had days when she became very distressed and tearful and wanted to 

return to her room and stay there.  She seems withdrawn and resists touch or care.

• Mrs. Hunnicut has started complaining to her family about staff and her care, saying someone

hurt her, though she cannot identify who.

• It has happened five days in the past 30 days.

Let’s take a few minutes to look at a scenario and think about what we have talked about –

In this situation, the background is……..(read the background and observations)
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How Can Mrs. Hunnicut’s Changes in Behavior 

Affect Us?

• We may feel defensive when Mrs. Hunnicut complains about us to staff or family

• We may feel scared that the administration is going to accuse us of abuse

• We may want to ask not to care for Mrs. Hunnicut

• We may find it hard not to talk about Mrs. Hunnicut with our peers 

• We may have less joy in our work and can bring stress home to our families

• We may feel a sense of loss after having bonded with a resident, and now they are complaining 

about us.

• We may be cautious around her family or avoid them

How could Mrs. Hunnicut’s changes in behavior affect us as her care givers?
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What Has Changed? 

What questions could we ask to determine what triggers Mrs. Hunnicut’s distress?

• Did anyone visit Mrs. Hunnicut or her roommate before the signs of distress started?

• Does Mrs. Hunnicut have a new caregiver assigned to her who doesn’t know her 

routine?

• Is there any change to the TV shows she has been watching?

What questions could we ask to try and see what has upset Mrs. Hunnicut?

(Allow sufficient time for staff to identify additional questions)
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A CNA learns from a family member that Mrs. Hunnicut has a history of abuse by an older male.  

What should this CNA do next?

1. Report this information to the charge nurse.

2. Pay attention to any changes in Mrs. Hunnicut’s mood or affect as she interacts or is around 

others, particularly new people.

What information should be reported in shift-to-shift reports, care plans and care cards to help the 

team further investigate the root cause of Mrs. Hunnicut’s distress?

What information should not be shared?

Reporting New Information

Share the new information the CNA learned.

Talk about the what the CNA should do next and what types of information should be shared and not shared.  In general, share 
what is relevant while maintaining resident privacy.  For example, we would share that new older males may remind Mrs. 

Hunnicut of a past traumatic event and cause distress. We would not share specifics such as that Mrs. Hunnicut was sexually 
abused by her older uncle when she was 7.
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Scenarios

What care plan changes would you recommend in each scenario, and how do you ensure 

everyone caring for Mrs. Hunnicut 24/7 knows the care plan?

1. Mrs. Hunnicut participates in an activity group that meets in the OT kitchen.  Her CNA arrives in 

the OT room and notices that Mrs. Hunnicut is very withdrawn and rigid.  Earlier that morning, 

she had been outgoing and singing one of her favorite songs during care. 

2. A new patient is at the table next to Mrs. Hunnicut at lunchtime.  Sometimes this new patient 

eats with his family in his room.  Staff noticed that Mrs. Hunnicut says she is not hungry and wants 

to return to her room on the days this patient eats in the dining room.

3. Mrs. Hunnicut always enjoyed chapel services and is now refusing to go.  The only change is 

that a new clergyperson has joined the rotation of volunteer clergy.

1. Report this to the Charge Nurse who interviews the therapy staff and is able to identify this change in behavior when one particular STR male 
resident is in the gym. The team is able to rearrange his therapy time and gradually Mrs. Hunnicut again begins to enjoy this kitchen activity.

1. Table seating arrangements are modified to ensure this person is out of sight.  Staff coached on wording that is reassuring if their paths cross .  
Care plan intervention could be to position Mrs. Hunnicut out of eyesight of the resident who is causing her distress.

1. Clergy begins to wear a very large name sign that says he is Pastor Steve.  He frequently uses his name.  Care plan includes staff to use 
clergy’s name  when escorting resident to chapel.
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Be Consistent

Comfort in routines can help 

build trust as a similar set of 

responses is repeated over 

time

Communicate with the Team

Report your observations and what 

you are learning about your residents

Share what brings comfort or a sense 

of safety.

Share what triggers fear or anxiety

Maintain privacy

Support each other when adjusting 

the days schedule 

Self-care

Be aware of what upsets you

Take a break

Seek support as needed

Bringing It All Together

In summary-

We want to strive to be consistent to allow for the comfort of routines.

Communicate, communicate, communicate.  We can’t overcommunicate

Self care is important.  Share who your staff should reach out to for self-care support – example, your EAP, or Employee Assistance 
Program, HR, your open-door policy, your Medical Director in their role in your employee health program.  

Let staff know that as part of your building this culture of wellness and trauma-informed care, they may be asked at times by a 
member of the leadership team, or a charge nurse what they understand about trauma, what the 4 Rs of trauma are, or how to 
care for a resident that has experienced trauma.  Reinforce that this is not a “test” but that no – one remembers everything from 

one training, and we learn where staff may need extra support around by asking questions.
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Thank everyone for their time and consider ending with recognition of recent successes or positive feedback.
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Questions?
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Leighann Sauls 

Leighann.Sauls@AlliantHealth.org

Georgia, Kentucky, North Carolina and Tennessee

Julie Kueker

Julie.Kueker@AlliantHealth.org

Alabama, Florida and Louisiana

Program Directors

MODERATOR: If we did not get to answer your question today, please don’t hesitate to reach out. Alliant Health 
Solutions is here to assist you.

Chat:

If you are in:
Alabama, Florida, or Louisiana 
JoVonn Givens JoVonn.Givens@AlliantHealth.org 

If you are in:
Georgia, Kentucky, North Carolina, or Tennessee 
Leighann Sauls Leighann.Sauls@AlliantHealth.org
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Alliant Health Solutions

AlliantQIO@AlliantQIO

@AlliantQIO

This material was prepared by Alliant Health Solutions, a Quality Innovation Network – Quality Improvement Organization (QIN – QIO) and Hospital 

Quality Improvement Contractor (HQIC) under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. 

Department of Health and Human Services (HHS). Views expressed in this material do not necessarily reflect the official views or policy of CMS or 

HHS, and any reference to a specific product or entity herein does not constitute endorsement of that product or entity by CMS or HHS. 

Publication No. 12SOW-AHS-QIN-QIO TO1-NH--3443-03/22/23

MODERATOR: Please also join us through your favorite social channel, stay safe and have a wonderful day!

Chat:
LinkedIn: https://www.linkedin.com/company/allianthealthsolutions 
Facebook: https://www.facebook.com/alliantqio 
Twitter: https://twitter.com/alliantqio  
YouTube: https://www.youtube.com/channel/UC9mITtil3mHpVNd87vaxD6w 
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