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INTRODUCTION

The need to provide trauma-informed care across a range of 
social services is increasingly recognised because of the preva-
lence of trauma experiences (Baker et al., 2015; Isobel et al., 

2021; Substance Abuse and Mental Health Services Administration 
[SAMHSA], 2014a; Sundborg, 2019). Such services include mental 
health and addictions, education, public health, criminal justice and 
social services (SAMHSA, 2014a; SAMHSA, 2014b; Ministry of 
Health [MOH], 2017). People who experience mental health and ad-
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diction challenges are more likely to have experienced trauma (Iso-
bel, 2021; Muskett, 2014; SAMHSA, 2014a; Sweeney et al., 2018) 
which is often complex in nature (Cloitre et al., 2019). To provide 
trauma-informed care, health-care professionals need to understand 
and be responsive to the multidimensional impact of trauma on the 
person, their family/whānau and the wider community (Champine et 
al., 2018; MOH, 2017; Pihama & Smith, 2023). 

Trauma-informed care is grounded in and directed by a thorough 
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understanding of the neurological, biological, psychological and 
social effects of trauma and the prevalence of these experiences in 
persons who seek and receive mental health and addiction services 
(SAMHSA, 2014a). The importance of providing trauma-informed 
care is recognised internationally across health and social services 
(SAMHSA, 2014b; Niimura et al., 2019) because of its potential to 
help people with trauma experiences feel safe, heal from trauma and 
regain their personal developmental trajectories (SAMHSA, 2014b). 
Creating a more trauma-informed workforce, as well as maintaining 
that change, requires organisations to be interested in and committed 
to making the necessary changes to workplace culture (Yatchmenoff 
et al., 2017). 

A trauma-informed workforce is one that assumes all those 
seeking care may have experiences of trauma; is aware the person 
seeking care risks being traumatised again by seeking care; and 
understands that care should be delivered using trauma-informed 
practices that are trauma-sensitive and minimise further harm (Royal 
Australian and New Zealand College of Psychiatrists [RANZCP], 
2020). However the implementation of trauma-informed care across 
social services continues to be challenging (Berg-Poppe et al., 2022; 
Sundborg, 2019). One of the factors influencing the development 
a trauma-informed system is whether those working in the system 
have favourable attitudes towards trauma-informed care (Baker et al., 
2015). Where attitudes are less favourable, interventions are needed 
to support attitudinal change.

BACKGROUND
Conceptualising trauma can be challenging, as definitions and 
experiences of trauma are both extensive and narrow, as well 
as complex and diverse (McChesney, 2022). There are several 
definitions of trauma and trauma-informed care in the literature 
(Champine et al., 2022; Guest, 2020; Hopper et al., 2010; Pihama 
et al., 2020; SAMHSA, 2014a). For the purposes of this article, the 
predominantly Western world view from the United States Substance 
Abuse and Mental Health Services Administration (SAMHSA) will be 
used.

Trauma has been described as an event or series of events 
experienced by a person or persons that are perceived as physically, 
or emotionally harmful, or life threatening, which has lasting adverse 
effects on the individual’s ability to function mentally, physically, 
socially, emotionally and spiritually (SAMHSA, 2014b). This includes, 
but is not limited to: trauma that occurs as a single event to a single 
person (SAMHSA, 2014b); in communities, such as the immediate 

experiences of terrorism; or intergenerationally, 
such as the experience of colonisation in 
Aotearoa, New Zealand (Fortuna et al. 2022); or 
vicariously, through hearing about or witnessing 
another’s experience (SAMHSA, 2014b). 
Experiences of trauma are not uncommon, 
with the World Health Organization gauging 
that approximately 70 per cent of people will 
experience a traumatic event in their lifetime 
(Kessler, 2017). 

It is essential to understand the particular 
impact of developmental trauma and adverse 
childhood experiences (ACEs) -- studies report 
the affect of such events on brain architecture 

Table 1. The 10 ACEs originally identified by Felitti et al. (1998) 

Abuse		       Neglect		  Household dysfunction	   	

1 Physical	      4 Physical		  6 Mental illness

2 Emotional	      5 Emotional		  7 Violence towards mother

3 Sexual					    8 Divorce

					     9 Substance abuse

					     10 Incarcerated family member

in the first 1000 days from conception is critical (Felitti et al., 1998; 
Hambrick et al., 2019; Linnér & Almgren, 2020; Woo Baidal et al., 
2016). Influential factors such as environment, genetics, epigenetics 
and social determinants profoundly affect brain development 
(Hambrick et al. 2019). Brain development is over-sensitised by 
prolonged activation of the stress response (Avery et al. 2020), 
sensitising future neural responses to even minor occasions of 
perceived stress (Van der Kolk, 2005). It is important to expand 
the definition of ACEs to include experiences outside the home to 
ensure that solutions include macro community and society-focused 
interventions, rather than only that of the individual or family/whānau 
(Metzler, 2017). Expanded ACEs include experiences such as 
poverty, discrimination, bullying and community violence caused 
by structural racism, and structural violence often experienced by 
minority populations (Bernard et al., 2021). The 10 ACEs originally 
described by Felitti et al. (1998) are displayed in Table 1 (above).

Since the original ACE study undertaken by Felitti et al. (1998), 
there has been a growing consensus that ACEs increase the risk 
of an individual experiencing mental health and addiction issues 
later in life, as well as the likelihood of involvement with the criminal 
justice system (Moffitt et al., 2013; Skarupski et al., 2016). Trauma 
experiences correlate negatively with mental, physical and social 
wellbeing (Siegel, 2012), resulting in costly public health problems 
(Isobel & Edwards, 2017), health inequality, poorer long-term health 
outcomes and reduced quality of life (Reid et al., 2023). Services 
need to be equipped to improve users’ experience of them, as well 
as the experiences of those working in them. A service practising 
trauma-informed care can be enabled by developing a workforce 
which asks: “What has happened to you?” rather than “What is wrong 
with you?” (Sweeney et al. 2018) 

In contemporary society, events such as ongoing intergenerational 
and historical trauma (Smallwood et al., 2021), natural disasters 
(Fergusson et al., 2015) and the global trauma of the COVID-19 
pandemic (Masiero et al., 2020) have further perpetuated or exposed 
people to mass trauma experiences. Recent literature suggests that 
the impact of the global mass trauma experienced from COVID-19 
has resulted in a second “trauma” pandemic, occurring due to the 
distress and psychological harm caused by the original pandemic 
(Goddard et al., 2021). Addressing historical and intergenerational 
trauma is a priority for services in countries where the colonisation 
of the indigenous people (for example Aotearoa, New Zealand) has 
occurred (Darwin et al., 2023; McClintock et al., 2018; Patterson et 
al., 2018). The ongoing effects of the trauma experienced through 
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loss of land, forceable removal of children and acculturation are 
seen internationally among indigenous communities such as Māori, 
Aboriginal and Torres Strait Islanders and Canadian First Nations 
peoples (Menzies, 2019). In Aotearoa New Zealand, for instance, 
nearly two-thirds of adults who identify as Māori have experienced 
one or more traumatic events, compared to half of adults in the 
general population (Hirini et al., 2005). Statistically, Māori continue 
to be over-represented across health and trauma-based statistics 
due to the impacts of ongoing historical, intergenerational, situational 
and cumulative trauma (McClintock et al., 2018). The benefits of a 
trauma-informed approach to care for those receiving and delivering 
services are widely recognised and supported in the literature 
(Morrissey et al. 2005; Mental Health Coordinating Council, 2018; 
Sweeney et al., 2016), but this care must be carried out in a culturally 
appropriate way (Pihama et al., 2020; Pihama & Smith, 2023; 
Wirihana & Smith, 2014). 

There are two important requirements for the provision of trauma-
informed care: firstly, the delivery of care must be sensitive to a 
person’s experiences of trauma; secondly, iatrogenic trauma should 
not occur while the person is receiving care (Isobel, 2021; Pfeiffer 
& Grabbe, 2022). Iatrogenic trauma refers to the trauma or re-
traumatisation which can be experienced by a person in the process 
of seeking care, where their behaviours are viewed as symptoms of 
illness (What is wrong with you?), rather than as coping adaptations 
to trauma experiences (What has happened to you?) (Sweeney 
et al., 2018). Non-trauma-informed responses to such behaviours 
may result in power imbalances, intrusive procedures, insensitive or 
humiliating interactions (Pfeiffer & Grabbe, 2022), coercive practices 
such as forced medication or restraint (Gooding et al., 2020), and 
culturally unsafe care (Pihama et al., 2017). 

The principles of trauma-informed care focus on the individual’s 
strengths and competencies, and require those delivering care to 

work compassionately and responsively to ensure safety, promote 
integrity, and support and empower people who have experienced 
trauma. A strengths-based service creates opportunities for those 
seeking care to rebuild a sense of control and empowerment 
(SAMHSA, 2014a: Te Rau Ora et al., 2021). Figure 1 (below) displays 
SAMHSA’s (2014a) concept of trauma-informed care.

Without an understanding of the principles of trauma-informed 
care, professionals may feel that they are not equipped to support 
those who have experienced trauma, often perceiving listening to a 
trauma narrative as being outside their scope of practice (Palfrey et 
al., 2018). It is also important to note that hearing a trauma narrative 
may not actually be helpful to the person telling their story, as re-
traumatisation may occur for the narrator at each retelling (Sweeney 
et al., 2018). Implementing trauma-informed principles across all 
domains of a service aims to reduce this risk (SAMHSA, 2014b). 
There is also the potential risk of harm from vicarious trauma for the 
listener (Devilly et al., 2009). The very nature of professions such 
as nursing places nurses at a high risk of vicarious trauma through 
clinical exposure (Pfeiffer & Grabbe, 2022). 

Vicarious trauma was originally coined by McCann and Pearlman 
(1990) as a specific and limited term to describe the unique, 
adverse, and accumulative changes that can occur to health-care 
professionals who engage in an empathetic relationship with those 
they care for. This places the health-care professional in a difficult 
position as trauma-informed care requires them to provide care that 
is empathic. Empathic engagement, however, has been associated 
with vicarious trauma (Gerace, 2018), specifically through the 
sharing of often detailed and graphic narratives during therapeutic 
engagement (Branson, 2019). Vicarious trauma may result in the 
health-care professional experiencing diminished emotional states, 
symptoms of traumatic stress or even re-traumatisation (Pfeiffer & 
Grabbe, 2022). 

3 Es of trauma

1. Events

2. Experience

3. Effects

4 Rs – key assumptions

1. Realise

2. Recognise

3. Respond

4. Resist retraumatising

6 key principles

1. Safety

2. Trustworthiness and 	
    transparency

3. Peer support

4. Collaboration and     	
    mutuality

5. Empowerment, voice, 	
    choice

6. Consider culture, 		
    history, gender

Figure 1. SAMHSA’s (2014a)
conceptualisation of
trauma-informed care

10 implementation 
domains

1. Governance and 	   	
    leadership

2. Policy

3. Physical environment

4. Engagement and 	   	
    involvement

5. Cross-sector 	    	
    collaboration

6. Screening, assessment, 	
    and treatment services

7. Training and workforce 	
    development

8. Progress monitoring 	
    and quality assurance

9. Financing

10. Evaluation
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THE PRESENT STUDY 
The course
This study explores the effectiveness of an eight-week trauma-
informed care course on the attitudes of health-care professionals, 
including RNs, towards the use of trauma-informed care in their 
practice. The course was developed by two nurse lecturers 
employed at an Aotearoa, New Zealand polytechnic (the study 
site) and was approved by the relevant qualifications authority as 
a level 7, 15-credit micro-credential. The course aims to develop 
the proficiency of those working in health care in the principles, 

knowledge and practice of trauma-informed care, when caring for 
people with multidimensional experiences of trauma. The course 
learning outcomes are displayed in Table 2 (left).

The course was developed as a hybrid learning experience, which 
comprised 150 hours of learning. Week one and week eight included 
an eight-hour face-to-face workshop. Learning was delivered 
asynchronously, online, over a period of eight weeks (see Figure 2, 
below). This style of learning was chosen to meet the needs of those 
who are currently in employment. Teaching and learning material 
drew on work undertaken by SAMHSA, along with a wide range of 
evidence-based material, both national and international, to enable 
participants to meet the course learning outcomes. There were four 
assessments, with participants required to gain a 50 per cent pass 
rate to gain this formal qualification.

METHODS
Study design and participants 
This study used an exploratory, quantitative quasi-experimental 
pretest-posttest design. Convenience sampling (Cohen et al., 2017) 
was used to recruit participants. Twenty-seven participants on the 
course volunteered to participate in the research. An information 
sheet outlining the research and inviting participation was distributed 
to all enrollees. Participants were from a broad and diverse 
demographic, including age, gender, profession, years in profession 
and ethnicity. 

Table 2. Course learning outcomes

No.	 Learning outcome

1	 Critically analyse the widespread impact of
	 multidimensional trauma on the person holistically.

2	 Use a range of indepth sciences to inform clinical 	
	 judgments and decision-making using a trauma-

	 informed approach.

3	 Critically examine and reflect on own practice and 	
	 knowledge using trauma-informed principles to

	 deliver care of self and others.

Week 1
Introduction to 

course and
pōwhiri process
as framework

for therapeutic
engagement

Week 3
Biopsychosocial

science of
trauma

Week 2
Biopsychosocial

science of
trauma

Week 4
Practices and
principles of

trauma-informed
care

Week 5
Practices and
principles of

trauma-informed
care

Week 6
Te ao Māori

and indigenous
perspectives

Week 7
Recovery and 

strengths-based 
practices

Week 8
Secondary or

vicarious
trauma

and self care

Figure 2. Outline of the 
teaching and learning 
content during the eight 
weeks of teaching

Data collection
and instruments
Data were collected pre- and post-
course, using the Attitudes Related to 
Trauma-Informed Care-35 (ARTIC) 
scale (Baker et al. 2015). The 
ARTIC-35 is designed to be used 
in settings that have not yet begun 
implementation of trauma-informed 
care and has previously shown good 
internal consistency, at 0.91, and 
good test–retest reliability, at 0.75 
(Niimura et al., 2019). The ARTIC-35 
is a 35-item self-report scale which 
uses a bipolar seven-point Likert 
scale to measure the participants’ 
personal attitudes, with higher scores 
indicating a more favourable attitude. 
An example of a more favourable 
attitude, in the context of this study, 
is: “Clients’ learning and behaviour 
problems are rooted in their history 
of difficult life events”, whereas the 
less favourable attitude is: “Clients’ 
learning and behaviour problems 
are rooted in their behavioural or 
mental health conditions.” Attitudes 
are measured across five sub-
scales in relation to the participant’s 
current work (see Table 3, p15). 
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The instrument is scored by inputting the exact responses of the 
participants into a predetermined ARTIC scoring Excel spreadsheet 
(Baker et al., 2015). STROBE guidelines for reporting were followed 
when reporting this study.

Ethics
Ethical approval to undertake the study was granted by the research 
study site (20/TLC09/06). The participants signed informed consent 
forms when agreeing to participate in the study and were advised 
they could leave the study at any stage as participation was 
voluntary. The researchers acknowledge an existing professional 
relationship with some of the participants who voluntarily took part in 
the study. Opportunity to participate in the study was invited by a third 
party. Data were collected anonymously to protect the identity of the 
participants.

ANALYSIS
Participant characteristics were summarised and included gender, 
age and, for the nurses involved, years in the nursing profession. 
Participants’ data were entered directly into an ARTIC Excel scoring 
tool which calculated overall results, including those for each of the 
five sub-scales. The same process was followed for the data sets 
which were collected at pre-training (P1) and immediately post-
training (P2). Standard deviations (SD) for each data collection point 
were obtained and confidence intervals (CI) for the average scores 
between time points were estimated. Scores were calculated to 3 

			    		 Table 3. The five ARTIC sub-scales and an explanation of each attitude

1	 Underlying causes of problem behaviour and symptoms. Behaviour and 	
	 symptoms are adaptations and malleable, as oppposed to being inten	
	 tional and fixed.

2	 Responses to problem behaviour and symptoms. Emphasises 		
	 relationships, kindness, flexibility and safety as agents of behaviour and       	
	 symptom change as opposed to rules, consequences and accountability.

3	 On-the-job behaviour. This endorses empathy-focused staff behaviour as 	
	 opposed to control-focused staff behaviour.

4	 Self-efficacy at work: Endorses feeling able to meet the demands of 
	 working with traumatised people, as opposed to feeling unable to meet 	

	 the demands.

5	 Reactions to work. This endorses appreciating the effects of
	 secondary trauma and vicarious traumatisation, as opposed to coping
	 by ignoring or hiding the impact.

Table 4. Participant demographics

Characteristics					     n

Gender			   Male			   3

			   Female		               24

Age groups in years	 18-24			   0

			   25-34			   2

			   35-44			   5

			   45-54		              13

			   55-64			   7

			   65+			   0

Mean years in profession			                18

Number of registered nurses			               18

Total participants					    27

Table 5. Average scores, no of respondents and SD between scores

			   Point 1		           Point 2
		            Pre-training	     Post-training  	

n	      	    	   28		             24

Average score		  5.46		           5.90

SD		    	 0.64		           0.59

significant figures (3sf). The t-test was used for each 
data set.

RESULTS
Participant characteristics
A total of 27 participants took part in this study, with 
data collected for all 27 at P1, and for 24 at P2. All 
27 participants successfully completed the course. 
Participant demographic characteristics are displayed 
in Table 4 (right). The study participants consisted of 

66 per cent RNs (n=18) from mental health and 
addiction services, but also included participants 
from social services, drug and alcohol services, 
psychological services and Corrections. Ages 
ranged from 25 to 64 years; three identified as male 
and 24 as female. The average years employed 
in mental health and addiction services were 
calculated as 18.
Effectiveness of the course
Table 5 (below) represents the average scores 
for the ARTIC instrument at each of the two data 
collection points, the number of respondents 
and the standard deviation between scores. The 
scores for each of the five subscales are shown 
in Table 6 (see p16) and represent data collection 
during pre-training (P1) and immediately post-
training (P2). Scores for each subscale were 
calculated by summing up the items within the 
subscale. Items for each subscale are written to 
characterise an attitude favourable to trauma-

informed care, and are then paired with the opposite attitude. The 
scores indicate that participants increased their favourable attitudes 
to trauma-informed care across all five subscales during the teaching 
phase (Table 6). A change in scale scores between data collection P1 
and P2 is noted (Table 7, see p16), with the confidence interval (CI) 
for difference in mean scores (0.098, 0.789) at p = .013. The average 
score increased by 0.444 between these time periods. The CI and 
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p-value provide evidence against the null hypothesis, indicating 
that the observed increase in the average score was statistically 
significant.

DISCUSSION
This study evaluated the effectiveness of an eight-week credentialled 
course on the attitudes of health professionals towards using a 
trauma-informed approach to care. The findings suggested that 
participation in the course resulted in positive attitudinal change in 
those working in the mental health sector, towards using a trauma-
informed care approach. A review of the literature revealed that to the 
best of our knowledge this is the first study of its kind in Australasia. 

Participants completed the online course as part of their 
professional development. Significant changes in attitude towards 
trauma-informed care between P1 (pre-training) and P2 (immediately 
post-training) indicated that the change mostly occurred during the 
teaching and learning phase of the study. This finding is consistent 
with other studies (Lotzin et al., 2018; Niimura et al., 2019; Palfray et 
al., 2018) and proposes that attitudinal change was transferred to the 
workplace setting, with course participants showing more sensitivity 
to those who have experienced trauma. 

The increase in favourable attitudes towards trauma-informed 
care for subcategories “underlying causes of problem behaviour and 
symptoms” and “responses to problem behaviour and symptoms” 
suggests that participants were able to use the knowledge learned in 
the course in their work. They were able to use this new knowledge 
to underpin how they interpreted and responded to the behaviours 
of those who had experienced trauma, shifting from asking “What is 
wrong with you?”  to “What has happened to you?”

Stokes et al. (2017) purport that it is essential for staff to 
understand the impact of trauma in order to provide supportive 
strategies to manage the impact of trauma experiences. Providing 

a supportive and safe environment demonstrates 
the trauma-informed principles of safety, 
trustworthiness, collaboration, empowerment and 
choice (SAMHSA, 2014b), thereby reducing the 
risk of re-traumatisation for the person receiving 
care. 

Providing care that encompasses the core 
principles of trauma-informed care reduces the 
risk of a “power over” relationship between the 
health-care professional and person seeking care 
(SAMHSA, 2014; Sweeney et al., 2018) and may 
therefore reduce re-traumatisation. Favourable 
results for these two subcategories, as well as 

Table 6. ARTIC sub-scale scores at each of the data collection points, and SD
 

   Data	         Underlying causes of	         Responses to	          On-the-job     Self-efficacy     Reactions       n=         Total         SD
collection       problem behaviour       problem behaviour       behaviour         at work	  to work		
  point		  and symptoms	         and symptoms	

    P1		        5.44		                5.72		   5.67	           5.07	     5.40        28.00        5.46        0.64

    P2		        6.05			   6.38		   6.25	           5.10	     5.74        24.00        5.90	       0.58

sTable 7. Mean change, confidence interval, p-value and statistical 
difference between data collection points
 

    Data	           Mean         Lower CI      Upper CI     p-value	 Significance
 collection      change         limit            limit
   points	

  P1 vs P2         0.443          0.097	        0.789         .013               sig*
    

“on the job behaviour”, also suggest that the participants may have 
considered opting for less restrictive practices, such as sensory 
modulation, rather than traditional restrictive practices, such as 
seclusion, when providing care (Meredith et al., 2018). A health-care 
professional who asks the person about their sensory preferences 
and sensory needs during trauma-informed assessment and care 
planning, is supporting the person’s self-regulation, which results in a 
collaborative and mutual approach to care (Brown & Knowles, 2021). 
Additional investigation is warranted to further test this hypothesis.

An increase in favourable attitudes between P1 and P2 for 
subcategories “on the job behaviour”, “self-efficacy at work” and 
“reactions to work” suggests that putting the learning into practice 
helped to further embed a change in attitude for the participants. 
Having the confidence to undertake a task correlates with successful 
completion of the task (Bandura, 1977) which enhances self-efficacy. 
Self-efficacy has been defined as believing in one’s capability to 
succeed when faced with unique situations and activities (Berg-
Poppe, 2022). The use of education (Hough et al., 2019; Kerig, 
2019; Sweeney et al., 2016) and personal and vicarious experiences 
(Gavriel, 2016) as a means of developing self-efficacy is well-
supported in the literature. If the workforce holds positive attitudes 
and beliefs towards their ability to implement trauma-informed care 
principles and practices, there is a higher likelihood of successful 
implementation (Berg-Poppe, 2021). Health-care professionals must 
recognise their workforce’s personal experiences when supporting 
trauma survivors. This acknowledgment helps prevent vicarious 
trauma, burnout, job dissatisfaction and high attrition rates (Isobel & 
Thomas, 2022; Slayter et al., 2018). 

A previous study by Kerns et al. (2016) suggests positive shifts 
in attitudes towards trauma-informed care are higher among those 
who have less experience in the workforce, as opposed to those with 
longer experience. In the current study, positive changes in attitude 
were identified despite the mean years of professional practice 
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among participants being 18 years. 
Consideration of when trauma-informed knowledge should be 

introduced to the workforce is important. Pfeiffer and Grabbe (2022) 
propose that incorporating trauma-informed care into undergraduate 
nursing curricula may develop undergraduates’ self-knowledge, 
helping them to identify strategies for self-care and to build their 
resilience, thus enhancing their ability to work with those who have 
trauma experiences. New graduates would enter the workforce 
with some knowledge and skills of the practice, their self-efficacy 
enhanced through education (Hough et al., 2019; Kerig, 2019; 
Sweeney et al., 2016) and providing a protective factor against 
vicarious trauma (Zhang et al., 2022). Goddard et al. (2021) believe 
teaching these skills at undergraduate level is imperative, given the 
global impact of the trauma associated with COVID-19 on the health-
care workforce (Choi et al., 2020). A systematic review undertaken 
by Nizum et al. (2020) highlights the benefits of all RNs undergoing 
professional development training in trauma-informed care to ensure 
a common understanding and approach to the provision of trauma-
informed services.

One of the barriers to implementing trauma-informed care is 
workplace culture (Happel & Harrow, 2010). Workplace culture 
has been defined by Long and Helms Mills (2010) as the types 
of attitudes and ways of working shared by employees of an 
organisation, including how employees value their work, support 
each other and feel supported by their organisation. A study by Isobel 
et al. (2021) highlighted the need for organisational leadership that is 
accountable, and provides direction and commitment to implementing 
trauma-informed practices and principles. These findings are 
further supported in a literature review undertaken by Huo et al. 
(2023). Although our study showed significant positive change in 
participants’ attitudes, there is scope for additional investigation into 
the role organisational leadership has in supporting trauma-informed 
practices in the workplace.

LIMITATIONS
The sample size was small, which limits the generalisability of the 
results. Using a paired t-test during analysis would have added 
further rigour to the study. A mixed-methods approach could have 
allowed for the collection of rich qualitative data, enabling a deeper 
understanding of the phenomena. Future iterations of this study will 
consider using a mixed-methods approach. 

This research was conducted using predominantly Western world 
views of trauma and trauma-informed practices and principles. 
Future versions of the study should include needs, preferences and 
approaches to trauma and trauma-informed care from a te ao Māori 
perspective, with a particular focus on Māori practices of healing. The 
use of mātauranga Māori and tikanga practices are acknowledged as 
essential to reduce the risk of iatrogenic traumatisation from culturally 
unsafe care. 

CONCLUSION 
This study addresses a gap in the literature and reports on the 
significant changes in attitudes experienced by participants in an 
eight-week course on trauma-informed care, designed to help them 
incorporate it into their professional practice. Becoming trauma-
informed is not a “ticking off a list of actions” style of learning. To be 

trauma-informed requires a shift in the thinking, attitude, behaviour 
and ideology that underpins the health professional’s approach 
to care. For the introduction of trauma-informed care to be truly 
successful in a health service, there need to be system-wide trauma-
informed policies, procedures and practices. The positive findings of  
this study show how heath providers can meet expectations that their 
services be trauma-informed and how trauma-informed care might be 
embedded across all health and social services. 

RELEVANCE FOR CLINICAL PRACTICE
Staff acquiring knowledge about the neurobiological effects of trauma 
experiences is imperative as the first step towards developing a 
trauma-informed workforce (Isobel et al., 2021; Sweeney et al., 
2018). The positive outcomes of this study suggest that the micro-
credential course used here could be delivered both locally and 
nationally, and that training in trauma-informed care should be made 
mandatory across all health-care setting and beyond. 

Trauma-informed care is considered best practice (SAMHSA, 
2014a, b). This is supported by Aotearoa, New Zealand national 
organisations such as Te Pou (2018) (New Zealand’s workforce 
development centre for mental health, addictions and disability staff), 
and the recommendations of government reports on the provision 
of care in the mental health and addictions sector (Patterson et al., 
2018). To the best of our knowledge, there is currently no national 
approach to embedding this knowledge into practice in Aotearoa, 
New Zealand. 

We recommend implementing mandatory trauma-informed 
care training as part of national nursing workforce professional 
development, as well as embedding this knowledge throughout 
nursing curricula.  

Using education to develop a trauma-informed workforce not 
only benefits those receiving care, but also those delivering care by 
enhancing self-efficacy. Through the provision of care underpinned 
by the six key principles of trauma-informed care (SAMHSA, 2014a), 
a health-care workforce will ask people they care for “What has 
happened to you?” rather than “What is wrong with you?” As the 
largest professional health-care workforce, providing care across all 
health-care contexts to patients across the lifespan, RNs are in a 
unique position to provide trauma-informed care and influence the 
quality of care patients receive (Fleishman et al., 2019). Trauma-
informed care must also include culturally appropriate practices 
when caring for Māori. It is imperative that trauma-informed care 
acknowledges trauma and healing as it is understood from a te 
ao Māori perspective, due to ongoing trauma and marginalisation 
associated with colonisation (Pihama et al., 2020; Pihama & Smith, 
2023). 
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