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Trauma and the 
Health Care System
The US health care system faces 
unprecedented rates of burnout 
and employee turnover. Although 
burnout is conventionally viewed 
as a byproduct of unmanaged, 
occupational stress, its symp-
toms often overlap and coexist 
with manifestations of traumatic 
stress. Understanding the role of 
trauma in our health care envi-
ronment may elucidate under-
lying causes of our current crisis 
and aid in finding solutions.

Trauma is one of the most under-
recognized epidemics in the 
world, with nearly 90% of adults 
experiencing at least 1 trauma 
in their lifetime.1 Trauma can be 
any perceived harm with lasting, 
adverse effects on one’s func-
tioning or well-being.2 Examples 
include physical or emotional 
abuse, neglect, discrimination, 
natural disasters, medical illness, 
or community violence. These 
often “unspeakable” events 
have far-reaching impacts on 
personal and public health. 
Adverse childhood experiences 
(ACEs), including abuse, neglect, 
and household challenges, have 
been linked to future depression, 
substance use disorder, cardio-
vascular disease, diabetes, and 
cancer.3 When individuals face 

life-threatening circumstances, 
their psychological response 
is often to deny, defend, and 
bury their experience without 
addressing it.4 Unfortunately, 
such responses can lead to 
intrapsychic suffering, physical 
illness, relational conflicts, and 
the perpetuation of systemic 
structures that allow everyday 
violence and trauma to recur.

Due to its ubiquitous nature, 
patients and communities are 
not the only ones affected by 
trauma; health care workers and 
systems that provide care are 
vulnerable, too. We have been 
expected to effortlessly suspend 
parts of ourselves to do our 
jobs and pick those parts back 
up when we leave. When the 
world unravels in the wake of 
a pandemic, systemic oppres-
sion, geopolitical turmoil, gun 
violence, and natural disasters, 
society expects us on the front 
lines. We are asked to be imper-
vious to the strain, face the 
harsh realities of societal failures 
(eg, poverty, housing insecu-
rity, severe unmet basic needs), 
and serve as containers for the 
pain. But we are humans first. 
We bring our beating hearts and 
tired souls to the job. We carry 
our own traumas, in addition 
to the secondary traumas and 
moral distress inherent to our 
professions.
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At the height of the COVID-19 pandemic, national 
experts in physician burnout asked health care 
workers what they needed. The response was 
loud and clear: “Hear me, protect me, prepare me, 
support me, and care for me.”5 Organizations are 
not machines. They are “biocratic.” They live, adapt, 
and experience pain just like all living organisms.6 
This phenomenon was palpable as the pandemic 
unfolded across the globe. Uncertainty, weariness, 
fear, and loneliness among employees escalated 
and erupted into what has been referred to as the 
Great Resignation, but what might be better under-
stood as the Great Reevaluation. Are our jobs in 
their present iteration sustainable and compatible 
with well-being? In order for us to continue, health 
care workers need to feel connected, less lonely, and 
seen, genuinely seen.

At this watershed moment, our health care system 
has a unique opportunity to harness this sense of 
urgency and chart a new course. In response to 
ACEs, socioeconomic inequities, and the ongoing 
impact of everyday discrimination, trauma-informed 
strategies represent a deliberate divergence from 
traditional dysfunction and disorder mindsets 
toward more strength-based adaptation path-
ways.7 We submit that the path to our own revival 
requires trauma- and resilience-informed leaders 
using knowledge of neurobiology to cultivate well-
regulated organizations that center on healing and 
foster well-being for everyone within the health care 
system, for those of us who serve and for those 
whom we serve.

Trauma-Informed 
Organizational Leadership
Trauma-informed care (TIC) is a framework that 
systematically applies current understanding of 
trauma and healing to practice, policy, and organi-
zational culture. Evidence shows that TIC creates 
healing milieus, which lead to optimal outcomes 
in multiple core organizational objectives, such as 
worker well-being and satisfaction, systems func-
tioning, and cost-effectiveness.8 Trauma-informed 
approaches are key in recognizing, alleviating, and 
preventing suffering in people, systems, and society, 
and in helping all of them thrive. According to 
the Substance Abuse and Mental Health Services 
Administration (SAMHSA), a trauma-informed orga-
nization strives to meet 4 criteria: 1) Realize the 
widespread impact of trauma, 2) Recognize the 
signs and symptoms of trauma, 3) Respond by fully 

integrating knowledge about trauma into practice, 
and 4) actively Resist retraumatization.2

Translating SAMHSA’s 4 Rs into organizational 
change involves reviewing current practices, 
assessing organizational readiness, identifying prior-
ities, and monitoring impact. A recently validated 
set of trauma-informed educational competencies 
may inform trauma-informed health care practices.9 
Applying these concepts, one human service agency 
underwent a multiyear project by implementing 
employeewide TIC training, coaching TIC cham-
pions, and collaborating with leadership on trauma-
informed policy review. Their interventions resulted 
in improved staff satisfaction and patient retention 
in treatment.10 Trauma-Informed Oregon through 
Oregon Health Authority distributes an interactive 
roadmap to TIC,11 which includes a workgroup that 
reviews policies, practices, and environment with 
a trauma lens. The Institute for Trauma-Informed 
Care through University Health in Texas has devel-
oped systemwide interventions, including guides 
for trauma-informed performance improvement 
conversations, TIC onboarding modules, recharge 
rooms for staff, marketing materials from leader-
ship describing TIC as a mission of their organiza-
tion, policy language revision, and music and art 
therapy.12

Looking toward the business sector, non–health care 
organizations have begun to explore trauma-informed 
workplaces as a means to support employees in 
navigating uncertainty and instability, shortages 
and delays, and blurred work/home responsibili-
ties. Several models of effective leadership already 
align with trauma-informed principles. For example, 
relational leadership emphasizes leader–member 
exchange, and interpersonal trust parallels trauma-
informed ideals of safety, trustworthiness, and 
collaboration.13 Similarly, the emotional intelligence 
leadership framework highlights the importance of 
self-awareness and self-regulation in connecting with 
employees.14 Collectively, these skills align with TIC’s 
focus on empowerment, by engaging in self-reflection, 
drawing on others’ strengths, and making concerted 
efforts to hear all perspectives.

The authors of this commentary believe that a TIC 
framework can effectively guide health care leader-
ship at individual, interpersonal, and structural levels. 
Trauma-informed leaders share key qualities, such as 
authentic warmth and nonjudgmentalism. They take 
necessary steps to promote physical and psycholog-
ical safety and create a “culture of wellness” in their 
work ecosystem, which has been proposed to move 

https://traumainformedoregon.org/
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organizations from burnout to resilience.15 Trauma-
informed leaders act as “servant leaders,” who view 
their employees as resources to be developed rather 
than tools to be used.16 Ultimately, leaders can usher 
in a new era of posttraumatic growth by recognizing 
that all people, including themselves, can struggle as 
a result of past and ongoing traumatic experiences. 
They can acknowledge these responses are typical 
and go on to model self-compassion to stave off 
chronic symptoms of trauma in themselves and their 
team.17

In the following section, the authors provide specific 
actions for how trauma-informed leaders can advance 
organizational success and resist setbacks by proac-
tively cultivating cultural change that emphasizes 
SAMHSA’s 6 core principles of TIC: safety; trustwor-
thiness and transparency; peer support; collaboration 
and mutuality; empowerment, voice, and choice; and 
cultural, historical, and gender issues.2 These princi-
ples help meet health workers’ stated needs to feel 
heard, protected, prepared, supported, and cared 
for. The authors of this commentary also developed 
the Table through an iterative process of describing 
actions aligned with SAMHSA’s 6 principles. These 
suggestions are based on the collective expertise of 
this group, developed over years of study and expe-
rience. The goal for this Table is to help TIC-oriented 
health care leaders keep employees connected to 
and supported by their institutions while working to 
create robust systems that can overcome emerging 
crises.

Trauma-Informed 
Organizational Change
The Figure depicts the 9 Cs of trauma-informed 
organizational change, a conceptual model we have 
designed as TIC experts and health care professionals 
for anyone seeking to lead the health care system 
through trauma-informed, healing-centered trans-
formation. This process is nonlinear, like the inter-
connected web in the Figure, and remains flexible 
and responsive to the changing climate within and 
outside of an organization over time. We describe one 
possible yet nonprescriptive sequence in the Figure.

1.	 Centering: Emotion regulation is a key compe-
tence associated with trauma-informed and ef-
fective leadership.20 Periodically take a moment 
to breathe slowly and mindfully or use other 
grounding strategies to center yourself within 
your community in a place of calm. Acknowl-
edge shared core values, the current state of 

your organization, and new perspectives as 
they emerge.

2.	Commit: List the reasons why a commitment 
to a trauma-informed approach is part of your 
institution’s core mission.

3.	Communicate: Engage in respectful, transpar-
ent, and reliable communication as key compo-
nents in building a safe and trustworthy envi-
ronment.

4.	Collaborate: Invite ideas from diverse constit-
uencies to ensure that action items meet the 
expressed needs of those who are learning, 
working at every level, and ultimately receiving 
care.

5.	Co-create: Learners, patients, and staff who 
have not historically been engaged by leader-
ship can be key contributors with lived experi-
ence and fresh ideas for change.

6.	Carry Out: The Table outlines potential trauma-
informed organizational change interventions 
at the individual, interpersonal, and struc-
tural levels. Additional resources for trauma-
informed organizational change include the 
University of Buffalo Trauma-Informed Organ-
izational Change Manual21 and the National 
Council for Mental Wellbeing’s Fostering Re-
silience and Recovery: A Change Package for 
Advancing Trauma-Informed Primary Care.7

7.	 Check: Assess subjective and objective meas-
ures in both process and outcomes, including 
changes in knowledge, policies, procedures, 
staff and patient satisfaction, health outcomes, 
and financial implications. Organizational 
assessments such as the TICOMETER22 and 
Survey for Trauma-Informed Systems Change20 
can examine trauma-informed culture as a 
starting point and may complement existing 
assessments of workforce well-being.

8.	Course-correct: Reflect and assess where your 
organization resides throughout this iterative 
process and recalibrate as needed. This may 
mean revisiting previous steps as part of the 
change process.

9.	Recharge: Support staff in policies and prac-
tices that reinvigorate, mitigate burnout and 
secondary traumatic stress, and promote well-
being and healing.

Current and Future 
Considerations
TIC has not yet become widely adopted as a stan-
dard practice, despite its basis in biologic science and 
its growing popularity in health care and non–health 
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TIC principles Levels of intervention

Principle Description Individual Interpersonal Structural

1. Safety Safety is a top priority. 
Aim to help staff and the 

people they serve feel 
physically, psychologically, 

and emotionally safe.

 � Recognize signs and 
symptoms of feeling 

personally unsafe.
 �Utilize grounding skills to 

self-regulate (eg, square 
breathing, getting out in 
nature, mindful aware-

ness).

Recognize signs and 
symptoms of patients, 

families, and staff feeling 
unsafe or being hyper- or 

hypoaroused.
Learn basic deescalation 
techniques to respond to 
agitated behavior in the 

workplace.
Participate in trauma-
informed incident de-

briefing after challenging 
events.

Ensure that staff are trained 
in trauma-informed clinical 

skills for patient care.

Commit to establishing a culture 
of safety that promotes healing 
and well-being throughout the 

system, with evaluation measures 
in place to work toward continual 

improvement.18

Create policy signage indicating 
that discrimination, threats, and/
or violence will not be tolerated.
Consider training for and imple-
mentation of trauma screening if 
appropriate referrals for care can 

be made.
Implement an incident reporting 
system for disruptive behavior.

Create private, quiet spaces 
where patients, families, and staff 
can find calm in otherwise stimu-

lating environments.
Make behavioral emergency 

response teams available, in addi-
tion to rapid response teams.
Bolster physical safety in the 
workplace (eg, easy access to 

exit doors, metal detectors, panic 
buttons).

Collaborate with security person-
nel for a shared understanding 
of threshold for public safety 

involvement if initial deescalation 
efforts are ineffective.

Ask employees what they need 
to feel safe enough to do their 

job.6

2. Trustworthiness and 
transparency

Operations and decisions 
are conducted transparent-
ly with the goal of building 

and maintaining trust.

Bring your authentic self to 
your work.

Be honest with yourself 
about how your experienc-

es have impacted you.
Acknowledge both your 

strengths and the areas in 
which you need to grow.

Identify your own triggers 
so that you can respond 

productively and effective-
ly rather than react.

Explain why decisions are 
made both for patients (eg, 

a requested drug is una-
vailable) and for employees 

(eg, there are regulatory 
reasons why a clinic sched-

ule cannot be changed).
Inform patients about 

institutional responsibili-
ties for confidentiality and 

obligatory reporting.
Invest time to orient pa-
tients to the practice (eg, 
team members, trainee 

graduation timelines, ex-
pectations for timeliness of 

responses to requests).
Acknowledge when you 
have reached a point of 

limitation and need addi-
tional support.

Include a commitment to ensur-
ing trauma-informed services 
and approaches to care in the 
institution’s mission statement 

and written policies.
Publicly acknowledge the 

challenges of working in health 
care. Leaders should role model 
vulnerability and resilience for 

their employees.
Clearly explain processes for 
hiring, firing, scheduling, and 

other aspects of human resource 
management.

Provide advance notice of 
organizational changes with an 
opportunity for multidirectional 
input (eg, public commentary 

period).
Make patient-facing policies 
clear, readily accessible, and 

available in multiple languages.
Leaders should aim for clear, 

consistent messaging in written 
and verbal communication.

Share patient and employee sat-
isfaction data and indicate next 
steps to address dissatisfaction.

Table: Interventions for leading trauma-informed organizational change at individual, interpersonal, and structural levels in alignment with SAMHSA’s 6 principles of trauma-informed 
care (Continued)
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TIC principles Levels of intervention

Principle Description Individual Interpersonal Structural

3. Peer support

“Peers” refers to individuals 
with lived experiences of 
trauma. Peer support and 
mutual self-help are key 
vehicles for promoting 
recovery and healing.

Identify people doing sim-
ilar work who can support 

you and whom you can 
support, too.

Share vulnerability to 
gain and inspire hope and 

healing.
Support your peers in need.
Create formal and informal 
opportunities for peers to 

connect, inside and outside 
of work.

Encourage and support employ-
ee resource groups as a best 

practice to help bolster belong-
ing in an organization.

Provide employees with a list of 
active peer support networks 

and resources.
Utilize social media (eg, Doximity, 

KevinMD) to promote peer en-
gagement.

Provide patients with a re-
source list of community groups 

that provide trauma-informed 
support (eg, shelters, bereave-

ment groups, domestic violence 
support, diabetes support group, 

AA, NA, NAMI, Al-Anon).
Offer financial and time-based 
support for employees to form 
their own academic groups or 
engage in others that can offer 

peer support (eg, TIHCER, AVA).
Create peer support opportu-
nities for leaders across and 

outside of health care systems.
Engage in advocacy to support 

funding of prompt and confiden-
tial healing and recovery services 

for all staff.

4. Collaboration and 
mutuality

Healing happens in rela-
tionships and the meaning-

ful sharing of power and 
decision making. Everyone 

has a role to play in a 
trauma-informed approach.

Be mindful of your privileg-
es and how you use your 
power and resources for 

the good of self and others.
Develop awareness of 

your limitations and when 
collaboration may temper 
the effects of individual 

burnout.

Work with others in 
decision-making processes.
Recognize the hierarchical 
nature of many teams. Cre-
ate inclusive learning and 
decision-making circles to 

reduce hierarchy and create 
community.

Engage in and incorporate 
input from 360-degree 

feedback processes.
Invite and integrate input 

from team members to gain 
insight about how to be 

more collaborative.
Acknowledge and apol-
ogize for mistakes and 

develop a plan to address 
their impact.

Develop organizational standards 
for interprofessional, team-based 

care.
Provide training in how to 

establish collaborative working 
relationships and psychologically 

safe working environments.
Provide coaching for individuals 
and teams in need of remedia-

tion.
Develop partnerships between 

patients, staff, trainees, adminis-
trators, and leaders.

Collaborate with mental and be-
havioral health and social servic-
es team members to ensure that 
patients have adequate access 
to these services as an integral 

component of care.
Partner with community practi-
tioners and referral agencies to 

foster a comprehensive, interdis-
ciplinary approach to trauma-

informed services.
Identify and work toward 

repairing any unhealthy power 
dynamics in care delivery and 

health education.

Table:  Continued

 Table: Interventions for leading trauma-informed organizational change at individual, interpersonal, and structural levels in alignment with SAMHSA’s 6 principles of trauma-informed 
care (Continued)
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care industries alike. Adapting TIC to leadership and 
organizational well-being is a relatively new applica-
tion of this framework, and TIC has not been broadly 
studied as a measure of healthy workplaces. Health 
care administrators might desire solid data that show 
financial benefits from TIC implementation; however, 
this research is still in progress.

Meaningful change takes time, particularly when 
recovering from collective trauma, ongoing burnout, 
and structural inequities. Interventions that have the 

highest impact occur at the organizational rather 
than the individual level, which requires thoughtful 
planning.23 Although most health care systems intend 
to support person-centered care, becoming trauma-
informed necessitates a paradigm shift. Ultimately, for 
cultural transformation to take place, leadership must 
take initiative, engage employees, collaborate across 
stakeholders, and direct adequate resources to the 
efforts. The goal of this paper is to highlight and honor 
the exploratory nature of trauma-informed systems 
change and accommodate wide thought, creativity, 

TIC principles Levels of intervention

Principle Description Individual Interpersonal Structural

5. Empowerment, voice, 
and choice

Offer patients and employ-
ees choice, recognize and 
build upon their experi-

ences and strengths, and 
support their autonomy.

Acknowledge and cele-
brate your inner voice and 

knowing.
Engage in self-reflection 
(eg, narrative medicine, 

reflective writing).
Engage in restorative and 
healing practices (eg, ex-

ercise, yoga, music, dance, 
the arts).

Learn how to share your 
perspectives clearly and 

forthrightly.

Encourage patients to 
speak openly with their 
health care teams about 

needs for a trauma-
informed approach.

Give team members auton-
omy to make independent 

decisions.
Elevate the voices of those 
who are not always heard in 
decision-making processes.
Broaden perspective by re-
cruiting new collaborators 

to existing projects.

Include voices of all involved or 
affected by a course of action 

(including patients) in organiza-
tional committees.

Whenever possible, provide 
choices and avoid unilateral 

edicts.
Make quality improvement initia-
tives available to all employees.
Encourage everyone to report 

medical errors and mistreatment. 
Make reporting safe, easy, and 

accessible.
Compensate people (including 
patients who are serving on pa-
tient advisory boards) appropri-

ately for their time.
Create opportunities for clinical 
team members to design and 

undertake project improvement 
initiatives.

Hold listening sessions to obtain 
data about the patient and em-
ployee experience and ideas for 
action, such as the Mayo Clinic’s 

Listen-Sort-Empower frame-
work.19

6. Cultural, historical, and 
gender issues

Move past biases, leverage 
the healing power of 

cultural connections, and 
incorporate policies and 
processes that recognize 

and address historical 
trauma.

Develop an awareness of 
your unconscious biases 
(eg, Implicit Association 
Test) and the way they 

impact decision making.
Develop strategies to miti-
gate unconscious biases.

Recognize that trauma can 
be passed down through 
history and communicat-
ed through community 

dialogue.
Be aware of how you show 
up in spaces and the im-

pact of your presence. Ask 
yourself, “Do I help create 

safety for others in the 
spaces that I occupy?”

Help people explore what 
they can do to contribute, 

and invite them in.
Channel the desire to 

prevent needless suffering 
both in caring for patients 

and in caring for col-
leagues.

Ensure diversity of teams across 
ages, races, abilities, genders, 
and nations of origin. Act with 
the understanding that we are 

better together.
Conduct periodic institutional 

safety assessments with a focus 
on physical and psychological 

safety, as a part of environmental 
climate surveys.18

Participate in and integrate feed-
back from external organizational 
DEI evaluations (eg, White Coats 

for Black Lives, Racial Justice 
Report Card).

Review and edit written policies 
and procedures to ensure that 
the language is inclusive and 

supportive.
Codify inclusion, belonging, 

access, diversity, and justice in 
institutional policies.

AA = Alcoholics Anonymous;  AVA = Academy on Violence and Abuse;  DEI = Diversity, Equity, and Inclusion;  NA = Narcotics Anonymous;  NAMI = National Alliance on Mental 
Illness;  TIC = trauma-informed care;  TIHCER = Trauma-Informed Health Care Education and Research.

Table:  Continued
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and innovation to expand the framework of trauma-
informed principles, meaningfully and sustainably.

Final Call to Action
Of all the longstanding and rising challenges 
currently facing the US health care system (staffing 
shortages, practitioner burnout, workplace violence, 
compassion crises, the Great Resignation, the 
“quality chasm,” health inequities, medical racism, 
medical mistrust, medical fear) no framework to 
date has been able to fully provide effective solu-
tions. When Maxine Harris and Roger D Fallot 
coined the term “trauma-informed care,” they 
described it as a “vital paradigm shift” for treating 

patients with a history of trauma.24 More than  
20 years later, applications of TIC continue to 
expand and offer innovative strategies for leaders 
and changemakers at all organizational levels. TIC 
can empower leaders to approach the practice and 
policies of health care in ways that nurture healthy 
and robust institutions, rebuild a dedicated and 
resilient workforce, and provide care that honors 
individuals’ dignity and human rights.

The path forward involves trauma- and resilience-
informed systems of care, models that support the 
core mission of healing that compelled most of us 
to enter the health care profession. In the words of 
Sandra Bloom, psychiatrist and TIC leader, “To lead 

Figure: The 9 Cs of trauma-informed organizational change.
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any organization in a time of significant change 
means leading a revolution in understanding human 
nature and the fundamental causes of human 
pathology that are endangering all life on this 
planet, and then helping organizational members 
develop skills to positively influence the changes 
necessary.”6
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