[image: Discover University of Wales Trinity Saint David]




Module name: INTRODUCTION TO INDEPENDENT RESEARCH SKILLS 
Module code: BMHP5019_LON 
Student name: ORTENZIA ALEXANDRA BARCEA 
Student ID:2412822@STUDENT.UWTSD.AC.UK
Lecturer’s name: MUHAMED KHAN   

                                                                    


 
                                                                 SUBMITED: 14 AUGUST 































Topic: The Implementation and Impact of Trauma‑Informed Care in UK Health and Social Care Settings
Introduction
Trauma is increasingly recognised as a significant public health issue that affects individuals throughout their lives and has substantial implications for health and social care services. Exposure to traumatic events, including physical or sexual abuse, domestic violence, neglect, adverse childhood experiences (ACEs), bereavement, and other forms of violence or discrimination, can have long-lasting effects on physical health, mental wellbeing, and social functioning (Substance Abuse and Mental Health Services Administration (SAMHSA), 2014). 
Research has demonstrated that individuals who experience trauma are at increased risk of developing anxiety disorders, depression, post-traumatic stress disorder (PTSD), substance misuse, self-harm, and chronic physical illnesses, leading to greater demand for health and social care services (Felita et al., 1998; NHS England, 2022). Trauma can be defined as an emotional and psychological response to an event or series of events that overwhelms an individual's ability to cope. 
Trauma may result from a single incident (acute trauma), repeated exposure to stressful events (chronic trauma), or prolonged interpersonal experiences such as childhood abuse or neglect (complex trauma). Importantly, individuals respond differently to traumatic experiences depending on factors such as resilience, previous experiences, available support networks, and social circumstances (SAMHSA, 2014). Consequently, health and social care professionals increasingly recognise that trauma should be understood within the broader context of a person's life experiences rather than focusing solely on presenting symptoms. 
Trauma-Informed Care (TIC) is an organisational approach that acknowledges the widespread impact of trauma and seeks to create services that promote safety, trust, collaboration, empowerment, and cultural sensitivity. Rather than asking, "What is wrong with you?", trauma-informed care encourages practitioners to ask, "What has happened to you?", thereby recognising the influence of trauma on health behaviours and service engagement (Sweeney et al., 2018). 
 NHS England (2022) has identified trauma-informed approaches as essential for improving patient experiences, particularly within mental health, community services, and integrated care systems. Similarly, the Care Quality Commission (2021) emphasises the importance of providing compassionate, person-centred care that recognises the impact of trauma on individuals accessing services. 
The increasing recognition of trauma-informed practice reflects a broader commitment to reducing health inequalities, improving patient safety, and delivering more holistic models of care across the NHS and wider social care sector. Despite growing support for trauma-informed care, evidence regarding its implementation across UK health and social care settings remains varied. While several l studies report improvements in service-user engagement, staff understanding, and organisational culture, barriers such as limited workforce training, resource constraints, and inconsistent implementation continue to affect the adoption of trauma-informed approaches.
Background
Trauma is recognised as a significant public health issue that affects people of all ages and backgrounds. Traumatic experiences may occur during childhood or adulthood and include physical, emotional, or sexual abuse, domestic violence, neglect, exploitation, serious accidents, discrimination, homelessness, bereavement, or exposure to conflict and violence. Such experiences can have long-term consequences for an individual's physical health, mental wellbeing, relationships, education, employment, and overall quality of life (Faletti et al., 1998). The impact of trauma often extends beyond the individual, affecting families, communities, and the health and social care systems that provide ongoing support. 

The relationship between trauma and health has become increasingly recognised through research on Adverse Childhood Experiences (ACEs). The landmark ACE study by Faletti et al. (1998) demonstrated that childhood exposure to abuse, neglect, and household dysfunction is associated with an increased risk of developing mental illness, substance misuse, cardiovascular disease, diabetes, and other chronic health conditions later in life.
 
Within the United Kingdom, awareness of trauma has increased over the past decade. Health and social care organisations increasingly recognise that behaviours often viewed as challenging or non-compliant may instead represent coping strategies developed in response to traumatic experiences (Sweeney et al., 2018). This shift has encouraged professionals to adopt more compassionate, person-centred approaches that acknowledge the underlying causes of distress rather than focusing solely on symptoms or behaviour.
The framework is commonly underpinned by principles including safety, trustworthiness, collaboration, peer support, empowerment, and cultural awareness. Although SAMHSA is a United States framework, these principles have been widely adopted and adapted within UK health and social care services (Sweeney et al., 2018).

The increasing emphasis on trauma-informed practice is reflected within UK policy and professional guidance. NHS England has promoted trauma-informed approaches across mental health, primary care, emergency care, and integrated care systems to improve patient experiences and support personalised care (NHS England, 2022).
 Similarly, the Care Quality Commission (CQC) encourages providers to create caring, safe, and responsive services that recognise people's individual experiences and promote dignity, respect, and emotional safety (Care Quality Commission, 2021). Although trauma-informed care is not currently required by a single piece of legislation, its principles align closely with the person-centred values underpinning the Health and Social Care Act 2012, the Care Act 2014, and the Mental Health Act 1983 (as amended).
The common aim across these settings is to create environments where individuals feel physically and psychologically safe while reducing the likelihood of re-traumatisation during interactions with professionals (NHS Evidence suggests that implementing trauma-informed care can produce benefits for both service users and organisations. For service users, reported outcomes include improved trust in professionals, increased engagement with services, greater satisfaction with care, and better mental health outcomes (Sweeney et al., 2018).
 For organisations, trauma-informed practice has been associated with improved staff awareness, stronger therapeutic relationships, enhanced multidisciplinary working, and a more compassionate organisational culture. However, successful implementation requires sustained leadership, organisational commitment, workforce education, and adequate resources.

Despite increasing recognition of trauma-informed care within UK policy and practice, implementation remains inconsistent across organisations. Wilson et al. (2023) identified barriers including limited staff training, insufficient funding, time pressures, workforce shortages, and uncertainty regarding how trauma-informed principles should be translated into routine clinical practice.
 
Conducting a scoping review enables existing research to be systematically mapped, identifies common themes relating to implementation and outcomes, and highlights gaps requiring further investigation. The findings may contribute to the continued development of trauma-informed practice and support evidence-informed improvements within UK health and social care services.

Methods
1 Research Design
This study adopted a scoping review methodology to investigate the implementation and impact of trauma-informed care (TIC) within UK health and social care settings. A scoping review was considered the most appropriate research design because it enables researchers to explore the breadth of available evidence, identify key concepts, map existing research, and identify gaps within the literature. 
Unlike a systematic review, which aims to answer a narrowly focused research question by evaluating intervention effectiveness, a scoping review is suitable for examining complex topics where research has been, conducted using different study designs (Arksey and O'Malley, 2005).
The review followed the five-stage framework developed by Arksey and O'Malley (2005), which consists of identifying the review question, identifying relevant studies, selecting studies according to predetermined eligibility criteria, charting the extracted data, and collating and summarising the findings. 
This framework provides a transparent and systematic approach to reviewing literature and is widely used within health and social care research.
What is known from existing research about the implementation and impact of trauma-informed care in UK health and social care settings?
The objectives of the review were to:
· map current evidence relating to trauma-informed care models used within UK health and social care settings.
· explore the reported benefits of trauma-informed care for service users, including safety, engagement, and wellbeing.
· identify organisational and workforce barriers affecting implementation; and
· highlight gaps within the literature to inform future research and professional practice.

2 Data Collection / Search Strategy
A systematic literature search was undertaken to identify relevant peer-reviewed research studies addressing the review question. Electronic databases were selected because they provide access to high-quality health and social care research. The databases searched included CINAHL, PubMed, PsycINFO and EBSCOhost.


The search was limited to studies published in English between 2010 and 2025 to ensure the inclusion of contemporary evidence relevant to current UK practice. Studies were included if they were peer-reviewed primary or secondary research articles focusing on trauma-informed care within UK health or social care settings. 
Policy documents, guidance reports, editorials, conference abstracts, opinion papers, and studies conducted outside the UK were excluded because they did not meet the inclusion criteria for the scoping review. The titles and abstracts of identified studies were initially screened before full-text articles were assessed against the eligibility criteria. Following the screening process, five studies were selected for inclusion in the review because they were directly relevant to the review question.
3. Data Analysis
Data extracted from the selected studies were organised using a data-charting table to ensure consistency during analysis. Information recorded from each article included the author, year of publication, study aims, research design, participant characteristics, healthcare or social care setting, and the main findings relating to trauma-informed care.
A thematic analysis was then undertaken to identify recurring patterns across the included studies. This involved repeatedly reading the articles, coding similar findings, and grouping these codes into broader themes. 
Thematic analysis was selected because it enables researchers to synthesise evidence from studies using different methodologies while identifying similarities and differences across the literature. The analysis focused on identifying common themes relating to the implementation of trauma-informed care, the reported benefits for service users and healthcare professionals, barriers to implementation, and recommendations for improving trauma-informed practice within UK health and social care settings. These themes form the basis of the Results and Discussion sections of this report.



4. Ethical Considerations
As this study involved the review of previously published literature, no human participants were recruited, and no primary data were collected. Consequently, formal ethical approval was not required. However, ethical principles remained important throughout the research process.
The review was conducted in accordance with the principles of honesty, transparency, and academic integrity. Every effort was made to accurately represent the findings of the included studies without misinterpretation or selective reporting. 
All sources of information were appropriately acknowledged using the University's Harvard referencing style to avoid plagiarism and ensure academic credibility. In addition, the limitations of the available evidence were recognised to reduce the risk of bias within the review. Maintaining a transparent search strategy and clearly defined inclusion and exclusion criteria also enhanced the reliability and trustworthiness of the research findings (University of Essex, 2023).
Results
.1 Number of Studies Selected
The database search initially identified a range of studies related to trauma-informed care within health and social care settings. After removing duplicates and applying the inclusion and exclusion criteria, a total of X peer-reviewed studies was included in the final scoping review.
These studies focused on trauma-informed care implementation and impact within UK health and social care contexts, meeting the eligibility criteria of being peer-reviewed, English language, and published from 2010 onwards. Non-UK studies, policy documents, commentary articles, and non-peer-reviewed sources were excluded from the final synthesis.
	Author & Year
	Methods
	Sample Size
	Key Findings

	Pepa et al. (2025)
	Pre‑ and 6‑month post‑test design using matched surveys. Quantitative analysis with paired t‑tests and Cohen’s d. STISC tool used to measure trauma‑informed knowledge, attitudes, system‑wide practice, training/support, and safety/acceptance.
	152 matched participants (from 1017 trainees).
	Significant improvements across all four STISC subscales. Large effect size for individual knowledge/attitudes (d=1.4). Medium–large improvements in system‑wide attitudes, training/support, and safety/acceptance. Training increased understanding of trauma, ACEs, brain physiology, and organisational awareness. System‑wide change still limited without leadership and structural support.

	Emsley et al. (2022)
	Qualitative multi‑method: (1) Policy document analysis using READ approach; (2) Semi‑structured interviews analysed using Framework Method.
	24 policy documents + 11 interview participants.
	TI approaches appear in UK policies but lack national strategy, funding, or consistent definitions. Implementation is fragmented, strongest in Scotland/Wales, weaker in England. Professionals emphasised need for leadership, coordination, organisational culture change, and government support. TI care is interpreted differently across organisations.

	Currie & Lynch (2026)
	Mixed‑methods case study: (1) Pre/post training surveys; (2) Semi‑structured interviews; (3) Environmental audits of physical spaces. Triangulated analysis guided by SAMHSA’s 10 domains.
	355 staff surveyed, 13 VCSE staff, 28 interviewees, 6 environmental audits.
	Training increased awareness but did not lead to sustained implementation. Strong need for distributed leadership, staff engagement, co‑production with experts‑by‑experience, and supportive physical environments. Poor estates and lack of senior leadership involvement hindered TIC implementation. TIC requires cultural transformation, not just training.




2. Thematic Analysis 
Thematic analysis was used to synthesise findings from the included studies. This involved identifying recurring patterns across the literature related to the implementation and impact of trauma-informed care in UK health and social care settings.
Theme 1: Training Improves Trauma‑Informed Knowledge but Does Not Deliver System‑Wide Change
Across all three studies, trauma‑informed training consistently improved practitioner knowledge, confidence, and awareness, yet the impact remained largely at the individual level rather than translating into sustained organisational change. Pepa et al. (2025) demonstrated significant increases in trauma‑informed knowledge and attitudes six months after training, with large effect sizes indicating strong learning retention. However, they also found weaker improvements in system‑wide attitudes and organisational processes, highlighting that training alone cannot shift wider structures or cultures. This pattern is echoed in Emsley et al. (2022), who reported that although TI approaches appear in UK policy documents, implementation remains fragmented, inconsistent, and unsupported by national strategy or funding. Similarly, Currie and Lynch (2026) found that staff valued TIC training and felt more informed, but organisational practice largely remained unchanged, with many professionals continuing “as usual” despite training. Collectively, these studies show that while training is an essential foundation for trauma‑informed practice, it is insufficient on its own to embed trauma‑informed systems. Without structural alignment, policy support, and organisational commitment, training produces knowledgeable practitioners working within unchanged environments.

Theme 2: Leadership, Organisational Culture, and System Conditions Are Essential for Embedding Trauma‑Informed Practice
The second theme highlights that trauma‑informed practice can only be embedded when leadership, organisational culture, and system conditions actively support and reinforce change. Pepa et al. (2025) noted that although practitioners improved their understanding of trauma, ACEs, and trauma‑responsive principles, system‑wide progress was limited by organisational barriers such as staffing pressures, burnout, and lack of leadership engagement. Emsley et al. (2022) similarly identified leadership, organisational culture, resource allocation, and government support as critical determinants of successful TI implementation, emphasising that the absence of a coordinated national strategy in England has resulted in piecemeal and inconsistent adoption. Currie and Lynch (2026) further reinforced this by showing that senior leaders rarely attended TIC training, weakening organisational commitment and signalling limited prioritisation. Staff reported feeling that TIC was “done to them” rather than co‑produced, and environmental audits revealed that physical spaces often failed to support trauma‑informed principles such as safety, dignity, and predictability. Together, these findings demonstrate that trauma‑informed care requires cultural transformation rather than technical compliance. Leadership involvement, staff engagement, co‑production, and supportive environments are essential for moving beyond individual learning toward meaningful, system‑wide trauma‑informed practice.
Discussion
1 Summary of Main Findings
Across the three studies, a consistent pattern emerges showing that trauma‑informed training is effective at improving practitioner knowledge, confidence, and awareness, but far less effective at producing sustained organisational or system‑wide change. Pepa et al. (2025) demonstrated strong individual‑level gains following a multi‑agency TIP training programme, with significant improvements in trauma‑informed knowledge, attitudes, and understanding of trauma, ACEs, and brain physiology. However, system‑wide progress was more modest, indicating that training alone cannot shift organisational structures or cultures. This finding aligns with Emsley et al. (2022), who reported that although TI approaches are increasingly referenced in UK health policies, implementation remains fragmented, inconsistent, and unsupported by national strategy or funding. Their analysis showed that TI care is interpreted differently across organisations, and that leadership, coordination, and resource allocation are essential for meaningful adoption. Currie and Lynch (2026) further reinforced these conclusions, showing that while TIC training increased awareness among staff, organisational practice largely remained unchanged. They found that senior leaders rarely engaged with TIC initiatives, staff felt excluded from decision‑making, and physical environments often failed to support trauma‑informed principles such as safety and predictability.

Collectively, the main findings indicate that trauma‑informed training is necessary but insufficient for embedding trauma‑informed practice. Sustainable implementation requires leadership commitment, organisational culture change, staff engagement, co‑production, and supportive system conditions. Without these structural elements, trauma‑informed practice remains limited to individual learning rather than becoming embedded within wider organisational or regional systems.
2 Discussion of Findings in Relation to the Review Question
The review question asked:
What is known from existing research about the implementation and impact of trauma-informed care in UK health and social care settings?
The evidence included in this scoping review suggests that trauma-informed care is, increasingly recognised within UK services as a valuable framework for improving engagement and outcomes for individuals with trauma histories. This is consistent with Sweeney et al. (2018), who argue that trauma-informed approaches in mental health services improve therapeutic relationships by shifting the focus from “What is wrong with you?” to “What has happened to you?”
The findings also align with NHS England (2022), which emphasises that trauma-informed practice improves patient experience, reduces re-traumatisation, and supports recovery-oriented care. Similarly, studies included in this review suggest that service users are more likely to engage with services when they feel understood, respected, and emotionally safe.
However, despite these benefits, the evidence consistently shows that implementation is challenging. This supports previous research which identifies workforce pressures, lack of training, and limited organisational resources as major barriers to embedding trauma-informed care in practice (Wilson et al., 2023). These findings suggest that while awareness of trauma-informed care is increasing, translation into consistent practice across UK health and social care services remains limited.
3 Importance of Findings for Health and Social Care Practice
The findings of this scoping review are highly relevant for health and social care practice in the UK. Firstly, they highlight the importance of adopting a person-centred approach that recognises the impact of trauma on individuals’ behaviour, communication, and engagement with services.
Secondly, the evidence suggests that trauma-informed care can improve service user outcomes, particularly in mental health, emergency care, and social care settings. Improved trust and engagement can lead to earlier intervention, better continuity of care, and reduced service avoidance, which is particularly important for vulnerable populations.

Thirdly, the findings highlight the need for organisational commitment to trauma-informed principles. Without leadership support, staff training, and adequate resources, trauma-informed care risks being, implemented inconsistently or symbolically rather than as a sustained practice change.
Overall, the review suggests that trauma-informed care has the potential to improve both service user experience and organisational culture if implemented effectively at a whole-system level.
4.Limitations of the Scoping Review
This scoping review has several limitations that should be acknowledged.  Firstly, the review included only a small number of studies (three to five), which may limit the generalisability of the findings. A larger evidence base may have provided a more comprehensive understanding of trauma-informed care implementation across different UK settings.
Secondly, the review focused only on UK-based studies, which may have excluded relevant international research that could provide additional insight into best practice models and implementation strategies.
Thirdly, the search strategy was limited to selected databases, meaning that some relevant studies may not have been identified. Although databases such as CINAHL, PubMed, and PsycINFO were used, grey literature and unpublished studies were excluded, which may introduce publication bias.
Finally, as with all scoping reviews, the findings are descriptive rather than evaluative. This means that while the review maps existing evidence, it does not assess the quality of individual studies or measure the effectiveness of interventions.

6. Conclusion and Recommendations
1 Conclusion
This scoping review set out to explore what is known from existing research about the implementation and impact of trauma-informed care (TIC) within UK health and social care settings. Overall, the evidence suggests that trauma-informed care is an increasingly important framework for improving service delivery and supporting individuals who have experienced trauma.
The main findings of the review indicate that trauma-informed care can improve service user engagement, trust, and perceived safety when interacting with health and social care services. The literature also suggests that TIC contributes to more compassionate, person-centred care by encouraging professionals to understand behaviour in the context of past trauma rather than viewing it in isolation.
However, despite these positive outcomes, the review also highlights significant challenges in implementation. These include limited staff training, workforce pressures, lack of organisational resources, and inconsistent application of trauma-informed principles across services. 
The findings suggest that while awareness of trauma-informed care is growing across the UK, its integration into everyday practice remains uneven. Overall, this review concludes that trauma-informed care has the potential to significantly improve outcomes for service users and enhance the quality of care across UK health and social care services. However, this potential can only be fully realised if systemic and organisational barriers are addressed.

.


2 Recommendations for Health and Social Care Practice
Based on the findings of this scoping review, several recommendations can be made for health and social care practice in the UK.
Firstly, all health and social care organisations should prioritise the development and delivery of mandatory trauma-informed care training for staff at all levels. This would ensure that practitioners have a consistent understanding of trauma, its impact, and how to apply trauma-informed principles in everyday practice.
Secondly, organisations should adopt a whole-system approach to trauma-informed care. This includes embedding trauma-informed principles into organisational policies, supervision structures, leadership practices, and service design, rather than relying solely on individual practitioner knowledge.
Thirdly, greater emphasis should be placed on staff wellbeing and supervision. Working with trauma-exposed populations can be emotionally demanding, and staff require appropriate support to prevent burnout and maintain high-quality care.

3 Recommendations for Policy
At a policy level, there is a need for clearer national guidance on the implementation of trauma-informed care across UK health and social care systems. While organisations such as NHS England and the Care Quality Commission promote trauma-informed principles, there is currently no consistent national framework for implementation.
Developing standardised national guidance could support more consistent adoption across services and ensure that trauma-informed care is embedded within commissioning, regulation, and inspection processes. This would also support accountability and encourage organisations to prioritise trauma-informed approaches in service development. 
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