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Abstract: 

Background:  Engaging in trauma-informed approaches in non-forensic mental health 

settings improves therapeutic relationships, promotes healing, promotes post-traumatic 

growth, improves staff wellbeing, and fosters hope and empowerment; yet little is known of 

its influences in forensic settings. This literature review explores trauma-informed education 

and its training implications for nurses working in forensic mental health.  

Method:  Using a range of electronic databases a systematic search of literature was carried 

out focusing on trauma-informed practice in adult forensic mental health settings. Prior to 

searching pre-defined inclusion and exclusion criteria was agreed.  

Findings:  After duplication removal, abstract review and full screening, nine articles met 

review criteria for inclusion.  A thematic analysis of the literature identified two key themes: 

‘Education for trauma-informed practice’ and ‘Applying theory into practice’. Each had 

several subordinate themes.  

Implications for forensic practice:  Organizations and its staff must recognize that 

operational change and ongoing training will be required.  By adopting a trauma-informed 

approach, forensic mental health nurses can better understand their patients’ traumatic 

experiences, improve their therapeutic relationships, and engage patients in collaborative 

care. Training in trauma-informed care should start with nurses who will change their 

personal practice and can support and train their colleagues.  
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Trauma-informed care is a patient-centred, strengths and values-based approach, with a focus 

on therapeutic relationships (Beckett et al., 2017; Wilson, Hutchinson & Hurley, 2017). The 

Substance Abuse and Mental Health Services Administration (SAMHSA; 2014) defines 

trauma-informed care as  

A programme, organisation, or system that is trauma-informed, realises the 

widespread impact of trauma and understands potential paths for recovery; recognises 

the signs and symptoms of trauma in clients, families, staff, and others involved with 

the system; and responds by fully integrating knowledge about trauma into policies, 

procedures, and practices, and seeks to actively resist in re-traumatization. (p.11).  

Experiencing psychological trauma during childhood has an impact on personality 

development and has consequences across the lifespan (Wolff & Shi, 2012), impacting on; 

the ability to establish relationships, regulate emotions and engaging in health-harming 

behaviours (NES, 2017). Psychological Trauma is a “stressful event or situation (either short 

or long lasting) of exceptionally threatening or catastrophic nature that is likely to cause 

pervasive distress in almost everyone” (ICD-10, 1994). This includes childhood physical, 

emotional or sexual abuse, neglect, or witnessing domestic abuse. The incidence of 

psychological trauma within mental health service users and offenders, especially women, 

has been well researched (Gunter et al., 2012; Podubinski et al., 2015); as has psychological 

trauma in residential or mental health inpatient settings for young people and children 

(Bryson et al., 2017), including studies focusing on reducing seclusion and restraint (Azeem 

et al., 2011). Moreover, experiencing childhood trauma can impact patients’ ability to later 

form therapeutic relationships with staff delivering mental health care and support; as the past 

trauma-exposed person may view clinical staff as current representations of previous 

untrustworthy, authoritative figures (Courtois, 1999).  
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Many mentally disordered offenders experience post-trauma symptoms; some related to 

committing serious violent or sexual offences (Papanastassiou, Waldron, Boyle, & 

Chesterman, 2004), others following exposure to adverse childhood experiences (ACEs) 

(Felliti et al, 1998; Stinson, Quinn, & Levenson, 2016) that can increase the prevalence of 

lifelong physical and mental health problems (Bryson et al., 2017). Forensic mental health 

nurses may be aware of their patient’s past trauma but formal trauma diagnoses are often 

under-reported within forensic settings (Alexander, Welsh & Glassmire, 2016).   

Working with mentally disordered offenders can be challenging and can lead to high levels of 

stress and burnout due to the complexities of the patient group (McCarron, Eade, & Delmage, 

2017). Forensic nurses need to have an awareness of legal requirements associated with a 

person’s care; security and the potential risk to others; understanding of criminal behaviour 

and criminogenic need; as well as the complex nature of mental disorder (Bowring-Lossock, 

2006). Multiple presenting problems can lead to poor compliance with treatment, lack of 

insight, substance misuse problems and aggression (Askola, Nikkonen, Putkonen Lylma & 

Louheranta., 2016) which can cause forensic nurses difficulty balancing the establishment 

and maintenance of a therapeutic relationship while maintaining security (Quinn & Happell, 

2015). However, forensic nurses adopting strengths-based and recovery focused approaches 

can increase a patient’s sense of hope, empowerment, and voice (Livingston, Nidjam-Jones, 

& Brink, 2013). 

Considering that mentally disordered offenders are more likely than the general population to 

have been exposed to trauma, forensic services should be adopting a trauma-informed 

approach whether there has been a trauma disclosure or not (Elliot, Bjelajac, Fallot, Markoff, 

& Reed, 2005). Forensic services providing trauma-informed care could minimize trauma 

triggers, stabilize patients, avoid restraint and seclusion, de-escalate aggressive situations or 

other incidents that could potentially repeat aspects of past trauma, and can reduce recidivism 



4 
 

in offenders by increasing offender’s responsivity, allowing them to engage in evidence-

based treatments (Miller & Najavits, 2012). By adopting a trauma lens staff can understand, 

and be sensitive to, their patient’s current behaviours or difficulties in the context of their past 

trauma (Knight, 2014). Trauma-informed care provides a framework for services to promote 

recovery and reduce post-traumatic stress symptoms (Messina & Calhoun, 2014). 

In this paper we explore trauma-informed education provision and the training implications 

for forensic mental health nurses, how this impacts on patient care, and considerations for 

future training. 

 

Method 

Prior to searching the literature, article inclusion and exclusion criteria were predefined. 

Studies had to be set in at least one of the following settings:  1) mental health in-patient, 

community mental health, or prison setting; and 2) mention staff experience of trauma-

informed care, training or education; and, be published in English language peer-reviewed 

journals. Studies discussing trauma-informed care in the absence of staff training and 

education were excluded from the review. 

Electronic databases: CINAHL Plus with full text, MEDLINE with full text, PsychINFO 

and Psychology, and Behavioural Sciences Collection were searched using the broad 

boolean/phrase  TI Trauma n1 inform*.  There was no timeline limit on the search and the 

search was conducted on 12th November 2017. This identified 420 peer reviewed articles. 

Abstract review reduced this to 20 articles. Full reading of these articles resulted in 9 studies 

meeting inclusion criteria (see Figure 1: PRISMA diagram) (Moher, Liberati, Tetzlaff, & 

Altmanm, 2009). A Critical Appraisal Skills Programme (CASP) tool for studies which were 

qualitative and quantitative was used to facilitate further analysis and critique, enabling 
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themes to emerge from the data (Cronin, Ryan, & Caughlan, 2008).  A data extraction table 

provided a framework to support the interpretation of data, this table supported the 

emergence of themes, and enabled main themes to be further critiqued (Wakefield, 2014). 

See Systematic Digital Content for the Table 1. 

 

Findings and Discussion 

Four American, four Australian and one Canadian study were included for review (see Table 

1, Systematic Digital Content). Studies were mostly exploratory or explanatory in design. 

One study was quantitative; the other studies were mixed methods or qualitative. All 

appeared in peer-reviewed journals and all studies had limitations. For example, small sample 

sizes, some only used post training questionnaires, providing no or little participant 

information. Thematic analysis of the literature identified two key themes: ‘Education for 

trauma-informed practice’ and ‘Applying theory into practice’.  Each key theme had several 

subordinate themes.   

Education for Trauma-Informed Practice   

Method of Education 

When educating staff on trauma-informed care several approaches were identified. Three 

studies (Damian, Gallo, Leaf, & Mendelson, 2017; Layne et al., 2011; Baker et al., 2017) 

discussed training using recognised/approved trauma training providers. Four of these, 

Damian et al. (2017), Layne et al. (2011), along with Hall et al. (2016) and McEvedy, 

Maguire, Furness, and McKenna (2017) adopted SAMHSA’s (2014) approach. SAMHSA’s 

(2014) approach has a range of aims including the reduction of restraint and coercive 

practices. Although it should be noted that McEvedy et al. (2017) provided the ‘training for 

trainers’ for Hall et al.’s (2016) follow-up study.  
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The training methods noted by Layne et al., (2011), Hall et al., (2016) and McEvedy et al. 

(2017) were all based on adult learning principles and problem-based learning, incorporating 

a range of delivery methods to address the different learning styles of participants. In 

McEvedy’s study, however, some participants reported that the information contained within 

the learning material was at too high a level for front line staff and was not experiential 

enough. Crable, Underwood, Parks-Savage & Maclin, (2013), Isobel and Delgado (2018) and 

Goldstein, Murray-Garcia, Sciolla & Topitzes (2018) used a combination of didactic and 

experiential learning approaches involving lectures, discussions and role play, with Isobel 

and Delgado (2018) also adding reflective peer feedback to assess the learner’s knowledge in 

practice. The use of peer workers or lived experience consultants during training delivery had 

a positive impact on participants (Hall et al., 2016; Isobel & Delgado, 2018). Only Baker et 

al. (2017) incorporated discussions on vicarious trauma within their training which, due to the 

change in focus and language used, was met with a mixed response by participants. Williams 

and Smith (2017) and Damian et al. (2017) did not provide any detail regarding how training 

was delivered, although the latter noted that ongoing support using feedback was 

implemented.  

The length of training provided ranged from a half day for managers to a nine-month multi-

agency programme, delivered once per month (Damian et al., 2017, Williams & Smith, 

2017). For some staff, training lasting two-days was felt to be too long. This may have been a 

quality control issue as they also commented that too much emphasis was placed on 

consistency of module delivery and training integrity rather than what participants believed 

would help them make changes to their practice and environment (McEvedy et al., 2017). 

Others felt training delivered over three-days was too intensive and exhausting (Baker et al., 

2017). Most of the studies outcomes, however, were favourable and similar irrespective of 
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the difference in length of training. Though less favourable outcomes were found when 

training was limited to a four-hour duration (Crable et al., 2013).  

In summary, the studies report a combination of approaches, including using evidence-based 

frameworks and trauma experts, to support development and delivery; and that trauma-

informed care principles formed the foundation of much of the training. 

Effectiveness of Education 

Most studies used pre and post evaluation methods (Baker et al., 2017; Crable et al., 2013; 

Damian et al., 2017; Hall et al., 2016, Layne et al., 2011,). Hall et al. (2016) found, at the 

time of evaluation, that nurses had a clearer understanding of the impact restrictive 

interventions had on patients who had experienced trauma, and there was evidence of 

attitudinal and value changes towards patients who presented with ‘challenging behaviours’ 

with nurses reporting greater empathy and understanding of why such presentations 

manifested. Crable et al. (2013), who used pre and post-test knowledge questionnaires and a 

pre and post-test survey of satisfaction, however observed poor knowledge increase and 

retention following training and at follow-up. Participant satisfaction also reduced post 

training – the opposite was expected – with the study authors proposing this was due to some 

staff being relocated to other clinical areas or having too little time following training to 

implement any changes. 

Baker et al. (2017), using the Professional Quality of life Questionnaire (ProQol) (Stamm, 

2010) and trauma-informed care beliefs measures (Brown, Baker, Wilcox, & Steven, 2012), 

found significant, and ongoing, improvement in participants beliefs towards trauma-informed 

care. However, like Crable et al.’s (2013) study, some of Baker et al.’s (2017) results appear 

unexpected: there was no change post training in compassion satisfaction scores, and 

worsening scores for burnout and vicarious trauma were noted.  This differed from Damian et 
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al.’s (2017) study, where an increase in staff compassion satisfaction and an increase in 

compassion fatigue were observed. While both ProQoL survey using studies (Baker et al., 

2017; Damian et al., 2017) observed an increase in either compassion fatigue or burnout and 

vicarious trauma, caution may be warranted when using ProQoL. There is some uncertainty 

as to its accuracy in measuring burnout and secondary traumatic stress (Heritage, Rees, & 

Hegney, 2018).  Moreover, Baker et al. and Damian et al. also noted that participants reported 

being more aware of signs and symptoms of secondary trauma and their own trauma 

histories, indicating an improved awareness of their own mental health. 

Baker et al., (2017) identified that some participants trained later in the study had less 

favourable scores for attitudes to trauma-informed care. Yet these findings were incongruent 

to what participants reported to the researchers during direct observation; with participants 

noting, despite a worsening of questionnaire scores, that they felt better equipped by having 

an improved understanding of vicarious trauma. Participant self-efficacy was also examined 

by Layne et al. (2011). At post-test, perceived self-efficacy was found to have significantly 

increased and participants also believed they had greater understanding of trauma related 

concepts which they could use in clinical practice.  

Isobel and Delgado (2018), McEvedy et al. (2017), Williams and Smith (2017) and Goldstein 

et al. (2018) used post-training evaluation methods and found that staff self-reported an 

increase in knowledge and an awareness of, and an impact on, implementing trauma-

informed practice into their workplaces. However, Isobel and Delgado (2018) observed there 

was some resistance to using role play and noted that some participants found it difficult to 

engage in therapeutic communication, frequently adopting a problem solving ‘solutions’ 

focus and offering medication. Notwithstanding Isobel and Delgado’s observations, and 

acknowledging that role playing may have felt uncomfortable for some of the nurses 

participating in the studies, this type of learning activity was reported to benefit participants 
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with some identifying that it enabled opportunities to reflect after practice and to give and 

receive constructive feedback. The opportunity however for staff to engage in this type of 

reflective practice in clinical settings may be uncommon due to a lack of time and resources. 

Overall, studies reported an increase in participant knowledge on psychological trauma and 

the principles of trauma focused interventions: confidence and the ability to speak to patients 

about traumatic experiences, respond to family violence, understand risk factors, and describe 

how their current practice is trauma-informed.  

Applying Theory into Practice 

The influence of colleagues and peers 

Despite providing trauma-informed education and training to participants, four studies noted 

limited success implementing trauma-informed care within their clinical or healthcare 

environments (Crable et al., 2013, Hall et al., 2016, McEvedy et al., 2017, Baker et al., 2017). 

Participants who had completed ‘train the trainer’ education to enable them to train other 

healthcare colleagues in delivering trauma-informed care commented on difficulties in 

actualizing this in practice. For example, McEvedy et al. (2017) noted that participants post-

training, despite being nominated for training by their managers, were now employed in roles 

or had workloads that made it difficult to free time to deliver further training to peers and 

colleagues. Participants also felt unsupported by management to address this.  

Even when further training had been delivered, embedding trauma-informed practice into a 

workplace was problematic. Williams and Smith (2017), for example, found just over a third 

of participants (37%) reported they had implemented trauma-informed care into the 

workplace; though, this was mostly in patient assessment and care planning.  Some 

participants reported that they had inadequate time to implement trauma-informed care due to 

the conflicting demands of the workplace, others were resistant to its implementation, 
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reverting to previous working practices when their working environments became 

challenging (Hall et al., 2016; Goldstein et al., 2018; Williams & Smith, 2017).  This was 

especially evident the longer a member of staff had worked in that environment (Baker et al. 

2017) and could impact negatively on working relationships  with some staff reporting that 

they felt as though they were being criticized by their peers (McEvedy et al., 2017). Further, 

despite reported improvements in staff attitudes and confidence, patient-centeredness, and 

knowledge and understanding on how to ask patients about trauma, some participants 

reported they did not know how to respond to a disclosure of trauma within their workplace 

(Goldstein et al., 2018; McEvedy et al., 2017). Moreover, participants without mental health 

training reported that the lack of support they received from mental health services 

minimized the likelihood of them having trauma focused discussions with patients (Hall et 

al., 2016).  

Governance, policy and operational procedures  

When nurses are not provided with tools, education or resources to implement evidence-

based practice within their workplace (Jones, 2013) they struggle to translate trauma-

informed care into day to day practice (Muskett, 2014). In Damian et al.’s (2018) study, four 

out of sixteen services changed their workplace policies and procedures, contributing to less 

punitive care, enabled positive interactions between staff and clients, and appeared to better 

meet client needs. Williams and Smith’s (2017) study however had limited impact on policy 

and procedure leaving staff to feel as though they were unable to bring about change within 

their workplace due to insufficient resources and organizational bureaucracy. Similarly, Hall 

et al. (2016), Baker et al (2017), and McEvedy et al. (2017), found that at an organizational 

level, progress to implement change was slow and costs for future staff training had not been 

taken into consideration, despite staff highlighting the need for booster training sessions and 

ongoing education to embed and maintain their trauma-informed practice.  Yet, as noted by 
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both Damien et al. (2017) and Baker et al. (2017), where policies and procedures were 

changed as a direct result of training, environmental change also occurred, with these spaces 

now perceived as calming and safe and fostering positive interactions between staff and 

patients. 

Vicarious trauma, supervision and leadership 

Vicarious trauma has been defined as negative changes in a caregiver that results from 

empathically engaging with and feeling or being responsible for survivors of trauma 

(Saakvitne & Gambe, 2002). The exposure from working with trauma survivors can lead the 

person providing care to experience acute stress, impacting on the psychological wellbeing of 

the caregiver (Jordan, 2010), and this can lead to the caregiver being unable to provide the 

care required (Ledoux, 2015).  

Several studies highlighted that support to minimize and/or manage the occurrence of 

vicarious trauma within the workplace could be improved. Participants reported an increase 

in vicarious trauma and changes in compassion satisfaction following training yet there was 

often a lack of discussion within workplace settings regarding these changes (Baker et al., 

2017, Damian et al., 2017, Crable et al., 2013). In Baker et al.’s (2017) study, staff resources 

appeared to be an issue; with few resources allocated to allow staff to be released from duty 

to speak to supervisors, as this would require additional staff to cover for them. Nevertheless, 

Baker et al. (2017) and Damian et al. (2017) found that study participants also reported that 

training enabled them to better identify vicarious trauma and find ways to reduce their own 

stress with the workplace.   

Trauma-informed care is likely to be more successful when leaders and managers are highly 

visible, committed to trauma-informed care being integrated into practice, and have the 

authority to make organizational change (Muskett, 2014). Three of the studies reported that 
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despite improvement in staff to staff support there was a lack of resources to implement 

formal supervision (Baker et al., 2017, Damian et al., 2017, Williams & Smith, 2017) with 

Williams and Smith reporting that participants believed there was a lack of leadership and 

management input into the promotion of trauma-informed care principles. However, 

Williams and Smith also commented that some line-managers in their study recognised that 

they required further training to better supervise staff, while Baker and colleagues proposed 

that for some participants receiving of trauma-informed training improved their perceptions 

of their managers.   

To summarise embedding trauma-informed care into practice requires the involvement, 

commitment and support from managers and service leaders to ensure policy and procedures 

are implemented and to provide governance oversight. This fosters a safe working 

environment for patients and staff, resulting in staff being more able to recognise and 

acknowledge their own personal trauma and traumatic stress and find ways of managing this.  

Implications for Forensic Nursing and Forensic Services 

Many forensic patients have a history of trauma exposure. This may include adverse 

childhood experiences but can also include psychological trauma related to their index 

offences.  Using trauma-informed principles, and adopting universal precautions, nurses 

working in forensic mental health can enhance their therapeutic relationships with patients 

and can better understand the impact their patients’ traumatic experiences have on their 

presenting behaviours. Adopting trauma-informed practices also influences patient 

collaboration in the completion of risk assessments and other considerations regarding the 

safety of the patient and others they have contact with (Livingston et al., 2012). While no 

studies implementing trauma-informed care in forensic mental settings were identified in this 
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review, the studies discussed herein should be considered, and where applicable, adapted for 

use in such settings (Proctor et al., 2017), and considered as a foundation for future research.   

With few evidence-based health care protocols in place, Machtinger et al. (2019) highlights 

the importance of having key preparatory steps in-situ when laying the foundation of trauma 

inquiry. Delivering trauma-informed forensic nursing care requires staff training to 

understand the physical and mental impact of trauma on people’s behaviours and 

interpersonal relationships (Cook & Newman 2014; Fallot & Harris, 2001), and how nurses 

can inadvertently re-traumatize patients through use of seclusion and restraint; violating 

personal space such as going into patients room without knocking and/or permission; and 

night bed checks (Butler, Critelli & Rinfrette, 2011). Yet, clinical staff lack confidence in 

how to respond to a disclosure of trauma (Wheeler, 2018) because most nurses have limited 

knowledge of trauma and its effects: trauma training and assessment is not normally part of 

core nurse education and training (Courtois & Gold, 2009), although this is changing (Young, 

Taylor, Paterson, Smith, & McCormick, 2019) and national training programmes are starting 

to be implemented (NES, 2017). 

Apart from the study by Crable et al. (2013), almost all the studies in this review reported an 

increase in staff knowledge of psychological trauma and trauma-informed care. However, 

most also reported a lack of post-training impact within the workplace and limited or no 

impact on organizational practices and processes, even when managers were included in the 

trauma-informed care training. Where positive workplace impact was observed (Baker et al. 

2017; Damien et al. 2017) these studies, in addition to delivering training using a recognized 

training framework, offered and provided ongoing support to staff and follow-up training.  

Conclusions 
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Where a forensic service or organization is seeking training for trauma-informed practice 

there must be an organizational commitment to fully adopting and embedding the trauma-

informed approach. This includes the provision of trauma-informed support, clinical 

supervision and regular meetings, all of which contribute to trauma-informed care of  patients 

and clients, as well as  staff wellbeing (Hall et al., 2016; Kirst, Aery, Matheson, & 

Stegiopoulos, 2016). Additionally, the delivery of trauma-informed care training should be 

prioritized starting with those nurses who, as well as directly benefiting from the training 

through changes to their personal practice, have the capacity and ability to support and where 

applicable, train their colleagues and peers. Lastly, there must also be a recognition that 

ongoing training will be required. 
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