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Experiences of trauma that 
are physically or emotion-
ally harmful or life-threat-

ening can have long-term effects 
on physical, emotional, and social 
well-being.1 Traumatic experienc-
es, including interpersonal violence, 
community violence, combat expo-
sure, tragic deaths, and adverse 

childhood experiences, can impact 
mental and physical health across 
the lifespan and interfere with self-
care and access to or use of health 
care services.1-3 In addition, unad-
dressed trauma can lead to a cas-
cade of negative coping strategies 
and distress, potentially resulting in 
a cross-generational cycle of trauma 

vulnerability. In health care settings, 
the adverse consequences of trau-
matic experiences can be mitigated 
through recognition and responding 
sensitively to the particular needs 
of patients who have experienced 
trauma.4-6 

Trauma-informed care (TIC) is an 
approach that takes patients’ expe-
riences of trauma into account in 
clinical care delivery, along with an 
understanding of scope and impacts 
of trauma exposures among the pa-
tient population. It requires skills 
in assessing for and responding to 
patients’ disclosures of trauma ex-
posures and related symptoms, and 
utilizing practices designed to ad-
dress—and not exacerbate—trau-
ma symptoms. The Substance Abuse 
and Mental Health Services Admin-
istration (SAMHSA) characterizes 
four key elements of TIC approach-
es: “realizing the widespread impact 
of trauma and understands poten-
tial paths for recovery; recognizing 
the signs and symptoms of trauma 
in clients, families, staff, and others 
involved with the system; responding 
by fully integrating knowledge about 
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trauma into policies, procedures, and 
practices; and seeking to actively 
resists retraumatization.”1 Knowl-
edge of a patient’s trauma experienc-
es can improve provider sensitivity 
to the patient, avoid retraumatiz-
ing, and inform understanding of 
symptom development and man-
agement.5-6 An example is found in 
the recent outbreak of Ebola virus 
disease, where subsequent screen-
ing conducted without adequate sen-
sitivity to patients’ trauma-related 
experiences could unintentionally 
exacerbate posttraumatic respons-
es and inhibit sufficient disclosure 
and help-seeking.7 National profes-
sional organizations and recommen-
dations from experts have called for 
primary care providers to be more 
trauma-informed and address pa-
tient experiences of trauma across 
the lifespan.6-9 

Widespread recognition of individ-
ual- and community-level trauma ex-
periences as a social determinant of 
health that affects health behaviors, 
including access to care and health 
outcomes, is relatively new. Recom-
mendations for assessment of patient 
trauma experiences have expanded 
over the last decade with limited 
implementation to date.8-9 New ini-
tiatives typically pose challenges to 
existing programs, and already-sat-
urated training needs may be barri-
ers to implementing TIC approaches 
in clinical care and residency train-
ing programs.10-11 Further, medical 
education teaching models have not 
fully adapted to the current complex-
ity of our health care environment.12 
The purpose of this study was to as-
sess the current state of TIC-related 
training in family medicine residen-
cy programs in order to identify gaps 
in training, areas for further develop-
ment, and barriers to further imple-
mentation of TIC-related training.

Methods
To assess the current state of TIC-re-
lated training in US family medicine 
residency programs, we developed 
measurement items that were in-
cluded in the 2017 survey of fam-
ily medicine residency program 

directors conducted by the Council 
of Academic Family Medicine Edu-
cational Research Alliance (CERA).13 
The TIC-specific items were based on 
approaches as defined by SAMHSA. 
The CERA Steering Committee pi-
loted the survey items in a sample of 
family medicine educators who were 
not included in the final survey sam-
ple. Data were collected from Sep-
tember 2017 to October, 2017. The 
Institutional Review Board of the 
American Academy of Family Phy-
sicians approved the project, and the 
Institutional Review Board of the 
University of Pennsylvania grant-
ed exemption to the analysis of sur-
vey data. 

The sampling frame for the sur-
vey was directors of all US family 
medicine residency programs that 
are accredited by the Accreditation 
Council for Graduate Medical Ed-
ucation (ACGME). Programs were 
identified by the Association of Fam-
ily Medicine Residency Directors 
(AFMRD). Invitations to participate 
in the survey along with a link to the 
online survey platform were sent to 
program directors by email, with up 
to five follow-up emails to encourage 
participation. 

Programs were asked to report 
whether their curriculum included 
any TIC elements, perceived suffi-
ciency in meeting trauma-related 
patient needs, and barriers to inte-
grating or expanding TIC into their 
residency curriculum. Programs 
that reported any TIC curriculum 
were further asked to estimate the 
number of hours dedicated to TIC 
curriculum and to characterize the 
TIC-related topics and teaching mo-
dalities included in their curricula. 
The analyses included descriptions 
of: (1) the proportion of programs re-
porting any TIC elements in their 
curricula and number of hours 
among those with any TIC, (2) the 
proportion of programs indicating 
each level of TIC program sufficiency 
and implementation barriers (scale 
of 1-4), (3) comparison of mean suf-
ficiency and barriers scores between 
programs with and without any TIC 
curricula, and (4) the proportion of 

programs with any TIC elements 
that included each of the teaching 
topics and modalities. Analyses were 
performed using IBM SPSS Statis-
tics software, version 24. 

Results
Respondent Program  
Characteristics
The survey was sent to 503 out of 
526 US family medicine residency 
program directors; the remaining 23 
programs had previously opted out 
of CERA surveys or were unable to 
be reached via email. A total of 267 
program directors responded to the 
survey, but four respondents did not 
complete TIC-specific items on the 
survey, resulting in a response rate 
of 52.3% (263/503) for the TIC items.

Among the 263 programs, the 
majority (58.2%) were community-
based, university-affiliated programs, 
while 17.5% were university-based, 
and 17.1% community-based with-
out a university affiliation (Table 1). 
Ten programs were military-based 
and nine had other affiliations (in-
cluding combinations of university-, 
community-, and military-based and 
teaching health centers). Nearly half 
(47.5%) of the programs supported 
between 19 and 31 residents. Twen-
ty-seven percent of the programs re-
ported TIC training as part of their 
program’s curriculum in some way. 
Among programs with any TIC cur-
riculum, most (72.9%) had up to 5 
hours/year; nine (19.9%) programs 
had more than 10 hours of TIC train-
ing per year. The included programs 
were similar to the full sampling 
frame in both geographic region and 
residency size, although with slightly 
more representation from more west-
ern states and less from the eastern 
part of the country. We did not find 
any statistically significant differenc-
es in presence of TIC curriculum by 
program characteristics (analysis not 
shown in table).

Sufficiency of and Barriers to TIC 
Integration 
Perceived sufficiency in meeting 
trauma-related patient needs and 
barriers to integration of TIC-related 



FAMILY MEDICINE VOL. 50, NO. 8 • SEPTEMBER 2018 619

BRIEF 
REPORTS

Table 1: Program Characteristics (N=263)

Characteristic n %
% of Sampling 

Frame 
(N=503)*

Type of Residency Program

 University-based 46 17.5

 Community-based, university-affiliated 153 58.2

 Community-based, nonaffiliated 45 17.1

 Military 10 3.8

 Other 9 3.4

Geographic Region

 New England (NH, MA, ME, VT, RI, CT) 11 4.2 3.2

 Middle Atlantic (NY, PA, NJ) 32 12.2 14.5

 South Atlantic (PR, FL, GA, SC, NC, VA, DC, WV, DE, MD) 36 13.7 15.1

 East South Central (KY, TN, MS, AL) 10 3.8 5.2

 East North Central (WI, MI, OH, IN, IL) 46 17.5 20.4

 West South Central (OK, AR, LA, TX) 28 10.6 10.5

 West North Central (ND, MN, SD, IA, NE, KS, or MO) 27 10.3 8.0

 Mountain (MT, ID, WY, NV, UT, AZ, CO, NM) 22 8.4 7.4

 Pacific (WA, OR, CA, AK, HI) 51 19.4 15.9

Community Size

 Less than 30,000 21 8.0

 30,000 to 74,999 44 16.7

 75,000 to 149,000 46 17.5

 150,000 to 499,999 69 26.2

 500,000 to 1 million 38 14.4

 More than 1 million 43 16.3

 Missing 2

Number of Residents

 <19 97 36.9 37.3

 19-31 125 47.5 47.3

 >31 41 15.6 15.5

Is TIC a part of your curriculum?

 Yes 71 27.0

 No 192 73.0

Number of Hours Devoted to TIC Training (Among Those With Any TIC 
Curriculum)

 <1 hour 2 2.9

 1-5 hours 49 70.0

 5-10 hours 10  14.3

 >10 hours 9 12.9

 Missing 1

Abbreviation: TIC, trauma-informed care.

* Data provided from STFM for the full list of residency programs to which the survey was sent; only information on geographic region and number 
of residents is available for the full list.
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curriculum were assessed on a 
4-point scale from 1 (“not at all”) to 
4 (“a great deal”). Fifty-three per-
cent of all programs (84.3% of those 
with any TIC curriculum and 41.6% 
of those without TIC curriculum) rat-
ed their program as “somewhat” or 
“a great deal” sufficient in meeting 
the trauma-related needs of patients. 
One in 10 programs (2.9% of those 
with any TIC, and 12.6% of those 
with no TIC) reported that their 
program was “not at all” sufficient 
in meeting patient trauma-related 
needs (Table 2). Only 8.6% of pro-
grams with any TIC curriculum and 
3.2% of those with no TIC curricu-
lum reported “a great deal” sufficient 
in meeting patients’ trauma-related 
needs.

Among the barriers to integrat-
ing or expanding TIC training in the 
residency curriculum, “lack of a trau-
ma-informed care practice champi-
on” was rated as the most common 
(“a great deal”) barrier for the most 
programs (49.8%), with over 80% of 
programs reporting that this was at 
least “somewhat” of a barrier (Table 
2). The factor most commonly identi-
fied as at least “somewhat” of a bar-
rier to TIC integration was lack of 
time, with only 4.3% of programs in-
dicating that this was “not at all” a 
barrier. Lack of recognition of need 
for TIC-related curriculum was in-
dicated as a barrier “somewhat” or 
“a great deal” by 42% of programs 
with any TIC-related curriculum and 
81% of those with no TIC-related 

curriculum. Ninety percent of pro-
grams with no TIC-related curric-
ulum (and 49% of those with any 
TIC-related curriculum) indicated 
that lack of a local TIC champion 
was “a great deal” of a barrier to TIC 
curriculum implementation. 

Mean scores for perceived suffi-
ciency in meeting trauma-related 
patient needs were higher among 
programs with any TIC curriculum 
versus those with no TIC curricu-
lum (2.9 vs 2.32; Figure 1). Mean 
scores for extent of each of the cat-
egories of barriers were higher for 
those with no TIC curriculum than 
with any TIC curriculum, except for 
lack of time, for which there was no 
statistically significant difference 
between the two groups. Among the 

Table 2: Sufficiency of and Barriers to Meeting Trauma-Related Patient Needs by TIC Curriculum Status

Any TIC (n=71) No TIC (n=192) Total (n=263)

n % n % n %

Sufficiency

Not at all sufficient 2 2.9 24 12.6 26 10.0

Very little sufficiency 9 12.9 87 45.8 96 36.9

Somewhat sufficient 53 75.7 73 38.4 126 48.5

A great deal sufficient 6 8.6 6 3.2 12 4.6

Barrier: Lack of Recognition of Need

Not at all 18 26.1 9 4.8 27 10.5

Very little 22 31.9 27 14.3 49 19.0

Somewhat 25 36.2 86 45.5 111 43.0

A great deal 4 5.8 67 35.4 71 27.5

Barrier: Lack of Time

Not at all 5 7.2 6 3.2 11 4.3

Very little 8 11.6 20 10.7 28 10.9

Somewhat 39 56.5 96 51.3 135 52.7

A great deal 17 24.6 65 34.8 82 32.0

Barrier: Lack of Expertise

Not at all 16 23.5 6 3.2 22 8.6

Very little 19 27.9 13 6.9 32 12.5

Somewhat 27 39.7 72 38.1 99 38.5

A great deal 6 8.8 98 51.9 104 40.5

Barrier: Lack of Champion

Not at all 22 32.4 6 3.2 28 10.9

Very little 12 17.6 8 4.2 20 7.8

Somewhat 26 38.2 55 29.1 81 31.5

A great deal 8 11.8 120 63.5 128 49.8

Abbreviation: TIC, trauma-informed care.
Note: % are of nonmissing data.
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“any TIC” group, lack of time was the 
most highly-rated barrier and lack 
of recognition of need as the lowest-
rated barrier. Among the “no TIC” 
group, lack of a TIC champion was 
identified as the highest-rated bar-
rier, with lack of recognition of need 
as the lowest.

TIC Curriculum Topics and  
Activities Among Programs  
Reporting Any TIC Curriculum
Among the programs with any 
TIC curriculum (n=71), all but one 
(98.6%) reported at least one of the 
curricular activities, with didactics 
being the most frequently reported 
(97.2%) TIC-related activity (Figure 
2). The majority of the programs 
(69%) reported case-based or clini-
cal supervision activities, and fewer 
than one in ten (8.5%) programs re-
ported using standardized patients 
or objective structured clinical ex-
amination (OSCE) for TIC cur-
ricular activities. Nearly all of the 
described TIC content areas were 
covered among the activities by all 
programs, with the most (98.6%) 
covering recognizing, followed by re-
sponding (88.7%), addressing among 
clinicians/staff (88.7%), and resist-
ing (74.6%).

Discussion
This study evaluated the presence 
and sufficiency of, as well as barriers 
to inclusion of TIC training in family 
medicine residency programs. Most 
of the programs do not have TIC cur-
ricular elements for residents, and 
nearly all programs (>95%) report-
ed room for improvement in meeting 
patients’ TIC-related needs. Lack of 
a local champion and lack of time 
were barriers to TIC integration for 
more than 80% of programs; more 
than 70% also reported lack of rec-
ognition of need as implementation 
barriers. Not surprisingly, programs 
without any current TIC curriculum 
rated their program as less suffi-
cient in meeting patients’ trauma-
related needs and as facing higher 
levels of barriers to curricular imple-
mentation compared with programs 
with existing content. However, it is 

noteworthy that over 41% of those 
without any TIC curriculum indicat-
ed their program was at least some-
what sufficient in meeting patients’ 
trauma-related needs. Among pro-
grams with any TIC-related curricu-
lum, most utilized didactic methods 
most commonly focused on recogniz-
ing trauma-related symptoms. This 
reliance on didactic methods to rec-
ognize symptoms alone may be in-
sufficient for learners to acquire 
needed knowledge and skills.12 

Study findings related to the pen-
etration of TIC curriculum in family 
medicine residency programs should 
be considered in the context of a 50% 

response rate. We do not know the 
extent of TIC curriculum among non-
responders. The lack of association 
between program characteristics and 
TIC may be due to limited sample 
size or limited information about 
program characteristics, for exam-
ple, programs serving a population 
with high rates of trauma exposure 
(eg, refugees, sexual assault survi-
vors). Additionally, although surveys 
were completed by program directors 
who likely have strong knowledge of 
their curriculum, it is possible that 
another program representative may 
have had different responses to the 
survey items. Self-report data are 
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always subject to social desirability 
bias which may lead to an overes-
timation of the true penetration of 
TIC curricular components in our 
study. Survey respondents were not 
asked to include their individual or 
program identities, which may help 
mitigate social desirability bias.

Despite these methodological lim-
itations, study findings reveal im-
portant gaps training in patients’ 
trauma-related needs, and therefore 
a need for greater attention and re-
sponse to trauma experiences and 
related symptoms among both pa-
tients and clinical providers and 
staff. It is crucial to ensure trainees’ 
knowledge of the impacts of trauma 
on patients’ health and the poten-
tial health benefits of appropriate-
ly addressing trauma experience in 
the clinical setting. Further, TIC ap-
proaches can also help improve over-
all patient-centered care delivery.10 

Our findings also point to areas 
of knowledge gap. More research is 
needed on approaches for success-
ful integration of TIC training into 
existing behavioral health curricula. 
The study identified lack of a cham-
pion or time as primary barriers to 
implementation of TIC, and it is un-
known whether programs had fac-
ulty with the expertise or training 
to provide leadership needed for in-
tegration of TIC training into exist-
ing longitudinal curricula. Research 
is needed on existing best practic-
es for TIC training within training 
programs. The mastery learning 
model is grounded in opportuni-
ties for knowledge and skill acqui-
sition through purposeful practice, 

measurement of formative achieve-
ments, feedback and coaching, and 
thorough measurement of learner 
outcomes.14 This model is well suit-
ed to TIC training to prepare fam-
ily medicine physicians to screen 
for trauma, recognize the signs and 
symptoms, and respond to patient 
care needs without retraumatizing. 
Physician readiness for TIC may be 
enhanced by the application of spe-
cific curricula including setting ex-
pectations for knowledge and skills, 
providing opportunities to practice 
newly acquired skills, and measur-
ing learner outcomes. 
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