
Trauma Informed Care 
Models and Frameworks  
in Paediatric Oncology
Volume Two, Ancillary Report - Models



NZ Child Cancer Foundation

Copyright © NZ Child Cancer Foundation 2025

The NZ Child Cancer Foundation is committed to providing support services for whānau facing childhood 
cancer. Founded by medical professionals and parents, this charity walks alongside and supports 
hundreds of whānau each year.

tamaki.office@childcancer.org.nz  |  www.childcancer.org.nz

ISBN Number 978-1-0670625-2-1

This work is licensed under CC BY-SA 4.0 

About the Author

Alex Hanlon is an Executive and Board Director with over two decades 
of experience in governance, strategy, negotiation, cultural change, 
and operational management. 

Alex served on the Board of the NZ Child Cancer Foundation for seven 
years. Her son, Aidan, died of leukaemia in 2007 and she herself is a 
breast cancer survivor. 

alex@onique.com.au  |  www.linkedin.com/in/alexhanlon

The Child Cancer Foundation and Author of this report would like to acknowledge and thank Massey 
Universities Professor Kirsty Ross for peer reviewing this report. 

mailto:tamaki.office%40childcancer.org.nz?subject=
http://www.childcancer.org.nz
https://creativecommons.org/licenses/by-sa/4.0/?ref=chooser-v1
mailto:alex%40onique.com.au?subject=
https:/www.linkedin.com/in/alexhanlon


Trauma Informed Care Models and Frameworks in Paediatric Oncology • Volume Two, Ancillary Report - Models 2025

Tō tuāoma timatatanga
Ō kawenga pikau mahi

Ka hāere tonu ia ra, ia ra
Mō ō ratou oranga

Your journey began
With challenges day after day

With integrity and commitment
We support you and your 

whānau with empathy



NZ Child Cancer Foundation

Houston, diagnosed age 3.



Trauma Informed Care Models and Frameworks in Paediatric Oncology • Volume Two, Ancillary Report - Models 2025

Key Terms & Glossary										          6

Executive Summary										          8

Kimberg’s Four C’s of TIC										         9

United States Substance Abuse & Medical Health Services Administration (SAMHSA)  
Trauma Informed Approach									         11

	 Assumptions										          11

	 Principles										          11

	 Domains of Implementation								        12

	 SAMHSA Implementation process							       12

Paediatric Psychosocial Preventative Health Model (PPPHM)					     16

Paediatric Medical Traumatic Stress Model (PMTS)						      17

PMTS + PPPHM – The Blue Print									         18

National Child Traumatic Stress Network (NCTSN) DEF Model					     19

DEF Model Case Study from NCTSN								        21

Te Pou Implementation Framework								        26

The Seven Step Process										          27

Barriers to Implementation									         28

Promoting Resilience In Stress Management for Parents (PRISM-P) Resilience Model		  28

Conclusion											           30

References 											           31

Contents



6

NZ Child Cancer Foundation

Key Terms and Glossary

Acute Stress Disorder A diagnosis made in the acute phase that is confirmed if the 
patient meets criteria for 9 of 14 symptoms.

Acute trauma Short term response to a traumatic event that usually results 
in the ‘flight/fight’ response.

Adverse Childhood Experiences (ACE) A trauma occurring in childhood including emotional, sexual 
and physical abuse, neglect, and family dysfunction. Research 
shows these traumas increase the likelihood of adult disease.

Burnout Burnout is the cumulative psychological strain and state of 
exhaustion from working under challenging conditions.

Chronic trauma Trauma resulting from exposure to stressors that are 
repetitive or prolonged.

Compassion fatigue Compassion fatigue is the emotional exhaustion from helping 
others and can lead to reduced capacity to be empathetic.

Complex trauma Trauma resulting from multiple overlapping or successive 
events that may or may not be related.

Dissociation A mental process where a person disconnects from their 
thoughts, feelings, memories, behaviour or sense of identity. 
Usually arises as a reaction to traumatic or painful events.

Hauora Health, wellbeing.

Historic trauma Traumatic events that are experienced so broadly that they 
affect an entire culture (e.g. colonisation, slavery) and is likely 
experienced over multiple generations.

Kaupapa Māori Māori ideology, a philosophical doctrine incorporating the 
knowledge, skills, attitudes and values of Māori communities.

Leukaemia Leukaemia is the name given to a group of cancers that 
develop in the bone marrow. Leukaemia develops in blood 
cells that have undergone a malignant change.

Paediatric Medical Traumatic Stress 
(PMTS)

A set of psychological and physiological responses of tamariki 
and their whānau to pain, injury, serious illness, medical 
procedures and invasive or frightening treatment experiences.

Post Traumatic Stress Disorder (PTSD) A mental health condition triggered by a traumatic event, 
either experiencing it or witnessing it in person. Symptoms 
may include flashbacks, nightmares, and severe anxiety, as 
well as uncontrollable thoughts about the event.

Post Traumatic Stress Symptoms 
(PTSS)

Post Traumatic Symptoms that may be present without 
meeting the full criteria for a diagnosis of PTSD.
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Resilience The protective mechanisms that have the potential to 
enhance individual recovery after a traumatic event.

Secondary traumatic stress The emotional stress response experienced by a person who 
is exposed to the trauma, pain and/or suffering of others. It is 
an occupational hazard for persons working with traumatised 
people. Secondary traumatic stress is also known as 
compassion fatigue and vicarious trauma.

Tamariki Child or Children.

Tikanga Correct procedure, custom, habit, lore, method, manner.

Tino Rangatiratanga Tino Rangatiratanga relates to sovereignty, autonomy, control,  
self-determination and independence. The notion of Tino 
Rangatiratanga asserts and reinforces the goal of Kaupapa 
Māori initiatives, allowing Māori to control their own culture, 
aspirations and destiny.

Trauma Trauma results from an event, series of events, or set of 
circumstances that is experienced by an individual as 
physically or emotionally harmful or threatening and that has 
lasting adverse effects on the individual’s functioning and 
physical, social, emotional, or spiritual well-being.1

Trauma Informed Approach 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, whānau, 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 re-traumatisation.

Trauma Informed Care (TIC) Trauma informed care means a programme of care that 
seeks to avoid re-traumatisation by using a trauma informed 
approach.

Vicarious resilience The inspiration drawn from observing others who are 
experiencing difficult or traumatic circumstances.

Vicarious trauma Vicarious trauma is the cumulative effect from prolonged 
exposure to the trauma of others. It involves harmful changes 
in an individual’s personal beliefs, worldview, attitude, and 
sense of safety.

Whānau Extended family or family group.

1 Substance Abuse and Mental Health Services Administration (SAMHSA) Trauma and Justice Strategic Initiative 2012, p.2



8

NZ Child Cancer Foundation

This volume outlines the trauma informed care frameworks and implementation models that were 
identified in the research of peer-reviewed/published and grey literature2 from Aotearoa New Zealand, 
Australia, United States and the United Kingdom. Refer to Volume One for more detail regarding the 
research plan. As a result of the research focus, the models found in the academic literature are primarily 
focused on psychosocial interventions in clinical settings. 

Other models on the application of trauma informed approaches and trauma informed care in non-
clinical settings have been included in this volume in order to describe information available to support 
Child Cancer Foundation as it considers its own organisational development.

Most of the models in this Volume build upon or are informed by the work done in 2014, by the Substance 
Abuse and Mental Health Services Administration (SAMHSA) in the United States. The Trauma informed 
Care in Behavioural Health Services, Treatment Improvement Protocol Series 573 (TIP 57) is very 
pervasive in ‘Western’ materials in the trauma informed care field, including in the work of the NZ Ministry 
of Health and Te Pou.

The work undertaken in Aotearoa New Zealand to adapt sound trauma informed practices to the cultural 
needs of the Aotearoa New Zealand setting is underway with work completed by organisations like the 
NZ Ministry of Health, Te Pou4 and Te Kotahi Research Institute5. This work provides helpful foundations 
for Child Cancer Foundation but does not release the organisation from its obligation to engage with 
tangata whenua. 

Further, the history of colonisation in Aotearoa New Zealand, and its ongoing impacts on Māori and 
other non-pākeha communities, reminds healthcare service providers that a trauma informed future is 
not just adapting current services to take account of new science in the treatment of trauma. Instead, 
it challenges inequitable health service providers to reform and change themselves so that they are 
credibly re-positioned as thoughtful and inclusive service providers. It is only through this deep reform 
that organisations can credibly strive to avoid re-traumatisation of the whānau in their care.

This ancillary report should be read in conjunction with Volumes One and Two.

Executive Summary

2 Grey literature is research and information that is published outside commercial and academic publishing houses. As a consequence it is not usually 
searchable via standard academic databases and search engines.
3 Substance Abuse and Mental Health Services Administration, 2014, ‘Trauma informed Care in Behavioural Health Services, Treatment Improvement Protocol 
Series 57’, HHS Publication No. (SMA) 3-4801, Rockville, MD: US Department of Health.
4 Te Pou, Trauma Informed Approach: An update of the literature’ 2024.
5 Pihama L., Smith L., Cameron N., Nana R. T., Kohu-Morgan H., Skipper H., & Mataki T., 2020, ‘He Oranga Ngākau: Māori Approaches to Trauma Informed 
Care’, Te Kotahi Research Institute, Hamilton.
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Leigh Kimberg’s practical model of care is 
included in the book ‘Trauma Informed Healthcare 
Approaches”6 which seeks to transform care at 
the level of the carer/patient encounter. It builds 
on the work completed in the ACE Study and 
seeks to provide a TIA to all levels of healthcare 
organisations. This model recognises that the 
effects of childhood trauma which are at the root 
of many adult behaviours, conditions and diseases, 
can present often decades after the traumatic 
event.

The Kimberg Principles are intended to promote 
health throughout a trauma informed ‘ecosystem’. 
Their application should be considered a “journey 
rather than a fixed set of interventions”7. In 
trauma informed systems, respectful approaches 
that “earn patients and communities trust and 
cultivate resilience, positive coping strategies, and 
a sense of control are emphasized.”8 Practitioners 
must commitment to ongoing self-reflection and 
practice. The four C’s principles that underpin that 
practice are: Calm, Contain, Care and Cope.

Kimberg’s Four C’s of TIC

Figure 1: Adverse childhood experience and lifetime health. www.cdc.gov/violenceprevention

Objective Strategies

Calm Pay attention to how you are 
feeling when you are caring 
for the patient. Breathe 
deeply and calm yourself to 
model and promote calmness 
for the patient, yourself, and 
your co-workers.

Practice calming exercises (deep breathing) with patients

Cultivate understanding of trauma and its effects to 
promote a calm, patient attitude toward others (patients 
and co-workers)

Re-design healthcare environments, policies, and practices 
to reduce chaos and promote calmness

Cultivate understanding of how resilience, justice and 
equity build peaceful, calm communities and environments

Table 1: The Four C’s of Trauma Informed Care9

6 Gerber M. R., (ed) Trauma informed Healthcare Approaches: A Guide for Primary Care, Springer, Switzerland, 2019.
7 Kimberg op. cit., p. 32.
8 Kimberg op. cit., p. 33.
9 Kimberg op. cit., p. 34.

Table continues on next page
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Objective Strategies

Contain Limit trauma history detail 
to maintain emotional and 
physical safety. Provide 
education, resources, and 
referrals to trauma-specific 
care without requiring 
disclosure of trauma.

Model healthy relationship boundaries and earn trust by 
behaving reliably

Monitor patient’s emotional and physical responses to 
education and inquiry about trauma

Practice calming techniques to help patient (or parent/
caregiver) regain composure

Normalise fear of returning to the healthcare setting 
where the triggering of a trauma response occurs; invite 
the patient to share what changes would make visits more 
tolerable and healing

Enact healthcare policies and practices that minimise  
re-traumatisation of patients and staff

Form multi-disciplinary and multi-sector partnerships that 
reduce re-traumatisation for patients and staff

Care Practice self-care and  
self-compassion while  
caring for others.

Share messages of support when patients disclose trauma 
or trauma symptoms

Normalise and de-stigmatise trauma symptoms and 
harmful coping behaviours (as common sequelae10 of 
trauma)

Practice cultural humility

Adopt practices and policies that minimize and mitigate 
power differentials to reduce trauma and structural violence

Enact healthcare policies that promote self-care, 
compassion, and equity

Form equitable partnerships to extend CARE into the 
community

Cope Emphasize coping skills, 
positive relationships, and 
interventions that build 
resilience.

Enquire about practices that help the patient feel better 
and more hopeful

Document a "Coping strategies” list instead of only 
“Problems Lists” and include patient’s own words of  
wisdom and good self-advice in the “after-visit” summary

Improve identification and treatment of the mental health, 
substance use, and other sequelae of trauma

Connect patients and families with community 
organisations to increase social support and access to 
necessary resources

Promote equity within healthcare organisations, 
communities, and society

10 Sequelae means a condition which is the consequence of a previous disease or injury. (Oxford Dictionary).
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The SAMHSA approach to trauma informed care is summed up by one simple yet fundamental reframe. 
Moving from “what is wrong with you” to “what happened to you” quickly reduces shame, guilt and blame. 
This approach clearly identifies trauma as an experience a person is having, rather than something that 
they are.

SAMHSA advises that for a programme or organisation to be considered trauma informed, it is not 
enough to provide trauma informed interventions or services. Instead, an organisation should go  
further and incorporate trauma informed principles in its culture, policies, procedures and practices.  
By adapting trauma informed approach holistically SAMSHA advises that the organisation will be able  
to acknowledge the trauma that staff, volunteers and board members themselves experience, either as 
part of their own experiences, or by working with clients who share their own trauma.

The SAMHSA approach is grounded in four key assumptions, six principles and ten implementation domains.

United States Substance Abuse and 
Medical Health Services Administration 
(SAMHSA) Trauma Informed Approach

Assumptions

1.	 Realise the widespread impact of trauma and 
understand potential paths for recovery.

2.	Recognise the signs and reactions of trauma in 
clients, families, staff, and others involved with 
the organization. 

3.	Respond by fully integrating knowledge about 
trauma into policies, procedures, and practices. 

4.	Resist re-traumatisation.

Principles 

1.	 Safety: Safety in physical settings and 
interpersonal interactions.

2.	Trustworthiness and transparency: Operations 
are conducted and decisions are made with 
transparency, consistency, respect, and fairness 
so as to build and maintain trust.

3.	Peer support: Support from those with lived 
experiences of trauma or, in case of children 
with history of trauma, their family members.

4.	Collaboration and mutuality: Partnering, 
levelling power differences between and among 
staff and clients.

5.	Empowerment, voice, and choice: Individuals’ 
strengths and experiences are recognised and 
built upon.

6.	Cultural, historical, and gender issues: 
Organisation moves beyond cultural stereotypes 
and biases.

“For a TIA to flourish, the 
organisational culture will need 
to value not only lived expertise 
but also trauma experiences of a 
person’s ancestors that continue  
to affect the client today. TIA 
begins with cultural humility at all 
levels – individuals, organisations 
and systems.”
SAHMSA Practical Guide11

11 Substance Abuse and Mental Health Services Administration, 2023, ‘Practical Guide for Implementing a Trauma informed Approach’, U.S. Department of 
Health and Human Services, Publication No. PEP23-06-05-005, P. 10.

Figure 2: SAMHSA Practical Guide for implementing  
a Trauma informed Approach

Key assumptions in 
Trauma informed 

Approach: The Four R's

REALIZATION 

Understanding how trauma 
can affect individuals, families, 
organizations, and communities.

Recognizing that trauma can 
impact mental health and 
substance use disorders and 
often obstructs achievements of 
outcomes.

Being aware that trauma is 
integral to all human service 
sectors.

RECOGNITION 

Recognising signs of trauma 
through:

• Screening & assessment

• Supervision practices

• Workforce development

• Employee assistance

RESPONSE 

Applying the principles of a trauma 
informed approach to all areas of 
functioning of an organization, such 
as policies, procedures, satffing, and 
organizational culture.

Supporting a psychologically and 
physically safer environment.

Ensuring appropriate workforce 
trainings, leadership buy-in, clear 
and informed organization mission 
statements, and trauma informed 
manuals.

	 RESISTING 
Re-traumatization 

Knowing how policies, practices, 
and interventions can interfere 
with the well-being of staff and 
clients as a result of inadvertently 
triggering traumatic experiences.

Acknowledging trauma and 
its context in all operations to 
avoid reinforcing or repeating a 
traumatic experience
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Domains of Implementation

SAMHSA’s ten implementation domains are:

SAMHSA Implementation Process

1. Planning phase

SAHMSA recommends organisations carry out 
extensive planning and baseline assessment 
prior to implementing TIC. Baseline assessment 
is recommended in order to measure progress 
in organisational TIA competences. Key planning 
activities are:

•	 Conduct a baseline assessment  
of organisational readiness

•	 Form an organisational capacity  
assessment team

•	 Encourage organisational readiness

•	 Engage partner organisations and  
individuals with lived experience

•	 Select an assessment tool

•	 Decide on data collection  
and analysis methods

•	 Implement the assessment  
and decide on next steps

2. Implementation phase

The following paragraphs have been excerpted 
from SAMHSA Practical Guide for Implementing 
a Trauma informed Approach, Chapters 2 
through 4.12

Governance and Leadership

All individuals within the organization play a critical 
role in prioritizing a trauma informed approach. 
To demonstrate a genuine investment in trauma 

informed approach, organisations can:

•	 Show transparency with organizational 
operations and decisions, with a goal of 
building and maintaining trust at all levels, 
including regular, open communication with 
staff, partners, clients, and families regarding 
the organization’s trauma informed approach 
commitment.

•	 Ensure individuals with trauma histories are 
in governance and leadership positions and 
involved in planning (i.e., “levelling of power”).

•	 Identify a “champion” in a position of authority 
with a dedicated role of instilling trauma 
informed principles and practices into the 
organization. This person also can help support 
staff in promoting and practicing a trauma 
informed approach.

•	 Ensure leaders model a trauma informed 
approach within their organization and 
encourage individuals at all levels to check 
one another when actions do not align with a 
trauma informed approach.

Training and Workforce Development

Implementing a trauma informed approach across 
organizations and systems involves intentional 
strategies for recruiting, hiring, training, and 
retaining both clinical and non-clinical staff.  
To facilitate this, organizations can:

•	 Hire a trauma informed workforce.

•	 Train staff in a trauma informed approach.

•	  Train non-clinical staff, such as organizational 

12 SAMHSA, Practical Guide for Implementing a Trauma informed Approach, 2014, p. 12 – 30.
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leadership, administrative personnel, reception 
staff, and security guards, along with clinical staff.

•	 Prevent secondary traumatic stress in staff.

Cross Sector Collaboration

A trauma informed approach is most effective in 
reaching positive outcomes when implemented 
consistently and collaboratively across various 
human services sectors. Organizations often focus 
on offering individual services; however, from a 
client perspective, multiple systems are engaged 
and intricately connected in people’s lives.  
If individuals and their families receive trauma 
informed services through one organization but 
not others they interact with, trauma informed 
approach effectiveness is highly reduced. 
Integrated, collaborative, community-wide, cross 
sector trauma informed approach implementation 
is essential.

One way to establish a cross-sector trauma 
informed approach is to create a trauma 
informed referral network that includes all service 
providers within a community or system of care. 
This network can be achieved through efforts 
like convening a multi-agency trauma informed 
approach implementation task force that offers 
collaborative trauma informed approach training 
opportunities across the community or inviting 
clients to serve on advisory boards across 
agencies.

Another strategy is to establish a community-
based learning collaborative. A community-based 
learning collaborative brings together multiple 
service-providing agencies within the community 
with the goal of facilitating implementation of 
interventions and innovations. This community-
level, systemic approach to trauma informed 
approach implementation increases the likelihood 
of its sustained and long-term impact.

Financing

Identifying a sustainable financing strategy is 
necessary to fund a trauma informed approach, 
including resources for staff training; development 
of safe facilities; provision of screening, 
assessment, treatment, and recovery supports; 
and development of cross-agency collaborations. 
Traditional payment systems and billing codes 
often create barriers to implementing a trauma 
informed approach, since there are few direct 
reimbursement mechanisms specifically for 
trauma informed activities. Organizations can use 
several strategies to address these challenges 
and maximize financing opportunities:

•	 Diversify funding streams by using a 
combination of sources to support trauma 
informed approach implementation: Potential 
sources include: public insurance programs, 
commercial insurance, client self-pay, state and 
federal grants, and private philanthropy.

•	 Determine what potential trauma informed 
approach activities, procedures, staffing, or 
encounters are covered by funders or payers 
under current agreements: This process should 
include cross-referencing with funding options 
available for trauma informed approach 
implementation through initiatives or other 
special programs; that is, certain evidenced-
based practices or quality improvement 
initiatives that may align with trauma informed 
activities are reimbursable.

•	 Incorporate trauma informed activities into 
existing reimbursable services: Organizations 
can think strategically about how 
implementation changes made for a trauma 
informed approach fit into activities that are 
already provided and billed.

•	 Consider accountable care models, which 
provide more incentives for investing in a 
trauma informed approach by rewarding 
value over volume: Accountable care depends 
on coordinated care management and 
multidisciplinary collaboration, both of which 
align with a trauma informed approach.

Physical Environment

Within a trauma informed organization, the 
environment must foster both physical and 
psychological safety for both clients and staff. 
Individuals with lived experience of trauma 
should have a key role in identifying areas of 
strength and opportunities for improvement to 
make the physical and psychological experience 
more trauma informed. When reflecting upon 
the physical environment, organizations should 
ensure that the neighbourhood where services 
are offered is safe for collaborating providers and 
families.

A physically safe environment in a trauma 
informed organization may have some of the 
following characteristics:

•	 Well-lit exterior areas that do not allow for 
congregating outside entrances/exits, security 
guards available as needed, and monitoring of 
who is entering and exiting the building

•	 Low noise levels

•	 Signs that are warm, welcoming, and positive

•	 Seating arrangements that allow adequate 
space between individuals and clear sight lines 
of those entering a room

•	 Private areas to de-escalate stressful 
situations, promote calm, and attend to self-
care

•	 Non-binary and gender-fluid spaces and 
activities

•	 A psychologically safe environment would:
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•	 Include training for clinical and non-clinical 
staff in how to communicate effectively with 
clients and greet them in a welcoming and 
respectful manner.

•	 Ensure staff maintain healthy interpersonal 
boundaries and appropriately manage conflict.

•	 Provide staff and clients schedules and 
structures that are predictable and give 
adequate notice when there are changes.

•	 Respect the physical boundaries of staff and 
clients and provide options like leaving office 
doors open.

•	 Offer gender-responsive services, embrace 
traditional cultural connections, be culturally 
relevant, and address historical trauma.

Engagement and Involvement

Engagement of individuals with lived experiences, 
those in recovery, and those receiving services, 
and their families, is fundamental to trauma 
informed approach implementation within any 
service organization. This engagement needs to be 
intentional, meaningful, empowering, and ongoing 
as well as implemented across all organizational 
levels.

Organizations can use multiple strategies to 
ensure this engagement:

•	 Show empathy and ensure those receiving 
services and their families feel safe in the 
organization’s physical space.

•	 Inquire about the individual’s needs and those 
of their family, actively listen to their answers, 
and act upon those needs.

•	 Intentionally engage those in recovery, 
individuals receiving services, and their families 
in making decisions, encouraging them to speak 
up, and empowering them to make choices.

•	 Collaborate with and listen to individuals and 
families while developing service delivery plans 
and giving them options.

•	 Invite and encourage peer support or develop 
a peer support program; peers can offer 
support in the form of understanding and 
encouragement toward growth and resilience.

Screening, Assessment and Treatment Services

A trauma informed approach involves 
implementing screening and assessment to 
support consumers and identifying their needs 
to tailor services accordingly. Screening and 
assessment that adhere to trauma informed 
approach principles involve:

•	 Developing a trusting and collaborative 
relationship with individuals who have 
experienced trauma and are seeking services.

•	 Preventing under-recognition of trauma that 
can lead to neglect or re-traumatization.

•	 Providing an opportunity for information 
gathering.

Trauma screening should be universal and involve a 
brief inquiry to assess history of trauma, reactions 
to trauma, and specific behavioural health needs. 
Screening should be clear, straightforward, 
culturally appropriate, and culturally sensitive. 
It is essential to remember that trauma often is 
incorrectly viewed as a weakness and individuals 
who have experienced trauma may deny it.

Trauma assessment involves an in-depth 
exploration of the nature, severity, and timing 
of traumatic events and their associated effects 
and trauma-related symptoms. Assessment 
provides an opportunity for a more holistic and 
extensive examination and should be rooted in 
trust and safety. An extensively trained individual 
or clinician must conduct the clinical review, since 
it can involve psychological assessments, medical 
records, and interviews, and contribute to a formal 
diagnosis and/or pathway to care. 

Treatment services must be trauma-specific, 
culturally appropriate, grounded in evidence, 
accessible, effective, and adhere to trauma 
informed approach principles. When a 
comprehensive assessment suggests that formal 
treatment of trauma may be warranted as part 
of an individual’s care plan, a clinician may wish 
to use one or more therapeutic approaches 
specifically designed to address the trauma 
symptoms. 

Progress Monitoring and Quality Assurance

Implementing a trauma informed approach is 
an ongoing change process that involves a shift 
in knowledge, perspectives, attitudes, and skills 
throughout an organization. Achieving this type 
of systems change requires continuous quality 
improvement. The following strategies can help 
organizations put structures in place to track 
progress:

•	 Prior to starting implementation, identify 
action steps and corresponding performance 
indicators for each goal. 

•	 Results from the organizational assessment can 
guide an organization in identifying these goals 
and potential measures.

•	 Create a specific workgroup tasked with 
monitoring progress and continuously 
reassessing goals.

•	 Consider a variety of indicators to track 
progress and monitor impact, such as staff 
and client satisfaction, staff engagement, and 
health outcome metrics. Remember that some 
parameters of progress, such as increased 
sense of client wellness or building of stronger 
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rapport with the client, are important but may 
not be easy to measure and monitor.

•	 When selecting metrics, leverage existing 
quality improvement efforts, many of which 
require organizations to collect specific metrics.

•	 Collect and incorporate ongoing feedback from 
multiple sources to monitor the “temperature” 
of the organization during implementation.

Policy

Written policies and procedures help sustain 
a trauma informed approach, especially when 
an organization incorporates it into its mission, 
operating policies, and bylaws. Putting in place 
formal policies and procedures that reflect trauma 
informed principles ensures these approaches 
will continue, even with changes in leadership and 
staff.

To ensure policies support a trauma informed 
approach:

•	 Review and modify agency policies and 
procedures to ensure a focus on trauma 
(providing guidelines to support the delivery  
of trauma informed services and a commitment 
to reducing re-traumatization), safety, and 
confidentiality.

•	 Embed trauma informed principles into the 
organization’s mission statement, bylaws, 
and operating policies and procedures. 
Consider sharing the written policies and 
procedures among partner organizations. By 
sharing policies that have been successfully 
implemented, greater alignment between 
organizations is possible, while reducing the 
stress associated with its initial development.

•	 Within policies and procedures, clearly define 
the roles of individuals with lived experience of 
trauma in leadership/decision-making positions.

•	 Clearly communicate with collaborators 
regarding the organization’s emphasis on using 
a trauma informed approach.

•	 Ensure organizational policies attend to 
the emotional impacts that working with 
individuals experiencing trauma has on staff. 
This intervention can be through offered 
assistance, such as peer support and mutual 
self-help, mental health days, and an employee 
assistance program.

•	 Recognize that everyone’s experiences are 
unique and require an individualized approach. 
Formalize a process for clients, family members, 
and staff to feel empowered to choose how to 
address their trauma needs. This empowerment 
includes offering gender-responsive services, 
recognizing and addressing historical trauma, 
and implementing traditional cultural ways of 
healing.

3. Evaluation phase

Evaluation is a key component of successful 
trauma informed approach implementation and 
often takes place at multiple points in time. Before 
implementing a trauma informed approach, an 
organization should conduct a baseline evaluation 
to determine implementation priorities or 
readiness for a trauma informed initiative.

During implementation, ongoing evaluation can 
help determine whether the program is having 
an impact and how it is affecting the quality 
of services. The evaluation includes collecting 
feedback from providers, leadership, and staff, as 
well as those receiving services. In the long term, 
an organization should evaluate whether change 
efforts are sustained and if further refinements 
are needed.

There are several validated tools available to 
evaluate an organization’s progress in becoming 
trauma informed. Consider examining the 
following target outcomes when developing an 
evaluation:

•	 To what extent is the organization or system 
trauma informed?

•	 Does being trauma informed improve the 
quality of the organization’s services?

•	 Does the quality of the services improve clients’ 
abilities to meet their service goals?

•	 To what extent has the larger community 
engaged in collaborative trauma informed 
approach implementation?
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In 2007 the Paediatric Psychosocial Preventative Health Model (PPPHM) was developed by the Centre for 
Pediatric13 Traumatic Stress at the Children’s Hospital of Philadelphia to provide a model to guide screening 
and services for all whānau of tamariki entering the paediatric healthcare system. The model acknowledges 
the research which shows, despite the pervasiveness of trauma, that most whānau “are competent and able 
to cope and adjust well over time despite initial and/or recurrent periods of extreme distress.”14 In the model, 
higher levels of specialist care are directed to those whānau most at risk.15 Whānau may move between risk 
levels in the model, depending upon changes in the tamariki’s medical condition. American research indicates 
that on average 60% of whānau entering the system will sit in the Universal segment of the model, 33% will 
sit in the Targeted segment and 7% will require specialist support services.16

Paediatric Psychosocial Preventative 
Health Model (PPPHM)

13 American spelling and part of the organisation’s name, so reluctantly left uncorrected.
14 Kazak, A. E., et.al., ‘An Integrative Model of Pediatric Medical Traumatic Stress, Journal of Pediatric Psychology, 2006, 31(4) p. 1100.
15 Ibid, p. 1100.
16 Ibid, p. 1103.

Figure 3: Centre for Pediatric Traumatic Stress, PPPHM Model, 2005.
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The PMTS model was also developed by the Centre for Paediatric Traumatic Stress at the Children’s 
Hospital of Philadelphia under the directorship of Anne Kazak. The PMTS model uses a modelled 
traumatic experience over an illness trajectory expressed in three stages. The three stages are  
(1) peri-trauma, (2) treatment and, (3) long-term sequelae. Noting that each individual experiences 
trauma differently, across the course of this model there are multiple potential traumatic events (PTE) 
that are likely to cause distress and/or trauma.

Paediatric Medical Traumatic Stress  
Model (PMTS)

Figure 4: Paediatric Medical Traumatic Stress (PMTS) Model, Kazak, 2007.

The peri-trauma phase PTE’s include diagnosis, invasive medical tests and waiting for test results.  
In this phase the intention of TIA is to modify the subjective experience of any PTE.

The treatment phase is variable in length and content, depending upon the child’s diagnosis. Throughout 
this stage tamariki and their whānau are exposed to multiple PTE’s including side effects of medicine, 
treatment complications, pain, death of other children and relapse anxiety. TIA goals shift in the second 
phase to preventing PTSS.

The long-term phase includes whānau of tamariki who have finished treatment, and the bereaved whānau 
of those who have died. In the long term the TIA goal is to reduce the effects of any PTSS that present. 

Multiple studies support conceptualising a paediatric cancer treatment journey as a likely series of PTE’s. 
Evidence includes one study where 50% of mothers and 40% of fathers met the criteria for ASD in the 
two weeks following diagnosis.17 In another study the parents of 126 children in treatment reported PTSS 
and were in the moderate to high risk range for PTSD.18 

In a study of 150 adolescent survivors of childhood cancer, 99% of whānau had at least one parent  
re-experiencing PTSD and 20% of whānau had at least one parent with current PTSD.19 Moderate to 
severe PTSS has been reported in 32% of siblings of survivors.20 For the tamariki with cancer themselves, 
5 to 10% have PTSD21 with many more of them experiencing PTSS.22

17 Patiño-Fernandez A. M., Acute stress in parents of children newly diagnosed with cancer, Pediatric Blood Cancer, 2008, p. 291.
18 Kazak A. E., et.al., ‘Posttraumatic stress symptoms during treatment in parents of children with cancer’, Journal of Clinical Oncology, 2005, p. 7409.
19 Kazak, A., et.al., ‘Posttraumatic Stress Disorder (PTSD) and Posttraumatic Stress Symptoms (PTSS) in Families of Adolescent Childhood Cancer Survivors’, 
Journal of Pediatric Psychology, 2004, p. 217
20 Alderfer M. A., p. 283.
21 Op. cit., Kazak A., 2004, p. 218.
22 Brown, R.T., et.al., ‘Posttraumatic stress symptoms in adolescent survivors of childhood cancer and their mothers’, Journal of Traumatic Stress, 2003, p. 316.
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In 2007 the Kazak team blended the PMTS and PPPHM models to create the blueprint. They consider 
that this model guides the development of risk-based interventions, to all whānau throughout the cancer 
journey, from diagnosis through to survivorship.23 

Understanding that each whānau’s situation is different, the strength of this model is that it covers all 
whānau with the key variable being the type and intensity of intervention.

As this is a clinical model, the first step is an assessment of the whānau’s level of psychosocial risk. The 
team uses a tool devised by Kazak in 2003. The Psychosocial Assessment Tool (PAT) is able to categorise 
whānau into the PPHM risk categories.24 Despite this being a clinical model, the research identifies 
that within the Universal category, there is the opportunity to “partner with community cancer-based 
organisations that may reach survivors and their family members, offering the opportunity to provide 
anticipatory guidance and assessment.”25

Bereaved whānau

Note that Universal “I” category (PPHM Universal + PMTS Phase 3) also applies to bereaved whānau. The 
research in this area is limited, however Kazak identifies that more needs to be understood regarding the 
whānau’s needs immediately before the child’s death, at the time of death and in the weeks, months and 
years afterwards. The authors also recognise the need for “increased (and earlier) involvement of formal 
paediatric palliative care, with a focus on better management of a dying child’s physical and emotional 
symptoms … to minimise the potential for trauma by maximising the child’s comfort and providing families 
with the experience of a ‘good’ death."26

PMTS + PPPHM – The Blueprint

23 Op. cit. Kazak, A., 2006, p. 1102
24 Op. cit. Kazak, A., 2006, p. 1102.
25 Op. cit. Kazak, A., 2006, p. 1104.
26 Op. cit., Kazak A., 2007, p. 1104.

Figure 5: PPPHM combined with PMTS provides a blueprint for psychosocial care 2007.
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National Child Traumatic Stress Network 
(NCTSN) DEF Model
In nursing practice in most English-speaking 
jurisdictions, the ABC protocol is a method for 
prioritising patient care and treating patients 
with critical injuries or severe illness. ABC is an 
acronym that stands for Airway, Breathing and 
Circulation.27 The model is a shorthand way of 
remembering 3 critical areas of treatment in 
emergencies: 

Airway: When the airway is compromised it can be 
life-threatening.

Breathing: Oxygen is a critical requirement for the 
oxygenation of organs and tissues.

Circulation: Blood flow delivers oxygen and 
nutrients to cells around the body while also 
removing waste products. Disruption to circulation 
can lead to organ failure and even death.

The NCTSN proposed the ‘DEF’ Model as a similar 
treatment tool to the nursing ABC’s. This model is 
an aid to remember three critical mental health 
and wellbeing “trauma informed” dimensions, 
which includes assessing whānau. This model is 
increasingly used in hospital settings. It provides 
a straightforward and reliable method for 
identifying, preventing and treating traumatic 
stress when it is needed.

The DEF dimensions are:

Distress: Assess and manage pain. Ask about 
fears and worries. Consider grief and loss. Act to 
reduce distress.

Emotional support: Who and what does the 
patient need now? What barriers are there to 
mobilising support services? Act to promote 
emotional support.

Family: Assess parents, siblings and others who are 
in distress. Gauge family stressors and resources. 
Address other needs, beyond physical medical 
needs. Act to remember and include the family.

27 Mielke R.K., ‘Mastering the Basics: The ABC’s of Nursing’, Nurse.com, Retrieved 18 December 2024

D-E-F PROTOCOL for Assessing and Treating Children and Families with Traumatic Stress

DISTRESS for brief assessment and recommended interventions to address and treat pain, fears and 
worries, and grief and loss. Recommendations include:
• Actively assess and treat pain, using your hospital's protocol
• Provide child with information about what is happening and choices regarding treatment decisions  
   when possible
• Listen carefully for child's understanding and clarify any misconceptions
• Ask about fears and worries
• Provide reassurance and realistic hope

EMOTIONAL SUPPORT for brief assessment and recommended interventions to address child's emotional 
needs, and barriers to mobilising existing supports. Recommendations include:
• Encourage parents to be with their child as much as possible and to talk with their child about worries  
   and fears.
• Empower parents to comfort and help their child
• Encourage child's involvement in age-appropriate activities when possible

FAMILY for brief assessment and recommended interventions to address patents' and siblings' distress, 
family stressors and resources, and needs beyond medical care. Recommendations include:
• Gauge family distress and other life stressors; identify family strengths and coping resources
• Encourage parents to use own coping resources or support available at the hospital or in the community

QUICK SCREEN to identify and assist those who have traumatic stress symptoms or who are at greater 
risk for traumatic stress. Recommendations include:
• Involve psychological staff in a team-based approach for those at higher risk
• Make referrals to hospital or community-based mental health resources when appropriate

D

E

F

D

E

F

Figure 8: NCTSN, Pediatric Medical Traumatic Stress: A Comprehensive Guide, 2014.
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The graphics below show a card from the NCTSN that is designed for staff to carry in their pocket.
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DEF Model Case Study from NCTSN
Reprinted from the NCTSN Pediatric Medical Traumatic Stress Toolkit for Health Care Providers:
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Te Pou is New Zealand’s national centre of evidence informed workforce development for mental health, 
addiction and disability sectors. It has been researching the use of trauma informed approaches and 
trauma informed care since 2018, when it started exploring how best to implement a trauma informed 
approach in delivering mental health and addiction services. The NZ Ministry of Health’s Oranga 
Hinengaro – Service and System Framework 2023, subsequently identified trauma informed and 
healing/restorative centred care as one of five guiding service principles, further embedding trauma 
informed approaches as critical to quality holistic healthcare services.

Te Pou Implementation Framework

System Principles Service Principles

Shaping decisions about the health system’s 
oranga hinengaro responses:
• Person and whānau centred
• Human rights
• Holistic
• Equity-driven
• Accessible
• Community-focussed
• Social inclusion and anti-discriminatory
• Collaboration and innovation

The foundation for decisions and approaches 
when delivering services for oranga hinengaro 
needs:
• Self-determined recovery
• Harm reduction
• Preventing suicide and targeted supports
• Trauma informed and healing/restorative  
  centred care
• Strengths-based

Figure 9: Ngā Mātāpono Principles, Oranga Hinengaro, 2023.

In more recent times Te Pou published a framework, informed by ongoing evidence based research, 
describing the values and skills sets required to deliver on their vision of trauma informed care.  
This framework now informs the “Let’s get real”28 skills development programme.

The framework proposes Seven Steps:29 

1.	 Pre-implementation work

2.	Collaborative discussions

3.	A shared vision and rationale for a trauma informed approach

4.	An implementation plan

5.	Incorporation into organisation policies and procedures

6.	Ongoing training and upskilling for the whole workforce

7.	Shared evaluation, review, feedback and adjustments

28 “Let’s get real” skills development programme can be found here: https://www.tepou.co.nz/initiatives/lets-get-real
29 Te Pou, “Trauma Informed Approach: An update of the literature”, Te Pou, 2024, p. 19.
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The Seven Step Process

Implementation step Activities in this step include:

Pre-implementation work Identify change leaders/champions, change methods, evaluate 
readiness and capacity for change. Create a supportive culture for 
change, including employee self-care, training and mentoring. Identify 
important systems, policies and processes. Consider evaluation 
(including barriers to change) and monitoring methods. Understand 
how stakeholder partnership and engagement will work, particularly 
how collaboration with Māori will work and how tino rangatiratanga 
will be upheld.

Collaborative discussions Collaborative discussions with stakeholder groups to ensure  
co-design of process and outcomes. Stakeholders should include 
persons with lived experience as well as tāngata whaiora and whānau. 
Noting that a trauma informed approach may not succeed if it is 
designed for a singular setting.

A shared vision and rationale for a trauma 
informed approach

As concepts and contexts for trauma informed approach can vary 
in practice, a shared vision of what is best for the organisation’s 
stakeholders and specific place is important. Investing in this step 
avoids misunderstandings between participants based on different 
assumptions.

An implementation plan An implementation plan is a helpful expression of intention and a 
guide or roadmap that describes stages of a process through which 
the change will occur. Choice of change model would inform the 
development of this implementation plan. Other tasks in this step 
include identifying the scope of change and the teams that would be 
required to change, choosing a programme sponsor, pilot activities, 
timeframes, change champions and communication channels.

Incorporation into organisation policies 
and procedures

Integrate trauma informed approach into the policies and procedures 
of the organisation to increase the likelihood that trauma informed 
approach will be successfully implemented and maintained over time. 
Other tasks in this step would include how feedback and lessons 
learned would occur, amendment and/or development of policies, 
workforce self-care, peer support and lived experience involvement. 
An important note is the requirement for policies and procedures to 
be flexible in service and to enable the principles of empowerment 
and choice.

Ongoing training and upskilling for the 
whole workforce

A change that is able to be sustained requires a workforce that is 
well supported to continue the trauma informed practice. Ensuring 
practices and methods are grounded in kaupapa Māori values 
is critical to recognising the ongoing impacts of colonisation and 
intergenerational trauma this is likely to require a programme of 
stakeholder development and learning. Some types of induction and/or 
training may be compulsory activities. Regular follow-up and refresher 
learning or case study examples are all helpful learning reinforcement 
activities. For specific employees, reflective supervision methods may 
be required. Stakeholder wellbeing and celebrating progress are 
important considerations in the development of the workforce.

Shared evaluation, review, feedback and 
adjustments

Ensuring plans include co-designed measures and data collection 
mechanisms to regularly review progress supports accountability. 
Some involve healthcare providers' knowledge and attitudes pre and 
post training, others also involve stakeholder feedback. Adjusting the 
approach based on review data supports successful implementation 
and when done openly boosts stakeholder confidence in the change 
process.
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Te Pou’s “Trauma Informed Approach”30 also identifies barriers to successful implementation.  
They are:

Barriers to Implementation

30 Te Pou, ‘Trauma Informed Approach: An update of the literature’ 2024, p.16.
31 Luo, Yh., Xia, W., He, Xl. et al. Psychological interventions for enhancing resilience in parents of children with cancer: a systematic review and meta-analysis.  
   Support Care Cancer, 2021.
32 Rosenberg A.R. (2019) and Yi-Frazier J.P. (2017).
33 Y-Frazier J.P. et.al. p.342.
34 Ibid. p.348.

•	 Individual role expectations

•	 Inconsistencies between policy and workforce 
understanding

•	 Inadequate time for change

•	 Unclear benefits

•	 Stakeholder resistance or lack of confidence

•	 Uncertainly of how to respond or refer

•	 Not adequately engaging with Māori

•	 Systemic barriers in NZ health organisations

•	 Change is not an organisational priority

•	 Lack of leadership commitment

•	 Power differentials/discrimination between 
lived experience, employees and clinicians

•	 Funding shortfalls

•	 Inadequate training

•	 Lack of evaluation and course correction

•	 Poor team collaboration

•	 Legislative or statutory environment

•	 COVID impact on workforce

The PRISM-P model has been included in this volume as a result of research described in Volume One. 
This model provides more detail of a paper that investigated the extent to which individual resilience 
might be improved by supporting the development of coping skills in parents.  A meta-analysis by Luo31 
that reviewed two randomised clinical studies32 of 71 parents identified beneficial improvements in the 
personal resilience of parents using the PRISM-P intervention model. 

The Promoting Resilience in Stress Management for Parents Model

The PRISM-P Model has been adapted from the PRISM Model, which was developed for adolescents 
and young adults with serious illnesses by the Seattle Children’s Hospital. The goal of the model is to 
“build practical skills that will bolster individual resilience resources in the face of stress.”33 The PRISM-P 
is a manualised intervention that can be administered by a trained non-clinical professional. PRISM-P 
‘Interventionists’ received 8 to 10 hours of supervised training, including role playing and practice 
scenarios.

Parent distress levels were assessed with the Kessler-6 Psychological Distress scale, which has been 
extensively validated and is used globally. Parent resilience levels were measured using the 10-item 
Connor-Davidson Resilience Scale (CD-RISC), which has been widely used and similarly validated in the 
research literature. Intervention sessions were carried out face to face while follow up sessions were 
carried out through digital platforms. 

Studies report a high degree of parent attrition as a result of time pressures and refusal to complete 
due to ‘personal issues’ or spending time away from their sick child. This may lead to earlier interventions 
being less successful.

A possible limitation of the model is that it focuses on "bolstering individual caregiver resources, with the 
hypothesis that they would extend to the overall health of the child and then the larger family unit.”34  
This approach may not be culturally appropriate in an Aotearoa New Zealand context because it focuses 
on the individual rather on the whole whānau.

Promoting Resilience in Stress 
Management for Parents (PRISM-P) 
Resilience Model
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PRISM-P Domain Resilience-building 
pillars/topics

Details

Managing stress Stress-management/ 
coping

Breathing techniques, mindfulness skills including breathing and 
relaxation strategies, obtaining social support and acceptance of 
stressors.

Goal setting Setting specific, realistic, desirable goals, planning for their 
achievement, strategies for dealing with roadblocks, identifying 
alternative pathways and how parent/caregiver can help meet 
goals.

Building resilience Cognitive restructuring Recognising negative self-talk, identifying unrealistic/negative 
thoughts, replacing these thoughts with positive/manageable ones.

Follow-up Benefit finding Reframing current experience into a meaningful one,  
self-reflection/mindfulness, journaling.

Reflection of intervention strategies and overall satisfaction 
identification and recognition of successes, and referrals for 
further resources needed.

Table 3: Summary PRISM-P Intervention Session Details35

The Promoting Resilience in Stress Management (PRISM) intervention

Enrolled parents are invited to complete the sessions and complete assessments throughout the process 
to track progress.

•	 Individual (1:1) sessions. Parents will schedule 
4 separate sessions to be conducted 
approximately every 1-2 weeks 

•	 Parents will also receive once monthly “booster” 
contacts until they reach the 6 month point from 
enrolment. Each session is 60 minutes long. The 
first visit is conducted in person, and follow-up 
sessions can be conducted either in person, by 
phone, or online. Ongoing Booster sessions will 
be brief (10-20 minute). All interventions will be 
administered by a trained non-clinical or clinical 
professional. 

•	 Sessions will be audio-recorded for fidelity. 
A supervisor will review the first 5 and then 
1 of 4 randomly selected sessions for each 
interventionist. Staff receive feedback and 
approach with each participant is refined if 
needed. 

•	 Group-based sessions. Half-day long symposia 
to cover all 4 of the first PRISM sessions in one 
sitting are scheduled to take place either in 
person, online, or by phone. These workshops 
will be led by and/or facilitated by the Primary 
Investigators or by trained non-clinical or 
clinical professionals. Light refreshments will 
be available for participants throughout the 
session.

•	 Following each session, parents will be asked 
privately if they wish to share/connect online 
with others in the group. Staff provide once 
monthly “booster” contact via email to the whole 
group, checking in and inviting the group to 
virtually share practiced skills and experiences. 
Emails to the group will be monitored by study 
staff and participants will be reminded not to 
share patient-identifying information. Group in 
person sessions take place at Seattle Children’s 
Hospital, so participants travelling more than 20 
miles round trip may be compensated for their 
mileage driven (~ $0.54 per mile).

•	 Standard Psychosocial Care. The Standard of 
psychosocial Care (SOC) at Seattle Children’s 
includes an assigned social worker for each 
family. These professionals provide a breadth 
of services including administrative assistance 
with concrete needs (e.g., housing, insurance, 
financial aid, work leave), as well as directed 
clinical support based on comprehensive needs 
assessments conducted at the time of diagnosis. 
Ongoing support includes approximately weekly 
check-ins with families and additional referrals, 
as needed, for directed psychological or other 
support. 

35 Seattle Children’s Hospital, PRISM Study Protocol v. 06.14.2017. p.8.
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•	 Published peer-reviewed research at the time of publication focuses primarily on the application of a 
trauma informed approach and trauma informed care in clinical settings. Few papers discuss or even 
refer to non-clinical paediatric oncology support services. More useful information on the application 
of a trauma informed approach is available in the grey literature through organisations like the Te Pou, 
Te Kotahi Research Institute, National Child Traumatic Stress Network (US) and Phoenix Australia who 
provide advice and/or training on trauma informed care in non-clinical settings.

•	 Lessons regarding implementing a trauma informed approach are able to be gleaned from trauma 
informed approaches in non-oncology settings. Mental health and addiction services are in many 
jurisdictions the source of methods and models that have been applied in healthcare service settings. 
These organisations are a helpful source of information and resources and may be useful future 
collaborators.

•	 The health and wellbeing benefits of a trauma informed approach to tamariki, whānau and staff 
carers has been repeatedly proven in the published research.

•	 Barriers to successful implementation of a trauma informed approach exist but are able to be 
mitigated with careful planning, a timely reminder that the planning stage of any trauma informed 
care implementation should not be rushed.

Conclusion
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