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Development and Implementation of a psychological trauma informed
undergraduate Mental Health Nursing Curriculum.

Introduction
This article will describe the development and implementation of a psychological
trauma informed undergraduate mental health nursing curriculum at the University of
Stirling. The rationale for doing so will be advanced via a brief exploration of the
literature on the concept, incidence and potential significance of trauma for both
individual health and collective wellbeing and the significance of this for both
professional practice and education. The ‘aASKED’ model (Young, Taylor and Smith,
2016) that informed the curriculum and its evolution to the (T)AASKED model will
then be presented.
Background
There are multiple definitions of ‘trauma’, but in essence it can be thought of as
referring to an experience or series of experiences that may cause intense physical
and psychological stress reactions. The term can be used with reference to “a single
event, multiple events, or a set of circumstances that is experienced by an individual
as physically and emotionally harmful or threatening and that has lasting adverse
effects on the individual’s physical, social, emotional, or spiritual wellbeing”
(Substance Abuse Mental Health Services Administration, 2012:2). There is now
widespread awareness that childhood trauma may have broad and long lasting
effects that impact upon self-regulation, mood, and behavior (Webb et al., 2017).
Significant relationships have been found between childhood trauma and a range of
psychological sequelae (Bellis et al., 2015).
Multiple studies exploring the impact of Adverse Childhood Experiences (ACE) have
consistently found strong dose relationships between such experiences and the
likelihood of developing a series of adult mental and physical health conditions
(McEwen, 2015). Individual ACE scores are not in and of themselves predictive of
pathology as they represent only one variable in an individual’s life, including key
relationships, but the effects observed at a group level are significant. The observed
effects of adversity seem to be mediated not only via psychological or sociological
mechanisms, but through inflammatory and corticosteroid-related stress pathways
that may influence and even alter the development of the brain at key periods,
resulting in changes whose effects may be persistent (Danese and Baldwin, 2017).
The effects of individual experiences of adversity are compounded by systemic and
sometimes historical disadvantage linked to poverty, race and economic exclusion
that serve to concentrate the negative impacts of ACE more acutely in some
communities (Bellis, 2014). Even where the impact of trauma may not present in
ways that meet contemporary mental health diagnostic criteria the human costs
evident in outcomes around education, employment, criminal justice, wider social
wellbeing and inequality have huge implications for social policy (Couper and
Mackie, 2016).
Mental health service users who have experienced trauma will most commonly
receive care via mainstream, ‘generic’ mental health services who may routinely fail
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to assess for the presence of trauma (Xiao et al., 2016, Read et al. 2018). The
impact and sequelae of trauma may be overt but its presence may also be more
subtle and nuanced but equally impactful. Growing awareness of this scenario has
led to calls that all mental health services and other services which may work with
those with mental health must recognise the presence of trauma in those who use
(and provide its services) realise the significance of the issues associated with it,
respond by becoming ‘trauma informed’, reduce the risk of approaches that may retraumatise and promote collaborative person-centred approaches (Substance
Abuse Mental Health Services Administration, 2015,). Scotland has been at the
forefront of such intiatives with the launch of a national training framework for the
NHS workforce (NHS Education for Scotland (2017).
Becoming a trauma informed mental health service requires that services explicitly
reflect on their values, care models, narratives, policies, practices, roles and
relationships and embark on a potentially deep change programme in order to
deliver a safe, supportive and therapeutic environment for staff and service users
that incorporates an awareness of the diverse impact of trauma on individuals,
families and communities (Wilson et al., 2017). Such efforts depending on the
resource and its remit may include promoting access to or directly delivering
evidence based specific treatments for trauma.
Facilitating such change requires a mental health nursing workforce who can deliver
the profound changes in culture and practice that are required to realise it. (Wheeler
2018). Such a workforce must champion not only the explicit recognition of trauma in
those accessing mental health services but promote awareness of the prevalence
and effects of trauma exposure and the best methods for supporting children and
families exposed to trauma in schools, social services and the general hospitals
where the impacts of trauma on physical health need to be recognised (Grant and
Lappin, 2017). Working within a trauma informed model of care is more than a
preference – it is an ethical imperative. Nurses must therefore be inspired to radically
alter the landscape of care provision. A number of initiatives have sought to address
this objective in the existing workforce where enhancing understanding, changing
attitudes and developing related skills in assessment and treatment are variously
required (Palfrey et al., 2018).
Higher Educational Institutions’ (HEIs) nurse education programmes must address
the dual goals of providing flexible relevant training whilst also ensuring the needs of
local communities are met (Parker and McMillan, 2007). Flexibility is key; as
programmes of nurse education must keep pace with the continual change in
nursing practice (Kermansaravi, Navidian and Yaghoubinia, 2014) and within society
(Martin, 2013). Nurses of the present and future need to be skilled to meet the
changes in population demographics. Changes that have resulted in the need to
recognise trauma as a public health issue that affects not just the individual but also
their relationships, community and wider society (Magruder, McLaughlin and Borbon,
2017). As Sines, eloquently, states, academics must ‘prepare the next generation of
nurses who are capable and confident to provide high quality care for all and to
ensure that our nurses are innovative, dynamic, capable and proficient in all that they
do’ (Sines, 2013:15).
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The key driving principle behind trauma informed approaches is that traditional
models whose primary aim is to find ‘what is wrong with you’ in order to fit the person
into a diagnostic category and treat the immediate symptoms may be actively
harmful to those who have experienced trauma (Wilson et al., 2017). Trauma
Informed Approaches seek to replace this with a fundamentally different ‘lens’. This
asks ‘what has happened’ to the person and how has that affected them and
requires the practitioner to mutually create a safe relational space in which a shared
understanding can begin to underpin recovery (Bloom, 2012). The approach is
strength based and therefore complements existing perspectives including recovery
Development of new curriculum
As of 2012 the undergraduate mental health nursing programme at Stirling reflected
a growing awareness of trauma involving a series of lectures, workshops and
seminars but these were standalone and diagnostically driven e.g. focused on PTSD
rather than part of any integrated initiative. Reflection over time based on
dissatisfaction with this approach suggested that truly embracing the potential
significance of trauma and its full potential in delivering the paradigm shift required in
mental health appeared to require a professional curriculum designed from the
ground up to incorporate trauma as a core theme (Carello and Butler 2012). This led
to the realisation that an entirely new curriculum was required.
In order to become a registered nurse in the UK students must successfully
complete an education programme approved by the NMC in one of the four fields of
nursing practice – including mental health. From 2013 onwards all pre-registration
nursing education programmes across the UK have been required to be at degree
level. All universities must demonstrate their adherence to standards set by the NMC
and typically must meet defined European standards (WHO, 2009) which note the
expected hours of theory and clinical practice student nurses must complete during
their training. This duality of pre-registration nurse training – students must engage
with and successfully demonstrated theory and knowledge as well as in-vivo
practical skills – means that approved HEIs must deliver nursing programmes that
address not just the academic learning of students but also how this is successfully
applied in a ‘real-world nurse – patient relational context’. Universities do, however,
retain substantial autonomy in how they structure their pre-registration curriculum,
and how they teach and assess their programmes. This leaves scope for curriculum
innovations such as this project.
The aims of the new curriculum implemented from 2014 onwards (see Box 1) were
developed both to guide the development exercise and to provide a basis for its
evaluation. The US Substance Abuse and Mental Health Services Administration
(SAMHSA) (2012) identified key principles, and previous published work in other
disciplines introducing trauma informed curricula, provided the basic foundation from
which the new curriculum was developed. SAMHSA’s six key principles of trauma
informed care i.e. Safety; Trustworthiness and Transparency; Peer support;
Collaboration and Mutuality; Empowerment, Voice and Choice; Cultural, historical
and gender issues) help place the person at the centre of their care experience, and
seeks to promote a culture based on beliefs about relationships, resilience, recovery
and healing from trauma.
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The development was also informed by the broader literature including seminal work
by Harris and Fallot (2001), Fallot and Harris,(2002, 2009) Courtois and Gold
(2009), as well as wider collaboration with students, academic, clinical colleagues,
third sector partners, and individuals with lived experience. As a ‘live’ development
since implementation the curriculum has been refined and influenced through
student engagement with their learning and their experiences in clinical placement
and interaction with clinical colleagues and service users and carers.
From the ‘aASKED’ model to the (T)AASKED model
Realising the incorporation of trauma as an organising principle required systemic
reflection of how best to prepare undergraduate students. This led to the
development of the original ‘aASKED’ model (Young, Taylor and Smith, 2016) into
the (T)AASKED model. The acronym chosen reflects the challenge of the ‘what,
when and how’ of curriculum design based on incremental knowledge and skill
acquisition moving from Awareness, through Assessment, Skills, Knowledge,
Education and Delivery with trauma as the core (Young, Taylor and Smith, 2016)
(see Figure 2).
Awareness was driven via the classic ‘What’, ‘So What’, ‘Now What’ framework:
(Borton,1970) further developed by Driscoll (2002).
•

•

•

What is trauma, attachment and adverse childhood experiences? Trauma was
taught as existing across a spectrum that encompassed individual relational,
environmental and historical dimensions and not solely a series of diagnostic
categories.
So What? - Why does it matter that we understand about trauma, attachment
and adverse childhood experiences and how these are presently being
responded to or not in current services. The trauma lens reframes symptoms,
however dysfunctional or distressing, as originating as adaptations to trauma
and therefore as coping strategies.
Now What? – What is my role? What do we do with that knowledge? What
can we do? How do we work in a trauma informed and trauma responsive
way? What are my self-care needs and how do I practice trauma stewardship
(Lipsky and Burk, 2009), and how do I maintain safety and manage
boundaries (Pope and Vasquez, 2005)?

Central to an approach that foregrounds ‘what happened to you’ is the Assessment
of trauma. Assessment seeks to identify core relationships and events in the
patient’s life. It also examines their potential psychological sequalae which can lead
to a trauma informed formulation and trauma informed treatment planning. Students
at completion of their programme are competent to conduct a robust mental health
assessment, including routine inquiry asking about early childhood and traumatic
experience. This then forms their clinical formulation based on Johnstone & Dallos’
(2013) ‘five Ps’; presenting, predisposing, precipitating, perpetuating, and protective
factors. This is then shared with their clinical colleagues and informs team careplanning (Johnstone et al., 2015).
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To enhance Skills Judith Herman’s triphasic model was used (Herman, 2008;
Herman, 2010). The overall aim is to develop practitioners’ confidence, and their
competence to have conversations regarding trauma, whilst being sensitive when
asking people to speak about their lived experiences. Practical skills development
sessions focused mostly but not exclusively around Hermans phase 1 Safety and
Stabilisation included recognising dissociation and the delivery of psychoeducation.
A range of different exercises were used to do this, including; Group work,
Workshops, Role Play, Presentations, Simulation and Problem Based Learning
activities. An explicit focus on skills was required in order that their structured
development could be planned and resourced (see Box 2).
Knowledge of key concepts were taught. Examples of these included; window of
tolerance, neurobiology of trauma, the impact of toxic stress, austerity/ poverty and
the implications for public health and social policy. Attachment theory was taught
with specific reference to trauma incorporating both the significance of secure
attachments as a buffer against trauma and their significance to trauma but also the
damage caused when trauma was perpetrated by someone whose role should have
been protective. A key message foregrounding much of the momentum within this
key area was ‘Do Know Harm’; an advanced understanding of harm done in the
person’s past. In order to prevent iatrogenic trauma, students needed to understand
the general importance of doing ‘no harm’ in avoiding re-traumatisation. However,
they also needed to ‘know harm’ in terms of the specifics of the individual’s
experience in order to understand how harm could result as a consequence of
exposure, and re-exposure, to trauma, as well as the individual’s strengths and
coping strategies (Herman,1998).
It was understood from the beginning of the curriculum development exercise that
Education would incorporate multiple strands. Education involved direct contact and
engagement by academic and teaching staff with our Mental Health students, but
education was also provided by students to clinical staff, patients and carers. As the
model was implemented the metaphor of students as ‘trauma bees’ emerging from
the hive (Young, 2016) and going out to pollinate practice settings and local
communities, fostering awareness of the need for an alternative trauma informed
frame and challenging language and power imbalances, was formed. Cross
pollination underpinned a dynamic process in which information regarding issues in
contemporary practice was continually fed-back and informed the evolution of the
curriculum.
Lastly, a classic blended learning model was used to Deliver the curriculum (See
Figure 1). Trauma was woven into and across the undergraduate programme
including through shared classes with adults students. Co-production with students
resulted in a series of conference presentations (Young, 2016) and the ‘Trauma
Bee’s’ movie, a film produced that powerfully describing students experiences
(Young, 2017). https://www.youtube.com/watch?v=fhMgzKjRvxs
Highlighting a key challenge to implementation
As Carello and Butler (2014) note, teaching trauma is not the same as trauma
informed teaching; neither is it the same as implementing a trauma informed
curriculum. Amongst the many transformations required is the need to explicitly
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recognise that trauma impacts upon not only the lives of those who use our services
but those who provide it. Potential mental health nursing students may have their
own trauma histories and symptoms which may present when under stress.
Assessing for the presence of trauma potentially involves exposure to the traumatic
events in others’ lives, with the potential for vicarious trauma and secondary
traumatic stress to develop (Lipsky and Burke, 2009). Addressing self-care and
developing resiliency skills was an important aspect the programme. Self-reflection
was taught and consistently prompted, peer supports established and touch-points
with academic leads established to constantly review support arrangements.
Embracing a relational approach in which emotional regulation is fostered requires
access to regular skilled supervision to manage the emotions and processes
involved. Ensuring that reflective supervision by practitioners who understand the
concept of trauma remains a significant challenge.
Conclusion
Trauma informed approaches see symptoms however dysfunctional or distressing as
having their origins as adaptations to trauma and therefore as coping strategies. A
trauma informed mental health curriculum is ultimately one in which all parties
involved explicitly recognise and overtly respond to the impact of trauma on the
wellbeing of children, adults, families, organisations, communities and society. It
embeds awareness of trauma and an understanding of the implications for facilitating
recovery and promoting resilience throughout the programme; where it functions as
one of the core pillars informed by an explicit value base that incorporates
partnership working and commitments to co-creation and delivery.
The programme at Stirling is currently being revised to enable students to acquire
the competencies outlined in the NHS Education for Scotland (2017) Psychological
Trauma Framework where the exit point is ‘Trauma Informed’ or ‘Trauma Skilled’.
Subsequent revisions will map the programme against the new, recently published,
Nursing and Midwifery Council (2018) NMC standards for nurse education. Of note,
given the focus of the development and the literature that informed it regarding the
significance of trauma as a public health issue, is that these standards make no
explicit reference to trauma.
The purpose of this curriculum innovation was to provide a paradigm shift in student
nurse education. It is a core part of the ethos that this was not a project but a
process. The ultimate aim is that, as well as producing registrants in the nursing
field, we are also equipping our future mental health nursing workforce with the skills
and knowledge to work within a trauma informed framework, promote radical
changes in culture and practice, and fundamentally improve the experience of
people who use mental health services to not only be safe but, crucially, feel safe,
validated and protected from harm. Facilitating such ambitious change requires
vision, leadership, resilience and the ability to navigate a series of potential hazards
to innovation both locally and nationally. The curriculum delivered represents where
mental health nursing education must be if it is to continue to meet the needs of
those who use its services in the future.

6

References
Bloom, S. (1997) Creating sanctuary: toward an evolution of sane societies. New
York: Routledge.
Borton, T. (1970) Reach, Touch and Teach. New York: McGraw-Hill Paperbacks.
Bellis MA, Hughes K, Leckenby N,  Perkins C. Lowey H,(2014)
National household survey of adverse childhood experiences and their relationship
with resilience to health harming behaviours in England. BMC Medicine. 12: 72.
Bellis M.A Lowey H., Leckenby, N. Hughes, K. and Harrison D. (2015)
Adverse Childhood Experiences and their impact on health harming behaviour in the
Welsh adult population. Cardiff: Public Health Wales NHS Trust; .
Carello, J., & Butler, L. D. (2012). Reducing risk: Why it’s important to inte-grate TI
principles into higher education and clinical training. Paper presented at the annual
meeting of the International Society for the Study of Trauma and Dissociation, Long
Beach, CA.
Carello, J., & Butler, L. D. (2014). Potentially perilous pedagogies: Teaching trauma
is not the same as trauma informed teaching. Journal of Trauma & Dissociation,
15(2), 153-168.
Council of Deans (2016) Future Education Models: Pre- Registration Nursing, CoDH
UK-wide Shape of Caring Advisory Group. Council of Deans
Couper S and Mackie P.(2016) ‘Polishing the Diamonds’ Addressing Adverse
Childhood Experiences in Scotland. Edinburgh: Scottish Public Health Network
(ScotPHN); www.scotphn.net/wp-content/uploads/2016/06/2016_05_26-ACEReport-Final-AF.pdf
Courtois, C. A., & Gold, S. N. (2009). The need for inclusion of psychological trauma
in the professional curriculum: A call to action. Psychological Trauma: Theory,
Research, Practice, and Policy, 1(1), 3–23..
Danese A, and Baldwin JR. (2017) Hidden Wounds? Inflammatory links between
childhood trauma and psychopathology. Annual Review Psychology ; 68: 517–44.

Driscoll J (2000) Practising Clinical Supervision. Balliere-Tindall, Edinburgh.
Fallot, R.D. & Harris, M. (2009). Creating cultures of trauma-informed care (CCTIC):
A self assessment and planning protocol. Washington, D.C: Community
Connections.

7

Fallot, R. D., & Harris, M. (2002). The Trauma Recovery and Empowerment Model
(TREM): Conceptual and practical issues in a group intervention for women.
Community Mental Health Journal, 38, 475–485.
Grant S. Lappin J. (2017) Childhood trauma: psychiatry's greatest public health
challenge? The Lancet Public Health June 1, 2017 http://dx.doi.org/10.1016/ S24682667(17)30104-4
Grol, R., Wensing, M., (2004). What drives change? Barriers to and incentives for
achieving evidence-based practice. Medical. Journal. Australia. 180, S57.
Harris, M. & Fallot, R.D. (2001). Using trauma theory to design service systems.
(Eds). New Directions for Mental Health Services, 89. Jossey-Bass
Herman, J. L. (1998), Recovery from psychological trauma. Psychiatry and Clinical
Neurosciences, 52: S98-S103. doi:10.1046/j.1440-1819.1998.0520s5S145.x
Herman, J. (2008). Craft and Science in the Treatment of Traumatized People.
Journal of Trauma & Dissociation 9 (3), 293–300. doi:10.1080/15299730802138966.
Huckshorn K, Lebel J. Trauma-informed care. (2013) In: Yeager K, Cutler D,
Svendson D, Sills G M (eds) Modern Community Mental Health: An Interdisciplinary
Approach. London: Oxford University Press.
Kermansaravi, F., Navidian, A., & Yaghoubinia, F. (2015). Nursing Students’ Views
of Nursing Education Quality: A Qualitative Study. Global Journal of Health
Science, 7(2), 351–359. http://doi.org/10.5539/gjhs.v7n2p351
Johnstone, L., & Dallos, R. (Eds.). (2013). Formulation in psychology and
psychotherapy: Making sense of people’s problems (2nd ed.). London, England:
Routledge
Johnstone, L., Durrant, C., James, L., Lewis, H., Maybury, E., McCann, S.,
Sandford, C. (2015). Team formulation developments in AMH services in South
Wales. Clinical Psychology Forum, 275, 38-42.
Lipsky, L. v. D., & Burk, C. (2009). Trauma stewardship An everyday guide to caring
for self while caring for others. San Francisco, CA: Berrett-Koehler Publishers.
McEwen B. (2015) Experience shapes the brain across the life-course: epigenetics,
biological embedding and cumulative change. GCPH Seminar Series 11, lecture 6;
Bruce S. McEwen, Glasgow Centre for Population Health
Magruder, K. M., McLaughlin, K. A., & Elmore Borbon, D. L. (2017). Trauma is a
public health issue. European Journal of Psychotraumatology, 8(1), 1375338.
National Scientific Council on the Developing Child.(2015) Supportive Relationships
and Active Skill-Building Strengthen the Foundations of Resilience: Working Paper
13. Cambridge MA: Center on the Developing Child; 2015.

8

http://46y5eh11fhgw3ve3ytpwxt9r.wpengine.netdna-cdn.com/wpcontent/uploads/2015/05/The-Science-of-Resilience1.pdf
NHS Education Scotland (2017) Transforming Psychological Trauma: A Knowledge
and Skills Framework for the Scottish Workforce, NHS Education Scotland.
Edinburgh.
Nursing and Midwifery Council (2018) Future nurse: Standards of proficiency for
registered nurses London Nursing and Midwifery Council
Palfrey, N., Reay, R.E., Aplin, V., Cubis JC., McAndrew V., Riordan DM. Raphael B
(2018). Achieving Service Change Through the Implementation of a TraumaInformed Care Training Program Within a Mental Health Service. Community
Mental Health Journal. https://doi.org/10.1007/s10597-018-0272-6
Parker, V., McMillan, M. (2007) Challenges facing internationalisation of nursing
practice, nurse education and nursing workforce in Australia. Contemporary Nurse: A
Journal for the Australian Nursing Profession.24:128–136.
Pope, K. S., & Vasquez, M. J. T. (2005). How to survive and thrive as a therapist:
Information, ideas, and resources for psychologists in practice. Washington, DC:
American Psychological Association.
Read J, Harper D, Tucker I, Kennedy A. (2018) Do adult mental health services
identify child abuse and neglect? A systematic review.
International Journal Mental Health Nursing. Feb;27(1):7-19. doi:
10.1111/inm.12369.
Sines, D (2013) Preparing the Next Generation of Nurses for Excellence and for the
Reality of Employment. In To Posh to Wash? Reflection on Future of Nursing (ed. G.
Breer) 2020health.org. London
Substance Abuse and Mental Health Services Administration. (2012). SAMHSA’s
Working Definition Of Trauma And Principles And Guidance For A Trauma-Informed
Approach. Rockville, MD: Substance Abuse and Mental Health Services
Administration.
Substance Abuse Mental Health Services Administration (2015). Samhsa’s Concept
Of Trauma And Guidance For A Trauma-Informed Approach In Youth Setting.
Rockville, MD Substance Abuse Mental Health Services Administration
Sweeney, A. Clement, S. Filson, B. Kennedy, A. (2016) Trauma-informed mental
healthcare in the UK: what is it and how can we further its development?, Mental
Health Review Journal, 21(3) 174-192, https://doi.org/10.1108/MHRJ-01-2015-0006
University of Buffalo.2012 .UB's School of Social Work Adopts Trauma Informed
Care as a Guiding Principle. Retrieved' from
'http://www.buffalo.edu/news/releases/2012/08/13611.html'

9

Young J., Smith I and Taylor J (2016). Embedding a psychological trauma-informed
approach throughout an undergraduate mental health programme – creating the
trauma informed nurse. Abertay University.
Young. J (2016). 'Trauma Bees' Pollinating Practice - a trauma informed
undergraduate mental health curriculum. Student Nurse as mechanism of knowledge
and skills transfer to clinical areas. 10.13140/RG.2.2.21189.35043
Young, J. (2018). Trauma informed Education in Mental Health Nursing.
10.13140/RG.2.2.24439.93606. https://www.youtube.com/watch?v=fhMgzKjRvxs
Webb RT, Antonsen S, Carr MJ, Appleby L, Pedersen CB, Mok PLH.(2017)
Self-harm and violent criminality among young people who experienced traumarelated hospital admission during childhood: a Danish national cohort study. Lancet
Public Health published online June 1. http://dx.doi.org/10.1016/S24682667(17)30094-4.
Wheeler, K. (2018). A call for trauma competencies in nursing education. Journal of
the American Psychiatric Nurses Association, 24(1), 20–22.
doi:10.1177/1078390317745080
WHO Europe (2009) European Union Standards for Nursing and Midwifery:
Information for Accession Countries 2nd Edition WHO Europe, Denmark
Wilson, A., Hutchinson, M., & Hurley, J. (2017). Literature review of traumainformed care: Implications for mental health nurses working in acute inpatient
settings in Australia. International Journal of Mental Health Nursing, 26, 326–343.
Xiao, C. L., Gavrilidis, E., Lee, S., & Kulkarni, J. (2016). Do mental health clinicians
elicit a history of previous trauma in female psychiatric inpatients? Journal of
Mental Health, 5, 1–7.

10

Box 1. Aims of new curriculum
To enable students to develop, extend and deepen their knowledge of theory and
practice in the field of psychological trauma, leading to a paradigm shift towards
delivering trauma informed care by :Critical appraisal of the concepts of adversity & psychological trauma and their
impact across the lifespan
Critical evaluation of its impact on physical and psychological health and
wellbeing.
Developing and demonstrating the fundamental skills/practice used in the
assessment process and identify appropriate treatment interventions available
Demonstrating an enhanced psychological literacy when developing and
interpreting clinical formulation.
Identifying and analysing factors supporting, or barriers to, intervention and
change
Realising, Recognising, and Responding to the psychological needs of individuals
who have experienced adversity and trauma.
Informing and developing Trauma informed approaches in order to resist and
prevent re-traumatisation
Critical understanding of protective and resiliency factors which may mitigate the
impact of trauma.
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Figure 1: Blending Learning Model: Delivery of Trauma informed Curriculum
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Figure 2. The ‘TAASKED’ model

Awareness

Deliver

Assessment

Trauma
Educate

Knowledge

Skills

13

Box 2. Skills for Practice
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Routine enquiry
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