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Trauma-Informed Care Shouldn’t Depend on a Good Day
How to Build a Trauma-Informed Toolkit You Can Actually Use
Maddison Fritz, MSN, RN, FNP-BC

Trauma-informed care is everywhere 
right now. It is in our conference agen-
das, our strategic plans, our annual train-
ing modules. And it should be. Trauma is 
a social determinant of health, it is often 
invisible, and it shapes how our patients 
move through the health care system 
long before they ever get to us. There is 
even a good argument that we should 
treat it like universal precautions. Enough 
people have experienced trauma that we 
should probably just extend these prac-
tices to everyone.

We know the buzzword. What we of-
ten do not have is the structure by which 
to meaningfully integrate the term into 
our practice.

A literature review of trauma-in-
formed care integration in health care 
settings revealed how narrow most in-
terventions were. Almost everything 
came down to two things: train the staff 
and screen the patients.

Screening is not automatically trau-
ma-informed. If you ask someone to 
recount what happened to them, you 
can end up trampling the exact auton-
omy you were trying to protect and then 
leave them hanging and vulnerable. That 
is the antithesis of trauma-informed 
principles.

Training is important, but in isolation 
it tends to be vague principles people 
agree with while lacking specificity and 
actionable changes. We hand health care 
staff a set of principles and hope they sur-
vive a twelve-hour shift or a twenty-two 
patient clinic day. Education as the pri-
mary strategy has a bigger problem un-
derneath it, too. It leaves the whole thing 
clinician-dependent. Whether it happens 
today rests on how much bandwidth one 
person has, and we were never designed 
to be superheroes. Any system that qui-
etly expects us to be one will produce 

wildly inconsistent care.
I work at a mobile community-based 

lifestyle medicine clinic that partners 
with community organizations to serve 
folks who face barriers to care, most of 
whom are uninsured or on Medicaid. 
Recognizing the trauma burden of our 
patient population, we asked a different 
question. How do we instill trauma-in-
formed care into the bones of the sys-
tem, so it does not rest on one person 
remembering one more thing?

What came out of that is a toolkit. A 
set of checklists, templates, processes, 
and scripts that has taken on a life of its 
own. If a resource-limited mobile clinic 
can do this, the changes are realistic al-
most anywhere. The pieces below work 
together, but you do not have to build 
all of them to start seeing a difference.

1. �Environmental checklists, one 
per care setting
We started here because it is the most 
concrete. We mapped every space 
where care happens: the shared area 
for vitals and labs, the private appoint-
ment space, the class space, and our 
virtual and text-based touchpoints. 
Then we built a checklist for each one.

The adjustments themselves are 
small. Lighting that is not just harsh 
overhead. Seating patients so they 
can face the door. Tissues, unscented 
lotion, and fidgets available. A visi-
ble clock, always. White noise or low 
wordless music, which protects pri-
vacy and settles nervous systems at 
once. Nature imagery, even if it is just 
a painting when a plant is not feasible. 
Visual dividers while patients are get-
ting weighed or having labs drawn, 
which adds privacy to a moment that 
can feel exposing.

If you take one thing from this arti-

cle, take this. A checklist built for your 
specific setting is the easiest place to 
start. It requires no permission and al-
most no budget.

2. �Signage and resources that do 
the explaining for you
Good signage carries information so 
the clinician does not have to remem-
ber to say it. Ours includes a meet your 
care team board, so patients know 
who they are about to walk in on. Your 
body, your choice messaging, remind-
ing people everything is optional. 
Grounding practices on the wall. 
And step-by-step visual guidance for 
intake, so on day one a patient walks in 
and sees exactly where to sit and what 
steps one through four are.

The same logic applies to re-
sources. Nobody should have to dis-
close anything to get one, so we keep 
a take-one station stocked with sup-
port for folks who may not be safe at 
home, for trauma and stress, for men-
tal health needs, for food access, and 
for counseling referrals.

This one was a surprise in our prac-
tice. Frequently patients will disclose 
nothing, and then quietly pick up two 
things off that table on their way out.

3. �Screening that respects 
autonomy, paired with a 
response plan
Screening patients can be a mixed 
bag. The literature points toward sup-
porting autonomy with opt-outs for 
self-disclosure and tying screening 
to a response plan rather than forc-
ing responses or asking a potentially 
retraumatizing inventory of events. 
Keep it short and make every response 
skippable.

Ours asks whether someone feels 
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safe at home, and whether something 
has happened that harmed their 
body or mind or threatened their life, 
framed broadly enough to cover a sin-
gle event, a series of events, or a set 
of circumstances. If patients say yes 
or maybe, we ask on a scale of one to 
ten how much it is still affecting their 
daily life and roles. There is a place to 
tell us anything they want the care 
team to know. And then the question 
that has turned out to matter most:

Are there things in health care set-
tings that tend to make you feel anx-
ious, overwhelmed, unsafe, or out of 
control, and what helps you feel safer, 
more respected, or more in control 
instead?

Notice we never ask what hap-
pened. Every question can be 
skipped, and every one has a not sure 
or maybe option alongside prefer not 
to answer. Those middle options do 
real work, because they let us treat 
the answer as a yes without requiring 
anyone to say it out loud. What pa-
tients tell you about their own safety 
is specific, practical, and easy to honor 
once you know it.

Then we built the tiered response 
behind it. A patient reporting a nine 
gets a different response than some-
one reporting a three. Patients who 
prefer not to answer are respected 
and treated with dignity, and, more 
often than not, they tell us later, in 
person, when they are ready.

4. �Documentation that carries  
it forward
None of this works for the patient if it 
lives only in one clinician’s memory. So 
the screening answers auto-populate 
at the top of every note, and under-
neath we added a Trauma-Informed 
Considerations section. It opens with 
standard language confirming that 
the visit used universal trauma pre-
cautions, that screening was volun-
tary, that pacing and environment 
were adapted, that the patient could 

decline any part of the visit, and that 
mental health and crisis resources 
were offered routinely.

Then the clinician adds a sentence 
or two specific to that visit: how pac-
ing was adjusted, what was asked 
directly versus held back, who was in 
the room, what changed about the 
exam. Over time this creates a trau-
ma-informed continuity of care. The 
patient does not have to re-explain 
themselves every visit, and the next 
person picking up their chart already 
knows.

5. �Scripting for the repeated 
moments
There are certain moments we repeat 
dozens of times a week. Vitals. Labs. 
The start of a class. Rather than telling 
staff to communicate in a trauma-in-
formed way and leaving it there, we 
wrote actual scripts. It keeps things 
consistent across clinicians, locations, 
and whoever is leading that day, and 
it means a newer team member is not 
improvising through the hardest parts.

6. �Training tied to something 
real, plus microlearnings
We did a full team training, then kept 
going with weekly microlearnings. The 
key move was pairing each one with 
a piece of the system it connects to. 
When we covered adverse and benev-
olent childhood experiences as predic-
tors of health, we tied it directly to the 
documentation prompt about talking 
with patients about their strengths.

That is the difference between ed-
ucation that evaporates and educa-
tion that lands. People are not being 
asked to hold sixteen abstract things 
in their head. They are being handed a 
touchstone that already exists in their 
workflow.

We also rebuilt our nurse-led 
health class curriculum so patients 
learn how trauma affects the body, 
appetite, stress, and dopamine. That 
content has resonated across every-

thing we teach, because it lets pa-
tients become agents in their own 
healing instead of passive recipients 
of it.

Unexpected outcomes
An environmental checklist was the first 
thing proposed. What resulted was much 
more. Staff strategized how it would work 
in each space, identified gaps in privacy 
and visual direction that had gone unno-
ticed, and turned a checklist into a heal-
ing space.

They also took the principles of col-
laboration and of empowerment, voice, 
and choice, and drafted a class agree-
ments framework that sets the tone at 
the start of our health classes. Nobody 
asked them to. They leaned into the re-
silience and neuroplasticity side of this 
and built it into the patient-facing tools.

This is the argument for trauma-in-
formed systems in a nutshell. When you 
give people structure instead of just 
principles, they do not do the bare mini-
mum with it. They build on it. A checklist 
gave them somewhere to put their ex-
pertise, and they brought life and color 
to it in ways that a single clinician could 
not have accomplished alone.

You measure what  
matters to you
If we believe trauma-informed systems 
change how safe patients feel and how 
equipped they are to manage their own 
health, then we need instruments that 
can actually show it.

The Organizational Trauma Resil-
ience Assessment offers patient-facing 
and staff-facing metrics that reflect the 
organization’s actual level of trauma-in-
formed practice, not just our perception 
of it. The Patient Activation Measure, or 
PAM-13, tracks a patient’s confidence 
and skill in managing their health over 
time.

Adding the ability to measure effec-
tiveness is what moves this from a nice 
initiative to something you can defend, 
sustain, and hand off.
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What it looks like in the room
As a nurse practitioner in this clinic, 
I watch patients interact with these 
changes in real time. I watch their eyes 
track to the signage. I watch fingers reach 
for a fidget nobody told them was there. 
I watch people who disclose absolutely 
nothing still browse the resource table 
and take one or two things with them.

I feel the weight lift in a room when 
I acknowledge the specific thing that 
makes someone feel safe, or when we 
connect the dots between something 
they lived through and how it is showing 
up in their body now.

Recently a patient who had answered 
not sure on the screener but rated her 
experiences as impacting her at a nine 
out of ten, looked at me with tears in her 
eyes and said, “This has been a night and 
day difference from my other health care 
experiences. Thank y’all for going out of 
your way to make this safe.”

What she did not know is that I was 

not going out of my way. The safety she 
felt was not something I summoned in 
the moment or carried on my own shoul-
ders. It was already in the room before she 
walked in: the seating, the signage, the 
question already answered on her chart, 
the resources on the table. I was set up for 
success in caring for her, which meant she 
was set up for success in healing.

That is the whole point. She should 
get that visit whether I am having a great 
day with plenty of bandwidth, or a hard 
day where I am short on time and run-
ning behind.

Where to start tomorrow
You may not be able to remodel your 
patients’ rooms or change your note tem-
plates this week. Start smaller.

Move what you can in the room. Po-
sition the patient facing the door. Make 
sure they can see a clock. Get some light 
in there that is not just overhead.

Ask the question. “Has anything made 

you feel stressed or unsafe in a health 
care setting, and is there anything I can 
do to help you feel safer today?” It costs 
nothing, takes ten seconds, and gets at 
the core of this.

Name what you are already doing. 
Nurses do trauma-informed things con-
stantly without documenting them. 
Start writing them down and you start 
defining the category.

Slip trauma into teaching you already 
do. It intersects with almost everything 
we educate on, from diabetes to chronic 
disease management. A short microle-
arning tied to practice could live in a unit 
newsletter or a huddle.

If the goal of health care is actually 
healing, then how we deliver care mat-
ters as much as what we deliver. Building 
trauma-informed systems rather than re-
lying on trauma-informed individuals is 
how we make sure that healing shows 
up for every patient, on every day, no 
matter who is on shift. n
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