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T

Trauma-Informed Care Addressing 
the Mental and Emotional Needs  
of Patients With Cancer
Elizabeth Archer-Nanda, DNP, APRN, PMHCNS-BC, and Meagan L. Dwyer, PhD

TRAUMA IS PRESENT IN THE LIVES OF ALMOST ALL PATIENTS and staff, requiring 

recognition and management to develop effective and collaborative treat-

ment relationships (Litam & Balkin, 2021; Schein et al., 2021). Implementing 

trauma-informed care (TIC) at macro and micro levels can have lasting 

improvements on the health and well-being of patients and care team mem-

bers (Dowdell & Speck, 2022). Although many systems adopt the definition 

developed by the Substance Abuse and Mental Health Services Administration 

(2024), there are no operational manuals guiding the implementation of TIC 

into clinical oncology practice (Davidson et al., 2023). However, TIC can serve 

as a framework to provide clinical oncology care. Healthcare providers and 

systems working together create safe environments for delivering TIC, which 

maximizes positive regard while enhancing meaning and purpose to address 

the drivers of burnout (e.g., lack of resources, increased demands, reduced 

autonomy, poor work–life integration, isolation/lack of support, misaligned 

organizational–personal values) (Swensen & Shanafelt, 2020). Integrating 

TIC into standard care can help patients with cancer, oncology clinicians, 

and organizations. Applying TIC can result in the following: (a) patients’ 

increased satisfaction, treatment adherence and retention, and safety, as well 

as decreased use of restraints; (b) increased staff autonomy, satisfaction, and 

retention; and (c) improved organizational policies and procedures, decreased 

turnover rates and related costs, and increased organizational transparency. 

Background

Trauma Defined

In the past, a discussion about trauma may have been considered taboo; 

however, trauma as a concept is now widely discussed and disseminated in pub-

lished literature and social media, and is more broadly accepted (Pandell, 2022). 

Although concepts of trauma range from highly volatile and life-threatening peak 

events to more emotionally toxic, insidious, and eroding experiences, there is 

a growing consensus that individual and collective experiences of trauma have 

lasting effects (Dye, 2018). The American Psychiatric Association (2013) defines 

trauma somewhat more strictly as “the emotional response to a terrible event in 

which one experiences or is exposed to actual threat or threatened death, seri-

ous injury, or sexual violence” (p. 271). This includes experiencing these events 

firsthand, witnessing these events occurring to another person, learning about 

the traumatic experience of someone close, and having “repeated or extreme 

exposure to aversive details of the traumatic event” (American Psychiatric 

Association, 2013, pp. 271–272). Recognition and discussion of the traumatic 
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emotional experiences that can be challenging for 

patients and healthcare providers.

OBJECTIVES: This article aims to establish a 

knowledge base about the trauma-informed care 

(TIC) approach in oncology care.

METHODS: This article provides a literature-based 

overview of TIC as a model of care for patients 

with cancer, informed by definitions of trauma, 

post-traumatic stress disorder, and adverse child-

hood experiences. This review is based on clinical 

studies, expertise, and evidence-based guidelines.

FINDINGS: Based on a foundation of care for 
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clinical oncology practice. To illustrate TIC in 

practice, this article includes a case study, nursing 

approaches, implications, the TIC model of care, 

and resources. When applied to care, TIC benefits 

patients, staff, and organizations.

D
ow

nl
oa

de
d 

on
 0

7-
19

-2
02

4.
 S

in
gl

e-
us

er
 li

ce
ns

e 
on

ly
. C

op
yr

ig
ht

 2
02

4 
by

 th
e 

O
nc

ol
og

y 
N

ur
si

ng
 S

oc
ie

ty
. F

or
 p

er
m

is
si

on
 to

 p
os

t o
nl

in
e,

 r
ep

rin
t, 

ad
ap

t, 
or

 r
eu

se
, p

le
as

e 
em

ai
l p

ub
pe

rm
is

si
on

s@
on

s.
or

g.
 O

N
S

 r
es

er
ve

s 
al

l r
ig

ht
s.



AUGUST 2024, VOL. 28, NO. 4 CLINICAL JOURNAL OF ONCOLOGY NURSING 373WWW.ONS.ORG/CJON

 

event is not central to TIC; instead, TIC focuses on the emotional 

effects or responses to the event. Maté and Maté (2022) noted that 

“trauma is not what happens to you. Trauma is what happens inside 

you when something happens to you” (p. 20).

Post-Traumatic Stress Disorder

Despite ongoing discussions that highlight and dilute trauma 

terminology, trauma as a concept has a strong foundation in 

research. Although aspects of trauma were initially recognized 

and studied in veterans of war dating back centuries, it was 

not until symptoms of post-traumatic stress disorder became 

more apparent in veteran generations following World War 

II and the Vietnam War that psychological and medical pro-

viders began studying trauma (Briere, 1997). The focus then 

broadened to include nonmilitary trauma, such as intimate- 

partner violence, rape or sexual assault, child abuse and neglect, 

community violence, severe injury, medical crises, and more 

(Ballenger et al., 2000). Researchers now suggest that as much as 

80% of the U.S. population will be exposed to at least one trauma 

in their lifetime (Barzilay et al., 2019). Although a small propor-

tion will develop and need treatment for post-traumatic stress 

disorder, for many people, the emotional and physical sequelae 

of their traumatic experiences will manifest in other mental ill-

nesses, substance misuse, chronic physical illnesses, and social 

and financial problems (Bürgin et al., 2020).

Trauma in Patients With Cancer 

Clinical oncology providers have expertise in the physically, 

emotionally, and even spiritually challenging aspects of a cancer 

diagnosis and subsequent treatment (Lee & Ramaswamy, 2020). 

Despite advances in medical science and increasing survival rates 

for previously incurable cancers, nearly every person diagnosed 

with cancer will receive this news as a threat to their lives and/or 

their hopes (National Cancer Institute, 2023; Rahib et al., 2021). 

A person diagnosed with cancer acknowledges the threat to their 

livelihood well before they undergo the multitude of required 

tests and procedures, receive challenging news, and experience 

illness-associated isolation. A patient experiences several adverse 

effects; body changes; and financial, social, and interpersonal 

changes, creating risk for retraumatization (Abrams et al., 2021). 

Every aspect of life could be touched by a cancer diagnosis and its 

related illnesses. If, with treatment, a patient survives relatively 

unscathed, or at least not permanently disabled, the they may be 

expected to resume life as if nothing life-altering just happened to 

them (Cesanek, 2022). Despite being traumatized, the patient may 

be expected to overcome their diagnosis and provide hope to their 

loved ones. Oncology providers have to be active in the support of 

the patient (Hlubocky et al., 2016). A meta-analysis showed that 

studies have contributed to an understanding of trauma, clarify-

ing common sources of trauma and acknowledging that aspects of 

oncology and medical care are traumatic (Shand et al., 2015). As a 

foundation for care, clinicians can apply the TIC framework to aid 

the patient and respect the humanity of providers (Reeves, 2015).

Adverse Childhood Experiences and Health Outcomes

To explore a broader scope of trauma and understanding of adverse 

experiences, social scientists have studied how all people, including 

those in historically marginalized or underrepresented communi-

ties, could be affected over time by adverse childhood experiences 

(ACEs). For example, in the late 1990s, Kaiser Permanente pub-

lished a longitudinal study about ACEs, which highlighted the 

consequences of trauma experienced in early childhood (Felitti 

et al., 1998). ACEs are conceptualized across domains of abuse, 

neglect, and relational or household dysfunction (see Table 1).

Higher ACEs scores have been associated with an increased risk 

of a variety of potential health outcomes (Crandall et al., 2019). 

Although there is extensive academic and clinical support for 

ACEs, critics suggest that a lack of focus on community and inter-

personal identities may also create risk (Matlin et al., 2019; Rides 

At The Door & Shaw, 2023). Another research area has focused 

on the effects of trauma associated with weathering. Geronimus 

(1991) termed, researched, and advocated around the concept 

of weathering, defined as when Black adults (later expanded to 

include other underrepresented racial groups) experience nega-

tive health outcomes caused by the cumulative effects of political 

marginalization or social or economic adversity (Geronimus, 2023; 

Geronimus et al., 2023; Hampton-Anderson et al., 2021).

Although early work by Geronimus (1991) was highly contro-

versial, more recent data have confirmed what researchers also 

refer to as allostatic load on members of marginalized communities 

including Black, Indigenous, and people of color, as well as lesbian, 

gay, bisexual, transgender, queer/questioning, intersex, or asexual 

TABLE 1.

ADVERSE CHILDHOOD EXPERIENCES:  

DOMAINS AND EXAMPLES

DOMAIN EXAMPLES

Abuse
 ɔ Physical abuse
 ɔ Verbal abuse
 ɔ Sexual abuse

Neglect
 ɔ Unmet physical or emotional needs
 ɔ Lack of adequate food or shelter
 ɔ Lack of emotional or educational support

Relational or  
household dysfunction

 ɔ Parent or guardian with substance misuse
 ɔ Parental divorce or domestic violence 
 ɔ Parent/guardian with mental illness or legal 

problems/incarceration

Note. Adverse childhood experiences are potentially harmful or traumatic events that 
occurred during childhood and can have lasting effects on physical and emotional 
health and wellness later in life.  
Note. Based on information from Centers for Disease Control and Prevention, 2024.
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people (Levenson et al., 2023; Meléndez Guevara et al., 2021; Rides 

At The Door & Shaw, 2023). The theory of allostatic load proposes 

a slow and steady wear and tear on the body or damage to biologic 

systems caused by the effects of chronic stress. Allostatic load 

can negatively affect many health outcomes (Guidi et al., 2021; 

Parker & Johnson-Lawrence, 2022). Much like ACEs, the effects 

of weathering and allostatic load have been linked to economic 

and health outcomes, including cancer (Shen et al., 2022), cardio-

vascular disease (Borrell et al., 2020), chronic pain (Mickle et al., 

2022), diabetes (Macit & Acar-Tek, 2020), maternal and fetal mor-

tality (Riggan et al., 2021), obesity (Cullin, 2023), anxiety (Finlay 

et al., 2022), depression (Beydoun et al., 2023), post-traumatic 

stress disorder (Carbone et al., 2022), and increased risk of suicide 

(Valderrama et al., 2022). In addition, trauma has been associated 

with social outcomes, including alcohol and drug use (Rogers et 

al., 2021), tobacco use (Wiggert et al., 2016), educational attain-

ment challenges (Gilmore et al., 2022), legal issues/incarceration 

(Gibbons et al., 2020), and poverty (Ribeiro et al., 2018).

Purpose and Methods

This article provides a literature-based overview of using TIC 

when caring for people with cancer based on clinical stud-

ies, expertise, and data-based guidelines. Relevant literature 

in psychological and nursing sciences were reviewed, with 

the inclusion of published and seminal works. To support and 

illustrate TIC applied to clinical oncology practice, this arti-

cle reviews the TIC model created by the Centers for Disease 

Control and Prevention and the Substance Abuse and Mental 

Health Services Administration; the value of TIC to patients, 

staff, and organizations; a patient case study; nursing approaches 

to TIC and implications; and TIC resources.

Results

TIC

Based on a more inclusive definition of trauma that incorporates 

resilience and effective coping, the TIC model aims to better under-

stand the lived experiences of individuals who have experienced 

a variety of traumas, recognize the effects of these experiences, 

and limit retraumatization (Dowdell & Speck, 2022; Erickson & 

Harvey, 2023; Goddard et al., 2022). This model is nonhierarchi-

cal. By approaching the patient’s trauma and ensuring respect for 

FIGURE 1.

TRAUMA-INFORMED CARE MODEL

Note. Based on information from Centers for Disease Control and Prevention, 2018; Hales et al., 2019; Mahon, 2022.

SAFETY

Create a space 

where patients 

feel physically 

and emotionally 

safe.

TRUSTWOR-

THINESS AND 

TRANSPAR-

ENCY

Use open 

communication 

to develop trust 

and openness, 

which demon-

strates respect 

for patients.

PEER  

SUPPORT

Lean on peers or 

colleagues and 

recognize when 

another needs to 

take a break.

COLLABO-

RATION AND 

MUTUALITY

See patients as 

experts about 

themselves 

and their own 

experiences. 

Collaborate and 

cooperate with 

medical experts 

involved in 

patient care.

EMPOWER-

MENT OF 

VOICE AND 

CHOICE

Provide patients 

with options and 

rationale at their 

level. Hear their 

concerns and 

hesitations.

CULTURAL,  

HISTORICAL, 

AND GENDER 

ISSUES

Recognize how 

the life and 

societal expe-

riences of the 

patient and care 

team members 

affect their daily 

interactions.

“Shifting care from a 
paternalistic, medical 
approach to a more 
collaborative process 
can establish a 
foundation for shared 
decision-making.”
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their individual experience, TIC can be experienced equally by 

the patient and the provider or care team member, in contrast to 

a top-down approach that affects only the patient. Rather than 

solely focusing on what experiences the patient may bring to the 

interaction, providers are aware of their own traumatic experi-

ences, too, informing the clinical space and their relationship 

with the patient (Menschner & Maul, 2016). Trauma is associated 

with a patient’s perceived absence of safety, and TIC can establish 

a sense of physical and emotional safety (Parker & Johnson-

Lawrence, 2022). Figure 1 illustrates the TIC model.

Applying TIC in Oncology Care

Studies have demonstrated the value of TIC in a variety of settings 

and populations, including schools, mental health facilities, and 

medical settings (Centers for Disease Control and Prevention, 

2018). When applied in the oncology setting, this approach can 

enhance patient–provider collaboration, including more trans-

parent discussion of disease, treatments, side effects, adherence, 

quality of life, and end-of-life concerns (Mahon, 2022). Oncology 

providers can apply an assumption of historical trauma or a univer-

sal precautions approach to effectively connect with the patient’s 

needs and provide appropriate care (Goddard et al., 2022). This 

approach assumes that each patient has a wealth of challenging 

prior experiences and traumas, as well as strategies and adaptive 

skills to bolster their resilience (Hales et al., 2019; Mahon, 2022). 

To build a healthier workplace culture, this approach can also 

validate the experiences of providers and their colleagues, recog-

nizing their need for support (Menschner & Maul, 2016). 

Discussion

Individuals with a history of trauma may experience feelings of 

powerlessness, helplessness, and fear. Authoritarian commu-

nication may further exacerbate these feelings, highlighting the 

importance of collaborative communication, and fostering part-

nership and cooperation (Roberts et al., 2019). When nurses 

allow patients to set the agenda and fully engage in their health 

care through patient-centered communication, they empower 

and support the patient’s resilience (Roberts et al., 2019).

For providers to avoid retraumatizing patients, they can 

create a safe environment, thoroughly educating patients about 

what to expect with procedures, appointments, and examina-

tions (Roberts et al., 2019). Nurse–patient communication based 

on cultural and historical sensitivity honors a person’s identity, 

including their race, ethnicity, gender identity, sexual orienta-

tion, age, religion, experiences, and relationships (Dowdell & 

Speck, 2022). TIC strives to empower patients by giving them 

a more central voice, respecting their choices, and building a 

sense of safety, health literacy, and understanding of the health-

care environment (Dowdell & Speck, 2022). Understanding that 

uncertainty is associated with subjective and physiologic mea-

sures of stress, nurses applying a TIC approach to oncology care 

can foster understanding and trust. Figure 2 includes resources 

that support TIC in clinical care.

Thorough implementation of TIC requires a trauma- 

informed culture at the macro level (Fleishman et al., 2019). 

Efforts to ensure that an organization’s culture, policies, and 

procedures are trauma informed can take tremendous time; how-

ever, nurses can apply a trauma-informed lens to their care at the 

micro level by showing awareness, sensitivity, and responsiveness, 

one patient at a time (Fleishman et al., 2019). Aligning with the 

guiding principles of TIC does not require expertise in the treat-

ment of trauma; rather, a TIC approach underscores that provider 

FIGURE 2.

TRAUMA-INFORMED CARE RESOURCES

ACEs AWARE

Trauma-Informed Care

 ɔ https://bit.ly/4c4gsYS

ADMINISTRATION FOR CHILDREN AND FAMILIES

Resource Guide to Trauma-Informed Human Services

 ɔ www.acf.hhs.gov/trauma-toolkit

AMERICAN ASSOCIATION OF COLLEGES OF NURSING 

Compassionate Care

 ɔ www.aacnnursing.org/5b-tool-kit/themes/compassionate-care

Trauma-Informed Care

 ɔ www.aacnnursing.org/5b-tool-kit/themes/trauma-informed-care

CRISIS PREVENTION INSTITUTE

Top 10 Trauma Resources: Online Informed Care 

 ɔ https:// bit.ly/4c6ZwkE

NATIONAL CHILD TRAUMATIC STRESS NETWORK

Trauma-Informed Care

 ɔ www.nctsn.org/trauma-informed-care

SAMHSA

SAMHSA’s Concept of Trauma and Guidance for a Trauma-Informed 

Approach

 ɔ www.store.samhsa.gov/sites/default/files/d7/priv/sma14-4884.pdf

TRAUMA-INFORMED CARE IMPLEMENTATION RESOURCE 

CENTER

What Is Trauma-Informed Care?

 ɔ www.traumainformedcare.chcs.org

ACEs—adverse childhood experiences; SAMHSA—Substance Abuse and Mental Health 
Services Administration
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interactions with patients are within a context of previous trauma 

(Andrejko & Katrichis, 2022) (see Figure 3). Shifting care from a 

paternalistic, medical approach to a more collaborative process 

can establish a foundation for shared decision-making (Dhawan & 

LeBlanc, 2022). To shift as a profession, healthcare providers must 

operationalize policies and procedures and build resources for 

nurses to deliver this care (Foli, 2022). TIC provides care that can 

be mutually respectful and collaborative. Fleishman et al. (2019) 

reported that nurses are using trauma-informed principles, with 

correlations to this practice in action (see Table 2).

Implications for Nursing

Nurses are recognized as the most trusted professionals in health 

care (American Nurses Association, 2024) and are uniquely posi-

tioned to influence patient experiences and act as advocates 

within the healthcare system. Rooted in Watson’s (2011) theory 

of human caring, nurses are able to practice loving kindness, 

build trusting relationships, and allow space for each individual 

to share their story and experience. The healthcare system is pop-

ulated by trauma survivors (Fleishman et al., 2019). A survey by 

Fleishman et al. (2019) estimated that 73% of respondents had at 

least one ACE, and an additional 14% experienced trauma caused 

by various factors, such as community violence or racism. Nurses 

can recognize the effect that trauma has on patients, as well as 

the potential effects it can have on healthcare professionals. 

Patients and healthcare workers can contribute to a foundation 

of trust and respect toward effective patient–provider relation-

ships. Caring for patients requires nurses to be honest about their 

own emotional experiences when working with patients and to 

rely on their team when feeling personally triggered or needing 

to step away. In addition, acknowledging trauma can contrib-

ute to an understanding about patterns of healthcare utilization 

and adherence, as well as employee turnover and absenteeism 

(Fleishman et al., 2019).

FIGURE 3.

TIC CASE STUDY

BACKGROUND

Cher was a woman aged 56 years who was receiving care for acute myeloid 

leukemia. The psychiatric–oncology consultation liaison service saw her 

at the onset of her inpatient admission. Although she was initially referred 

for supportive care, she was guarded about her psychiatric and trauma 

history. Estranged from her children, Cher relied on her partner, who was 

her only source of support. First treated during this admission for depressive 

symptoms and nicotine withdrawal, she began to develop post-traumatic 

symptoms, including hyperarousal, hypervigilance, and re-experiencing.

TIC APPROACH

Cher’s clinical team openly shared clear and accurate information with Cher 

about her health, the unit’s processes, and her anticipated procedures. Her care 

team continually reinforced her safety when they asked permission to engage 

with her, including at the time of care interventions. Cher was encouraged to 

choose when the team could perform certain aspects of care; this contributed to 

her feeling that she could regain control of her physical environment. Although 

her trauma history was not initially shared with all members of the care team, as 

a standard best practice strategy to provide care, the care team applied universal 

precautions to establish rapport. Through consistent interactions, Cher began 

to trust the staff and believed they were committed to caring for her in a non-

threatening way. Because the care team built trust with her, Cher, in turn, grew to 

verbalize her needs, seeking support rather than trying to isolate and avoid.

BENEFITS TO THE PATIENT AND NURSES

TIC allows nurses and patients to move toward mutual care goals. Although 

there were periods of significant distress for Cher, the nursing staff allowed her 

to establish agency about her care and decision-making. Therefore, staff mem-

bers were able to understand when Cher needed additional support or space to 

allow her to process her distress. By allowing Cher space, she was less likely to 

resort to fight or flight, a response brought on by her feelings of panic and fear. 

As Cher began to feel safe enough to openly share her psychiatric symptoms, 

the team more effectively tailored her treatment. Her paranoia, anxiety, and 

depression began to ease. As members of the oncology care team, Cher’s 

nurses advanced their understanding of TIC and Cher’s unique needs, so their 

ability to support her was enhanced. Manifested by that understanding, nurses 

leaned on one another, developing a process for peer support. They were also 

able to step back with a sense of inquiry and consider how care delivery could 

be modified.

OUTCOMES

Cher was able to reestablish relationships with her children. Her suspicion of 

her health team and family dissipated, and she grew more comfortable in the 

demands of her leukemia treatments.

For nearly 2 years, Cher received clinical care for leukemia. She became an 

active participant in life decisions and her own care. Cher was able to contribute 

to decisions about her care as she approached the end of her life. She died 

with the support of her significant other, her children, and her care team. As 

evidenced by Cher’s words and behavior, she died without fear and was able 

to articulate gratitude for rebuilt trust, restored relationships, and the ability to 

experience what she considered a good death.

TIC—trauma-informed care 
Note. This real case includes modified and aggregate details to protect patient  
privacy.
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IMPLICATIONS FOR PRACTICE

 ɔ Focus on patient strengths to allow for greater collaboration 

between patients and healthcare teams by using a trauma-informed 

approach. 
 ɔ Provide patients with a safe environment that honors their unique 

experiences to allow for proactive engagement with the health-

care system that is focused toward illness prevention rather than 

treatment of diseases. 
 ɔ Use respectful language when talking to or about patients because 

it is important for building mutual trust and providing equitable, 

unbiased, and safe health care. 

TIC and mitigating factors associated with burnout prompt 

the following strategies to be applied in clinical oncology care: 

Create safe environments with adequate resources; encourage 

trust and psychological safety; provide space for peer support 

to limit isolation around challenging cases; foster collabora-

tion, flexibility, and control; empower team members to voice 

concerns; and align individual and system values, honoring cul-

tural concerns (Dowdell & Speck, 2022). When care is based on 

poorly functioning systems without a context for trauma or a lens 

toward well-being, patients and employees can feel detached, cyn-

ical, and opposed to adhering to policies (Elisseou, 2023). When 

applying TIC or using mitigation strategies to reduce burnout, 

patients and providers can become more engaged and dedicated. 

When applying TIC to clinical oncology practice, nurses can ask 

whether this approach to care does the following: 

 ɐ Make the patient and others feel safe. 

 ɐ Promote respect.

 ɐ Foster trust.

 ɐ Offer paths to support.

 ɐ Provide the patient with choices.

 ɐ Allow the patient’s perspective.

 ɐ Honor the individual in the context of how they live.

Conclusion

Trauma affects all patients. Providers can approach clinical care of 

patients with cancer using TIC. By applying TIC to clinical oncol-

ogy care, patients and healthcare providers build a clinical care 

environment that values emotional space for safety, transpar-

ency, collaboration, and hope. This environment allows patients 

to feel supported and respected. In addition, healthcare providers 

who apply TIC to clinical oncology care can work collaboratively, 

which can reduce burnout and support professional fulfillment.
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