Perspective

Eliciting and responding to patient
histories of abuse and trauma: challenges
for medical education
Toward trauma-informed medical education

T

raumatic experiences such as childhood abuse,
family violence, elder abuse and combat
exposure inﬂuence both physical and mental
health, health-related behaviour, and the ways in which
patients interact with medical practitioners.1,2 Despite
greater knowledge of the pervasive sequelae of
psychological trauma, the implications for medical
practice and for medical education are not well
articulated. Many doctors lack conﬁdence and remain
ill-informed or avoidant when dealing with patients’
psychological trauma.3,4 The consequences of this
include non-recognition of somatisation and of
psychiatric disorders, delay in instituting proper
treatment, and costs to the patient and health care
system of unnecessary investigations and treatments.5,6
Here, we discuss why and how we should better train
doctors to elicit and respond to patient histories of
trauma.

High prevalence of trauma and its
clinical sequelae
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The lifetime prevalence of exposure to traumatic events is
high (74.9% in Australian adults).7 Most people who
experience trauma do not develop mental illness;
however, trauma and abuse are substantial contributors
to the burden of mental and physical ill health. The risk of
post-traumatic stress disorder after trauma is about 10%,8
but childhood abuse and neglect in combination with later
life stress contribute to the development of mental
illnesses as diverse as psychoses, depression, eating
disorders and addictions, as well as a range of physical
illnesses.2,9 There are also clear associations between past
trauma and abnormal illness behaviour10 and, related
to this, increased health care use.6 These sequelae of
patient trauma pervade all medical specialties and also
dentistry.1
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Incorporating teaching about trauma
in medical curricula: key issues
Although there are several studies that describe training
interventions for speciﬁc forms of trauma,3,11,12 there is
little in the literature on current practices in medical
education, either in Australia or elsewhere. The diversity
in general structure, content and methods of medical
curricula as outlined by the Australian Medical Council
(AMC) probably extends to trauma-relevant
components.13 Despite this diversity, it is possible to offer
initial considerations for trauma-informed education. We
focus on six interrelated aspects: communication skills;
knowledge of the health effects of trauma and abuse;
knowledge about the effects of trauma and abuse
disclosures on doctors and other health professionals;

speciﬁc knowledge relevant to different medical
specialities and settings; teaching formats and methods;
and the need for a staged, incremental, integrated
program, structured to achieve continuity between
undergraduate, prevocational and specialist phases.
Communication skills curricula13 in pre-clinical and
clinical phases afford opportunities for trauma-speciﬁc
education, but are also relevant to junior hospital and
specialty training. Common issues that need to be
addressed include the personal discomfort many doctors
experience asking about trauma and abuse; when not to
screen for or discuss trauma; and when to seek advice
from senior colleagues, as overconﬁdence can be harmful,
leading to patient distress and even re-traumatisation.
Communication skills education should extend to
discussion of services relevant to different forms of
trauma, such as social work, refuges, police and the
courts. Here, it would be valuable for medical students to
visit these settings or meet with workers from them.
Training needs to be realistic in that doctors often work in
settings that are not conducive to asking about trauma,
such as busy emergency departments, hospital wards that
lack privacy, and overloaded outpatient clinics, often with
a lack of psychiatric support. However, these realities
should not be a pretext for avoiding clinically competent
trauma-informed practice. We do not propose that
doctors become trauma therapists; rather that they
become competent in empathically recognising and
eliciting information about trauma, and at effective
referral of patients to relevant services, including
psychology and psychiatry.
Exposure to patients who have experienced trauma or
abuse evokes a range of psychological reactions in
students and trainees, from normal discomfort and
distress through to vicarious traumatisation.3,4,14 In
addition, there may be unhelpful, if not harmful,
responses: doctors may adopt an avoidant “don’t ask,
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don’t tell” style; over-investigate; refer patients to other
clinicians; exhibit stigmatising attitudes toward patients;
or become over-involved.4 Course content on these
issues could be introduced early and developed further
during clinical and postgraduate phases.
There are many opportunities pre-clinically to learn about
the effects of abuse and trauma on human development,
including the short and long term effects on the brain and
behaviour. Relevant knowledge can be taught within
sections of the curriculum devoted to neuroscience,
cognitive science and population health. In addition,
medical humanities have a powerful capacity to expand
our knowledge and understanding of diverse human
experiences, including trauma, and to foster empathy.
Every clinical specialty that medical students and trainees
encounter in hospital training brings opportunities to
learn specialty-speciﬁc trauma knowledge and skills. For
example, rotations in paediatrics and in obstetrics and
gynaecology are opportunities for teaching about child
abuse and about family violence.
Trauma is an everyday part of clinical discourse within
psychiatry and a key dimension of academic
and clinical learning in psychiatry rotations. However,
trauma-informed education is relevant to all clinical
specialties. Relevant speciﬁc knowledge encompasses
common clinical presentations of trauma in those
specialties; how trauma-relevant inquiry can be
embedded within the specialty-speciﬁc clinical interview;
clinical, social and legal services relevant to various forms
of abuse; and legal requirements regarding mandatory
reporting.
Some medical students and trainees have their own
experiences of trauma, including childhood trauma and
abuse, but also vicarious trauma stemming from clinical
encounters, such as witnessing horriﬁc physical injury or
disﬁgurement. Post-traumatic stress disorder in medical
practitioners is often unrecognised.14 Such experiences
may increase or may impair empathic capacity to engage
with traumatised patients.

These considerations point to the need for the creative
design and evaluation of staged, incremental, integrated
programs, structured to achieve continuity between
undergraduate, pre-vocational and specialist phases of
medical education. We do not propose removing the
various trauma-speciﬁc educational components from
medical curricula and replacing them with some form of
generic trauma education. We do propose, however,
examining creatively how they may be better integrated
to become mutually reinforcing.

Conclusion
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Trauma-informed health care is an invaluable concept
which we propose should extend to trauma-informed
medical education.15 Although the arguments for
trauma-informed medical education are compelling,
new lines of educational research will be needed to
guide curriculum design and build on the small body
of work already available.3,4,11,12,16 It is likely that if
doctors of all kinds have the knowledge, skills and
attitudes to deal competently with abuse and trauma,
we can expect improvements in patient care and
health service costs, and in the health and wellbeing of
medical practitioners. These possibilities deserve
empirical study. As well as becoming better clinicians,
medical students and trainees will also become better
teachers and role models and, as they move into more
senior and leadership roles, advocates for competent
trauma-informed medical care.

j

The AMC standards stress the centrality of clinical
clerkships in the development of clinical competence

The medical education literature is marked by separate
discourses on differing forms of trauma. For example,
education regarding intimate partner violence has been
extensively explored and excellent curricula have been
implemented.3,13,14 However, patients have often
experienced several concurrent or sequential traumas;
and the clinical sequelae of different traumas have many
similarities, demand similar clinical skills (albeit allied
with different bodies of speciﬁc knowledge), and thus
present similar challenges for medical education.
Valuable educational synergies are likely if the currently
disparate, unconnected trauma-relevant elements in
medical curricula are integrated.
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Although the AMC standards discuss the stressful and
traumatic nature of medical work and provide
recommendations about availability of counselling, peer
support and other measures, they construe the reality of
trauma as external to the core business of medical
education.13 Instead, we propose that learning about the
emotional impacts of clinical work should be core medical
education, to be dealt with in lectures, tutorials,
simulations — that is, a range of appropriate,
complementary educational methods, as is done for other
topics. In addition, curricula should include safe,
conﬁdential, non-coercive opportunities for experiential
learning in small groups, allowing participants to reﬂect
on and share their own emotional reactions to patients
and understand how these reactions can shape their
clinical practice. Ideally, some teaching should be
conducted jointly with students from other disciplines,
notably nursing.

and judgement.13 We agree, but when it comes to
trauma-informed clinical teaching, there are several
entailments. Teaching about trauma has to become a
routine, everyday feature of clinical teaching in wards
and clinics, not something outsourced by referral to
psychiatry or social work. Clinician teachers in all
specialties need to acquire the skills to do such teaching
and to act as role models. Given the limited evidence
base, it is premature to recommend a mix or staging of
methods, and this should be a focus of future research
and curriculum innovation.
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