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C rimes against children, particularly abuse and
neglect, can lead to distressing lifelong physical,
psychological, and social consequences for a child.

The US Department of Health and Human Services reports
that child maltreatment is one of the greatest threats facing
the health, welfare, and social well-being of children.1 In
2016, state and local child protective services received
approximately 4 million referrals involving the alleged
maltreatment of 7.2 million children.1 Children who expe-
rience any type of abuse or neglect are vulnerable, defense-
less, and powerless in the worst of situations.

Other traumatic experiences in the life of a child also
can lead to a myriad of disturbing lifelong consequences.
These experiences include childhood exposure to intimate
partner violence, household substance abuse, or mental
illness; parental separation or divorce; living in poverty;
developing a significant medical illness; and sustaining a
traumatic injury.2 It is an unfortunate reality that an esti-
mated 90% of children experience some form of trauma
in their lives.3

Although no universal definition of trauma exists, the
most commonly referenced definition is from the Substance
Abuse and Mental Health Services Administration: “Indi-
vidual trauma results from an event, series of events, or set
of circumstances that is experienced by an individual as
physically or emotionally harmful or life threatening
and that has lasting adverse effects on the individual’s
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functioning and mental, physical, social, emotional, or spir-
itual well-being.”4

The emergency department is frequently the point of
entry into the health care system for children, particularly
in an acute crisis situation. It is estimated that nearly 25%
of patients evaluated in emergency departments in the
United States are younger than 18 years.5 All members of
the ED health care team must have the knowledge and skill
set to ensure that excellence in patient care, clinical out-
comes, and performance measures are achieved for the safety
and protection of children. Best practice through a trauma-
informed approach can be attained only when all team
members contribute their unique specialized knowledge
and skill set in a collaborative effort to achieve the common
goal of child safety and protection.
Childhood Trauma

Trauma in childhood differs from trauma in adulthood in
significant ways. Notably, the brain of a child develops at
an exceptional rate during the early years of life. Because
of this rapid neurobiological development, when a young
child is exposed to stressful events, serious physiologic out-
comes can occur. A complex neuroendocrine response to
stress exists, and when it is overwhelmed, disruption in
the architecture of the brain occurs, with resulting serious
developmental consequences. High levels of stress in child-
hood are viewed as a psychological assault on the mind and a
physiologic assault on the brain.6

“Toxic stress” is the term used to described chronic,
repeated, or sustained exposure to stress in childhood.
Sustained activation of the stress response can result in
impairments in learning, memory, and self-regulation.
Manifestations most frequently observed in children include
poor emotional self-regulation and impulse control, which
include aggression against self and others, impairments in
learning and memory, lack of a sense of self, and uncertainty
about the reliability and predictability of others.7 A child
who has experienced trauma may be unable to cope and
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TABLE 1
Messages to communicate to a traumatized child in the

INJURY PREVENTION/Jordan
have feelings of distrust, terror, and powerlessness. Child-
hood trauma can affect the way children view themselves,
the world around them, and their future.
emergency department

It is not your fault, you did nothing wrong.
You are brave, and you did the right thing by telling what
happened to you.

I am sorry that you had to (experience, see, hear.) this.
You can talk to me about your feelings if you want to, I will
listen.

I care about you, and want you to be safe.
It is the job of adults to keep kids safe. There are adults who
will work to keep you and your family safe.

It is OK for you to feel (angry, hurt, scared.).
Trauma-informed Care

As health care professionals expand their awareness and
knowledge about the detrimental impact of traumatic experi-
ences on the life and well-being of children, the value of
implementing a trauma-informed approach becomes more
essential. A trauma-informed approach for vulnerable children
requires that emergency care providers expand their knowl-
edge base to recognize the impact of trauma and incorporate
this insight into the child’s current health status and the
behavior that the child is exhibiting in the emergency depart-
ment. Realizing and recognizing the impact that trauma has
had on a child is the critical first step in becoming a compas-
sionate and supportive trauma-informed care provider.

A trauma-informed care approach requires that the emer-
gency care provider look through the lens of “What happened
to this child?” rather than the traditional focus, “What is
wrong with this child?” Through this paradigm shift the
goal is to meet children where they are and not attempt to
take them to a place outside their “trauma bubble.”Children’s
mood, affect, and behavior may be due to the fact that they
are unable tomove outside their own safety net. As emergency
care providers, we must fully recognize the effects that trauma
can have on children’s behavior, coping strategies, relation-
ships, and ability to interact with health care providers and
other professionals. We must be truly child focused from a
developmental, linguistic, and culturally competent perspec-
tive and be mindful that what may be considered “problem
behavior” is best interpreted as the child’s response to, or
way to cope with, the effects of trauma.7
Implications for Emergency Nursing

Successful initiation and maintenance of a trauma-informed
approach to care in the emergency department requires that
nurses advance their knowledge and skill set about the wide-
spread impact of trauma, embed the framework guiding the
approach to traumatized children into practice, and inte-
grate evidence-based methods into clinical practice. Emer-
gency nurses are in an ideal position to lead an
interprofessional trauma-informed team approach involving
both clinical and nonclinical staff. In a recent Cochrane
Collaborative Review, it was stated that the integration of
an interprofessional approach produces positive outcomes
in ED culture, patient satisfaction, and collaborative team
behavior.8 For example, educating all clinical and nonclin-
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ical members of the emergency staff (eg, registration staff
and security guards) to promote a welcoming, nonthreat-
ening, trusting environment may help nurture feelings of
safety for the child. Creating a safe and trustworthy ED
environment for children is fundamental to successful
implementation of trauma-informed care.9
Prevention of Retraumatization

Although it is never intentional, a critical component to
trauma-informed care in the emergency department is the
prevention of retraumatization (ie, iatrogenic harm) and
the negative sequelae that may result. A trauma survivor
who has not successfully processed traumatic memories
can experience distress, dissociation, or other negative re-
sponses unrelated to the original insult as a result of com-
mon ED procedures. Memories of trauma can be
triggered by routine care such as a physical assessment or
other noninvasive procedures.10 Common procedures that
may precipitate retraumatization are the tightening of a
blood pressure cuff around the upper arm of a child with
a history of physical abuse or asking a child with a history
of sexual abuse to undress. Another common trauma trigger
is the requirement of physical restraint for a common ED
procedure such suturing.

Children in the emergency department frequently feel a
lack of control over the situation, which may lead to feelings
of retraumatization. It is important that the emergency
nurse provide the child with opportunities for shared deci-
sion making and control over the situation when feasible.
For example, the nurse may offer choices regarding the
position the child would like to be in for a procedure
or distracting activities the child can engage in during a
procedure.11
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TABLE 2
Techniques for implementation of a trauma-informed
approach to children in the emergency department

Decrease wait time, whenever possible.
Create a safety zone or private space for the child.
Interact with children at eye level.
Introduce yourself and explain your role; use
developmentally appropriate language.

Acknowledge the child’s pain, trauma, and stress.
Be aware of child’s nonverbal cues, facial expressions, and
body language.

Explain every step of the process and its rationale; ask if the
child has questions.

Minimize multiple interviews, especially if related to trauma.
Allow children to take breaks from the conversation as
needed.

Give choices whenever possible.
Ask if the child would like to have a supportive caregiver in
the room.

Offer basic comfort measures such as warm blankets,
beverages, and food.

Allow as much privacy as possible, especially if the child
undresses.
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Principles of trauma-informed care. Adapted from Substance Abuse andMental Health Serv
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Medical procedures are commonly viewed with fear
through the eyes of a child, particularly if the procedures
are associated with physical discomfort or pain. Managing
the child’s pain through medication and other modalities,
such as allowing supporting caregivers to be present during
procedures and engaging children in distracting activities, is
of paramount importance. Evidence indicates that common
verbal communication with a child such as repeating
“You’re ok, don’t worry” actually exacerbates a child’s
discomfort and distress.11

Barriers exist to implementation of a trauma-informed
approach that are inherent to the emergency care environ-
ment. The emergency department is typically a high-
volume, high-acuity, and sometimes chaotic clinical setting.
In addition, the interaction that emergency nurses have with
traumatized children may be of very short duration because
of rapid throughput. Despite these barriers, the messages we
communicate to children are critical in promoting a safe and
trustworthy environment.

A trauma-informed approach to a traumatized child
may leave a lasting memory. Although the child may have
only a short interaction with an emergency nurse and may
not even know the nurse’s name, he or she will know that
someone cared enough to be present and listen. Several rec-
ommendations for interacting with a traumatized child are
listed in Tables 1 and 2.
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Conclusion

Trauma exposure in childhood and the avalanche of associated
long-term consequences are significant public health problems
that demands attention. The concept of implementing a
trauma-informed approach in the emergency department is
relatively new, andmore clinical research is needed for the suc-
cessful transformation of this paradigm shift. What is known,
however, is that emergency nurses can make a significant dif-
ference in the life of childrenwho have been exposed to trauma
by having a thorough understanding of the physiologic, psy-
chological, and social effects of the experiences that have chal-
lenged the child. This knowledge base is a prerequisite for
recognizing traumatized children, responding to them, and
preventing retraumatization in the ED setting (Figure). As
we move forward, a trauma-informed approach should be
considered standard of care for the protection and safety of
children in the emergency department.
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