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Abstract 

Sexual violence is an over-arching term describing sexual acts where consent is not freely 

given. Registered nurses employed as Sexual Assault Nurse Examiners (SANEs) provide care to 

help address the medical and legal needs of victims/survivors of sexual violence. Trauma-

informed care (TIC) is an organizational approach recommended in the care of individuals who 

have experienced trauma, however, little is known about how SANEs use TIC in their practice. 

The purpose of this study was to understand how SANEs incorporate trauma-informed 

approaches in the care of adult and post-pubescent adolescent victims/survivors of sexual 

violence in Ontario, Canada.  

The research question was addressed with a qualitative interpretive description approach. 

Sexual Assault Nurse Examiners employed in Ontario were purposively recruited to participate in 

semi-structured interviews. Eight consenting participants completed interviews, which were 

recorded using online teleconferencing. Interviews were transcribed verbatim and analyzed using 

qualitative data analysis as outlined by Miles, Huberman, and Saldana. The methods of 

enhancing the trustworthiness of the research included, for example, member checking and 

verbatim transcriptions, reflexivity activities, and frequent peer debriefing. 

Six main themes emerged: (1) the importance of understanding the patient’s experience; 

(2) personalized connection: developing a safe nurse-patient relationship; (3) choice: the 

framework of how we do things; (4) re-building strengths and skills to support healing and post-

traumatic growth; 5) a wonderful way to practise: facilitators and benefits of trauma-informed 

practice; and (6) challenges to trauma-informed practice. The main themes were expanded into 

sixteen sub-themes.   

Overall, the findings help our understanding of how the principles of TIC are incorporated 

into the practise of a sample of SANEs. From the findings, four summary key points are 
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discussed: (1) valuing trauma-informed care; (2) choice as a paramount priority; (3) the need for 

education and continuing competence; and (4) the realities and vicarious trauma. The results of 

this research indicate the need for support of providers who deliver TIC, and for education about 

TIC beginning in undergraduate curriculums. More research about this topic is warranted to 

strengthen the evidence base for trauma-informed practice in SANE programs and across health 

care settings.  
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Glossary 

The following terms were used for the purposes of this research: 

• Adult and post-pubescent adolescent: The care of victims/survivors of sexual violence 

depends on age and developmental stage (United States Department of Justice [USDOJ], 

2016). Individuals aged 18 and older are considered to be adults, and individuals under 18 

years of age are considered adolescent or pediatric (USDOJ, 2016). Once a child reaches 

puberty, defined as Tanner stage1 three or greater, they are examined and treated as adults in 

Sexual Assault Nurse Examiner programs (USDOJ, 2016). Post-pubescent adolescents are 

considered to have reproductive capacity based on menarche or possessing other secondary 

sex characteristics (USDOJ, 2016). This research will focus on the provision of care for adult 

and post-pubescent adolescent clients only, because pediatric clients are treated and cared for 

differently.  

• Consent: In the context of sexual experiences consent must be: freely given, reversible, 

informed, enthusiastic, and specific (Planned Parenthood, n.d.). If consent is not given and 

maintained throughout sexual acts, either through actions or verbally, the act can be classified 

as sexual violence (Basile, Smith, Breiding, Black, & Mahendra, 2014). The individual giving 

consent must have legal and functional capacity to give consent (Basile et al., 2014). The 

individual must not be under coercion to give consent due to threat or violence and cannot be 

impaired by alcohol or other substances (Basile et al., 2014). In Canada, the legal age of 

consent to sexual acts is 16 years, with the exception of individuals close in age and with a 

                                                   
1 The Tanner Stages are a classification system of sexual development (Emmanuel & Bokor, 2018). Individuals are 
rated on a scale based on the development of height, breast tissue, pubic hair growth, menarche, and other factors 
(Emmanuel & Bokor, 2018). 
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person in a position of power, authority or trust (Government of Canada Department of 

Justice, 2017). 

• Sexual Assault Nurse Examiners: Sexual Assault Nurse Examiners (SANEs) are 

Registered Nurses (RN) employed by a SANE program who provide medico-legal forensic 

care to victims/survivors of sexual violence (International Association of Forensic Nurses 

[IAFN], n.d.-b; Lynch, 1993). For the purpose of this research, SANE refers to any RN, Nurse 

Practitioner, or RN in the extended-class, employed by a SANE program who is trained and 

working independently, meaning that they are practising without immediate supervision.  

• Sexual Assault Nurse Examiner programs: Sexual Assault Nurse Examiner programs, 

also referred to as Sexual Assault Response Teams, Sexual Assault Domestic Violence 

programs, or Sexual Assault Services, are services providing medico-legal forensic services to 

victims/survivors of sexual violence (Alaska Network on Domestic Violence & Sexual 

Assault, n.d.; IAFN, n.d.-b; Ontario Network of Sexual Assault/Domestic Violence Treatment 

Centres [ONSADVTC], 2017; Vancouver Coastal Health, n.d.). Sexual Assault Nurse 

Examiner programs employ nurses, doctors, and counsellors to provide services to 

victims/survivors of sexual violence in health care settings, such as hospitals and clinics 

(IAFN, n.d.-b). Certain SANE programs also provide services to victims/survivors of other 

crimes. For example, the Ontario Network of Sexual Assault/Domestic Violence Treatment 

Centres (ONSADVTC) also include victims/survivors of domestic and intimate partner 

violence in their mandate (ONSADVTC, 2014).  

• Sexual violence: Sexual violence constitutes any sexual act, completed or attempted, 

where consent is not freely given (Centers for Disease Control and Prevention [CDC], 2018). 

Sexual violence can include, penetration of the victim, non-physically pressured forced 

penetration, coercion for the victim to penetrate another person, alcohol or drug-facilitated 
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penetration, unwanted sexual contact, and non-contact unwanted sexual experiences (Basile et 

al., 2014). The terms “sexual violence” and “sexual assault” are used interchangeably in the 

literature and throughout this thesis. 

• Trauma-informed care: Trauma-informed care (TIC) is an organizational approach 

recommended in the care of individuals with experiences of trauma (Substance Abuse and 

Mental Health Services Administration [SAMHSA], 2014). Trauma-informed care or practice 

is a “way of being” in the therapeutic relationship, where the existence and complexity of 

trauma is recognized and services are adapted to meet the client’s needs (Poole, Talbot, & 

Nathoo, 2016, p.10). One conceptualization of TIC are the following principles of TIC: trauma 

awareness and understanding, safety, trust, choice, collaboration, strength and skill-building, 

and cultural competence (National Sexual Violence Resource Center [NSVRC], 2017; 

SAMHSA, 2014). Adhering to these principles assists the staff within an organization to 

deliver TIC. 

• Vicarious trauma: Vicarious trauma results from exposure to the first-hand trauma of 

another person (Pearlman & Saakvitne, 1995), and is known to occur in SANEs (Tatano Beck, 

2011). The symptoms of vicarious trauma may manifest similarly to post-traumatic stress 

disorder (Tatano Beck, 2011). It is recommended that support services be in place for staff, 

such as peer support, policies and procedures, and staff evaluation, in order to prevent and 

mitigate vicarious trauma (British Columbia Mental Health & Addictions Services, 2013; 

Fallot & Harris, 2006; NSVRC, 2017; SAMHSA, 2014). 

• Victims/survivors: In this thesis the term victim/survivor refers to an individual who has 

experienced sexual violence (Basile et al., 2014). “Victim” and “survivor” are labels chosen 

by the individual, expressing the degree to which they continue to experience effects of the 

sexual violence (Williamson & Serna, 2018). The victim label conveys a passive experience of 
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the assault, powerlessness, and highlights the social problem created by sexual violence 

(Dunn, 2005; Williamson & Serna, 2018). The survivor label conveys reacquisition of power, 

facing and coping with the traumatic experience, recovery, and survivorship (Dunn, 2005; 

Williamson & Serna, 2018). Certain individuals choose to not identify with either label due to 

fear of stereotypes or stigma (Williamson & Serna, 2018).
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Chapter 1 

Introduction 

Overview of the Chapter 

Sexual violence is an over-arching term that describes sexual acts, completed or 

attempted, where consent is not freely given (CDC, 2018). Sexual violence is a social, public 

health, and human rights issue that affects children, women2, men, and non-binary individuals 

across the lifespan (Basile et al., 2014; Benoit, Shumka, Phillips, Kennedy, & Belle-Ille, 2015; 

World Health Organization, 2012).  

In Canada and the United States, registered nurses (RNs) are employed as Sexual 

Assault Nurse Examiners (SANEs) to address the medical and legal needs of victims/survivors 

of sexual violence (IAFN, n.d.-b). Trauma-informed care (TIC) is an organizational and 

conceptual approach recommended in the care of individuals who have experienced trauma 

(SAMHSA, 2014), however, to my knowledge the application of TIC in the practice of SANEs 

has not been explored. Thus, the overall aim of my qualitative thesis research was to 

understand SANEs’ experiences and perceptions of a trauma-informed approach in their care of 

adult and post-pubescent adolescent victims/survivors of sexual violence. In this chapter, I 

reflect on my position as a researcher in relation to the research topic; describe the issue of 

sexual violence, the role of SANEs, and the concept of TIC; outline the research questions; and 

provide a brief overview of the thesis. 

                                                   
2 Individuals of all genders and sexual identities are known to be victims of sexual violence, however women are 
described predominantly in the literature. 
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Perspective of the Researcher 

The researcher’s awareness and reflection of their background, values, and identity 

enhances qualitative inquiry, and prevents personal bias and judgement from affecting the 

research (Ahern, 1999; Polit & Tatano Beck, 2017). In a professional capacity, I have worked 

as an RN in a variety of settings, including as a SANE for the past four years. Working as a 

SANE has been an enriching and challenging experience for several reasons. In my experience, 

working as a SANE has been different than providing care to inpatients due to the nature of 

one-on-one care and the autonomy of the role, which contribute to my job satisfaction. Despite 

my enjoyment of this role, working as a SANE has been personally challenging at times when 

hearing victims/survivors recount the details of their trauma. Although it can be difficult to care 

for individuals who have experienced trauma, the work is rewarding in the sense that one short 

interaction can often make a positive impact on the patient’s wellbeing.  

Prior to undertaking this thesis I was not very familiar with TIC, although I noticed it 

was frequently mentioned when describing the care of victims/survivors of crimes and 

injustices in other health care and social service settings. When I began developing an 

understanding of TIC, I recognized some of the principles in my own practice. I was interested 

to learn if this approach was universally implemented by SANEs, and how it could be used to 

improve the care of victims/survivors of sexual violence.  

My experiences have shaped my perspective that certain patient populations have been 

overlooked regarding practice improvement. Due to a lack of reporting and the stigma 

associated with sexual violence, I believe that victims/survivors of sexual violence have not 

been given the attention or resources that they deserve for addressing and overcoming their 

experiences. I chose to complete research about this topic because I strive to identify 
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improvements that can be made to appropriately support victims/survivors, and ultimately 

mitigate the consequences of sexual violence.  

Overview of Sexual Violence 

Sexual violence can include sexual assault, intimate partner sexual violence, drug-

facilitated sexual assault, and sexual harassment (Basile et al., 2014). It is estimated that a third 

of adult women will be sexually assaulted in their lifetime in Canada and the United States 

(Smith et al., 2017; Statistics Canada, 2006), and in 2014 over 600,000 incidents of sexual 

assault were reported by Canadians 15 years of age and older (Conroy & Cotter, 2017).  

It is difficult to accurately determine the incidence and prevalence of sexual violence 

due to flaws in data collection and a lack of research. Some of the reasons for scant and 

incomplete data includes misunderstanding of what constitutes sexual violence, under-

reporting, stigma, shame, blame and cultural differences (Conroy & Cotter, 2017; Krug, 

Dahlberg, Mercy, Zwi, & Lozano, 2002). A recent Ontario-based study determined that 

between 2002 and 2016, approximately 3,500 individuals per year presented to hospitals for 

care post-assault, which is a higher amount than previously thought (Cousins, 2019; Muldoon 

et al., 2019). The researchers believe that this number is likely to increase due to the popularity 

of the #MeToo movement beginning in 2017 (Cousins, 2019). The #MeToo movement, first 

founded by Tarana Burke in 2006 (“Me Too,” n.d.) became highly publicized when allegations 

against several prominent societal figures made international headlines (Langone, 2018). The 

movement was shared by thousands of people via a Twitter post: “if all women who have been 

sexually harassed or assaulted wrote ‘Me Too.’ as a status, we might give people a sense of the 

magnitude of the problem” (Alyssa_Milano, 2017). 
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In Canada, certain groups are considered to be at an increased risk for sexual violence 

based on population-level data from the Incident-based Uniform Crime Reporting (UCR) 

Survey and the General Social Survey (GSS) on Canadians’ Safety (Victimization) (Conroy & 

Cotter, 2017). Based on this data, individuals with a history of childhood abuse, disabilities, or 

reported binge drinking, were twice as likely to be sexually assaulted than those without these 

risk factors (Conroy & Cotter, 2017). Reports of sexual assault among those who were 

homeless or Indigenous were three times higher than those who were not (Conroy & Cotter, 

2017). Individuals who reported drug use in the past month were four times more likely to be 

sexually assaulted than their counterparts (Conroy & Cotter, 2017). Individuals identifying as 

homosexual or bisexual experienced rates of sexual assault six times higher than those who 

identified as heterosexual (Conroy & Cotter, 2017). Although Canadian statistics do not appear 

to exist, in an American population-based survey nearly half (47%) of respondents (n= 27,715) 

identifying as transgender reported to have been sexually assaulted in their lifetime (James et 

al., 2016). Women aged 15 to 24 years constituted 47% of reported sexual assaults, 

emphasizing that this age and gender group is especially at risk (Conroy & Cotter, 2017). These 

individuals match the demographics of many students in post-secondary institutions, where 

rape culture, where the act of sexual violence is validated and perpetuated (Sexual Assault 

Centre Hamilton Area, n.d.), and increased sexual victimization have been recognized (Conroy 

& Cotter, 2017).  

Researchers have identified significant associations between a history of sexual 

violence and impacts to health and wellness, including gastrointestinal disorders, chronic pain, 

psychogenic seizures (Paras et al., 2009), anxiety disorders, depression, eating disorders, post-

traumatic stress disorder, sleep disorders, and suicide attempts (Chen et al., 2010). The short-
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term consequences of sexual violence are known to include: physical injuries, sexually 

transmitted infections, unwanted pregnancies, shame, and embarrassment (Jina & Thomas, 

2013; Tewksbury, 2007). In Canada, the financial consequences of sexual violence are 

estimated to amount to five billion dollars annually, incurred from health care needs, the justice 

system, lost productivity, and intangible costs related to pain and suffering (Government of 

Canada Department of Justice, 2016).  

Overview of Sexual Assault Nurse Examiners 

Sexual Assault Nurse Examiner programs were first established in the 1970s in the 

United States (Office for the Victims of Crimes, 2001). Over 900 programs operate in North 

America and other areas, including Australia and Puerto Rico (IAFN, n.d.-a). Sexual Assault 

Nurse Examiner programs employ nurses, doctors, and counsellors to provide medico-legal 

services to victims/survivors of sexual violence in settings such as hospitals and clinics (IAFN, 

n.d.-b). A non-exhaustive list of services offered by SANE programs is summarized in Table 1.  

Sexual Assault Nurse Examiner programs are recognized to help provide a sense of 

safety, control, and reassurance for victims/survivors of sexual violence (Ericksen et al., 2002), 

and are rated favourably by victims/survivors and their families (Du Mont et al., 2014). 

Adherence to best practices of forensic evidence collection, medical treatment, and screening 

by SANEs has been rated as superior compared to non-SANE providers (Campbell, Patterson, 

& Lichty, 2005; Ledray & Simmelink, 1997; Sievers, Murphy, & Miller, 2003). Obtaining 

SANE services significantly increases the likelihood of arrest and charges against the 

perpetrator (Greeson & Campbell, 2013).  

In order to earn a SANE designation, RNs must fulfill a minimum of 40 coursework 

hours, complete clinical work, and pass a written examination (Poarch et al., 2015). A SANE 
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certification is not a mandatory requirement for employment in a SANE program, however any 

nurse providing care must possess the knowledge, skill, and judgement required to provide safe 

care as per their regulatory college’s standards (College of Nurses of Ontario, 2002).  

Table 1 

List of Services Offered by Sexual Assault Nurse Examiner Programs 

Service Offered Description 
Documentation of the 
Assault 

Information relevant to the assault is documented thoroughly. 
Injuries may be documented using photographs and/or body maps. 

Medical Assessment and 
Treatment 

Assessment and treatment of medical issues resulting from the assault are 
completed with the assistance of physicians and medical directives. 
Assessment and care for strangulation is completed and documented.  

Pregnancy Counselling  The risk of pregnancy from the assault is discussed. 
Pregnancy testing and prophylactic medication are offered. 

Sexually Transmitted 
Infection (STI) Counselling 

The risk of exposure to STIs is discussed. 
Clients are offered testing and treatment for STIs. 

Drug Facilitated Sexual 
Assault (DFSA) Care 

Screening, specimen collection, and documentation for potential DFSA is 
completed. 

Forensic Care The Sexual Assault Evidence Kit (SAEK) is explained and offered to 
eligible clients. The SAEK is completed while maintaining the chain of 
custody and released to the police for forensic testing with the client’s 
consent.  
The process of involving police and the justice system is explained. 

Safety Planning and 
Referral 

A safety risk assessment for ongoing abuse is completed and documented. 
In consultation with the client, referrals are made to other agencies, for 
example shelters or victims’ services agencies. 

Follow Up and Counselling Clients are offered additional follow-up care to address ongoing physical 
and emotional health and forensic needs. 
Clients are offered short-term counselling. 

Note: All aspects of care are optional and confidential with consent from victim/survivor. The only 
exceptions to maintaining confidentiality are if a child under the age of 16 is at risk for harm, or if the client 
discloses to self-harm or harming others (ONSADVTC, 2014). The content of this table is adapted from the 
ONSADVTC Standards of Care (2014). 
 

Overview of Trauma-Informed Care 

Trauma is a single or repeated threat or circumstance causing harm (SAMHSA, 2014). 

In the context of sexual violence, this could include rape, intimate partner sexual assault, child 

sexual assault, or incest (Basile et al., 2014). As described by SAMHSA (2014), “how the 
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individual labels, assigns meaning to, and is disrupted physically and psychologically by an 

event will contribute to whether or not it is experienced as traumatic” (p. 8). The effects of 

trauma may be short or long-term and can occur immediately or have delayed onset, for 

example nightmares, flashbacks, negative affect, or risky behaviour (American Psychiatric 

Association, 2013; SAMHSA, 2014).  

Trauma-informed care (TIC) is an organizational approach and, ideally, is integrated 

into the care of clients, the work of front-line providers and administrators, and the workplace 

culture (Fallot & Harris, 2006; SAMHSA, 2014). Trauma-informed care is newer concept, first 

described in the late 1990s and early 2000s (Bloom, 1997; Harris & Fallot, 2001). Recently, 

web searches about the topic have been steadily increasing, suggesting that interest is 

increasing (Google Trends, 2019).  

Trauma-informed approaches3 are described as a way of “being in the relationship” 

(Poole, Talbot, & Nathoo, 2016, p.10), compared to trauma specific care, which is concerned 

with treating trauma (Harris & Fallot, 2001). Trauma-informed approaches have been 

implemented in patient populations such as mental health, addiction treatment, and women’s 

health (Canadian Centre of Substance Abuse, 2014; SAMHSA, 2014). The importance of 

integrating TIC into SANE programs is recognized by the Office for Victims of Crime (n.d.) in 

their SANE Programs Development and Operation Guide, and the Ontario Network of Sexual 

Assault/Domestic Violence Treatment Centres (ONSADVTC, n.d.) in their 2017-2022 

Strategic Plan. 

                                                   
3 “Trauma-informed care”, “trauma-informed approaches” and “trauma-informed practice” are used 
interchangeably throughout the literature and this research. 
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Conceptual framework: The principles of trauma-informed care. The principles of 

TIC serve as the conceptual framework for this research study (Figure 1). Several authors and 

organizational leaders have contributed to this conceptualization of TIC, notably Harris and 

Fallot (2001), SAMHSA (2014), and The National Sexual Violence Resource Center (NSVRC) 

(2017). The principles are adaptable to a variety of human service sectors, therefore 

terminology varies depending on the target audience (SAMHSA, 2014). The principles of TIC, 

described in the subsequent paragraphs, are not distinct from one another and may overlap 

(SAMHSA, 2014). Additionally, the principles are not hierarchical and do not need to be 

applied in a specific order, although SAMHSA (2014) emphasizes that adherence to the 

principles is important.  

Trauma awareness and understanding. In order to practise TIC, it is fundamental that  

staff understand trauma, including its prevalence and the lasting effects on an individual’s life, 

functioning, and interpersonal relationships (British Columbia Mental Health & Addictions 

Services, 2013; Purkey, Patel, & Phillips, 2018; SAMHSA, 2014). In the conceptual 

framework, understanding and awareness of trauma lies in the centre of the principles of TIC to 

convey its importance. 

Safety. Assurance of physical and psychological safety for clients and staff is required 

when delivering TIC (Fallot & Harris, 2006; NSRVC, 2017; SAMHSA, 2014). The service-

providers should promote a feeling of safety for victims/survivors of sexual violence in the 

physical environment, interpersonal interactions, and by using clear communication (Fallot & 

Harris, 2006; NSRVC, 2017). The staff’s psychological response to their work, especially the 

potential for vicarious trauma, and their physical safety in the work environment, must also be 

addressed (NSRVC, 2017).  
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Trust. Building and maintaining trust between clients and staff is fundamental to TIC 

(SAMHSA, 2014). Trust of clients can be established by communicating clearly throughout the 

delivery of care, for example during invasive procedures (Fallot & Harris, 2006; NSRVC, 

2017). Trust among staff and the organization can include mutual listening, and communication 

about roles and responsibilities, change, and expectations (NSRVC, 2017; SAMSHA, 2014). 

Choice. In trauma-informed services, clients are encouraged to exercise choice and 

control (Fallot & Harris, 2006; NSRVC, 2017). Clients are enabled to make decisions 

regarding their care and recovery, for example whether or not to provide consent to care, and 

how they wish to be contacted (Fallot & Harris, 2006; NSRVC, 2017). Staff can be given 

choice and control over their work environment when possible, such as being offered flexible 

scheduling (NSRVC, 2017). 

Collaboration. Collaboration between clients and staff at all organizational levels is 

enabled in TIC (Fallot & Harris, 2006; NSRVC, 2017, SAMHSA, 2014). This is accomplished 

by “leveling power differences” (SAMHSA, 2014, p.11), and considering the input of all 

parties into program evaluation and changes (Fallot & Harris, 2006; NSRVC, 2017).  

Strength and skill-building. In trauma-informed services there is a concerted effort to 

recognize, validate, and build upon existing strengths and skills of the clients and staff (Fallot 

& Harris, 2006; NSRVC, 2017, SAMHSA, 2014). Staff are supported to optimize their 

strengths and skills with policies and procedures, and ongoing training (NSRVC, 2017). 
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Figure 1. The principles of TIC described by the Fallot and Harris (2006, NSVRC (2017) and SAMHSA (2014) are presented with trauma 

understanding and awareness in the center. 
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Competence of cultural and social identities. Competence of cultural and social 

identities refers to the knowledge, attitudes, and skills that enables a provider to work 

effectively with individuals identifying with different cultural or social identities, for example, 

race, social class, and sexual orientation (SAMHSA, 2014; Tseng & Streltzer, 2008). 

Organizational leaders and providers can demonstrate this principle by considering cultural and 

social competence in: making adaptations to the physical space, the development of programs 

and services, staff hiring processes, and training (NSRVC, 2017; SAMHSA, 2014; Tseng & 

Streltzer, 2008).  

Study Purpose and Research Questions 

Given the prevalence of sexual violence and the likelihood of resulting trauma, there is 

a need for trauma-informed approaches to mitigate and prevent the short and long-term 

consequences of trauma to victims’/survivors’ wellbeing. As TIC is a relatively new concept, 

research on its applications to different patient populations is still emerging. The availability 

and expertise of nurses suggest that this group of care providers is ideally situated to deliver 

TIC (Reeves, 2015). Based on my literature review (Chapter 2), there appears to be a gap in 

understanding SANEs’ use of TIC in the care of victims/survivors of sexual violence. 

Therefore, the purpose of this qualitative interpretive description study was to explore how 

SANEs incorporate trauma-informed approaches in the care of adult and post-pubescent 

adolescent victims/survivors of sexual violence in Ontario, Canada. 

The central question for this study was: What are sexual assault nurse examiners’ 

experiences and perceptions of a trauma-informed approach in the care of adult and post-

pubescent adolescent victims/survivors of sexual violence? To answer this question, the 

following sub-questions were explored: 
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I. How do sexual assault nurse examiners describe the application of the principles 

of trauma-informed care in their practice with victims/survivors of sexual 

violence? 

II. What are sexual assault nurse examiners’ perceptions of their organization in 

supporting trauma-informed practices? 

III. What barriers do sexual assault nurse examiners perceive in implementing 

trauma-informed care? 

Outline of the Research Thesis 

 In Chapter 2, I will describe the existing literature about the nursing applications of 

TIC. In Chapter 3, the research methodology and methods of this qualitative interpretive 

description study are explained. In Chapter 4, the thematic findings of the research are 

illustrated and contextualized using participant quotes, my interpretation, and current literature 

about TIC. In this chapter, a conceptualization of the findings is also presented. Finally, 

Chapter 5 consists of a discussion of the findings, strengths and limitations of the study, 

researcher reflections, and implications of the research for nursing practice, education and 

future research. 
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Chapter 2 

Literature Review 

Overview of the Chapter 

 In the following chapter, I provide a review of the existing literature about the nursing 

applications of TIC. I provide rationale in support of my chosen research topic and describe 

how it will address current gaps in the available research. 

Literature Review 

The literature review was first completed in August 2018 regarding the nursing 

applications of TIC in a variety of settings. The keywords “trauma informed” and “nurses” 

were searched using Boolean operators. Four databases were used: CINAHL, MEDLINE, 

EMBASE, and PsychInfo. The search strategy, summarized in Table 2, was determined with 

the assistance of a health sciences librarian at Queen’s University (A. Ross-White). 

Table 2  

Literature Search Strategy 

  August 2018 June 2019 

Database Search Terms Number of 
Results 

Relevant 
Results 

New Relevant 
Results  

CINAHL “trauma 
informed” AND 
“nurses+” 

11 3 2 

MEDLINE, 
PsychInfo, 
EMBASE 

“trauma 
informed” AND 
“nurses” 

85 18 5 

Primary 
References 

  5 0 

 

Upon evaluation of the article titles, abstracts, and relevant primary references, 26 

applicable results were identified. The same search strategy was repeated following data 

collection (June 2019), in order to include any new published literature, and seven additional 
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articles were included. There were no results identified that pertained to the application of TIC 

in the practice of SANEs. 

To my knowledge there are few published works about the application of TIC in 

nursing practice in Canada (Mantler & Wolfe, 2018; Stokes, Jacob, Gifford, Squires, & 

Vandyk, 2017). A summary of the locations of the research is presented in Table 3, which 

emphasizes the need for more geographical diversity in the research.  

Table 3 

Geographical Locations of the Research 

Country # of 
Results 

Authors 

Australia 9 Beattie, Griffiths, Innes, & Morphet, 2019; Beckett, Holmes, Phipps, Patton, 
& Molloy, 2017; Hall et al., 2016; Isobel, 2015; Isobel & Delgado, 2018; 
Isobel & Edwards, 2017; McEvedy, Maguire, Furness, & McKenna, 2017; 
Moss et al., 2019; Wilson, Hutchinson, & Hurley, 2017 

Canada 2 Mantler & Wolfe, 2018; Stokes et al., 2017 

United 
States 

11 Broughton et al., 2017; Bruce et al., 2018; Choi & Seng, 2014, 2015; 
Chokshi, King, Schulz, & Chen, 2019; Kassam-Adams et al., 2015; Li et al., 
2019; LoGiudice & Douglas, 2016; Regan, 2010; Vu et al., 2017; Weiss et 
al., 2017 

 

Health care settings and professionals described in the research. There are many 

applications of TIC in health care settings that are described in the literature. Table 4 includes a 

summary of these settings. The literature about TIC was most concentrated within mental 

health and psychiatry settings. It was suggested that mental illness and post-traumatic stress 

disorder are often concurrent, providing a rationale for TIC within this patient population 

(Antai-Otong, 2016). The application of TIC in pediatric healthcare settings has been 

frequently described in the literature, as researchers have estimated that up to 25% of children 

perceive hospitalizations as traumatic (Moss et al., 2019). It is believed that difficult medical 
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treatments and experiences for young patients and their families contribute to feelings of 

psychological trauma (Kassam-Adams, 2015).  

Table 4 

Health Care Settings Described in the Trauma-Informed Care Literature 

Health Care Setting/ 
Population 

Authors 

Corrections Harner & Burgess, 2011; Mollard & Brage Hudson, 2015 

Emergency 
Department 

Hachey & Phillippi, 2017; Hall et al., 2016 

Medical Trauma Bruce et al., 2018 

Mental 
Health/Psychiatry 

Antai-Otong, 2016; Beckett et al., 2017; Cleary & Hungerford, 2015; Isobel, 
2015; Isobel & Delgado, 2018; Isobel & Edwards, 2017; Jacobowitz, Moran, 
Best, & Mensah, 2015; McEvedy et al., 2017; Muskett, 2013; Stokes et al., 2017; 
Wilson et al., 2017 

Occupational 
Health 

Beattie et al., 2019; Rosemberg, Gultekin, & Pardee, 2017 

Pediatrics Broughton et al., 2017; Chokshi et al., 2019; Kassam-Adams et al., 2015; Moss et 
al., 2019; Regan, 2010; Weiss et al., 2017 

Perinatal Choi & Seng, 2014, 2015 

Primary Care Mantler & Wolfe, 2018; Pardee, Kuzma, Dahlem, Boucher, & Darling-Fisher, 
2017; Vu et al., 2017 

Rehabilitation Freeman Williamson & Kautz, 2018 

 

In addition to nurses, other health care professionals (HCPs) were included in some of 

the study populations, which are summarized in Table 5. All of the research literature included 

at least one nurse in the study sample, and many of the study samples were comprised of 

various HCPs. Administrators were often included in study samples, which is important 

because TIC is an organizational approach meant to include all staff (SAMHSA, 2014).  

In a study of adult medical trauma providers’ attitudes, knowledge, perceived 

competence, and practise of TIC, researchers identified several differences between types of 

HCPs (Bruce et al., 2018). In this sample, nurses reported more favourable opinions toward 

TIC compared to physicians (91% vs. 48%; χ2= 39.37, df = 1, p = .000) (Bruce et al., 2018). 
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The inclusion of various settings and HCPs suggests that TIC is an approach that can be 

applied throughout the health care system, is adaptable to the needs of different patient 

populations, and that different HCPs may have different needs when learning about or 

practising TIC. 

Table 5 

Health Care Professionals Involved in Trauma-Informed Care Research 

Health Care 
Professionals  

Authors 

Administrators Beattie et al., 2019; Broughton et al., 2017; Choi & Seng, 2015; Isobel, 2015; Mantler 
& Wolfe, 2018; Moss et al., 2019; Weiss et al., 2017 

Allied Health (eg., 
physiotherapists) 

Broughton et al., 2017; Bruce et al., 2018 

Child Life 
Specialists 

Broughton et al., 2017; Weiss et al., 20117 

Nurses Beattie et al., 2019; Beckett et al., 2017; Broughton et al., 2017; Bruce et al., 2018; 
Choi & Seng, 2014, 2015; Chokshi et al., 2019; Isobel, 2015; Isobel & Delgado, 2018; 
Isobel & Edwards, 2017; Jacobowitz et al., 2015; Kassam-Adams et al., 2015; Mantler 
& Wolfe, 2018; Moss et al., 2019; Stokes et al., 2017; Vu et al., 2017; Weiss et al., 
2017 

Physicians Broughton et al., 2017; Bruce et al., 2018; Choi & Seng, 2014; Moss et al., 2019; Vu et 
al., 2017; Weiss et al., 2017  

Social Workers Broughton et al., 2017; Choi & Seng, 2015; Moss et al., 2019; Weiss et al., 2017 

 

The quality of evidence related to trauma-informed care. The amount of peer 

reviewed literature about TIC appears to be increasing, however, the rigour and generalizability 

of the research evidence varies. The general research approach of the literature reviewed, as 

detailed by the authors, is summarized in Table 6. In this table, nearly a quarter of the existing 

literature consists of informational expert opinion, which is a limiting factor for an evidence 

base. The published literature reviews, while helpful in summarizing literature about TIC, do 

not employ the most rigorous review method (Grant & Booth, 2009). Much of the empirical 

literature described in the following paragraphs, while valuable in expanding the body of 
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research on TIC, did not produce results that are generalizable to other settings. For example, 

the results of the research conducted in pediatric settings were not necessarily generalizable to 

mental health or other health care settings, and vice versa. Further research about TIC in a 

variety of settings and with larger and more diverse samples would improve our understanding 

about whether the results can be applied in other circumstances. 

Table 6 

Methods of Published Trauma-Informed Care Literature 

Type of 
Research 

Results Authors 

Case study 4 Harner & Burgess, 2011; Isobel & Edwards, 2017; LoGiudice & Douglas, 2016; 
Regan, 2010 

Informational 
expert 
opinion 

7 Antai-Otong, 2016; Cleary & Hungerford, 2015; Freeman Williamson & Kautz, 
2018; Hachey & Phillippi, 2017; Mollard & Brage Hudson, 2015; Pardee et al., 
2017; Rosemberg et al., 2017 

Literature 
review 

4 Li et al., 2019; Muskett, 2013; Reeves, 2015; Wilson et al., 2017 

Mixed 
Methods 

4 Choi & Seng, 2015; Hall et al., 2016; Isobel & Delgado, 2018; Moss et al., 2019 

Quality 
improvement 

3 Beckett et al., 2017; Isobel, 2015; McEvedy et al., 2017 

Qualitative 5 Beattie et al., 2019; Choi & Seng, 2014; Mantler & Wolfe, 2018; Stokes, Jacob, 
Gifford, Squires, & Vandyk, 2017; Vu et al., 2017 

Quantitative 6 Broughton et al., 2017; Bruce et al., 2018; Chokshi et al., 2019; Jacobowitz et al., 
2015; Kassam-Adams et al., 2015; Weiss et al., 2017 

 

The following sections of this literature review are the quantitative, mixed-methods, and 

qualitative research published regarding the nursing and health care applications of TIC. 

In addition to the peer-reviewed research literature, grey literature was reviewed in 

order to understand the concept of TIC and the current scope of TIC application in healthcare 

settings. The grey literature that informed this research study mainly consisted of reports 

explaining TIC and its applications to health care and social service settings (British Columbia 

Mental Health & Addictions Services, 2013; EQUIP Healthcare, 2017; Harris & Fallot, 2001; 
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NSVRC, 2017; SAMHSA, 2014). Additional grey literature included program evaluation 

reports of trauma-informed practice in various health care settings (Avalon Sexual Assault 

Centre, 2016; Scott & Carter, 2015). 

Quantitative and mixed-methods literature. A subset of the quantitative literature was 

about understanding HCPs’ knowledge, skills, practices, and confidence in delivering TIC, by 

employing cross-sectional surveys (Bruce et al., 2018; Chokshi et al., 2019; Kassam-Adams et 

al., 2015). While the sample sizes of these studies were moderate to large, including from 147 

(Bruce et al., 2018) to 620 participants (Chokshi et al., 2019), none of the authors reported on 

whether the sample size was adequate, which could have enhanced validity of the results.  

Some of the data collection tools were tested for internal consistency, a measure of reliability, 

using Cronbach’s alpha.4 The ratings of internal consistency varied, and while most were rated 

0.80 or higher (Chokshi et al., 2019; Kassam-Adams et al., 2015), the lowest measurement 

domain was scored at 0.60, indicating an area for improvement (Kassam-Adams et al., 2015). 

Bruce et al. (2018) reported that they completed internal consistency testing on their modified 

tool, however values were not reported, presenting an omission in their report.  

Overall, the authors concluded that HCPs would benefit from training about TIC due to 

low scores in the different measurement domains of knowledge, skills and practices. The 

participants in two similar studies frequently reported themselves as only “somewhat 

competent” in aspects of TIC (40-68% and 46-63% per question, respectively) (Bruce et al., 

2018; Kassam-Adams et al., 2015). This finding is especially important because probability 

                                                   
4 A Cronbach’s alpha coefficient of 0.80 or greater is noted to have high internal consistency (Polit & Tatano 
Beck, 2017). 
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testing using multiple logistic regression determined that self-rated competence was modestly 

associated with all TIC practices (OR= 1.13-1.29) (Bruce et al., 2018). 

In some of the quantitative and mixed-methods research, researchers tested the efficacy 

of educational interventions using pre and post-testing in health care settings, including 

pediatrics (Broughton et al., 2017; Choi & Seng, 2015; Weiss et al., 2017), emergency 

departments (Hall et al., 2016), and psychiatry (Isobel & Delgado, 2018). In addition to pre and 

post-testing, the mixed-methods research included a qualitative component to better understand 

how HCPs perceived to benefit from the training (Choi & Seng, 2015; Hall et al., 2016; Isobel 

& Delgado, 2018). The sample sizes of the pre and post-testing varied from 34 (Hall et al., 

2016) to 294 (Weiss et al., 2017), and again, there was no discussion about whether the sample 

size was adequate. 

The content and style of the educational interventions varied. The length of the 

interventions were either one hour (Broughton et al., 2017; Choi & Seng, 2015; Weiss et al., 

2017) or an eight-hour day (Hall et al., 2016; Isobel & Delgado, 2018) and were all delivered in 

a classroom setting (i.e., not online). The content of the interventions generally included 

theoretical and practical learning components, although the specific learning topics varied 

(Choi & Seng, 2015; Hall et al., 2015; Isobel & Delgado, 2018).  

The instruments used for pre and post-testing had TIC-related domains such as: 

knowledge (Broughton et al., 2017; Choi & Seng, 2015; Isobel & Delgado, 2018), confidence 

(Broughton et al., 2017; Hall et al., 2016; Weiss et al., 2017), and attitudes (Choi & Seng, 

2015; Weiss et al., 2017). Many of the educational interventions were determined to 

significantly increase HCPs’ confidence in practising TIC (Broughton et al., 2017; Hall et al., 

2016; Weiss et al., 2017).  
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The testing of these instruments varied. Some researchers did not mention any testing of 

their measurement tools (Broughton et al., 2017; Hall et al., 2016). In a study about self-

reported benefits of an education intervention, the authors reported not completing validity 

testing of their instrument due to the subjective self-reporting nature of the research (Isobel & 

Delgado, 2018). The researchers acknowledged that this increases the chance of social 

desirability bias in the results (Isobel & Delgado, 2018). In the studies where the researchers 

completed internal consistency testing (Cronbach’s alpha), many of the measurements were 

rated as high (Choi & Seng, 2015; Weiss et al., 2017), although some measured as low as 0.71 

(Weiss et al., 2017).  

In the mixed-methods research, qualitative data was gathered to describe the perceived 

benefits of the educational interventions (Choi & Seng, 2015; Hall et al., 2016; Isobel & 

Delgado, 2018). The methods of data collection included written open-ended questions (Choi 

& Seng, 2015), observational methods (Isobel & Delgado, 2018), and focus groups (Hall et al., 

2015). The qualitative responses of the participants indicated that more training would help 

improve their understanding of TIC, and that setting-specific and advanced training would be 

beneficial (Choi & Seng, 2015; Hall et al., 2016; Isobel & Delgado, 2018). Given that the 

participants of these studies represented specific health care populations, further qualitative 

research should be completed to ascertain if these results are generalizable to other settings.   

Qualitative literature. Qualitative research was completed in a variety of patient 

settings, including primary care (Mantler & Wolfe, 2018; Vu et al., 2017), pediatrics (Moss et 

al., 2019), and psychiatry (Stokes et al., 2017). Face-to-face or by telephone interviews were 

used as the data collection method in all these studies. The paradigm and methodological 

approach of the researchers was not always clear or was not included in some of the reports. 
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For example, researchers explained that the data was analyzed using a grounded theory 

approach, although no theory was presented (Moss et al., 2019; Stokes et al., 2017). In another 

study, the researchers described their methodology as a multiple case study, but did not 

differentiate it from qualitative description (Mantler & Wolfe, 2018). A major methodological 

flaw in the qualitative literature was the lack of discussion about trustworthiness. Of the five 

qualitative studies reviewed, only two research teams included descriptions of how 

trustworthiness of the research was addressed (Mantler & Wolfe, 2018; Stokes et al., 2017). 

This omission presents a major flaw, because trustworthiness is an essential process by which 

researchers enhance the quality and credibility of their work (Polit & Tatano Beck, 2017). In 

my qualitative study, I have made considerable efforts to heighten the trustworthiness of the 

work. 

Several commonalities emerged in the results of the qualitative research. Health care 

providers described that TIC was an integral part of their practice (Moss et al., 2019; Stokes et 

al., 2017). The participants discussed the importance of building trust and providing safety as 

part of delivering TIC (Stokes et al., 2017; Vu et al., 2017). Due to the differences in the 

participant populations of these qualitative studies, it is difficult to determine if the findings 

would be applicable to other settings or replicated if conducted with different HCPs. The 

paucity of qualitative data about the experiences of HCPs practising TIC supports the need for 

further research. 

The participants described mixed experiences of prior training about TIC in 

undergraduate and continuing education. Some pediatric HCPs reported receiving training 

about the principles of TIC in their professional degree (Moss et al., 2019). Conversely, most of 
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the mental health nurse reported they had not obtained any formal education about TIC (Stokes 

et al., 2017).  

Barriers and challenges to trauma-informed care. Several barriers and challenges 

were commonly noted in the literature. The time constraints associated with implementing TIC 

was identified as a barrier by participants in several studies (Bruce et al., 2018; Hall et al., 

2016; Kassam-Adams et al., 2015; Moss et al., 2019) and was highlighted in a literature review 

(Reeves, 2015). The participants also expressed that lack of training was a barrier to practising 

TIC (Kassam-Adams et al., 2015; Stokes et al., 2017). The unfortunate lack of undergraduate 

education about TIC has also been discussed by (Li et al., 2019; LoGiudice & Douglas, 2016), 

further supporting the need for more research about enhancing TIC education. Finally, the 

resulting vicarious trauma or emotional effects on the practitioner that result from delivering 

TIC was described by several participants (Moss et al., 2019; Reeves; 2015; Stokes, 2017). 

Summary of the literature. This literature review has summarized what is currently 

known about the nursing and health care applications of TIC. The research about TIC has 

included many different HCPs and has been completed in a variety of health care settings. The 

inclusion of various HCPs in the research is consistent with the organizational nature of TIC. A 

large portion of the literature is concentrated within mental health/psychiatry and pediatrics, 

however the emerging investigations within other settings is an encouraging sign in support of 

using TIC in all areas of health care. Much of the existing literature about TIC is informational 

in nature, indicating a need for empirical studies to better understand and improve current 

trauma-informed practices. The existing empirical research provides useful findings to 

demonstrate the applicability of TIC to different settings, however, there is room for 

improvement due to methodological flaws and limitations.  
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In addition to the gaps described above, there is currently a paucity of empirical 

research about how TIC is practised in Canada. To my knowledge, there is currently a lack of 

research about how TIC is practised by SANEs. My qualitative research study is a preliminary 

exploration to address this gap, and adds to the Canadian literature about the health care 

applications of TIC. 

Chapter Summary and Conclusion 

 In this chapter, I provided a review of the existing literature about the nursing and 

health care applications of TIC. By appraising the gaps in the literature, I have emphasized that 

in general more research about TIC is needed, and specifically in regard to SANE practices.   
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Chapter 3 

Methodology and Methods 

Overview of the Chapter 

 In this chapter, I explain my position as a naturalistic researcher and how I used 

interpretive description as my research methodology. I provide a detailed description of the 

research methods used to answer the research questions, including variances from the research 

proposal and how trustworthiness was addressed. 

Methodology 

 Interpretive description was developed beginning in the 1990s, in response to a need for 

a flexible yet sound methodology that fit with nursing philosophy and theory (Thorne, 2016; 

Thorne, Kirkham, & Macdonald-Emes, 1997). Prior to the development of interpretive 

description, nurse researchers were required to adhere to methodologies such as grounded 

theory, ethnography, and phenomenology, in order for their research to be perceived as 

rigorous (Thorne et al., 1997). When required to adapt these methodologies to the needs of 

their topic, they were accused of “method slurring” or “sloppy” research (Thorne et al., 1997, 

p. 117). Thus, interpretive description was developed by combining “clinical description with 

an interpretive or explanatory flavor” to provide structure and rigour to the applied research 

being conducted by nurses (Thorne, Kirkham, & O’Flynn-Magee, 2004, p. 2).  

In research, description refers to the act of documenting an observed phenomenon 

(Thorne, 2016). Qualitative interpretation is the practical analysis of making sense of findings 

by asking “so what”? (Thorne, 2016, p. 56). Therefore in nursing research, interpretive 

description provides a framework to generate interpretive accounts of phenomena that will 

inform the generation of new knowledge and ongoing inquiry (Thorne et al., 2004).  
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Interpretive description involves flexibility and borrowing from different research 

techniques in order to arrive at a method that fits the needs of the research question (Thorne, 

2016). Despite the lack of definitive structure, the authors describing interpretive description 

provide guidance about how the design and completion of the research should be approached. 

Researchers undertaking interpretive description are encouraged to understand what is 

currently known about the topic of interest in order to make linkages with this knowledge, thus 

strengthening the results (Thorne et al., 1997, 2004). Purposive or theoretical sampling, 

including individuals with lived experience, is recommended (Thorne et al., 1997, 2004). Data 

collection methods, such as interviewing and observation, are regarded as suitable, and 

researchers are encouraged to collect collateral data sources, as appropriate (Thorne et al., 

1997). An iterative data analysis process is recommended, along with repeated immersion in 

the data, and concurrent data collection and analysis (Thorne et al., 1997, 2004). The 

importance of ensuring rigour throughout the research process is also stressed, for example 

using a reflexive journal and completing member checking (Thorne et al., 1997). The 

development of a mental heuristic, which presents the research in a manner that translates to 

different readers, is recommended when completing interpretive description research.   

This methodology was chosen for several reasons. First, interpretive description was 

primarily developed for the applied nature of nursing research (Hunt, 2009; Thorne et al., 

1997). Given this work is focused on nursing practice, interpretive description was a natural 

choice. The potential for flexibility in the specific methods used in interpretive description was 

desirable based on my position as a novice researcher (Hunt, 2009; Thorne et al., 1997). The 

flexibility encouraged critical thinking and decision making about the research process. Finally, 
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the importance of reflexivity in interpretive description suited this research project well based 

on my professional proximity to the population of interest (Hunt, 2009). 

Philosophical Assumptions and Interpretive Framework 

 As a qualitative researcher aligned with interpretive description, principles of 

naturalistic inquiry were considered throughout the research process (Thorne et al., 2004). The 

naturalistic researcher’s methodology gathers data with a flexible research design, and analyzes 

evidence through interpretive and inductive means in order to understand the realities of the 

participants (LoBiondo-Wood, Haber, Cameron, & Singh 2018; Polit & Tatano Beck, 2017). 

The ontologic belief that the realities of the participants are true, unique and valuable to the 

overall research findings, was considered throughout the research process (LoBiondo-Wood et 

al., 2018; Mertens, 2015; Polit & Tatano Beck, 2017). The use of online teleconferencing 

interviews as a method of data collection allowed for interaction with the participants, fulfilling 

the epistemological belief of a naturalistic researcher (Mertens, 2015; Polit & Tatano Beck, 

2017). My continuous reflection about the research process and findings was consistent with 

the axiological beliefs of this interpretive framework, demonstrated by reflexive journaling and 

frequent discussions about the research process with my co-supervisor (L.D.) (LoBiondo-Wood 

et al., 2018; Polit & Tatano Beck, 2017).  

Setting of the Study 

The geographical setting of the study was Ontario, Canada, where the Ontario Network 

of Sexual Assault/Domestic Violence Treatment Centres5 (ONSADVTC) operates. The 

Network was established by the Government of Ontario in 1993, and is mandated to provide 

medico-legal care and support to victims/survivors of sexual violence in a prompt, professional, 

                                                   
5 The ONSADVTC is also referred to as “The Network”. 
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and compassionate manner (ONSADVTC, 2014). The services are provided by SANEs at 36 

hospital-based programs 24 hours a day, seven days a week (ONSADVTC, n.d.). The 36 

centres are spread across the province, with a higher concentration of programs in southern 

Ontario. The locations of the centres are presented in Table 7.  

Table 7 

Sexual Assault Nurse Examiner Programs in Ontario 

Brantford (Brant 
County) 

Brockville (Leeds 
and Grenville) 

Burlington Chatham-Kent Cornwall (Stormont, 
Dundas, Glengarry) 

Dryden Durham Region 
(Oshawa, Algoma) 

Guelph Hamilton Kenora 

Kingston Lanark County London Mississauga Niagara Region (St. 
Catharines) 

North Bay Orangeville Orillia (Simcoe 
County, Muskoka) 

Ottawa  Owen Sound 

Peterborough Renfrew County Sarnia Sault Ste Marie Scarborough (Toronto, 
Rouge Valley) 

Sioux Lookout 
(Alcona, Hudson, 
Pickle Lake) 

Sudbury Thunder Bay Toronto  Trenton 

Waterloo 
(Kitchener) 

Windsor York Region 
(Toronto, Richmond 
Hill) 

  

Note: Only 34 cities are represented in this table because Ottawa and Toronto have separate adult and 

pediatric programs (The ONSADVTC, n.d.). 

Study Sample  

The participants were recruited purposively for this research, based on the following 

inclusion criteria: 

• registered nurses6 employed by SANE programs in Ontario, 

• trained and working independently, meaning that they are practising without 

immediate supervision, 

                                                   
6 Nurses registered in the extended-class or as Nurse Practitioners were also be eligible to participate. 
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• access to computer or smartphone with teleconferencing capabilities, and  

• able to provide informed consent.  

The final sample of this study was eight participants. This was determined to be 

appropriate given I began hearing similar themes among the participants’ answers, and member 

checking provided validation of the concepts being discussed. The research completed by 

Stokes et al. (2017) consisted of a similar sample size of seven individuals, lending additional 

corroboration for the final number of participants in my study.  

Recruitment  

The proposed recruitment strategy was to sample from a random subset of 10 centres in 

the Network. During study implementation, this was found to challenging given the inability to 

communicate with some programs, and the logistical, financial, and temporal barriers 

associated with obtaining site-specific ethics approval. After reviewing this process with my 

co-supervisors (L.D. and J.T.), the research sites were chosen based on responsiveness and 

feasibility. Ten centres were randomly selected and recruitment was attempted. If recruitment 

was not possible based on lack of responsiveness, cost associated with ethics submissions, or 

the ethics approval process exceeding two months, another centre was randomly selected. In 

addition to these centres, recruitment was completed locally. The process of recruitment 

spanned from March to June 2019 and is summarized in Table 8.  

When given permission to begin recruitment, the materials were disseminated to each 

site as follows: 1) I contacted the most responsible person at each centre by phone or email; 2) I 

briefly explained the research study and asked the most responsible person to share the 

recruitment materials (Appendices A-C) with their program’s SANEs by email and by posting 

them in a conspicuous place; 3) eligible and consenting individuals who contacted me were 
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provided the information letter, consent form, and the interview questions (Appendices B-D) 

by email prior to their interview; and 4) the interview was scheduled at a mutually agreeable 

time. The most responsible persons at each site were asked to share recruitment materials three 

times to remind potential participants of the research opportunity. Contact was attempted three 

times with the individuals who expressed interest and failed to attend the interview. 

Table 8 

Site Recruitment 

Sites Recruitment Activities Participants 
recruited? 

Site 1 (local- not 
selected randomly) 

University research ethics boards and site-
specific approval 

Yes (6) 

Site 2 Required site-specific ethics application and 
review 

Yes (1) 
Site 3 Yes (1) 
Site 4 No 
Sites 5 and 6 No additional ethics required  No 
Sites 7-11 Attempted to make contact- no reply 
Sites 12 and 13 Required ethics- lengthy process requiring a 

study investigator on site 

 

A modest incentive was offered in order to encourage participation while allowing for 

self-determination in enrollment (Polit & Tatano Beck, 2017). The participants were entered 

into a draw for one $75 gift card which was awarded at the conclusion of the study. 

Ethical Considerations 

The ethical approval for the study was first obtained from the Queen’s University 

Health Science Research Ethics Board (HSREB). In addition to this, three study sites required 

site-specific ethics approvals (Table 8). Amendments to study protocols and documents, such 

as the inclusion of logos and minor alterations in the wording of recruitment documents, were 

completed as required by each site’s ethics board.  
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During the recruitment process potential participants were provided with an information 

letter (Appendix B) explaining the procedures of the study, potential risks and benefits of 

participation, confidentiality, voluntary withdrawal, relevant contact information, and support 

resources should they experience personal or vicarious trauma during the research process. The 

participants provided verbal consent at the beginning of the interview, which was recorded and 

documented electronically using the consent form (Appendix C).  

Strict confidentiality was maintained throughout the research process. Names were 

omitted from data collection, analysis, and dissemination by assigning a confidential 

identification number and a pseudonym. The participant data and corresponding identification 

numbers were kept in a password-protected master file separate from the other data. If the 

participants revealed identifying information in the interview (e.g., the name of a person or a 

place), it was anonymized in the transcript and these details were kept in a separate secure 

document for tracking purposes. All documents will be kept for five years on an encrypted 

device and secured in my co-supervisor’s office (L.D.) at the School of Nursing. 

Data Collection 

The data was collected using semi-structured interviews. This method allowed for in-

depth exploration of the participants’ views and experiences, while ensuring that the research 

questions were addressed (Berg, 2009; Gill, Stewart, Treasure, & Chadwick, 2008; Polit & 

Tatano Beck, 2017). The interview questions were developed in reference to the conceptual 

framework discussed in Chapter 1 (Figure 1). Interviews were chosen instead of focus groups 

or observational methods due to the sensitive nature of the topic, the potential for personal and 

vicarious trauma being discussed, and to avoid fear of judgement in discussing nursing practice 

in a group setting.  
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The interviews were completed between March and June 2019 and recorded using 

online teleconferencing software. Six of the eight interviews included audio and video 

recordings, which promoted the building of rapport and assessment of non-verbal 

communication by being able to observe facial expression and fidgeting, for example. The 

interviews lasted an average of 67 minutes. 

The interviews were transcribed verbatim in a password-protected Microsoft Word  

document. This process was assisted by Otter Voice Notes, which electronically transcribed the 

recorded interviews files. I listened to each interview twice while proofreading the transcripts 

and reflecting on the participants’ statements. This process improved my familiarity with the 

data and served as preliminary data analysis. The non-verbal data and contextual notes, for 

example laughing or inaudible words, were included in the transcripts in square brackets and 

italicized font. My co-supervisor (L.D.) reviewed all of the transcripts for accuracy. My field 

notes and reflexive journals pertaining to the interview were appended to each interview 

transcript. While the notes and journals were not included in analysis, they served as an 

essential role in contextualizing the data and assisted me to remember what I was hearing 

between interviews. Following the completion of each transcript, member checking was 

completed in order to ensure that their voices were accurately portrayed. The participants were 

provided with a copy of their transcript by email to review for accuracy and to provide any 

feedback. Two participants provided small addendums and positive confirmation of their 

transcripts. The remaining participants did not provide any further feedback at the time of this 

writing.  

Interview guide. I developed a semi-structured interview guide informed by the 

conceptual framework described in Chapter 1 (Appendix E) (Berg, 2009; Kallio, Pietilä, 
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Johnson, & Kangasniemi, 2016). The questions were developed in order to build rapport with 

the participant, allow them to share their experiences through practice examples, and discussed 

their experiences and perceptions of TIC. Examples of probing questions were also included in 

the interview guide as a reminder to explore the truths of the participants and to yield richer 

data. Throughout the interviewing process I encouraged the participants to respond to questions 

freely in order to not overshadow their perspectives. Feedback about the interview guide was 

obtained from my research committee prior to beginning the participant interviews. 

It was proposed that non-participant volunteers would be interviewed to pretest the 

interview guide. Given the difficulty recruiting, as well as the fact that minimal changes were 

made to the interview guide, these first three interviews were included in the data analysis. This 

decision was made in conjunction with my supervisors, as it was determined that excluding this 

data would exclude the voices of these participants. Participant feedback and researcher 

observations were used to modify aspects of the interview guide that appeared confusing or 

failed to help answer the research questions. The interview guide with the modifications made 

after pretesting is included in Appendix E. 

Data Analysis 

 The data analysis began immediately with the transcription process by reflecting on the 

content of the interviews and keeping researcher notes. This was helpful because having a 

preliminary understanding of the data allowed me to explore these perspectives and opinions in 

subsequent interviews, and to confirm or refute what I was hearing. The formal qualitative data 

analysis followed the thematic analysis process as outlined by Miles, Huberman, and Saldaña 

(2014). This process commenced when most of the interviews had been completed and 

transcribed. Methods of improving the quality of the data analysis as per the interpretive 
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description methodology were considered throughout this process. These strategies included 

keeping notes, highlighting quotes that appeared significant, and remaining focused on the 

purpose of the study (Thorne, 2016).  

First cycle coding. In the first cycle coding I assigned codes to portions of text and 

created themes to assign meaning to the data using an overarching label (Miles et al., 2014). In 

order to facilitate first cycle coding the verbatim transcripts were formatted into columns using 

Microsoft Word. The interview transcript was on the left side with numbered lines, with the 

blank right column available for inserting codes. When coding a portion of text it was 

highlighted, and the numbered code was inputted into the right column. A separate document 

was used to organize the codes, their operational definition, and examples from the interview 

transcripts.  

Codes are expected to change, develop, or become irrelevant throughout the process 

(Miles et al., 2014). During the cycle one coding process some of the codes were enhanced by 

adding to the operational definitions and identifying sub-codes. At the conclusion of the cycle 

one coding, the data was organized into the 88 separate codes. Examples of a transcript and the 

coding document are presented in Appendix F and G respectively.  

Second cycle coding. In second cycle coding the first cycle codes were grouped into a 

smaller number of themes, in order to make the research data more meaningful and manageable 

(Miles et al., 2014). My method of second cycle coding was tactile and flexible in order to 

assist me with exploring different interpretations of the data as suggested with interpretive 

description (Thorne, 2016). I printed and cut out each of my first cycle codes, and referring to 

my list of codes and definitions, I explored different configurations in which the data could be 

presented and understood. In the event that a code fit with more than one theme, an additional 
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piece of paper was produced to explore this possibility. The second cycle coding led to the 

development of the themes and sub-themes, which is described in chapter 4. 

Participant feedback. The participants were informed of the opportunity to provide 

feedback about my interpretation of the findings in the invitation letter (Appendix B). An email 

invitation for a group teleconference was disseminated two weeks prior and included details 

that described how to attend anonymously (i.e., creating an alias when signing in). During the 

teleconference (July 2019), I presented an overview of the thematic findings using Microsoft 

PowerPoint. One participant attended the live teleconference and provided feedback that was in 

support of my interpretation. Following the teleconference, a password-protected recording of 

the teleconference and the PowerPoint presentation (Appendix H) was disseminated by email 

to the participants. Written or telephone feedback was requested at the convenience of the 

participants no later than seven days following the dissemination of these materials. No further 

feedback was received. 

Trustworthiness 

 In the qualitative tradition, researchers strive to enhance the quality of their work by 

maintaining trustworthiness throughout the research process (Polit & Tatano Beck, 2017). 

Several strategies from Guba and Lincoln’s framework of trustworthiness were implemented to 

improve the credibility, confirmability, dependability and transferability of the research 

(Krefting, 1991; Lincoln & Guba, 1985). 

Maintaining credibility throughout the research process ensures truth value, meaning 

that the findings are truthful and accurate of the realities of the participants (Krefting, 1991). 

Reflexivity and triangulation are crucial in enhancing the rigour of qualitative research 

(Krefting, 1991). Reflexivity is an important process in raising awareness of the researcher’s 
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perceptions and biases toward the research topic (Krefting, 1991). Taking part in self-

reflection, in part through a reflexivity journal, ensured that I reflected on my thoughts and 

feelings about what I was doing and hearing as a researcher. Some of the reflexivity activities I 

completed included, reflecting on my interest in this topic, how I felt about what I was hearing 

from participants, and thinking about how my personal biases could affect my interpretation of 

the data (Ahern, 1999; Krefting, 1991). These reflexivity activities were completed formally, 

for example by appending written reflections to each interview transcript, and informally 

through ongoing discussions with my co-supervisor (L.D.) and note-keeping.  

Triangulation is a strategy to enhance trustworthiness by capturing and analyzing data 

from multiple perspectives, sources, and methods, which enhances the researcher’s 

interpretation of the participants’ reality (Polit & Tatano Beck, 2017). The main strategy 

implemented to enhance trustworthiness was collecting the data from multiple participants in 

different settings (Krefting, 1991). It is recognized however, that triangulation could have been 

further enhanced through recruiting participants from a larger variety of centres. 

Member checking, peer debriefing, and the interview technique are other strategies 

recognized to enhance credibility (Krefting, 1991). Member checking involves sharing the data 

and analysis with participants in order to confirm that their realities are accurately portrayed 

(Krefting, 1991). Member checking was completed by sharing the participant’s transcript with 

them for any feedback on its accuracy or additional comments, and a participant teleconference 

to share the results and receive feedback. The use of member checking during the interviews 

also enhanced credibility. This was done by integrating responses from previous interviews into 

subsequent interview questions. The purpose of member checking was to ensure that the voices 

of the participants were accurately portrayed. Peer debriefing was completed frequently 
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throughout the research process, primarily with my co-supervisor (L.D.). These meetings 

allowed for frequent discussion and reflection on the research process and provided me with 

unbiased feedback.  

Confirmability strategies enhance the neutrality of the research, meaning that researcher 

bias is reduced, and the results are a reflection of the reality of the participants (Krefting, 1991). 

Similar to credibility, confirmability is enhanced with reflexivity and triangulation.  

Dependability of the research findings refers to the ability to replicate the research 

findings with similar participants in another similar context (Polit & Tatano Beck, 2017). This 

was demonstrated through maintaining records and notes regarding the research process, 

describing the research methods in such detail that they could be replicated (Krefting, 1991), 

and member checking (Polit & Tatano Beck, 2017). 

Transferability refers to what degree the research is applicable to other settings (Polit & 

Tatano Beck, 2017). By outlining the study procedures in as much detail as possible, I have 

enhanced the ability of the reader to ascertain if the results are transferable to other settings. 

Chapter Summary and Conclusions 

 In this chapter I outlined the methodology and methods used to guide and complete the 

research, and explained instances in which the proposed methods varied. I also described how 

trustworthiness was addressed in order to enhance the quality and of the rigour research. 
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Chapter 4 

Findings 

Overview of the Chapter 

 In this chapter, I describe the participants of the research study and detail the thematic 

findings. Six themes and 16 sub-themes are presented to summarize the data and illustrate the 

realities of the participants. My interpretation of the findings has been interwoven with 

participant quotes in order to convey the experiences of the participants. Relevant literature 

about TIC is also included to support the findings. Finally, I present a conceptualization of the 

findings, which will assist the reader to understand and remember the findings of the study.  

Participant Characteristics 

 Eight participants were recruited for this study. Their experience as a SANE ranged 

from two to nine years (average= 5.7 years). Most participants (n=6) were employed at the 

study site 1. All the participants worked on an on-call basis in some capacity. Two participants 

worked as program coordinators, which involves managing community partnerships and 

logistical tasks, in addition to their on-call duties. One participant currently provided follow-up 

support for clients in addition to on-call duties, which involves ongoing medico-legal care, such 

as assessment and treatment for STIs. For the purpose of presenting the findings, I have 

assigned pseudonyms for each participant (Table 9). 

 The interviews were conducted at a time that was convenient to the participants, and as 

such, they were conducted in their homes or at work. Extraneous circumstances, such as 

attending to others in the home or to work, was inevitable and every effort was made to 

accommodate the participant and resume the interview when convenient. In one case, the 

participant ended the interview early due to a patient requiring care. 
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 The participants were provided the interview questions prior to the interview (Appendix 

D). The participants prepared for the interview in varying degrees. Some prepared notes for 

themselves, others read the questions beforehand, and some did not prepare for the interview.  

Table 9 

Participant Pseudonyms and Years of Experience 

# Experience as a 
SANE (years) 

Pseudonym 

1 3.5 Riley 

2 8 Shannon 

3 9 Frances 

4 4 Taylor 

5 9 Morgan 

6 6 Jordan 

7 4 Jaime 

8 2 Alex 

 

Participant familiarity with trauma-informed care. Prior to describing the findings, 

it is important to contextualize how participants described their familiarity with TIC. Most 

participants asserted they had heard about TIC. They reported having learned about TIC in 

different ways. For example, Riley said, I have heard of trauma-informed care… at my sexual 

assault nurse examiner training. Frances explained, I have taken courses, read about it. I think 

I’ve learned about it just through my own nursing experience as well. The participants 

explained how they became familiar with the concept of TIC in training for their role as a 

SANE. Morgan stated that in their training, I feel like they just ingrained it into your mind right 

off the get-go. Alex was not as familiar with TIC as the other participants and had the least 

amount of experience as a SANE, nor had they completed SANE training. Alex said, I bet you 

this is something that we're already doing, and I just haven't necessarily heard the title. 



NURSE EXAMINERS PRACTISE OF TRAUMA-INFORMED CARE 

 

 

39 

Patient uniqueness. It is important to note that participants hesitated to generalize the 

patients’ experiences. Morgan said, I just hesitate in saying that everybody's been traumatized 

because … I don't feel comfortable putting words into [anybody’s mouth]. Jaime also noted, I 

hate to generalize people's responses in any avenue of it. 

Main Themes 

 From the participant interviews and after conducting the analyses, six main themes and 

16 sub-themes were revealed which are summarized in Table 10. The six main themes are as 

follows, and they will be described in the following section: (1) the importance of 

understanding the patient’s experience; (2) personalized connection: developing a safe nurse-

patient relationship; (3) choice: the framework of how we do things; (4) re-building strengths 

and skills to support healing and post-traumatic growth; 5) a wonderful way to practise: 

facilitators and benefits of trauma-informed practice; and (6) challenges to trauma-informed 

practice. 
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Table 10 

List of Themes and Sub-themes  

Themes 

1. The importance of understanding the patient’s experience 
• Knowing about psychological trauma  
• Knowing about cultural and social identity  

2. Personalized connection: Developing a safe nurse-patient relationship  
• Building trust 
• Building collaboration 
• Ensuring safety 

3. Choice: The framework of how we do things 
4. Re-building strengths and skills to support healing and post-traumatic growth 
5. A wonderful way to practise: Facilitators and benefits of trauma-informed practice 

• Working autonomously 
• Supportive coworkers and management 
• Continuing competence 
• Finding comfort in practising trauma-informed care 
• Benefits beyond Sexual Assault Nurse Examiner practice 

6. Challenges to trauma-informed practice 
• Factors that complicate the nurse-patient relationship 
• Continuing competence 
• Accessing patient support services 
• Organizational changes 
• Organizational integration of trauma-informed care 
• Vicarious trauma  

 

Theme 1: The importance of understanding the patient’s experience. The 

experiences and perceptions of the participants conveyed that they recognize the foundation of 

providing TIC to victims/survivors of sexual violence is having an understanding of the 

patient’s experience. This theme addresses how two of the principles of TIC, understanding and 

awareness of trauma and competence of cultural and social identity (Figure 1), are practically 

understood and applied by the SANEs interviewed. The participants described the importance 

of understanding the patient’s experience within two sub themes, which are explored in the 
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following sections: knowing about (1) psychological trauma; and (2) cultural and social 

identities.  

Knowing about psychological trauma. The participants articulated their understanding 

of psychological trauma and described why this is important in their practice with 

victims/survivors. Riley explained, The clients that we care for are a group that has recently 

suffered something very traumatic, and it's important that their care provider understands that 

what they've been going through is really difficult and takes that into account. The expert 

authors of TIC emphasize that a basic understanding of trauma is foundational to TIC, which 

appeared to be a reality of the participants in this study (British Columbia Mental Health & 

Addictions Services, 2013). 

Consistent with SAMHSA’s (2014) definition, the participants described how trauma 

can result from a variety of events, that individuals’ experiences vary, and that trauma effects 

individuals differently. Shannon said, They may have a history of lifelong trauma… they may 

have trauma from other situations… this might be their first, but it affects them for the rest of 

their lives. Morgan described how reactions to trauma can vary; It's different for everybody… 

I've had patients come with a friend and they're giggling through the entire assessment and 

care that I've been providing… I've had patients that are crying, I've had patients that are 

angry. It is encouraging that every participant could articulate a rudimentary definition of 

trauma and its effects, and that this understanding was regarded as important in the care 

interaction. This finding is important because the value of understanding trauma was not a 

consistent finding in all the literature about TIC. In a qualitative exploration related to the 

education needs of maternal HCPs, some participants conveyed that they did not perceive that 

an understanding of the pathophysiology of trauma was a priority (Choi & Seng, 2014).  
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The participants described how their understanding of trauma contributes to their 

practice of TIC. Several participants explained that they practise with the lens of “universal 

trauma precautions,” a concept found in the TIC literature (Harris & Fallot, 2001; SAMSHA, 

2014). Taylor described their understanding of universal trauma precautions as the following. 

Generalized trauma precautions are really a way of practicing or providing care. And 

the general is in the fact that you don’t have to know whether or not a patient has a 

trauma history. So you don’t have to know whether the patient that you’re sitting with 

as a victim of sexual abuse, sexual assault, domestic violence, you don’t have to know 

that. It’s a way of kind of treating every single patient that walks through your doors the 

same way. 
 
The concept of universal trauma precautions also resonated with mental health nurses in 

a qualitative research study (Stokes et al., 2017). In the literature about TIC, several other 

authors also discussed how universal trauma precautions should be viewed as a best practice 

that can enhance the feasibility of delivering TIC in different health care settings (Elliott, 

Bjelajac, Fallot, Markoff, & Reed, 2005; Muskett, 2013; Reeves, 2015).  

An awareness of potentially re-traumatizing patients or reminding them of their 

previous trauma was also described. The participants recognized that many aspects of care 

provision are likely to cause re-traumatization, such as Jordan who said, I could see how it 

could be upsetting to have to tell your story more than once. Taylor also acknowledged that 

there is a risk for re-traumatization in caring for victims/survivors of sexual violence: 

I’m doing very particular things that have the potential to re-victimize a patient. So 

things like a forensic evidence kit has the ability to re-victimize a client. So how would I 

go about providing care in a manner that mitigates that risk? 

 

The participants described how the experience of trauma manifests in patients 

differently, and how they take this into account when providing care. The participants 

explained their perceptions of how the experience of sexual violence contributes to a 

vulnerability in their patients, and often leads to victim blaming. The participants also 
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described how they perceive that certain factors place victims/survivors at an increased risk for 

further trauma. The participants’ experiences of these concepts are described in the following 

sections.  

The concept of vulnerability was reported by several participants, and I interpreted this 

to mean that a part of the patient was somehow degraded by the traumatic incident. Frances 

explained that providing TIC at this vulnerable time is important, saying:  

People come in, to our office and they're …at their most vulnerable. So I think when 

people are vulnerable … if they don't get appropriate care, you can cause a lot of 

damage. So I think you just have to be very respectful, that you're meeting somebody in 

an extremely vulnerable situation.  
 
The participants also identified the concept of victim blaming as a common response to 

the experience of sexual violence, especially for victims/survivors who had not experienced an 

assault in the past. The participants described how victims/survivors frequently blame 

themselves for what happened to them, and how this affects them. Frances explained: 

There's lots of little scenarios like that where you can really see them struggle with the 

whole concept of being assaulted and whose fault it is, and always questioning 

themselves and, trying to get them to the point where they see that they were the 

victim… that they didn’t bring this upon themselves. 

 
The participants explained their understanding of patient populations who are more at 

risk for traumatic experiences, such as sexual violence. Taylor explained: 

Working with the clients who are victims of generational trauma, colonialism, maybe 

they have addictions or mental health in their past, they were sexually abused as a 

child, and now they’ve experienced a more recent sexual abuse, or maybe domestic 

violence. I feel like those are more complex, and it comes up in different ways. 
 

As mentioned by Taylor, providing TIC for victims/survivors who are affected by these factors 

can be complex. Alex asserted, Those cases, I’d say, are definitely very, very complicated when 

you have people who had been assaulted or had previous trauma in their life.  
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Knowing about cultural and social identity. In discussing competence of cultural and 

social identities in practice, the participants provided examples of the cultures and identities 

they have encountered in practice, including transgender patients, Indigenous patients, patients 

requiring translation, and racial minorities. The participants’ experiences and the perceived 

benefits of being understanding of different cultures and social identities are described in the 

following paragraphs. The participants’ experiences of improving their practice of this 

principle of TIC are also detailed. 

 In order to provide care that is considerate of different identities, the participants 

explained that they endeavor to make their care inclusive at baseline. Jordan said, I like to think 

that my care is inclusive for everybody, regardless of all of the differences. The participants 

explained how they perceive that being respectful conveys acceptance of the patients’ cultural 

considerations. Shannon said, I'm fairly culturally aware and inclusive of anybody. I say you 

treat any human being with respect, doesn't matter your colour, where you came from.  Several 

participants explained that they are comfortable asking their patient about their unique needs 

when they are unsure about their cultural needs. Alex explained how asking questions can 

assist with the care interaction, saying, Asking lots of questions and doing it in a non-

judgmental way so that you can have a better understanding of what their life is like. Morgan 

provided an example of asking the patient questions, stating, If there was a transgender patient, 

asking what they would like to be referred to, what pronoun they would like used.  

In terms of making the physical space inclusive of cultural differences, participants 

provided examples of having inclusive signage, access to translation services, and resources for 

Indigenous healing practices. Taylor explained, We try to make our physical space as well as 

our own practices very diverse, very aware and very open. The participants described 
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improvements that could be made to the practice environment in order to enhance this principle 

of TIC in their centre. Riley commented on issues related to the standardized paperwork, 

reporting that, The way our paperwork is worded. It's very worded towards cis-gender female 

clients. Shannon commented on how inclusivity of the physical space could be improved, 

saying, We have posters up in our treatment room. I wish we had a bit more to be honest. 

The participants explained the perceived benefits of being competent regarding cultural 

and social identities. Riley described their experience of providing care to a patient who 

identified as transgender and how applying their understanding of this identity impacted care: 

After she saw how open both of us were to providing her the best care possible, and the 

most trans-friendly and accepting care that we could possibly provide, she was a lot 

more open and you could just tell that her demeanor was entirely changed after that 

and just a lot more open to chatting and feeling more comfortable in the space that she 

was in. 
 
Frances described their experience of caring for a patient requiring translation, and how 

understanding the importance of this cultural consideration was mandatory in order for the 

patient to understand what was happening. They commented: 

I've had people come in where they can’t speak English and we've had to use an 

interpreter on the phone, and it takes a lot longer but at the same time the way you 

communicate with somebody it’s just so vital that they understand what's going on. 

 

In summary, the participants conveyed that providing care that considers cultural and 

social identities need not be difficult. They explained that they strive to be respectful and open 

to the patient’s needs. The participants were forthright in explaining that their knowledge about 

some of these groups was limited. This is an important realization made by the participants as it 

demonstrates their insight that there are areas for personal practice improvement.  

The participants described the ways in which they have endeavored to improve their 

understanding and care of patients of different cultures and social identities. The participants 
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noted that education about different cultures and social identities is helpful in improving their 

knowledge. Taylor explained that in their centre, We've all done Indigenous cultural safety 

training. Alex described their efforts at participating in training, saying, I attended workshops 

as much as I could, that are offered about working with people of different cultures or sexual 

orientations.  

 Competence in regard to cultural and social identities was seldom described in the 

literature about TIC, suggesting that it is an emerging theme. Of the empirical literature 

reviewed, this principle was described by three research teams. Bruce et al. (2018) assessed, 

“how traumatic stress may present itself differently in patients of different ages, gender, or 

cultures”, by asking HCPs to report their perceived competence (p. 135). Only 16% of the 

sample of 147 HCPs reported themselves as “very competent”. Isobel and Delgado (2018) 

included cultural competence in the theoretical content of the workshop that they delivered to 

mental health nurses, although the impact of the education on knowledge specific to cultural 

competence was not reported. In the qualitative findings of Moss et al.’s (2019) study, a 

participant explained how lack of access to services that include cultural competence, such as 

translation, could be a barrier to TIC. The findings from this study support the notion that 

competence of cultural and social identities is vital to practising TIC. These findings suggest a 

need for further investigation about competence related to cultural and social identities in the 

delivery of TIC.  

Theme 2: Personalized connection: Developing a safe nurse-patient relationship. 

The participants described their experiences of striving to build effective nurse-patient 

relationships, and how connecting with the patient throughout the interaction helped to build 

this partnership. Morgan described it as a personalized connection. This theme consists of three 
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sub-themes that are developed in the care interaction between the SANE and the 

victim/survivor: building trust, building collaboration, and enabling safety. In building these 

aspects of the nurse-patient relationship, SANEs foster an environment in which 

victims/survivors can feel safe with and trusting of the individual caring for them. 

Building trust. Building a trusting, professional relationship with the client was 

described as vital in providing care to victims/survivors of sexual violence. Alex said, If they 

didn't trust me, you wouldn't know their story, and you just wouldn't be able to provide 

excellent care. Taylor also commented on the importance of a trusting relationship, saying: 

I really feel like building that therapeutic relationship is one of the most important 

pieces because these clients don't feel safe. And when they come to you, if they can even 

just have an hour of feeling safe, I feel like it does a lot for their psyche. 

 
The participants detailed common experiences that are perceived to build trust in the nurse-

patient relationship, and these are explored in the following paragraphs: consent and 

confidentiality, inherent trust-building in nursing practice, and connecting with the patient.  

Clearly explaining the consent and confidentiality process to victims/survivors was 

noted to be very important in gaining their trust. Jordan explained, I think the consent is really 

helpful, so going over the consent for service, I think helps to build that professional 

relationship, because then they know what to expect of me. The participants also emphasized 

the importance of discussing the limitations of confidentiality in order to maintain trust and not 

cause false pretense. Jaime outlined how they explain consent to victims/survivors, detailing 

first how they talk with a patient: “If you express concerns that you'll harm yourself or harm 

others, there's certain times I need to report that. If you tell me about kids under the age of 

16...” Making sure they know the boundaries of that confidentiality. The participants explained 

that consent is an ongoing process throughout the care interaction. Frances explained:  
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I think it all comes down to just starting off with simple consent and where is her health 

information is going to go, and allowing her the time to make decisions, and to give her 

that power to make decisions … just making sure she has informed consent each step of 

the way.  

The participants agreed that building trust was inherent to nursing practice, such as by 

using therapeutic communication skills. Morgan said, Using that therapeutic communication 

that you've learned in nursing school. And now given that it is one-to-one nursing, it's that 

unique time to be able to really… use that. And the importance of it is critical in these 

situations. Attention to non-verbal communication was also noted as an important aspect of 

building a trusting relationship and providing trauma-informed care. Jordan described the 

communication techniques that are paid attention to in delivering TIC, stating: Considering 

nonverbal communication, paraverbal communication, those kinds of pieces. They fit very well 

with trauma-informed care as well. Jaime explained the importance of non-verbal 

communication as, What cues do we need to be taking from the patient in front of us. 

The participants described the importance of simply connecting with the patient as a 

way to build trust. Alex explained, Show some interest in our patients as like a human being 

outside of the assault, and not just ask questions pertaining to the assault… I think that’s 

something that helps us to build trust too. 

It is interesting to reflect on how the participants perceived that building trust was 

inherent to nursing. The fit with the principles of TIC and the philosophies of health 

professions was documented by other authors in the TIC literature. The participants in Stokes et 

al.’s (2017) sample also described how patient-centered therapeutic relationships relate back to 

the fundamentals of nursing. Although not specific to trust, participants in Moss et al.’s (2019) 

qualitative interviews explained that TIC was “integral to practice” (p. 22). While the 

participants in this sample specifically described trust-building as inherent to nursing practice, 
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it would be important to investigate if other principles of TIC have a natural fit as well. In 

understanding how TIC fits with nursing practice, it may facilitate recommendations to assist 

SANEs with integrating TIC naturally into their patient care interactions. 

Building collaboration. Collaborating with patients involves making decisions in 

partnership, having the patient lead when able to, and levelling power differences. Morgan 

explained, I just want them to feel as an equal so that they feel supported and comfortable in 

their environment. The participants described their experiences of collaborating with 

victims/survivors in order to provide the best care, and how collaboration is important if 

patients are unsure or struggling with what to do. Riley said, If they're unsure weigh pros and 

cons with them and…we can kind of choose a path of care that's best for them.  

The participants detailed how they integrate shared decision-making and collaboration 

into the care by guiding and supporting the patient. Alex explained, I think that it's sort of a 

collaboration the whole way, and you're the educator and explainer of the information, and 

they drive the bus for what they want. Morgan said, I try to make sure that they understand that 

I'm there to support them. And in whatever way they choose to proceed with their care, I'm still 

going to support them and offer them all their choices. The importance of supporting and 

guiding the patient was noted as especially important if they are unable to make decisions as a 

response to the traumatic incident. Jordan noted how they accounted for this situation, 

identifying that: I've had some that… are really not able to stay focused on the appointment, so 

I've had to do a little bit more guidance with them I would say.  

The participants did not describe collaboration in their practice as overtly and as often 

as they did some of the other principles of TIC, perhaps because there was some overlap 

expressed with this principle and the principle of choice. The literature about TIC states that 
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there is overlap among the principles of TIC (SAMHSA, 2014). The participants described that 

their role in the collaboration of making choices was using their expertise to support and guide 

the patient, which may promote the victim/survivor’s decision-making abilities.  

In the literature about TIC researchers of one empirical study focused in great detail on 

collaboration. Isobel and Delgado (2018) developed and implemented a training session titled: 

“Trauma Informed Safe and Collaborative Communications” with a sample of mental health 

nurses. The principle of collaboration was described as essential to the nurse-patient 

relationship in mental health nursing, as was expressed similarly in my research (Isobel & 

Delgado, 2018). 

Building safety. The participants described their experiences of ensuring the physical 

and psychological safety of their clients during and following the care interaction. Safety 

planning was also discussed by participants as a way that they enhance the safety of 

victims/survivors after the conclusion of the care interaction. These aspects of safety are 

described in the following paragraphs. 

The participants explained that the physical spaces of care provision are arranged to 

ensure the victim/survivor’s physical safety. Jaime explained, We're always behind closed 

doors… we actually have a suite. It's off of the emergency department between two locked 

doors in the back. The participants noted that at times patients do not feel safe, however they 

explained how there are accommodations and approaches that can be used to help facilitate 

their feeling of safety. Riley provided an example of this, stating: 

I had a client that I took to the room who immediately as we walked in, saw the room 

and was like “I've been here before from my previous assault and I cannot be here it's 

too traumatic for me” …and I made the accommodation to go back down to the 

emergency department and use the room downstairs. 
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 The participants also described how they promote patients’ physical comfort. Jordan 

explained, I try to support them in the room, like offer them things that are going to make them 

comfortable, whether it be food, or water, or warm blankets, or whatever kinds of supports I 

can provide in that way.  

Morgan explained how they perceive emotional safety to affect the care interaction: You 

get a sense of if the client is nervous about certain situations, or uneasy. The participants 

explained that by promoting the emotional safety, their patients become more willing to share 

their experiences. Jordan noted: I think she definitely felt safe, because she was very, very open. 

The participants also described how they encourage emotional comfort by allowing the 

victim/survivor to pace the care interaction. Riley said, I often will make sure that they know at 

the beginning they know that they can stop or pause or take a break at any time, and that can 

help them feel safer and more comfortable.  

Completing safety planning with the patient, that is what will happen after the care 

interaction, was described as a strategy to promote physical and emotional safety. Jaime 

explained, Safety is a concern, regardless of what the complaint is when it comes to the clients 

we see. A few participants discussed the practicalities of safety planning in their practice, and 

how the process of safety planning is patient-specific. Frances and Alex provided examples of 

safety planning in their practice. 

We talk about red flags, and things to watch for, should they need more help. You know, 

are they sleeping? Are they having nightmares? Are they ruminating? Or do they feel 

someone's going to jump out from behind a corner? Do they feel safe going out with 

friends?  [Frances] 
 
Her assailant actually lived in the same residence building as her. So, we were able to 

get a hold of some of the administrative people in the residence community, and sort of 

make sure that they were there was sort of a safety plan in place for this lady, so that 

she could feel safe where she lived.  [Alex] 
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The principle of safety was described frequently in the literature about TIC, especially 

in psychiatry and mental health populations. The practice of seclusion and restraint was 

described as common practice in some mental health settings, and is regarded as a threat to 

patient safety (Muskett, 2013; Regan, 2010; Stokes et al., 2017; Wilson et al., 2017). The 

possibility of restraint in an act of sexual violence is not unlikely, which emphasizes why the 

principle of safety is important in this patient population. As described by the participants in 

this study, every effort is made to orient the patient to the setting and make every aspect of 

care predictable, comfortable, and less threatening. As communicated by the participants, 

when patient feel safe, they are able to develop a trusting nurse-patient relationship. 

Theme 3: Choice: The framework of how we do things. In discussing the principles 

of TIC, the participants frequently discussed how they provide patients choices. Their 

perceptions and experiences of providing choice conveyed that it was very important in their 

practice. As Morgan noted in describing the principle of choice to the victim/survivor, “This is 

our, kind of, framework of how we do things, you get to pick and choose what you want done”. 

The participants described why choice is of such importance, they gave examples of the 

choices available to victims/survivors, and how they assist them in making choices.  

The importance of choice in giving patients power and control back (Riley, Shannon, 

Frances) was the experience of several participants. Shannon explained: 

Everything's been taken from them. So if they've been assaulted without consent, then 

they have lost that ability to control their life and their choice. And so I feel like this 

gives them the power to decide, “this is my body, and this is what I want to happen to it 

in this moment, and this is how I'm going to heal”. 

 
 The participants also perceived the provision of choice as empowering to the 

victim/survivor. Alex reflected, When I think of empowering my patients, I think of handing 

over the reins to them so that they get to be in the driver's seat, and they make the decisions.  
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  The participants described their experiences of explaining all the choices available to 

victims/survivors. Jordan explained, I always talk about what options are available, what my 

role entails, what I can or what I can’t do for them, and then allow them to pick from that kind 

of list. The participants detailed the care options available for patients to choose, and 

emphasized that choosing all, few, or none of the options was at the discretion of the patient. 

Morgan explained:  

Some will come in and don't want to do any forensics and they just want to get their 

diagnostics and their treatment and get out, and that's fine! And some, once they 

consent to the service, there's some that maybe just want to … go through the 

assessment, and then ultimately just want to follow up with counseling, and that's fine 

too. 

 
 The participants discussed how choosing nothing, and that being present with someone 

can be therapeutic for victims/survivors. Taylor explained, Touch can go a long way, which you 

would sometimes think would be the exact opposite of what a patient wants. But sometimes they 

just want a hug. Shannon asserted:  

Sometimes they come in and they don't want a kit done. They don't want a sexual assault 

kit done. They just need somebody to talk to. They want somebody to believe in them. 

And so I feel like that's part of trauma-informed care because you're not enforcing, “no, 

we have to do this, we have to get evidence”. 

 
 The participants described several ways in which they assist victims/survivors in 

making the choices that are right for them. The participants detailed their role in explaining the 

benefits, risks, and implications of the care options to assist victims/survivors in making 

informed decisions. Alex explained: 

I think it's mostly helping them to understand the “why” of the options that they have. 

“You were vaginally penetrated, and there's potentially ejaculate. And so… one of the 

options that we have is to collect that DNA”. And so, explaining that. 

 
 The participants emphasized how choices are offered every step of the way, and that the 

method of how care is performed is also a choice. For example, internal swabs can be collected 
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by completing a pelvic examination, by instructing the patient how to self-swab, or in some 

cases completing a urine test instead. Riley explained: 

We give choice almost every step of the way, so whether it be for consenting to care at 

all, or “do you wanna do step one, three and five of the kit, or do you [want to] skip 

step three? Do you want to do swabs for your STIs or would you rather do urine tests? 

Do you want blood work? Do you not want blood work? Do you want HIV PEP, do you 

not?” There's a million examples, almost every aspect of care is a choice.  
 

 The participants described how they perceive decision-making to be overwhelming to 

patients at times. Alex said, There’s sort of like that inner war when they truly have the ability 

to … make the decision themselves, and they're sort of fighting back and forth between, “What 

I should do?” Taylor described how this can be addressed by prioritizing the victim/survivor’s 

concerns, stating: Instead of the nurse telling you that this is what you need to do, the nurse is 

saying, “here are all the things you can do, what is important to you?” The participants also 

described alleviating the immediate pressure of decision-making by providing more time or 

breaks. Frances commented on taking the pressure off choice, telling me: 

It's difficult to make decisions when something traumatizing has happened. So, some 

decisions might have to be made tonight like HIV PEP. But maybe we can delay that 

decision a few hours or, the next day, if they need … more time or talk to somebody else 

about it.  

 

The principle of choice was discussed in the literature about TIC in two empirical 

articles and one literature review (Moss et al., 2019; Regan, 2010; Wilson et al., 2017). In Moss 

et al.’s (2019) mixed-methods study, HCPs in a pediatric hospital were observed, and their 

trauma-informed practices were coded and counted. The code “minimizing distress” was noted 

to include instances of providing choices to patients, and of the codes, it was not among the 

most frequently practiced. This finding, while not generalizable to other settings, indicated that 

choice did not stand out from the other types of trauma-informed practices. In Regan’s (2010) 

pediatric psychiatry case study, providing choice was described as a trauma-informed strategy 
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to have a young patient take a medication. The patient was offered the choice of an injection or 

a pill, and in being presented choice, was able to take the medication without force or restraint, 

leading to positive patient outcomes (Regan, 2010). In Wilson et al.’s (2017) literature review 

of TIC in acute mental health inpatient settings, choice and control was identified as a common 

theme. Wilson et al. (2017) discussed how choice can be embedded into mental health services 

by offering alternative options in place of seclusion and restraint, including patient choices in 

care plans, and promoting choice thorough less restrictive ward rules (Wilson et al., 2017). The 

degree to which the participants in my study conveyed the importance of choice is notable.  

Theme 4: Re-building strengths and skills to support healing and post-traumatic 

growth. The principle of strength and skill-building was described by the participants as a way 

of building resiliency in victims/survivors to serve them after the conclusion of the care 

interaction. Riley explained, When you focus on strengths and resiliency when caring for 

clients, they walk away from the interaction feeling stronger, not weaker. The participants 

described the purpose of addressing client strengths and skills as a way to rebuild after the 

assault. Morgan said, I would point it out when you notice [a strength or a skill]… especially if 

it's helpful for kind of rebuilding part of them that maybe has felt broken down based on their 

trauma. The participants described their experiences of strength and skill-building during and 

following the care interaction.  

Many participants explained that identifying strengths during the care interaction can be 

as simple as commending the patient on seeking help. As Morgan noted, Always pointing out 

that they've come to the point of being in the treatment room with me and that in itself is a 

challenge for so many people. And pointing out their strengths in doing that and coming 

forward. The participants elaborated on other ways in which they identify strengths and skills, 
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particularly regarding how to cope with the negative implications of the assault. Riley said, 

Skills can be all sorts of things even like having a great social network to fall back on. Alex 

explained how they address strengths and skills, stating: 

Talking them through, “do you do yoga? How do you usually decompress? And what 

are your self-care habits like already? And how can you like, sort of amp those up, as 

sort of an adjunct to these other things that we are going to help to orchestrate for you 

to sort of manage with the stress and anxiety that people often experience after an 

assault?” 

 
A few participants explained that comprehensive strength and skill-building can be 

difficult to facilitate in the acute interaction, and it may be better suited in longer-term support, 

such as counselling. Jaime explained:  

I find that stuff is a little bit more long-term. The true skill-building isn't kind of what 

we're most equipped for. We'll focus on the strengths and kind of improve on what we 

have, but we're not necessarily gonna to facilitate the best change and building of skills 

in the four-hour window that we're seeing them. 
 

 The participants described the types of formal and informal supports that they perceive 

as conducive for strength and skill-building. The act of organizing appointments with a 

counsellor or social worker was frequently cited as an important formal support for ongoing 

strength and skill-building. Jaime noted, I will make sure I find more formal supports for the 

victim in front of me too. So, it's the counselors that they can call, it’s the crisis lines they can 

vent on. Jordan and other participants explained that, each person is going to be different and 

need different supports. Other examples of formal supports included housing, academic 

accommodations, legal assistance, transportation, and community organizations such as sexual 

assault crisis centres. Family and friends were described as frequent sources of informal 

support. Riley explained, That's a skill and a strength of the client, is having a strong social 

bond with friends or family or coworkers. Frances described how family and friends, can at 

times, be a negative influence on healing and post-traumatic growth.  
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I encourage people to “bring people on to your team [who are] going to be helpful. 

Don't go out there and tell people that are going to be hurtful or harmful.”  So 

sometimes it's asking them about who their supports are, and what their family’s like. 

 
The principles of TIC are adaptable to a variety of service sectors, and as such, the 

language varies (SAMHSA, 2014). In the literature about TIC the principle of strength and 

skill-building is sometimes presented with different terminology, for example as 

“empowerment” (Fallot & Harris, 2006; NSVRC, 2017; SAMHSA, 2014), and “strengths 

based and skill building (British Columbia Mental Health & Addictions Services, 2013). In the 

semi-structured interviews both terminologies of this principle were integrated into interview 

questions, although it was found that the participants viewed empowerment more as a 

component of choice, as described in the previous theme. When the latter terminology was 

used, the participants appeared to struggle with describing how this applies to their care. 

Strength and skill-building was not described as frequently or in as much detail by the 

participants. A possible reason for this was articulated by Jaime in a previous example. They 

noted that due to the length of time that patients are seen in the acute visit, time and resources 

do not allow for extensive strength and skill-building. This assertion provides insight into how 

further research could help to improve SANEs capacity for strength and skill-building within 

the care interaction. 

Theme 5: A wonderful way to practise: Facilitators and benefits of trauma-

informed care. As the participants described their practices, several factors were perceived to 

facilitate trauma-informed practice, and TIC was described as a really wonderful way to 

practice (Taylor). The facilitators were: working autonomously, supportive coworkers and 

management, and continuing competence. The benefits of TIC described were: finding comfort 

in practising TIC, and benefits beyond the SANE role. Many of the facilitators and benefits 



NURSE EXAMINERS PRACTISE OF TRAUMA-INFORMED CARE 

 

 

58 

described by the participants appear to be unique to this research study, which presents a need 

to further examine the transferability of these sub-themes. 

Working autonomously. The participants described how their role provides 

independence and control over certain factors of their practice. Working independently was 

perceived as a contributing factor to TIC, because the care could be streamlined and 

uninterrupted. Shannon explained: 

That's one of the best parts about being a SANE, is that you pick the patient up in the 

emergency room and we bring them to a treatment room, and from then on, it's you and 

the patient. So I think that helps with care and for them to feel trust because it's just you 

and them, and then you make those decisions too, together, but you're completely 

independent. 

 
 Having autonomy over work schedules was noted as beneficial for preventing role 

burnout. Shannon asserted that, I think our ability to schedule ourselves helps provide care 

because you sign up for the shift that you can do, so you're not completely burnt out. Finally, 

the experience of role autonomy contributed to a sense of job satisfaction, as Riley noted, I 

definitely have a lot of autonomy and it feels really good. To my knowledge, the notion of 

autonomy in nursing practice as a facilitator to TIC was a unique experience of the participants 

in this study and not found elsewhere in the literature reviewed about TIC. 

Supportive coworkers and management. The participants described the importance of 

the support of their coworkers. Jaime explained, If I didn't have the co-workers that I have, I 

don't know that I would still be in this role that I'm in, because of what we're exposed to, and 

the things that we see. In addition to the emotional support that coworkers were perceived to 

contribute, Shannon also explained how having this support was important when addressing 

complex patient care issues.  
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We have a solid team, where we actually talk to each other and we can call each other 

at any time or text each other with cases or questions and we really support each other. 

And I think if we didn't have a solid team, then I don't know what we do. 

 
 The participants described how they valued management who was supportive and 

engaged. Riley described positive attributes of those in management positions as having, 

increased communication with our team, and… increased openness to suggestion… that has 

been a way that I felt supported as the SANE. To my knowledge few researchers have 

identified the perceived benefit of supportive co-workers and management to TIC. For 

example, in a study of TIC implementation in primary care settings, organizational leadership 

was recognized as a facilitator to effective integration of TIC (Browne et al., 2018). 

Continuing competence. The participants described ongoing learning about a variety of 

topics as an important priority in advancing their practice of TIC. The participants described 

their experiences of different forms of continuing competence, including SANE training, 

conferences, workshops, online courses, and informal learning, such as in-services at team 

meetings. The impact of continuing competence on care provision was summarized by Morgan, 

who said: I think doing stuff like that… makes you feel more confident in the care that you're 

providing, and I think that's kind of how I feel empowered as a nurse, when I have that 

opportunity to go to an education session. 

There were several examples about provider strength and skill-building in the literature 

about TIC. For example, Beckett et al. (2017), Choi and Seng (2015), Hall et al. (2016), and 

Isobel and Delgado (2018) measured the impact of educational interventions on the TIC skills 

of HCPs. Staff education was also recognized as an important driver of TIC in a study where 

researchers investigated the implementation of TIC principles in primary care (Ford-Gilboe et 

al., 2018). 
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Finding comfort in practising trauma-informed care. The participants described that 

practising TIC provided them comfort in knowing that they had done the right thing for the 

patient, even when feeling dissonant with their beliefs. For example, in describing a patient 

who decided against choosing to take prophylactic HIV medication after a high-risk exposure, 

Jordan recounted:  

The fact that she wouldn't take HIV PEP really bothered me ... but now it's funny, 

because ... providing her with the education and letting her make the decision [a trauma 
informed care approach]. I think I would have understood that better, but at the time 

being new to the role, I sort of felt like I hadn't done my job well enough because she 

refused. 

 

Shannon also reflected on an experience where they felt uneasy about providing good care to a 

patient early in their career as a SANE. They explained how fostering safety was assurance that 

they did the right thing for the patient, saying: 

I didn't know in that moment how to console her because it wasn't going to be okay for 

her in that moment, and I didn't want to say the wrong thing. I just felt completely 

unprepared in that moment. And I knew that I needed to be there with her, and I knew I 

needed to keep her safe. So I felt okay about that. 

 
One example from the literature indirectly supports this sub-theme. Many of the HCPs 

in Moss et al.’s (2019) research study identified in the qualitative interviews that practising TIC 

“makes [patients] feel comfortable and less stressed” and that “seeing positive impacts and 

outcomes” (p. 23) has a positive effect on themselves as HCPs. 

Benefits beyond Sexual Assault Nurse Examiner practice. The participants 

communicated how knowledge about trauma and TIC has been beneficial in improving their 

practice in other nursing roles. Taylor explained how their work as a SANE made apparent the 

lack of TIC in a primary care setting where they also worked, as she recalled: Had I not been 

[educated on TIC], would I even have recognized the practice behaviors at my other position as 
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being problematic? Morgan described how practising TIC has impacted their professional and 

personal life.  They said: 

The biggest thing about position is that it has really awakened my eyes to consent, and 

what consent means. And I think that in itself has changed the way I provide care to 

patients. It's changed the way I speak to my children about consent… it's just, it's such a 

life impact. 

 

These findings appeared to be uniquely described by the participants of this study and 

not found in the literature about TIC. 

Theme 6: Barriers to trauma-informed practice. The participants described barriers 

to delivering TIC to victims/survivors of sexual violence: factors that complicate the nurse 

patient relationship, continuing competence, accessing patient support services, organizational 

changes, organizational integration of TIC, and vicarious trauma. 

Factors that complicate the nurse-patient relationship. The participants’ experiences 

conveyed how the challenges or vulnerabilities that some patients experience can be a barrier in 

building trusting relationships. Examples of the challenges described by the participants 

include: a previous history of trauma, mental illness, and incarceration. Alex explained, Those 

cases, I’d say, are definitely very, very complicated when you have people who had been 

assaulted or had previous trauma in their life. Morgan also noted, When I have seen certain 

mental health patients that come in, there's so many factors involved in their care and I find 

that sometimes it's difficult to prioritize, okay, what's most needed in the situation? 

The participants described factors that challenge the development of a trusting 

relationship, including negative experiences with the health care system and being intoxicated. 

Taylor described how they conceptualize this barrier.  

There was a commercial, I think from MADD and it was about drunk driving. And so 

you just see a road, and then they put empty glasses … in front of the vision field … 

that's how I often talk to patients about it too, is that your trust has been fractured, your 
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trust lens is fractured and you don't know who is a safe person, who's not a safe person. 

And that lens gets a little bit foggy.   

 
 The act of breaking confidentiality for patient safety was described as detrimental to 

trust in the nurse-patient relationship. Shannon described a personal experience of this, saying: 

When [I] called the physician up, with my concerns she maybe felt in that moment that our 

relationship, our trust had gone… and in those moments … they don't trust me. 

 These complicating factors were described to some extent in the literature about TIC, 

particularity those authors describing psychiatric or correctional settings. Cleary and 

Hungerford (2015) acknowledged that individuals with psychiatric illness and concurrent 

trauma can be known to exhibit “difficult behaviours” (p. 374) and that the best response is to 

avoid stereotyping and improve one’s understanding of these complicating factors. The 

participants in Hall et al.’s (2016) study of emergency department nurses’ care of patients in 

mental health crises described the need for a personal attitudinal change regarding the 

“challenging behaviours” (p. 5) perceived in patients. A common suggestion to mitigate these 

complicating factors to the nurse-patient relationship includes attention to the principle of 

physical and emotional safety of the patient (Mollard & Brage Hudson, 2015; Muskett, 2013). 

The participants described their experiences of several organizational barriers to TIC: 

continuing competence, difficulty accessing patient support services, organizational changes, 

organizational integration of TIC, and vicarious trauma.  

Continuing competence. Although the participants described continuing competence as 

a facilitator to their practise of TIC, they also described barriers, such as a lack of educational 

opportunities. Riley explained: 

There could be improvements [in regard to training] for sure. I feel like there's no one to 

run anything in [city B]. If…there was training happening we would be the ones 
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running it. It wouldn't be the organization because no one in the organization besides 

our team is trained in what we're trained in. 

 
 Alex described how the learning opportunities available do not fit their learning style. 

They said: I feel like we have the option to do like all kinds of e-learning stuff. And that's just 

not my learning style at all. I don't always feel like I take a lot of information away from that.  

 The participants in literature about TIC educational interventions described that they 

desire various approaches and content when learning about TIC (Choi & Seng, 2014, 2015; 

Hall et al., 2016; Isobel & Delgado, 2018). Future investigation regarding the specific 

educational needs and preferences of SANEs will be useful in broadening the applicability and 

uptake of future educational opportunities about TIC. 

 Accessing patient support services. The participants explained how, at times, it is 

difficult for them to assist victims/survivors in accessing services. Riley described how lack of 

community supports can leave the patient stranded. They stated: [No space at community 

organizations] can be very frustrating, especially when a client… admits that they want and 

need help, and the organization that you're at can't provide that help for her. Another 

perceived barrier was the lack of enough SANEs to provide care. Jordan explained how staff 

shortages impacts patient care, saying: We had gaps in the schedule and couldn't provide care 

to clients that showed up as timely as would have been nice.  

 While these specific challenges were not described elsewhere in the literature to my 

knowledge, they illustrate how factors outside the control of SANEs can negatively impact 

their ability to provide TIC. The difficulty in helping patients access support alludes to an 

inability to foster strength and skill-building. These two examples of the difficulty in accessing 

patient support services emphasize the importance of a coordinated organizational effort in 
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delivering comprehensive TIC. Involving stakeholders and decision-makers in program 

planning from a trauma-informed perspective may help to address these systematic gaps. 

 Organizational changes. The perception of constant changes to program structure and 

staffing were noted as challenging to the participants. Frances and Taylor described how 

change and staff turnover can be challenging. They said: 

We had a lot of change and so we've had a lot of turnover in the nurses that work here 

as well… hoping it's going kind of level out but I think we've gone through about four 

years where it's been challenging… to keep staff, to fill in our call schedule. [Frances] 
 

If you quit, because you're burnt out… because of vicarious trauma, then it is an 

expectation that we hire anyone to fill your role. Which I feel does more damage 

because I feel if you are not well prepared to come into this role, then I'm setting you up 

for failure and for harm.  [Taylor] 
 

Again, this specific challenge was not described elsewhere in the TIC literature to my 

knowledge. Nurses’ ambivalence to change, however, is documented in research literature 

(Johnson, 2014) and is known anecdotally. This barrier highlights the importance of 

collaboration and trust between the organizational leaders and staff when planning for change, 

presenting an area for further investigation. 

 Organizational integration of trauma-informed care. The participants perceived that a 

lack of organizational integration of TIC was a detriment to victims/survivors. Jaime noted, 

There definitely isn't as much training for trauma-informed care in the emergency department 

as there is for a nurse on our team. The participants described how other staff do not practise in 

a trauma-informed manner. Alex explained, Part of our struggle with the ER is that we kind of 

get incomplete reports. And I think that's because patients don't feel safe to talk about what 

actually happened to them. Jordan described how their care differs from the care of HCPs not 

trained in TIC, stating: I think sometimes some nurses don't always think about the client 

should be able to make choices…some nurses think we know better than our clients. The 
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participants described why organizational integration of TIC is important. Frances commented 

on the need for TIC in the emergency department by saying: I think triage becomes very, very 

important in sort of capturing that person, making them feel that they're at the right place, they 

deserve to be there… they need care and validates that they’re where they're supposed to be.  

 When describing this challenge, the participants alluded to the fact that a disintegration 

of trauma-informed approaches between settings contributes to confusion and 

misunderstanding in patients, and potentially sub-optimal care. This challenge, while not 

documented elsewhere to my knowledge, is not surprising to hear. The need for the entire 

organization to be in support of and practising the principles of TIC is emphasized in the 

literature (SAMHSA, 2014). This challenge presents an important consideration for an area of 

future study in SANE practice and in other settings, given how care is often coordinated and 

shared between multiple providers in multiple settings.  

Vicarious trauma. The participants described being affected emotionally by their role 

in several ways. The participants described a heightened awareness of violent crimes in their 

communities and being affected emotionally to a greater degree when they identified with the 

victim/survivor. Morgan described how they felt in caring for a patient, describing: We had so 

much in common, she could have been my friend outside of work. And to know that she went 

through something like that also brought to light that these types of things can happen to 

anyone. Alex described their experience, saying:  

The lady who I was caring for was actually assaulted in my neighborhood. And so that 

threw me for loop, and stuck with me, and honestly, when I still walk by that street, 

that's the first thing I think of every time still.  

 
Some participants explained that although they did not feel their emotional wellbeing 

was personally affected, that their experience caused worry about the safety and wellbeing of 
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their children. Jordan explained that, Part of how this work affects me is with my own children. 

I would say that I think about things differently, or I have a little heightened awareness to some 

things sometimes. 

 The participants were insightful regarding their propensity for vicarious trauma and 

burnout in the role. Jaime said, I think the role makes you more cognizant of vicarious trauma. 

Jordan shared a personal experience, revealing:  

I knew I needed to take a step back, I was less affected by their story. You know, I was 

like, [monotone voice] ‘oh, you were sexually assaulted. Okay.’ … I was happy that I 

recognized in myself I needed to take a step back. For me, but also for the clients, for 

sure. 

 
 The participants described how they bolster their emotional safety through self-care 

practices. Riley explained that they, Journal and try to participate in self-care such as physical 

activity and eating well…to help cope with some of the difficult situations that I hear about at 

work. Morgan commented on the importance of team debriefing in protecting emotional safety, 

saying: In our monthly meeting … it comes up that whenever you've had a tough case, and you 

want to talk about it… if something had been bothering you then I think that that’s helpful. The 

literature is in support of services being in place for staff, such as peer support, policies, and 

staff evaluation, in order to prevent and mitigate vicarious trauma (British Columbia Mental 

Health & Addictions Services, 2013; Fallot & Harris, 2006; NSVRC, 2017; SAMHSA, 2014). 

Conceptualization of the Findings 

In interpretive description, conceptualizing the findings contributes to a presentation of 

the data that is easily understood, remembered, and applied to practice (Thorne, 2016). In order 

to make the findings of this research meaningful and practical, a visual conceptualization was 

created. The conceptualization of the six main themes is described in Figure 2. The mental 
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image used to conceptualize the participants’ experiences and perceptions of their trauma-

informed practice is the act of the SANE climbing a mountain with the victim/survivor.  

In Figure 2, the importance of understanding the patient’s experience lies at the base of 

the mountain. Similar to having an understanding of mountaineering principles before 

attempting to summit a mountain, the SANE recognizes the importance of understanding 

trauma and competence regarding cultural/social identities prior to interacting with the 

victim/survivor. The notion that understanding and awareness of trauma is foundational to TIC 

is also described in the grey literature about TIC (British Columbia Mental Health & 

Addictions Services, 2013), while the importance of understanding the patient’s experience of 

cultural and social identities appears to be an emerging concept. 

With this understanding, the SANE begins to summit the mountain with the 

victim/survivor by developing a safe nurse-patient relationship, as depicted on the left side of 

Figure 2. Climbing a mountain is a demanding process that requires trusting teamwork when 

the terrain is steep or rugged. It is not advisable to summit a mountain alone, nor is it 

necessarily an easy endeavor, highlighting the importance of collaboration in the care 

interaction. The SANEs are aware of the potential threats to safety when climbing a mountain 

and they implement safeguards in order to protect the safety of the patient. This process is not 

linear or the same for any two victims/survivors. The existing literature about TIC corroborates 

the application of these principles in building therapeutic relationships with patients, 

particularly the importance of safety and collaboration in mental health settings (Isobel & 

Delgado, 2018; Muskett, 2013; Regan, 2010; Stokes et al., 2017; Wilson et al., 2017). 



NURSE EXAMINERS PRACTISE OF TRAUMA-INFORMED CARE 

 

 

68 

 

 

Figure 2.  A conceptualization of the findings. The application of the principles of TIC in the care of victims/survivors of sexual violence is 

conceptualized as summiting a mountain. 
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The theme of choice appears at the top of the mountain. Once the therapeutic 

relationship has been established, the victim/survivor is provided a panorama of options. The 

SANE assists the victim/survivor in choosing what path they take on the way back down the 

mountain to support healing and post-traumatic growth. While choice was discussed in some of 

the related literature (Moss et al., 2019; Regan, 2010; Wilson et al., 2017), its importance did 

not appear to be emphasized to the same extent as the participants in my study. 

Re-building strengths and skills to support healing and post-traumatic growth is 

depicted as descending the mountain on the right side of Figure 2. Descending a mountain is a 

process that requires energy and effort, similar to healing and post-traumatic growth after an 

assault. The physical act of descending a mountain is very different than climbing. Through the 

re-building of strengths and skills, the SANE prepares the victim/survivor for this process of 

descending the mountain.  

The final two themes were about the benefits of TIC, and facilitators and challenges to 

practising TIC. Similar to how the participants described certain factors that facilitated TIC or 

made it more difficult, certain factors make the act of climbing a mountain easier or more 

difficult. The authors of the literature about TIC also discussed some of the same barriers to 

trauma-informed practice (Bruce et al., 2018; Kassam-Adams et al., 2015; Moss et al., 2019; 

Stokes et al., 2017), although factors facilitating this practice were less commonly discussed. In 

relating this to the mountain analogy, the SANE and the patient may encounter different 

obstacles in their climb up the mountain, such as inclement weather or sabre tooth tigers. The 

SANE and patient may also find that their journey is facilitated by factors, such as adequate 

fuel and rest stops. Examples of the factors that facilitate or challenge mountain climbing are 

summarized on the right side of Figure 2. 
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In the conceptual framework guiding my study, the principles of TIC are arranged 

around the principle of awareness and understanding of trauma (Figure 1). The authors also 

emphasize that principles are not distinct from one another, may overlap, are not hierarchical, 

and do not need to be applied in a specific order (SAMHSA, 2014). For this reason, the other 

principles of TIC are arranged encircling awareness and understanding of trauma. There are 

similarities and differences among these two conceptualizations of the principles of TIC which 

warrant discussion.  

An important similarity is that all the principles of TIC were described in the practices 

of the participants, and therefore are represented in this study’s conceptualization of TIC. This 

is significant because SAMSHA (2014) emphasizes that adherence to all the principles is vital 

in order to provide TIC. In considering this finding, it is also important to note that the 

interview questions were based directly on the principles of TIC, therefore one could expect 

that the participants’ discourse would reflect the principles of TIC. Despite this, the nature of 

the semi-structured interview allowed the participants the freedom to answer the questions with 

their own experiences, and they were not forced to endorse all of their practices as trauma-

informed. Therefore, it is believed that the participants are practising the principles of TIC. 

The results of this study were consistent with the assertion in the literature that TIC is 

adaptable to a variety of service sectors, leading to the development of this conceptualization of 

TIC that is specific to the practice of SANEs (SAMSHA, 2014). As was discussed, certain 

principles of TIC stood out as more and less important that others in the participants’ practices. 

For example, choice stood out as very important, and strength and skill-building was discussed 

less frequently for the acute care of victims/survivors of sexual violence.  
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Chapter Summary and Conclusions 

 In this chapter I presented the results of my qualitative research. I described the 

participants who contributed to the research, and subsequently I presented the thematic 

findings, interwoven with participant quotes to illustrate the realities of the participants. My 

interpretation of the findings and existing literature relevant to these findings were also 

included to enhance the presentation of the findings. Finally, I presented a conceptualization of 

the findings to help make them easy to understand and apply to practice.  
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Chapter 5 

Reflections on the Findings 

Overview of the Chapter 

 In this final chapter I present a discussion about the findings by addressing them in 

relation to the existing literature, which places this research within a larger context. Following 

this, I discuss the strengths and limitations of the study, my reflections as a researcher, and 

implications for nursing practice, education and future research.  

Discussion of the Findings 

 Listening to the experiences of the participants of this research study was invaluable in 

learning how TIC is practised in the care of victims/survivors of sexual violence. In reflecting 

on the main themes and sub-themes that emerged, it is important to align these findings with 

the conceptual framework of the principles of TIC that underpinned my study (Figure 1). In 

addition, a discussion of the similarities and differences among this study and the relevant 

literature is presented as four key summarizing insights about the nursing implication regarding 

TIC: valuing TIC in SANE practice and beyond; choice as a paramount priority; the need for 

education and continuing competence; and the realities of vicarious trauma.  

 Valuing trauma-informed care. The primary purpose of this research study was to 

explore SANEs experiences and perceptions of using a trauma-informed approach in the care 

of victims/survivors of sexual assault. When interviewed about if and how they applied the 

principles of TIC, the participants described in rich detail that they provide sensitive, TIC in 

response to the unique experiences of the victims/survivors. The applicability of TIC to this 

subset of forensic nursing care was evident even in the participant with the least amount of 

experience in the role. While this participant could not cite a formal definition, their examples 
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and insights made it clear that trauma-informed approaches were understood, had been 

witnessed in the practice of others, and was being used in their own practice. 

 The findings of my qualitative study indicate that the participants are applying the 

principles of TIC to their practice. As described in Chapter 1, TIC is an organizational 

framework that applies to everyone, from patients to staff and administrators. When discussing 

the organizational side of applying TIC, the participants conveyed that this approach to care has 

not been integrated into all levels of the organization. The participants described how the lack 

of trauma-informed practice by HCPs in other settings where victims/survivors are cared for, 

such as the emergency department and inpatient mental health, is not ideal and needs to be 

addressed to most effectively support patients. The participants also described organizational 

barriers that impede their delivery of TIC, such as the lack of ongoing education. 

 Sexual Assault Nurse Examiners are not the only HCPs whose practise of TIC is 

relevant to the population they serve. Bruce et al. (2018) and Kassam-Adams (2015) measured 

provider knowledge, self-reported competence, and practices of TIC in adult and pediatric 

medical trauma settings, respectively. The researchers discovered that most HCPs, including 

nurses, were knowledgeable about trauma, were ‘somewhat’ or ‘very competent’ in TIC, and 

practised TIC in the last six months (Bruce et al., 2018; Kassam-Adams et al., 2015). The 

obvious limitations to these results are the self-reporting nature and potential for response bias. 

In Moss et al.’s (2019) observational research in a pediatric hospital setting HCPs, including 

nurses, were observed implementing trauma-informed practices in their care between 20.55 and 

30.96 times per hour of observation. In a study by Stokes et al. (2017), mental health nurses 

were interviewed regarding their understanding and experiences of TIC. The participants, while 

not familiar with the TIC terminology, described how TIC is fundamental to nursing practice, 

similar to the nurses in my sample. When considering the findings of Stokes et al.’s (2017), it is 
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important to note that eligibility was based on a high score on the Attitudes Related to Trauma-

Informed Care (ARTIC) scale, excluding staff who had less favourable attitudes toward TIC. 

The participants in my study communicated how TIC has been beneficial in improving 

their practice in other nursing roles and in their lives outside of work. One participant explained 

how their work as a SANE made apparent the unfortunate lack of TIC in a primary care setting 

where they also worked. Another participant described how she has applied aspects of caring 

for this population to her parenting. Additionally, and not found elsewhere in the literature to 

my knowledge, participants expressed comfort in relying on the principles of TIC, particularly 

choice and safety. The participants explained how practising TIC assisted them with accepting 

dissonant feelings when they felt as though they did not do the right thing for the patient.  

 These examples of TIC in the research convey how it is relevant and applicable to 

nursing practice and health care in many different settings. The findings of this research study 

further support a need for trauma-informed practices in all health care settings.  

 Choice as a paramount priority. While interviewing the participants, the principle of 

choice was mentioned frequently, emphasizing its importance. Providing choice was perceived 

as a vital means to support the victim/survivor in making the choices they need to promote 

healing and post-traumatic growth. Riley articulately described their role and how they 

practise, saying, The reason that they're there is because choice is taken away from them - I 

think that providing them with as much choice as possible gives them their power back.   

The fact that the importance of providing choice to victims/survivors was so central and 

intuitive to the participants suggests its natural alignment with the work of SANEs. The 

importance of choice has been detailed briefly within the literature and resources specific to 

SANEs. For example, the vision and mission of the Network includes informed choice and 

recognizes the importance of promoting choice (ONSADVTC, 2017). Campbell, Patterson, 



NURSE EXAMINERS PRACTISE OF TRAUMA-INFORMED CARE 

 

 

75 

Adams, Diegel, and Coats (2008), developed a logic model of the “empowering care” of 

SANEs, and surveyed victims/survivors on whether they experienced the aspects of the model 

in the care they received. One such aspect of the logic model was reinstating patient control and 

choice. It is interesting to note that although this was not referred to as a TIC model, many 

aspects of TIC were embedded, such as trust-building and safety (Campbell et al., 2008). The 

majority of patients reported that the aspects of the logic model were consistently performed by 

the SANEs throughout the care (Campbell et al., 2008). 

One important distinction in SANE programs, compared to other health care settings, is 

that care is rarely mandatory or medically necessary. Given that patients are not obligated to 

complete any care with the SANE program, choice becomes a means to an end in that the 

choices made promote their healing and post-traumatic growth. In other words, choice gives the 

victims/survivors what they need. 

 The need for education and continuing competence. The need for education and 

continuing competence was not a unique finding to this study. Many other authors have 

articulated a need for more training about TIC for HCPs (Bruce et al., 2018; Hall et al., 2016; 

Kassam-Adams et al., 2015; Moss et al., 2018; Stokes et al., 2017; Wilson et al., 2017). In the 

present study participants described how they have completed some TIC-specific training, 

including the 40-hour SANE training and self-directed learning courses. Upon review of the 

SANE modules, TIC is addressed in one of the 15 modules, and the content is mostly about 

understanding and awareness of trauma (ONSADVTC, n.d.-b). The participants described how 

ongoing training opportunities were limited in their communities, and they expressed a desire 

for more education about TIC, such as improving cultural and social identities competence. 

Further, the findings of this study also indicated that the participants perceived there was a lack 

trauma-informed practices in the other HCPs that they interacted with, for example, the 
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providers in the emergency department, inpatient mental health setting, and primary care. As a 

result of this lack of consistency in trauma-informed approaches, the participants described 

how the care of the victim/survivor was negatively affected. In addition to health care, the 

participants described a need for education about TIC for other providers, such as police 

officers and school teachers, who are likely to interact with victims/survivors of sexual 

violence.  

The voices of the participants from this study and others have suggested a need for 

education about TIC beginning in undergraduate nursing education. Li et al. (2019) completed 

a literature review investigating the trauma-informed educational practices of several health 

disciplines and found no published theoretical or empirical findings on TIC content in nursing 

education. In Canada, knowledge and application of trauma-informed care is noted as an entry-

to-practice competency for registered nurses (Canadian Association of Schools of Nursing, 

2015). Whether student or newly graduated nurses are able to retain or apply principles of TIC 

does not appear to have been evaluated.  

 The realities of vicarious trauma. The participants in this study clearly stated the 

impact that this type of work has on them. The risk of vicarious trauma in HCPs caring for 

victims/survivors of trauma has been documented by others (Antai-Otong, 2016; Bance, 2014; 

Tatano Beck, 2011). The participants also asserted how this work affects their emotional 

wellbeing, for example, by affecting their feelings of personal safety, and how they manage 

their emotional health. Despite being affected by this role, the participants conveyed how 

invested they are in their work and in helping their patients.  

The emotional impact that this role has on the individuals providing care is known to 

cause burnout and staff turnover (Bance, 2014; Cole, Logan, & Capillo, 2007), and this was 

also communicated by the participants. When programs are understaffed, either care is delayed 
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or SANEs may be pressured to work, contributing to burnout and further vicarious trauma. 

Furthermore, an urgent need for staff to fill vacancies can lead to hiring in haste was described 

by one participant who was also in a supervisory role. When forced to hire individuals who 

may not be ready for the threat of vicarious trauma, they described feeling as though new 

SANEs are being set up for failure. As such, strategies to prevent and mitigate vicarious trauma 

are warranted in organizations where care providers frequently provide care to patients who 

have experienced trauma. Such strategies could include training for front-line staff to manage 

their own vicarious trauma, training for management to improve identification of vicarious 

trauma in staff, and improvement of hiring practices to ensure that staff are prepared for the 

realities of the role. 

 Overall, these findings explain how the trauma-informed practices of SANEs are 

similar to and different than other HCPs. The similarities strengthen the gaps in the delivery of 

TIC that are already documented, and the differences emphasize a need for further 

investigation about the applications of TIC in SANEs’ care of victims/survivors of sexual 

violence. In order to further illustrate these similarities and differences, the original conceptual 

framework is presented beside the conceptualization of the findings of this thesis in Figure 3. 

This visual complements the descriptions of the similarities of the two frameworks that was 

noted in Chapter 4.
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Figure 3. The original conceptual framework (left) and the conceptualization created throughout this thesis (right) are presented side-by-side for 
comparison and to evaluate the commonalities and differences.  
 

Trauma 
Understanding & 

Awareness

Safety

Trust

Choice

Collaboration

Strength & 
Skill- Building

Competence 
of Cultural 
and Social 
Identities

 
The importance of understanding the patient’s experience

Personalized 
connection:
Developing safe 
nurse-patient 
relationships

Choice: The framework 
of how we do things

Re-building 
strengths and 

skills to support 
healing and post-
traumatic growth

Care of the 
Victim/Survivor



NURSE EXAMINERS PRACTISE OF TRAUMA-INFORMED CARE 

 

 

79 

Study Strengths and Limitations 

 There are several factors that contribute to the strengths and limitations of my research. 

This research addresses a research gap of understanding SANEs experiences and perceptions of 

practising TIC. To my knowledge it is the first foray into understanding how TIC is practised in 

this population of HCPs. This research study also contributes to the Canadian context about 

TIC, which is vital given a limited number of studies have been completed.  

 Another strength of this study is its relevance to helping address areas for improvements 

in the care of victims/survivors of sexual violence. Recently, a 15-year retrospective analysis 

has been published with alarming findings higher than expected rates of sexual assaults in 

Ontario (Cousins, 2019; Muldoon et al., 2019). Therefore the results of my study are relevant 

and timely, and will be of value in arming providers with an approach to best support this 

increasing patient population. 

The method of data collection used in this study supports the feasibility of online 

teleconferencing in future studies. Using this method provided a simple and low-cost option for 

diversifying and accessing participants from a large geographical area. The chosen 

methodology of the study being qualitative interpretive description enabled the voices of the 

participants to be heard and described in a manner that is true to their experiences. Finally, the 

attention given and strategies to address the credibility, transferability, dependability, and 

confirmability of the research findings, helped establish the trustworthiness of this study. 

A limitation to this study was the lack of diversity in the sample. Although the goal of a 

representative sample is not akin to qualitative research, it was the hope that SANEs from more 

SADVTCs across Ontario would be recruited for the study. Doing so would improve our 

understanding of the diversity of the perspectives of SANEs across the province who face 

different challenges and care for unique patient populations. The sampling strategy, while well 
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thought out, was not realistic under the time constraints, and the lack of responsiveness from 

the centres was not within my control as a researcher. If similar research was repeated, an 

alternative recruitment strategy is recommended. Developing a professional relationship and 

engaging individuals of the Network or similar organizations early in the research process 

would be one such strategy to improve recruitment.  

 Social desirability bias occurs when participants answer questions in a way that is 

congruent with social values or norms (Polit & Tatano Beck, 2017). Despite the assurance of 

confidentiality, it is possible that participants could have responded to interview questions in 

such a manner.  

 As a novice researcher, I had not previously completed any research study. My skills as 

a qualitative researcher (e.g., interviewing) developed over the course of the study, and my 

understanding of how to conduct rigorous research also developed and improved. I 

acknowledge in hindsight that I might manage some elements differently if I were to repeat this 

study. For example, toward the end of data collection, new participant experiences and 

perceptions were described, such as the parallels between trauma-informed care and Non-

violent Crisis Intervention training. These new insights could have been investigated in more 

depth had there been subsequent participants to interview. 

My position as a researcher introduced potential limitations to this study. As stated in 

Chapter 1, I have personal experience working as a SANE and several of the participants in this 

research sample are my colleagues. Every effort was made to maintain my position as a 

researcher when communicating with them and throughout data collection. 

Researcher Reflections 

As a novice researcher there are several aspects of the research process that I noted as 

areas for improvement. As discussed in the limitations, I would plan to spend more time 
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connecting with study sites during the proposal development stage and during recruitment, to 

help enable study rollout more effectively.  This was also my first attempt at facilitating 

interviews with study participants and I have learned a considerable amount about this 

component of conducting research. My co-supervisor (L.D.) provided excellent feedback about 

my interviewing techniques as she reviewed all the recordings and transcripts, and we 

discussed them extensively. Examples of some of the areas which I worked at improving 

throughout the research process included asking participants to elaborate more on their 

responses and reducing verbal tics (e.g., “just”, “um”, “good”).  

The online teleconferencing as a data collection tool was an effective strategy. The 

ability to record the audio and video of the interviews contributed significantly to the quality of 

the verbatim transcriptions. One challenge posed by the use of this technology was the 

occasional technical difficulties. Not all participants had access to a high-quality microphone, 

therefore, some small components of the recording were inaudible in the recording. While this 

is not believed to have been detrimental to the overall quality of the findings, specifying to 

participants to use a headset with a microphone could have improved the audio quality.   

An unanticipated challenge to this process was keeping my passion and experiences 

about the topic separate from those of the participants, and remaining aware of accidentally 

interjecting my personal views into the interpretation. This process was aided thorough the use 

of reflexive journaling, informal reflection throughout the research process, and ongoing 

feedback from my co-supervisor (L.D.).  

Implications for Nursing Practice, Education, and Future Research 

 The results of my research study helped to identify several implications for nursing 

practice, education, and future research on the topic of trauma-informed practice.  
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Practice. The findings of this research study provide insight into the fact that the 

participants’ practice is trauma-informed in most, if not all, ways. While it is encouraging that 

the SANEs in the sample describe their practice as trauma-informed, the findings and existing 

literature revealed that there are nuances among the trauma-informed practices in different 

patient settings. The notion that choice stood out as very important in SANE nursing but not as 

strongly in other areas, such a pediatric nursing, supports adaptation of trauma-informed 

practice to the patient and provider needs in each setting. This finding echoes the assertion by 

SAMHSA (2014) that TIC is adaptable to a variety of service sectors, but adds that trauma-

informed practices in specific populations may requires even more nuance. Developing 

evidence-based adaptations of setting-specific TIC guidelines may be more effective in 

improving patient care than practising general TIC.  

The participants’ experiences of vicarious trauma indicate an increased need to support 

the emotional wellbeing of SANEs. As was noted previously, there is high staff turnover in 

SANE programs, and a need to fill vacancies in haste was perceived to potentially position new 

SANEs for failure or harm. It is encouraging that the participants reported feeling professional 

satisfaction in this role, as did the SANEs in Bance’s (2014) sample. In order to retain these 

competent professionals who provide essential TIC to victims/survivors of sexual violence, 

organizational leaders must be willing to educate and support their staff to be resilient to 

vicarious trauma. 

Education. The voices of the participants in this study echoed those in other studies 

who are in agreement that more education about TIC is desired. In the thematic findings of this 

study, continuing competence was described as both a facilitator and barrier to the practice of 

TIC. The participants explained that improving their knowledge and education about issues that 

impact patient care enables a feeling of confidence in their skills. They also articulated that 
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they do not feel their TIC educational needs are currently supported by their organizations. The 

findings of this study suggest that education about TIC should be provided to SANEs earlier in 

their training. The participant who had not yet attended SANE training was not well versed in 

the concepts of TIC, suggesting that these concepts could be integrated into the orientation to 

the role. Further research to understand the education needs of SANEs is warranted, and could 

be modeled on similar literature where HCPs have been included in the process of identifying 

their learning needs and evaluating education programs specific to their role. The findings from 

this study are also in support of education about TIC for all HCPs, ideally beginning during 

undergraduate education. Investigation to understand the current degree to which TIC is 

instructed at the undergraduate level is recommended, and subsequently curriculum 

development and evaluation would likely be warranted. 

Future Research. Due to the exploratory nature of this research study, further research 

about TIC in the practice of SANEs is warranted. A similar study with a different or a more 

diverse sample would help to confirm the dependability of these results. Research about the 

implications of practice and education discussed above would also promote an evidence-base 

of trauma-informed practice. 

Conclusion  

 In conclusion, my research study has addressed a gap in the literature about the nursing 

applications of TIC in the care of victims/survivors of sexual violence. The participants’ 

experiences and perceptions conveyed that they apply the principles of TIC to their practice. In 

discussing their experiences, several benefits to TIC, as well as facilitators and barriers to TIC 

were described. The thematic findings are conceptualized as summiting a mountain with the 

victim/survivor, all the while applying the principles of TIC. Future research to investigate the 
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transferability of the results, and to further explore the scope of TIC within the practice of 

SANEs is warranted.   
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Appendix A: Recruitment Poster 

The email recruitment message was developed based on the guidance of Queen’s 

University Research Services (2017). 

 

 SEXUAL ASSAULT NURSE 
EXAMINERS NEEDED  

We are looking for sexual assault nurse examiners to take part 
in an interview about their experiences of providing trauma-
informed care to victims and survivors of sexual violence. 

You will be interviewed online at your convenience. The 
interview is expected to last between 60 and 90 minutes. In 
appreciation of your participation, you will be entered in a draw 
to receive a $75 gift card of your choice.  

If you are interested, please email or call 

Suzanne Poldon, RN, BNSc, MNSc student 

9semp@queensu.ca 

613-530-5451 
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Appendix B: Information Letter 

The content of the invitation and information letter was developed based on the 

guidance of the University Research Services at Queen’s University (2014). 

 
Study Title: Exploring How Sexual Assault Nurse Examiners’ Practice Trauma-informed Care 
Primary Researcher: Suzanne Poldon, RN, BNSc, MNSc student 
Faculty Supervisor: Dr. Lenora Duhn, RN, PhD 
 
Dear Participant,  
 

You are being invited to participate in a research study regarding the experiences of sexual assault nurse 
examiners (SANEs) in providing trauma-informed care. The concept of trauma-informed care has been studied among a 
variety of patient populations and care providers; however, there is no research to date regarding the experiences of 
SANEs in providing trauma-informed care. Your participation in this research study will help us understand your 
experiences and determine the need for further research and practice improvements. 

 
You are invited to participate in this research because you have identified yourself as a SANE willing to 

discuss your experiences. This consent form provides you with information to help you make an informed choice. 
Please read this document carefully and ask any questions you may have. All your questions should be answered to 
your satisfaction before you decide whether to participate in this research study.  

 
Background Information: 
 
 The purpose of this study is to explore how SANEs practice trauma-informed care for adult and post-pubescent 
adolescent victims/survivors of sexual violence. Should you choose to participate, you will be interviewed by the 
primary researcher about your experiences. This interview will be completed and recorded online using Zoom Video 
Communications software and is expected to last between 60 and 90 minutes. In order to ensure your experiences are 
accurately portrayed, you will also be invited to review and provided feedback of my interpretation of your interview 
and take part in a final group teleconference to learn about the results of the research. This research project will 
cumulate to the primary researcher’s Master of Nursing Science dissertation thesis at Queen’s University School of 
Nursing. This study has been reviewed for ethical compliance by the Queen’s University Health Sciences and Affiliated 
Teaching Hospitals Research Ethics Board. 
 
Voluntary Participation:  
 

Taking part in this study is voluntary. You are free to decline to answer any questions during your participation 
in this study. Deciding not to take part or deciding to leave the study later will not result in any penalty. You are free to 
withdraw from the study at any time by notifying the primary researcher. 
 
Possible Benefits to Participation: 
 

The only potential financial benefit to this study is that your name shall be entered into a draw for a $75 gift 
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card with your consent. You may also experience potential benefit from participating in the research process itself, 
reflecting on your practice experiences, and contributing to the field of research. 
 
Possible Risks to Participation: 
 

There are no major risks identified with participating in this study. There is a chance, however, that certain 
interview questions may make you feel uneasy or upset. You have been provided with a copy of the questions in 
advance in order to reflect upon your answers and whether you would rather not answer certain questions. In the event 
that you have a negative experience, please feel free to let the primary researcher know or access the resources provided 
at the end of this letter.  

 
As with any online communication there is a risk that data privacy may be breached by external parties. By 

consenting to this study, you agree to the privacy polices of Zoom Video Communications, Inc. software and Otter 
Voice Notes (which will assist with transcription). The polices are available at: 

 
https://zoom.us/privacy 
https://otter.ai/privacy  

 
Confidentiality and Privacy of Information: 
 

Every effort will be made to maintain confidentiality and privacy of your information. You will be assigned a 
confidential number in place of your name for identification purposes. The written research reports will also remain 
anonymous. All documents and data will be password-protected and saved on an encrypted device. Study materials, 
such as interview recordings and consent forms, will only be accessed by myself and my supervisor. Study materials 
may also be reviewed by representatives of the Queen’s University Health Sciences and Affiliated Teaching Hospitals 
Research Ethics Board (HSREB) for quality assurance and auditing purposes. All study materials will be kept locked in 
my supervisor’s office for five years following the completion of the study.  
 
Contact Information: 
 

For any questions relating to the study, please contact Suzanne Poldon. Call 613-530-5451 or email 
9semp@queensu.ca. Alternatively, please contact Dr. Lenora Duhn. Call 613-533-6000 x78574 or email 
duhnl@queensu.ca. 
 

For ethics concerns, please contact the Queen’s University Health Sciences and Affiliated Teaching Hospitals 
Research Ethics Board. Call 1-844-535-2988 (toll free in North America) or email the HSREB Chair at 
clarkaf@queensu.ca.  
 
Post-interview Supports: 
 
ConnexOntario: call 1-866-531-2600 24 hours a day, 7 days a week, email or online live chat at 
https://www.connexontario.ca/  
 
For local resources: ConnexOntario Directory https://www.connexontario.ca/Search/AdvancedSearch 
 
In the event of an emergency or for immediate assistance: call 911 or go to your local emergency department. 
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Appendix C: Consent Form 

 

Study Title: Exploring How Sexual Assault Nurse Examiners’ Practice Trauma-informed Care 
Primary Researcher: Suzanne Poldon, RN, BNSc, MNSc student 
Faculty Supervisor: Dr. Lenora Duhn, RN, PhD 
 
Participant Name: ___________________ Centre: ________________ Years of Experience: _____ 

 

 

By consenting to participate in this research study I agree that: 

I understand that I have been invited to be in a research study. Yes No 

I have read and received a copy of the attached Invitation and Information letter. Yes No 

I understand the benefits and risks involved in taking part in this research study. Yes No 

I have had an opportunity to ask questions and discuss this study. Yes No 

I understand that I am free to withdraw from the study at any time without having 

to give a reason. 

Yes No 

I understand how confidentiality and privacy will be managed. Yes No 

I understand who will have access to the research data. Yes No 

I agree to take part in this study. Yes No 

This study was explained to me by: Suzanne Poldon on_______________ (Date) 

By providing my consent verbally to the researcher, I agree to participate in this study. 

 

Participant (Printed Name)     Date of consent provided  

I believe that the person signing this form understands what is involved in the study and voluntarily agrees to 

participate 

 

Researcher (Printed Name)     Electronic signature 
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Appendix D: Interview Guide - Participant Version 

 

Interview Guide Questions 

 

1. How do you define the role of a Sexual Assault Nurse Examiner?  
 

2. How has your experience been working as a SANE?  
 

3. Have you heard about trauma-informed care? If so, how would you explain TIC in 
your own words?   

 

The following two questions ask you to reflect on instances in which you have cared 

for victims/survivors of sexual violence. In order to maintain confidentiality please 

refrain from providing names or identifying details.  
 

4. Tell me about a client who experienced sexual assault that you have cared for that stands 
out for you?  

 

5. Tell me about a time where you were able to build a trusting and professional 
relationship with the client? 

 

6. Tell me about a time you have given a client choices when caring for them? 
 

7. Is empowering your clients part of your approach when caring for them? 
 

8. How does your organization and management support you in your role as a SANE? 
 

9. How is your practice inclusive of different cultural and social identities, for 
example, race, ethnicity, sexual orientation, socio-economic status? 

 

10. Do you feel safe while working as a SANE? How? 
 

11. Are there any barriers that you experience in delivering care that is trauma-
informed? 

 

12. Is there anything else you would like to add or comment on? 
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Appendix E:  Interview Guide - Researcher Version 

Opening Script 

[Make statement of recording in progress] 
 

“My name is Suzanne Poldon and I am a Master of Nursing Science student at Queen’s University. 
Thank you very much for taking the time today to assist me with my research. 
Before we begin the interview, I would like to take a few minutes to obtain your consent to participate in the 
study. Did you have a chance to review the invitation letter and consent form that I emailed to you? Did you 
have any questions about them? Remember that there is no obligation to participate in the study. You may stop 
the conversation at any time, refuse to answer any question, and you may withdraw from the study at any time. I 
will guarantee your privacy and anonymity through secure storage of the files, and only myself and my 
supervisor will have access to them. Although some of the information you provide will be published, your name 
will not be associated with that publication. You will have the opportunity to read your transcripts and provide 
any clarification to your interview. [Review consent form and obtain verbal consent]. 
 

Alright, let’s begin the interview. The purpose of this interview is to explore how sexual assault nurse 
examiners in Ontario practise trauma-informed care. We will be discussing your experiences of caring for adult 
victims and survivors of sexual assault. I have 12 questions that I will be asking which is expected to last 
approximately 60 minutes. I may look away from time to time as I will be making brief notes to help me 
facilitate the interview. Please let me know at any time if you need to take a break or would rather skip a 
question. Did you have any questions before we begin? [Will state date, time, and participant ID at this time]” 
 

Interview Questions 
 

1. How do you define the role of a Sexual Assault Nurse Examiner?  

a. What do they do?  

b. Could you please tell me more about that? Or 

c. Could you please expand a little on this? Or 

d. Could you please give me some examples? 

 

2. How has your experience been working as a SANE?  
a. For how long have you been working as a SANE? 

b. What were the reasons for you to become a SANE? 
 

3. Have you heard about trauma-informed care? If so, how would you explain TIC in your own 
words?   
a. How did you learn about it? 
b. Would you describe your practice as trauma-informed? 
c. How does trauma effect your client? Could you please give me some examples? 

 

The following two questions ask you to reflect on instances in which you have cared for victims/survivors of 

sexual violence. In order to maintain confidentiality please refrain from providing names or identifying 

details.  

 
 

4. Tell me about a client who experienced sexual assault that you have cared for that stands out 
for you?  

a) How was the experience? How did you feel? Why does this story stand out to you? 
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b) What did you do to help this particular client feel physically/emotionally safe while 

working with them? 

c) What do you think might make a health care setting feel unsafe for a client? 

d) Would you say you work “with” your clients? Would you describe your work as a 

partnership with your client? And why do you say that? 

e) Do you think that collaborating with your clients benefits their care? Why or why not? 
 

5. Tell me about a time where you were able to build a trusting and professional relationship with 
the client? 

a) What specific things do you do to gain that client’s trust? 

b) Has there ever been a time where the professional relationship wasn’t trusting? Why do 

you think this happened? 

c) Why do you think a client may feel a decreased level of trust when you care for them? 

Why is trust important? 
 

6. Tell me about a time you have given a client choices when caring for them? 
a. Could you please give me an example? 

b. Why do you think it is important to give a client choice when caring for them? 
 

7. Is empowering your clients part of your approach when caring for them? 
a. What does client empowerment look like in your practice? 

b. How do you help your client build on their skills and strengths, or reach their goals? 

c. Can you give an example of a time where a client strength/skill was recognized and 

integrated into your plan of care? 

d. How do you think that focusing on strengths and skills might benefit the client’s care? 

Does it take away from their care? 
 

8. How does your organization and management support you in your role as a SANE? 
a. Do you have autonomy or independence in your nursing practice? In workplace factors, 

for example, work schedules or taking time off? If so, how? 

b. Is there collaboration among co-workers and management regarding your role and the 

way your program works? If so, how? 

c. How does your organization help you build on your skills and strengths (e.g., training, 

continuing education)? 
d. Is there a sense of trust between SANEs and management at your organization? Is there 

good communication? Is there a clear understanding of your role expectations?  
9. How is your practice inclusive of different cultural and social identities, for example, race, 

ethnicity, sexual orientation, socio-economic status? 
a. Does your organization support inclusive nursing practice (e.g., education about the 

topic, hiring practices)? 

b. Have there been any situations where being inclusive have been especially important? 
 

10. Do you feel safe while working as a SANE? How?  
a. Physically? 

b. Emotionally/psychologically?  

c. Could you please give me some examples? 
 

11. Are there any barriers that you experience in delivering care that is trauma-informed? 
a. Is there anything that your organization does to make it easy/challenging to provide care 

for these clients? 

 
12.  Is there anything else you would like to add or comment on? 

a. Were any questions surprising? 
 

[Thank participants for their time.] 
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Generic Probing Questions 
 

1. Could you please tell me more about that? 
2. Could you please expand a little on this? 
3. Could you please give me some examples? 
4. Why/why not? 
5. What would you say that the barriers are to xyz? 
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Appendix F:  First Cycle Coding - Transcript Example 
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Appendix G:  First Cycle Code Document - Example 

CODES OPERATIONAL 
DEFINITION 

EXAMPLE (PARTICIPANT #, TRANSCRIPT LINE NUMBER) 

1) ROLE OF SANES  Sexual assault nurse 
examiners describe their 
role in taking care of clients 

RA47- “a sexual assault nurse examiner… has a large role in taking care of clients that 
have…been…victims or survivors of sexual assault or abuse” (line 21) 
 
RU32- “as a nurse, who cares for victims of sexual assault, whatever that may entail, 
or how what that kind of definition of sexual assault is for that person” (line 25) 
 
DR49- “the nursing component involves treating the patient not just looking at the 
evidence” (line 38) 
 

2) “TICK BOX-Y” 
TASKS 

The tasks inherent to SANE 
nursing including medical 
assessment, forensic 
evidence collection, and STI 
treatment. 

RU32- “we provide care, including support and evidence collection for forensics if 
need be. We provide support any STI testing that the victim may wish to have, and 
sort of provide a very holistic care model” (line 28) 
 
DR49- “what we can do to make sure that that survivor is well following an assault. 
Whether it includes antibiotics, or health teaching, or counseling. It’s facilitating that 
wellness component after an assault” (line 42) 
 

3) PROVIDING HIGH 
QUALITY CARE 

Nurses describe their focus 
on providing care to their 
patient that adheres to 
standards, best practice, and 
patient preference. They 
describe their experiences of 
providing quality care and 
care they perceive as 
inadequate at times. 

RA47- [regarding SANE training] “we learned about and how we could…use trauma-
informed care to provide the best possible care for our clients depending on what we 
were talking about…whether it be photography or… collecting a sexual assault 
evidence kit… or anything that we are doing for our clients” (line 353) 
 
SE00- “at the end of the day, I just want to make sure that they're okay and that they 
felt safe and that I provided the best care possible” (line 1082) 
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Appendix H: Group Teleconference Powerpoint Presentation 

 

 

PARTICIPANT FEEDBACK SESSION

Results and findings from the research “exploring 
how sexual assault nurse examiners practise trauma 

informed care”.

RESEARCH QUESTIONS

What are sexual assault nurse examiners’ experiences and 
perceptions of a trauma informed approach in the care of adult and 
post-pubescent adolescent victims/survivors of sexual violence? 

i. How do sexual assault nurse examiners describe the application of 
the six principles of trauma informed care in their practice with 
victims/survivors of sexual violence?

ii. What are sexual assault nurse examiners’ perceptions of their 
organization in supporting trauma informed practices?

iii. What barriers do sexual assault nurse examiners perceive in 
implementing trauma informed care?
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THE PRINCIPLES OF TIC

Adapted from the Harris & Fallot (2001), 
National Sexual Violence Resource Center 
(2017) and Substance Abuse and Mental 
Health Services Administration (2014)

Trauma 
Understanding 
& Awareness

Safety

Trust

Choice

Collaboration

Strength 
& Skill 

Building

Cultural 
Competence

Patient 

side of 

trauma 

informed 

care

Q1: How do sexual assault nurse examiners describe the applications of the principles of trauma informed 

care in their practice with victims/survivors of sexual violence?

1) Foundational awareness and understanding of 

a) trauma, and 

b) cultural competence

2) Building

a) trust

b) collaboration, and

c) safety

3) Regaining power and control through choice

4) Strength and skill building to promote healing and post-traumatic growth

Organiza

tional 

side of 

trauma 

informed 

care

Q2: What are sexual assault nurse examiners’ perceptions of their organization in supporting trauma informed practices?

Q3: What barriers do sexual assault nurse examiners perceive in implementing trauma informed care?

5) Organizational facilitators to trauma informed practice

a) Supportive coworkers and management

b) Continuing competence

c) Working autonomously

6) Barriers to trauma informed practice

a) Emotional safety

b) Factors contributing to difficult trust-building

c) Organizational barriers
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Awareness & Understanding of Trauma and Cultural Competence

Safety

Trust

Collaboration

Choice

Strength 
& Skill 

Building

Care of 
the 

Client

FOUNDATIONAL AWARENESS AND 

UNDERSTANDING OF 

TRAUMA, AND CULTURAL COMPETENCE

• Awareness and understanding of trauma
• Manifestations and experiences of trauma

• Susceptibility to traumatic experiences

• Applying understanding of trauma to practice (eg. universal trauma 
precautions, avoiding re-traumatization)

• Awareness and understanding of cultural competence
• Applying cultural competence to practice (eg. asking questions if unsure, 

using pronouns)

• Improving cultural competence

Awareness & Understanding of Trauma and Cultural Competence

Safety

Trust

Collaboration

Choice

Strength 
& Skill 

Building

Care of 
the 

Client
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BUILDING TRUST, COLLABORATION & 
SAFETY

• Trust
• Establishing consent, confidentiality, role expectations
• Practicing nursing attributes
• Connecting with the patients

• Collaboration
• Guiding and supporting the patient
• ?Advocating for the patient

• Safety
• Physical and emotional safety in the care interaction
• Safety planning

Awareness & Understanding of Trauma and Cultural Competence

Safety

Trust

Collaboration

Choice

Strength 
& Skill 

Building

Care of 
the 

Client

REGAINING POWER AND CONTROL 
THROUGH CHOICE

• The effect of giving choice: giving back power and 
control

• Menu of options

• How SANEs foster choice (eg. taking the pressure off 
choice, informed decision making, choice every step of 
the way)

Awareness & Understanding of Trauma and Cultural Competence

Safety

Trust

Collaboration

Choice

Strength 
& Skill 

Building

Care of 
the 

Client
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STRENGTH AND SKILL BUILDING TO 
PROMOTE HEALING AND POST-TRAUMATIC 

GROWTH

• Within the care interaction- as simple as recognizing the 
strength in seeking help, how to cope with the negative 
implications of the assault 

• Following the care interaction- formal and informal supports 

Awareness & Understanding of Trauma and Cultural Competence

Safety

Trust

Collaboration

Choice

Strength 
& Skill 

Building

Care of 
the 

Client

ORGANIZATIONAL FACILITATORS TO 
TRAUMA INFORMED PRACTICE

• Supportive coworkers and management

• Continuing competence

• Working autonomously
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BARRIERS TO TRAUMA INFORMED 
PRACTICE

• Emotional safety

• Factors contributing to difficult trust-building

• Organizational barriers

DISCUSSION

1. Trauma informed care in SANE practice and beyond

2. The importance of giving choice

3. The need for education and continuing competence

4. The emotional labour of sexual assault nurse 
examiners


