
Trauma Informed Care



   Tools and Samples 

• Trauma Informed Care

• Trauma Informed Care Policy and Procedure

• Department of Health Human Services Centers for Medicare & Medicaid Services: 
Behavioral and Emotional Status Critical Element Pathway

• Other Resources



   Trauma Informed Care 

Trauma-Informed Care (TIC) is an approach that assumes an individual is more likely than not to have a 
history of trauma. TIC recognizes the presence of trauma symptoms and acknowledges the role trauma 
may plan in an individual’s life. TIC emphasizes respec�ng and appropriately responding to the effects of 

trauma and requires a paradigm shi� from “what is wrong with this person” to “what has happened to 

this person”. 

Trauma can happen as a result of abuse, violence, or neglect. It can also be due to a loss, war, or natural 
disaster.  

Trauma can happen to anyone, any�me, and the mental, physical, social and emo�onal effects of it can 

last a life�me.  

Certain healthcare situa�ons can feel invasive and trigger certain feelings and emo�ons. That is why an 

approach to healthcare, known as trauma informed care, is so important. It considers the experiences of 
each individual, how trauma may impact their lives, what symptoms they are experiencing and then 
iden�fying ways to prevent re-trauma�za�on.  

The goal of TIC is not to treat symptoms related to a history of trauma but to provide support in a way 
that is appropriate for the individual who has experienced trauma. Shi�ing the lens of how we care for 

people, instead of saying, what’s wrong with you, we change that into what happened to you? 

Symptoms of Trauma  

May include but not limited to: 

• Being hyper-vigilant or easily startled
• Having difficulty paying aten�on or concentra�ng

• Portraying nega�ve thoughts about themselves or the world

• Feeling guilt or blame
• Losing interest in enjoyable ac�vi�es

Trauma- informed care seeks to: 

• Realize the widespread impact of trauma and understand paths for recovery
• Recognize the signs and symptoms of trauma in residents, families, and staff

• Integrate knowledge about trauma into policies, procedures, and prac�ces

• Ac�vely avoid- re-trauma�za�on

A comprehensive approach to trauma- informed care must be adopted at both the clinical and 
organiza�onal levels. If only implemented at the clinical level without the proper support necessary for 
broad organiza�onal cultural change it can nega�vely impact the benefits of an effec�ve program. It also 

fails to recognize how essen�al non-clinical staff are in playing an important part of the daily lives of our 
residents. They o�en have significant interac�ons with residents and can be cri�cal to ensuring that they 
feel safe.  



 

Re-Trauma�za�on 

Re-trauma�za�on is any situa�on or environment that resembles an individual’s trauma literally or 

symbolically, which then triggers difficult feelings and reac�ons associated with the original trauma. Re-
trauma�za�on is o�en uninten�onal, however, there are some obvious prac�ces that could be re-
trauma�zing such as the use of restraints or isola�on. Less obvious prac�ces or situa�ons that involve 

specific smells, sounds or types of interac�ons may cause individuals to feel re-trauma�zed and are also 
o�en uninten�onal.  

Re-trauma�za�on is a significant concern because residents who are trauma�zed mul�ple �mes 

frequently have exacerbated trauma-related symptoms compared to those who have experienced a 
single trauma. Individuals with mul�ple trauma experiences o�en exhibit a decreased willingness to 
engage in treatment.  

Trauma-Informed Guiding Values/Principles 

The CDC’s Center for Preparedness and Response (CPR), in collabora�on with SAMHSA’s Na�onal Center 

for Trauma- Informed Care (NCTIC), developed and led a new training for CPR employees about the role 
of trauma- informed care during public health emergencies. The training aimed to increase responder 
awareness of the impact that trauma can have in the communi�es where they work. The six principles 
that guide a trauma- informed approach include: 

• Safety – Ensuring physical and emo�onal safety 



• Trustworthiness + Transparency – Task clarity, consistency, and interpersonal boundaries. 
Decisions are made with transparency and with the goal of building and maintain trust 

• Peer Support- Individual with shared experiences are integrated into the organiza�on and 

viewed as integral to service delivery 
• Collabora�on & Mutuality – Making decisions with the individual and sharing power 
• Empowerment Voice & Choice – Priori�zing empowerment and skill building, includes a belief in 

resilience and the ability to heal from trauma  
• Cultural, Historical & Gender Issues-Biases and stereotypes (e.g., based on race, ethnicity, sexual 

orienta�on, age, geography) and historical trauma are recognized and addressed  

Ensuring the physical and emo�onal safety of an individual is addressed is the first important step to 

providing TIC. The individual needs to know that the provider is trustworthy. Trustworthiness can be 
evident in the establishment and consistency of boundaries and the clarity of what is expected regarding 
tasks. The more choice an individual has goes hand in hand with having more control over their 
situa�on. Focusing on an individual’s strengths and empowering them to build on those strengths while 

developing stronger coping skills provides a healthy founda�on for individuals to fall back on. 

Key Components to Trauma-Informed Care 

Crea�ng a physically and emo�onally safe environment, establishing trust and boundaries, suppor�ng 

autonomy and choice, crea�ng collabora�ve rela�onships and par�cipa�on opportuni�es and using a 

strengths and empowerment-focused perspec�ve to promote resilience are ways in which the principles 
of Trauma-Informed Care work to reduce re-trauma�za�on and promote healing. This can also help 
reduce burnout among health care providers, poten�ally reducing staff turnover, and promo�ng a 

happier environment for everyone.  
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Trauma Informed Care 
 

Policy and Procedure 
 

Policy: 
The facility will provide residents who are trauma survivors, culturally competent, trauma-informed 
care based on professional standards, and resident preferences and experiences. Residents who 
display or are diagnosed with a mental health disorder, psychosocial adjustment difficulty, and/or 
PTSD will be provided with treatment and services to attain the highest practicable level of mental 
and psychosocial wellbeing. 

PROCEDURE: 
 

1. Residents will be screened and assessed upon admission to identify any history of 
trauma and/or post-traumatic stress disorder (PTSD).  

2. Discharge records, if available, will be reviewed, and the resident/resident 
representative will be interviewed to determine any history of trauma and/or PTSD. 
(i.e., CAPS-5, Trauma Informed Questionnaire and Life Events Checklist for DSM-5 
(LEC-5). 

3. Findings from the assessment and interview will be documented in the resident’s 
medical record. 

4. For residents unable to complete the screening tool due to cognitive deficit, the legal 
representative will be interviewed, and the Trauma Informed Questionnaire and Life 
Events Checklist will be completed by the legal representative. 

5. For residents with cognitive impairment and no legal representative, the IDT will review 
past medical records, if available, and any available psychosocial history in order to 
identify any suspected past life traumas. 

6. The findings of the Trauma Informed Questionnaire and Life Events Checklist will be 
documented in the initial Psychosocial History by a licensed Social Worker. 

7. In the event a resident has experienced a traumatic event, Social Services will 
interview the resident/resident legal representative regarding: 

a. Potential/actual triggers that may cause re-traumatization of the resident if known. 
b. Experiences, preferences, and/or other interventions that eliminate or mitigate triggers 

that may cause re-traumatization of the resident. 
8. A trigger is a psychological stimulus that prompts recall of a previous traumatic event, 

even if the stimulus is not traumatic or frightening. While most triggers are highly 
individualized, some common triggers may include: 

a. Experiencing a lack of privacy or confinement in a crowd or small space. 
b. Exposure to loud noises, or bright/ flashing lights. 
c. Certain sights, such as objects that are associated with those that were used to abuse, 

and or 
d. Sounds, smells, and even physical touch.  
9. The facility will work to facilitate the principles of trauma informed care which include: 
a. Safety- Ensuring residents have a sense of emotional and physical safety.  
b. Trustworthiness and transparency- Efforts to establish a relationship based on trust, 

and clear and open communication between the staff and the resident.  
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c. Peer support and mutual self-help- If practicable, it may be appropriate to assist the
resident in locating and arranging to attend support groups which are organized by
qualified professionals. It may be possible for the group to meet in the facility.

d. Collaboration- There is an emphasis on partnering between residents and/or his or her
representative, and all staff and disciplines involved in the resident’s care in
developing the plan of care. There is recognition that healing happens in relationships
and in the meaningful sharing of power and decision- making.

e. Empowerment, voice, and choice- Ensuring that resident’s choice and preference are
honored and that residents are empowered to be active participants in their care and
decision-making, including recognition of, and building on resident’s strengths.

10. The IDT team will ensure that an individualized resident centered care plan is
developed for residents who have experienced a traumatic event.

11. The individualized, resident-centered care plan will include but is not limited to:
a. Identification of the stressor/past life trauma
b. Identification of interventions that mitigate against re-traumatization
c. Identification of triggers that could cause re-traumatization
d. Clinical manifestations experienced by the resident
e. Resident specific goals for preventing re-traumatization
f. Interventions including referral for Psychological and Psychiatry services as indicated
g. Appropriate recreational activities and or therapeutic relaxing interventions
h. The need to obtain assistance from outside agencies and support groups in the

community
i. The specific cultural, spiritual and professional interventions that would be beneficial
12. Caregivers will be provided with education on Trauma Informed Care/Behavioral

Health during new employee orientation, annually and as needed based on resident
care needs.

13. Monitoring of resident’s response and adjustment to placement will be done during the
initial admission period through communication with the IDT and input from the
resident or legal representative.

14. Trauma Informed Care Plan will be updated and revised quarterly and based on
resident care needs.

15. Residents will be assessed for any history of trauma during annual assessments and
with any significant change in condition.

16. Residents who experience a change in mood state with no known pattern of
behavioral difficulties or mental illness will be evaluated by the IDT to determine the
root cause leading to the change and a care plan will be developed. Indications of a
change may include but are not limited to:

a. Decreased social interaction
b. Increased withdrawn behaviors
c. Increased anger and/or angry outbursts
d. Signs and symptoms of depression
17. Residents experiencing a change in mood state will receive assistance to include but

not limited to:
a. Identifying a past life stressor/trauma that was not identified previously
b. Identifying triggers resulting in behavior/mood changes
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c. Identifying specific cultural, spiritual and professional interventions
d. Referring for psychological and/or psychiatry services as appropriate

I have read, and understand and agree to adhere to the requirements in this policy and procedure. 

Administrator Signature: _______________________________            Date: ________________ 

Medical Director Signature: _____________________________           Date: ________________ 

Review Dates: ________  ________  ________  ________  ________   
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 W
h
at are y

o
u
r o

r th
e resid

en
t’s co

n
cern

s, if an
y
, reg

ard
in

g
 th

e 
resid

en
t’s m

o
o
d

 o
r h

isto
ry o

f tra
u
m

a
?  

 H
av

e y
o
u
 o

r th
e resid

en
t h

ad
 a ch

an
g
e in

 m
o
o
d
?  If so

, p
lease 

d
escrib

e.  

 W
h
at in

terv
en

tio
n
s is th

e resid
en

t receiv
in

g
 fo

r th
e resid

en
t’s m

o
o
d
?  

A
re th

e in
terv

en
tio

n
s effectiv

e?  If n
o

t, d
escrib

e.  

 H
o
w

 effective h
a

ve th
e in

terven
tio

n
s b

een
?
  If n

o
t effective, w

h
a
t 

typ
e o

f a
ltern

a
tive a

p
p
ro

a
ch

es h
a
s th

e fa
cility tried

?
 

S
ta

ff In
terv

ie
w

s (In
terd

iscip
lin

a
ry

 tea
m

 (ID
T

) m
em

b
ers in

clu
d
in

g
 so

cia
l services) a

cro
ss V

a
rio

u
s S

h
ifts: 

 
W

h
at are th

e u
n

d
erly

in
g
 cau

ses (e.g
., h

isto
ry o

f tra
u
m

a
, m

en
ta

l 
d
iso

rd
er) o

f th
e resid

en
t’s b

eh
av

io
ral ex

p
ressio

n
s o

r in
d
icatio

n
s o

f 
d
istress, sp

ecifically
 in

clu
d
ed

 in
 th

e care p
lan

?  

 
W

h
at sp

ecific ap
p
ro

ach
es to

 care, b
o
th

 n
o
n

-p
h

arm
aco

lo
g
ical an

d
 

p
h

arm
aco

lo
g
ical, h

av
e b

een
 d

ev
elo

p
ed

 an
d
 im

p
lem

en
ted

 to
 su

p
p
o
rt 

th
e b

eh
av

io
ral h

ealth
 n

eed
s o

f th
e resid

en
t, in

clu
d
in

g
 facility

-
sp

ecific g
u
id

elin
es/p

ro
to

co
ls?  W

h
at is th

e ratio
n
ale fo

r each
 

in
terv

en
tio

n
?  

 H
o
w

 d
o
 yo

u
 m

eet th
e resid

en
t’s n

eed
s a

n
d
 p

ro
vid

e em
o
tio

n
a
l 

su
p
p
o
rt to

 a
 resid

en
t w

h
o
 is h

a
vin

g
 d

ifficu
lty co

p
in

g
 w

ith
 ch

a
n
g
e, 

lo
ss o

r co
p
in

g
 w

ith
 stressfu

l even
ts?

 

  H
o
w

 d
o
 yo

u
 p

ro
vid

e o
r a

rra
n
g
e fo

r n
eed

ed
 m

en
ta

l a
n
d
 

p
sych

o
lo

g
ica

l co
u
n
selin

g
 services?

 

 
H

o
w

 are th
e in

terv
en

tio
n

s m
o
n
ito

red
? 

 H
o
w

 d
id

 th
e fa

cility d
eterm

in
e cu

ltu
ra

l p
referen

ces w
h
ich

 sh
o
u
ld

 b
e 

h
o
n
o
red

 w
h
ile th

e resid
en

t is in
 th

e fa
cility?

 

 W
h
at ty

p
es o

f b
eh

av
io

ral h
ealth

 train
in

g
 h

av
e y

o
u
 co

m
p
leted

?  

 H
o
w

 d
o
 yo

u
 id

en
tify a

n
d
 su

p
p
o
rt in

d
ivid

u
a
l resid

en
t’s n

eed
s?

 

 H
o
w

 d
o
 y

o
u
 m

o
n
ito

r fo
r th

e im
p
lem

en
tatio

n
 o

f th
e care p

lan
 an

d
 

ch
an

g
es in

 th
e resid

en
t’s co

n
d
itio

n
?  

 H
o
w

 are ch
an

g
es in

 b
o
th

 th
e care p

lan
 an

d
 co

n
d
itio

n
 co

m
m

u
n
icated

 
to

 th
e staff?  

 H
o
w

 o
ften

 d
id

 th
e ID

T
 m

eet to
 d

iscu
ss th

e resid
en

t’s b
eh

av
io

ral 
ex

p
ressio

n
s o

r in
d
icatio

n
s o

f d
istress, th

e effectiv
en

ess o
f 

in
terv

en
tio

n
s, an

d
 ch

an
g

es in
 th

e resid
en

t’s co
n
d
itio

n
? 

 A
sk a

b
o
u
t a

n
y o

th
er rela

ted
 co

n
cern

s th
e su

rveyo
r h

a
s id

en
tified

. 

N
o
te:  If care p

lan
 co

n
cern

s are n
o
ted

, in
terv

iew
 staff resp

o
n
sib

le fo
r 
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H

o
w

 d
o
 y

o
u
 en

su
re care is co

n
sisten

t w
ith

 th
e care p

lan
?  

 
H

o
w

, w
h
at, w

h
en

, an
d
 to

 w
h
o
m

 d
o
 y

o
u
 rep

o
rt ch

an
g
es in

 
co

n
d
itio

n
?  

  H
o
w

 d
o
 yo

u
 kn

o
w

 a
 resid

en
t is a

 tra
u
m

a
 su

rvivo
r a

n
d
 w

h
a
t d

o
 yo

u
 

n
eed

 to
 d

o
 d

ifferen
tly fo

r th
a
t resid

en
t?

 

  H
o
w

 d
o
 yo

u
 kn

o
w

 w
h
a
t trig

g
ers to

 a
vo

id
 fo

r a
 resid

en
t w

ith
 a

 
h
isto

ry o
f tra

u
m

a
?

 
 

care p
lan

 d
ev

elo
p
m

en
t to

 d
eterm

in
e th

e ratio
n
ale fo

r th
e cu

rren
t 

care p
lan

. 

R
eco

rd
 R

ev
iew

: 

 R
ev

iew
 th

erap
y

 n
o
tes, so

cia
l service n

o
tes, an

d
 o

th
er p

ro
g
ress n

o
tes 

th
at m

ay
 h

av
e in

fo
rm

atio
n
 reg

ard
in

g
 th

e assessm
en

t o
f ex

p
ressio

n
s 

o
r in

d
icatio

n
s o

f d
istress, m

en
tal o

r p
sy

ch
o
so

cial n
eed

s, an
d
 resid

en
t 

resp
o
n
siv

en
ess to

 care ap
p
ro

ach
es.  

 R
eview

 th
e a

d
m

issio
n
 a

ssessm
en

t, H
isto

ry &
 P

h
ysica

l, a
n
d
 so

cia
l 

h
isto

ry/a
ssessm

en
t to

 d
eterm

in
e w

h
eth

er th
e fa

cility id
en

tified
 th

e 

resid
en

t’s h
isto

ry o
f tra

u
m

a
 a

n
d
 th

e effects o
f p

a
st tra

u
m

a
 o

n
 th

e 

resid
en

t. 

 D
eterm

in
e w

h
eth

er th
e assessm

en
t in

fo
rm

atio
n
 accu

rately
 an

d
 

co
m

p
reh

en
siv

ely
 reflects th

e co
n
d
itio

n
 o

f th
e resid

en
t a

n
d
 cu

ltu
ra

l 

p
referen

ces, a
s a

p
p
ro

p
ria

te.  

 W
h
at is th

e tim
e, d

u
ratio

n
, an

d
 sev

erity
 o

f th
e resid

en
t’s ex

p
ressio

n
s 

o
r in

d
icatio

n
s o

f d
istress?  

 W
h
at are th

e u
n
d
erly

in
g
 cau

ses, risk
s, an

d
 p

o
ten

tial trig
g
ers fo

r th
e 

resid
en

t’s ex
p

ressio
n
s o

r in
d
icatio

n
s o

f d
istress w

h
ich

 m
a
y re-

tra
u
m

a
tize th

e resid
en

t, su
ch

 as d
eclin

e in
 co

g
n
itiv

e fu
n
ctio

n
in

g
, th

e 

resu
lt o

f an
 illn

ess o
r in

ju
ry

, o
r p

ro
lo

n
g
ed

 en
v
iro

n
m

en
tal facto

rs 

(e.g
., n

o
ise, b

rig
h
t lig

h
ts, etc.)?  

 W
h
at n

o
n
-p

h
arm

aco
lo

g
ical ap

p
ro

ach
es to

 care are u
sed

 to
 su

p
p
o
rt 

th
e resid

en
t an

d
 lessen

 th
eir d

istress?  

 W
h
at P

A
S

A
R

R
 L

ev
el II serv

ices o
r p

sy
ch

o
so

cial serv
ices are 

p
ro

v
id

ed
, as ap

p
licab

le?  

 

 

 D
id

 th
e facility

 en
su

re resid
en

ts w
ith

 m
en

ta
l o

r su
b
stan

ce u
se 

d
iso

rd
ers h

av
e access to

 co
u
n
selin

g
 p

ro
g
ram

s o
r th

era
p
ies (e.g

., 1
2
 

step
 g

ro
u
p
s)?  

 Is th
e care p

lan
 co

m
p
reh

en
siv

e? Is it co
n
sisten

t w
ith

 th
e resid

en
t’s 

sp
ecific co

n
d
itio

n
s, risk

s, n
eed

s, ex
p
ressio

n
s, cu

ltu
ra

l p
referen

ces, 

o
r in

d
icatio

n
s o

f d
istress an

d
 in

clu
d
es m

easu
rab

le g
o
als an

d
 

tim
etab

les? H
o
w

 d
id

 th
e resid

en
t resp

o
n
d
 to

 care-p
lan

n
ed

 

in
terv

en
tio

n
s?  If in

terv
en

tio
n
s w

ere in
effectiv

e, w
as th

e care p
lan

 

rev
ised

 an
d
 w

ere th
ese actio

n
s d

o
cu

m
en

ted
 in

 th
e resid

en
t’s m

ed
ical 

reco
rd

? 

 D
id

 th
e fa

cility co
lla

b
o
ra

te w
ith

 th
e resid

en
t, a

n
d
/o

r resid
en

t 

rep
resen

ta
tive, a

n
d
 a

n
y o

th
er h

ea
lth

 ca
re p

ro
fessio

n
a
ls to

 d
evelo

p
 

a
n
 in

d
ivid

u
a
lized

 ca
re p

la
n
 th

a
t a

d
d
resses resid

en
t sp

ecific trig
g
ers. 

 W
as th

ere a "sig
n
ifican

t ch
an

g
e" in

 th
e resid

en
t's co

n
d
itio

n
 (i.e., w

ill 
n
o
t reso

lv
e itself w

ith
o
u
t in

terv
en

tio
n
 b

y
 staff o

r b
y
 im

p
lem

en
tin

g
 

stan
d
ard

 d
isease-related

 clin
ical in

terv
en

tio
n
s; im

p
acts m

o
re th

an
 

o
n
e area o

f h
ealth

; req
u
ires ID

T
 rev

iew
 o

r rev
isio

n
 o

f th
e care 

p
lan

)?  If so
, w

as a sig
n
ifican

t ch
an

g
e co

m
p
reh

en
siv

e assessm
en

t 
co

n
d
u
cted

 w
ith

in
 1

4
 d

ay
s? 

 W
as b

eh
av

io
ral h

ealth
 train

in
g
 p

ro
v
id

ed
 to

 staff in
 a

cco
rd

a
n
ce w

ith
 

th
e fa

cility a
ssessm

en
t? 
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C
ritica

l E
lem

en
t D

ecisio
n

s:  
 1
) 

D
id

 th
e fa

cility en
su

re tra
u
m

a
 su

rvivo
rs received

 cu
ltu

ra
lly-co

m
p

eten
t a

n
d

/o
r tra

u
m

a
-in

fo
rm

ed
 ca

re w
h

ich
 a

cco
u

n
ted

 fo
r th

e resid
en

t’s exp
erien

ces 

a
n

d
 p

referen
ces in

 o
rd

er to
 elim

in
a
te o

r m
itig

a
te trig

g
ers th

a
t m

a
y ca

u
se re

-tra
u

m
a

tiza
tio

n
?
 

If N
o
, cite F

6
9
9
 

N
A

, th
e co

m
p
reh

en
sive a

ssessm
en

t d
id

 n
o
t revea

l th
e resid

en
t h

a
d
 a

 h
isto

ry o
f tra

u
m

a
, P

T
S
D

, a
n
d
/o

r cu
ltu

ra
l p

referen
ces. 

 

2
) 

D
id

 th
e facility

 p
ro

v
id

e th
e n

ecessary
 b

eh
av

io
ral h

ealth
 care an

d
 serv

ices to
 attain

 o
r m

ain
tain

 th
e h

ig
h
est p

ractical p
h
y
sical, m

en
ta

l, an
d
 

p
sy

ch
o
so

cial w
ell-b

ein
g
 in

 acco
rd

an
ce w

ith
 th

e co
m

p
reh

en
siv

e assessm
en

t an
d
 p

lan
 o

f care?
 

If N
o
, cite F

7
4
0

 

 

3
) 

D
id

 th
e facility

 h
av

e su
fficien

t sta
ff w

h
o
 p

ro
vid

e d
irect serv

ices an
d
 im

p
lem

en
t n

o
n

-p
h
arm

aco
lo

g
ical in

terv
en

tio
n
s to

 m
eet th

e b
eh

av
io

ral h
ealth

 

care n
eed

s o
f th

e resid
en

t, as d
eterm

in
ed

 b
y
 resid

en
t assessm

en
ts, care p

lan
s, an

d
 facility

 assessm
en

t? 

If N
o

, cite F
7
4
1

 

 4
) 

D
id

 th
e facility

 p
ro

v
id

e ap
p
ro

p
riate treatm

en
t an

d
 serv

ices to
 co

rrect th
e assessed

 p
ro

b
lem

 fo
r a resid

en
t w

h
o
 d

isp
lay

s o
r is d

iag
n
o
sed

 w
ith

 a 

m
en

tal d
iso

rd
er o

r p
sy

ch
o
so

cial ad
ju

stm
en

t d
ifficu

lty
? 

If N
o
, cite F

7
4
2

 

N
A

, th
e co

m
p
reh

en
sive a

ssessm
en

t d
id

 n
o
t revea

l th
e resid

en
t d

isp
lay

ed
 o

r w
a
s d

iag
n
o
sed

 w
ith

 a m
en

tal o
r p

sy
ch

o
so

cial ad
ju

stm
en

t d
ifficu

lty
. 

 5
) 

D
id

 th
e facility

 en
su

re th
at th

e resid
en

t w
h
o

se co
m

p
reh

en
sive assessm

en
t d

id
 n

o
t rev

eal o
r w

h
o
 d

id
 n

o
t h

av
e a d

iag
n
o
sis o

f a m
en

tal o
r 

p
sy

ch
o
so

cial ad
ju

stm
en

t d
ifficu

lty
, o

r a d
o
cu

m
en

ted
 h

isto
ry

 o
f trau

m
a an

d
/o

r P
T

S
D

 d
id

 n
o
t d

isp
lay

 a p
attern

 o
f d

ecreased
 so

cial in
teractio

n
 

an
d
/o

r in
creased

 w
ith

d
raw

al, an
g
er, o

r d
ep

ressiv
e b

eh
av

io
rs, u

n
less th

e resid
en

t’s clin
ical co

n
d
itio

n
 d

em
o
n
strates th

at su
ch

 a p
attern

 is 

u
n
av

o
id

ab
le? 

If N
o
, cite F

7
4
3

 

N
A

, th
e resid

en
t’s co

m
p
reh

en
sive assessm

en
t rev

ealed
 o

r th
e resid

en
t h

as a d
iag

n
o
sis o

f a m
en

tal d
iso

rd
er o

r p
sy

ch
o
so

cial ad
ju

stm
en

t d
ifficu

lty
, 

o
r a d

o
cu

m
en

ted
 h

isto
ry

 o
f trau

m
a an

d
/o

r P
T

S
D

. 

 

6
) 

D
id

 th
e fa

cility p
ro

vid
e m

ed
ica

lly-rela
ted

 so
cia

l services to
 a

tta
in

 o
r m

a
in

ta
in

 th
e h

ig
h
est p

ra
ctica

b
le p

h
ysica

l, m
en

ta
l a

n
d
 p

sych
o
so

cia
l w

ell-

b
ein

g
 fo

r th
is resid

en
t?

  

If N
o
, cite F

7
4
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 O
th

er T
a
g
s, C

a
re A

rea
s (C

A
), a

n
d

 T
a
sk

s (T
a
sk

) to
 C

o
n

sid
er: R

esid
en

t R
ig

h
ts F

5
5
0
, A

b
u
se (C

A
), A

d
m

issio
n
 O

rd
ers F

6
3

5
, P

ro
fessio

n
al 

S
tan

d
ard

s F
6
5
8
, Q

u
alified

 S
taff F

6
5
9
, P

A
S

A
R

R
 (C

A
), S

u
fficien

t an
d
 C

o
m

p
eten

t S
taff (T

ask
), U

n
n
ecessary

/P
sy

ch
o
tro

p
ic M

ed
icatio

n
s (C

A
), 

R
esid

en
t R

eco
rd

s F
8
4
2

, Q
u
a
lifica

tio
n
s o

f S
o
cia

l W
o
rker >

1
2
0
 B

ed
s F

8
5
0
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Other Resources 

 

What is Trauma-Informed Care? - University at Buffalo School of Social Work - University at Buffalo 

Clinician-Administered PTSD Scale for DSM-5 (CAPS-5) - Past Week Version - Fillable Form (va.gov) 

Clinician-Administered PTSDScale for DSM-5 (CAPS-5) - Past Month Version - Fillable Form (va.gov) 

Clinician-Administered PTSD Scale for DSM-5 (CAPS-5) - Past Month/Worst Month Version - Fillable Form 

(va.gov) 

Psychometric Properties of Nine Scoring Rules for the Clinician-Administered PTSD Scale (va.gov) 

Clinician Administered PTSD Scale for DSM-IV (va.gov) 

Clinician-Administered PTSD Scale for DSM-5 (CAPS-5) Clinician Training Curriculum - PTSD: National 

Center for PTSD (va.gov) 

Why Trauma- Informed Care Matters- Cleveland Clinic (www.health.clevelandclinic.org)   

Trauma- Informed Care Implementation Resource Center (www.traumainformedcare.chcs.org) 

CDC Infographic: 6 Guiding Principles To A Trauma- Informed Approach (cdc.gov)  

*Life Events Checklist for DSM-5 (LEC-5) - Standard Version - Fillable Form (va.gov) 

Clinician Administered PTSD Scale for DSM-IV (va.gov) 

CMS.gov F699- Trauma Informed Care  

 

 

 

 

 

 

 

https://socialwork.buffalo.edu/social-research/institutes-centers/institute-on-trauma-and-trauma-informed-care/what-is-trauma-informed-care.html
https://www.ptsd.va.gov/professional/assessment/documents/CAPS_5_Past_Week.pdf
https://www.ptsd.va.gov/professional/assessment/documents/CAPS_5_Past_Month.pdf
https://www.ptsd.va.gov/professional/assessment/documents/CAPS_5_Worst_Month.pdf
https://www.ptsd.va.gov/professional/assessment/documents/CAPS_5_Worst_Month.pdf
https://www.ptsd.va.gov/professional/assessment/documents/caps_psychometric_informationDSM4.pdf
https://www.ptsd.va.gov/professional/assessment/documents/ACAPS-DSM4.pdf
https://www.ptsd.va.gov/professional/continuing_ed/caps5_clinician_training.asp
https://www.ptsd.va.gov/professional/continuing_ed/caps5_clinician_training.asp
http://www.health.clevelandclinic.org/
http://www.traumainformedcare.chcs.org/
https://www.cdc.gov/orr/infographics/6_principles_trauma_info.htm
https://www.ptsd.va.gov/professional/assessment/documents/LEC5_Standard_Self-report.PDF
https://www.ptsd.va.gov/professional/assessment/documents/ACAPS-DSM4.pdf
https://qsep.cms.gov/data/352/TraumaInformedCare.pdf



