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Trauma Informed Care (TIC) is a practice widely used among health care professions to 

acknowledge the prevalence and effects of trauma while simultaneously preventing retraumatization in 

clients who have experienced trauma. While TIC has been researched in a number of disciplines 

including nursing, social work, and art therapy, there is limited research on the use of TIC in recreation 

therapy practice. The purpose of this study was to identify the knowledge of TIC among Certified 

Therapeutic Recreation Specialists (CTRS), the extent to which TIC is incorporated in recreation 

therapy education, and the factors that influence the use of TIC in recreation therapy practice. No study 

to date has been conducted to determine the extent TIC is used in RT practice. A 71- item electronic 

Qualtrics survey was sent to a random sample of 2500 active Certified Therapeutic Recreation 

Specialists (CTRSs) and received a 22% response rate (n= 541). Results of this study indicated that the 

majority of CTRSs report using TIC and have a basic knowledge of TIC concepts. Results also 

indicated that recreation therapists could benefit from increased TIC education in recreation therapy 

courses and hands-on, experiential TIC training. In addition to this, CTRSs who practiced TIC reported 

receiving more TIC education through academia, employers, EBP, and conference sessions than 

CTRSs who did not practice TIC. 
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CHAPTER I: INTRODUCTION 

Statement of Purpose 

Trauma is a widespread issue and public health crisis that affects millions of people in 

the United States alone. According to the National Council for Behavioral Health (2013), 70% 

of adults in the United States have experienced some type of traumatic event in their lifetime. 

That accounts for nearly 223.4 million adults who have experienced trauma.  

Throughout the literature, it is evident that there is no consistent definition used to define 

the term trauma; this has resulted in the creation of multiple definitions which appear to be 

based on authors’ clinical experiences (Menschner & Maul, 2016). One of the newer and more 

frequently cited definitions was released by the Substance Abuse and Mental Health Services 

Administration (SAMHSA, 2014) states that individual trauma results from an event, series of 

events, or set of circumstances that is experienced by an individual as physically or emotionally 

harmful or life-threatening and that has lasting adverse effects on the individual’s functioning 

and mental, physical, social, emotional, or spiritual well-being (p.7) 

The DSM-5 provides a slightly different definition in the most recent edition of the 

DSM, defining trauma as “exposure to actual or threatened death, serious injury, or sexual 

violence by directly experiencing the traumatic event(s), (or) witnessing, in person, the 

traumatic event(s)” (American Psychiatric Association, 2013, p. 271). 

 It is important to note that across the majority of definitions it is emphasized that the 

traumatic experience or event could be one that the individual was directly involved in or an 

event that was witnessed by the individual causing extreme emotional distress (De Vries et al., 

2017; Fette et al., 2019; Menschner & Maul, 2016; Mikal-Flynn et al., 2018). One common 

theme among the many definitions of trauma is that trauma can negatively impact or impair the 
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functioning of the individual (De Vrieset al., 2017; Fette et al., 2019; Menschner & Maul, 2016; 

Mikal-Flynn et al., 2018). 

Though many individuals experience traumatic events, the effects of such trauma can 

vary among individuals. For example, individuals who have experienced long-term, repeated 

abuse are more likely to develop complex or type II trauma (with typically more severe and 

chronic symptoms) than an individual who had experienced a single assault (Hussey et al., 

2008; Ogawa, 2004; Solomon & Heide, 1999; Terr, 1991). Some common trauma responses 

include anger outbursts, depression, mood swings, flashbacks, nightmares, changes in sleep and 

appetite patterns, lack of interest in daily activities, and lack of trust in others (National Council 

for Behavioral Health, 2013). These responses can serve as a risk factor for developing 

diagnoses including but not limited to: Post Traumatic Stress Disorder, Major Depressive 

Disorder, Generalized Anxiety Disorder, and borderline personality disorder (Cattane et. al, 

2017; Lamson et al., 2013; Solomon 1999).  

  Though trauma is a widespread issue, up until recently, the recognition and treatment for 

various levels of trauma were not addressed consistently across settings. More recently, an 

effort has been made to address trauma, but some inconsistencies still exist.  One recent 

approach has been Trauma-Informed Care (TIC), which uses background knowledge (including 

the prevalence and effects of trauma) to promote growth and prevent re-traumatization (Fette et 

al., 2019; Norton et.al, 2017). Trauma-Informed Care is characterized by 6 guiding principles 

created by the Substance Abuse and Mental Health Services Administration (SAMHSA) 

including safety; trustworthiness and transparency; peer support; collaboration and mutuality; 

empowerment, voice, and choice; and cultural, historical, and gender issues (2014). These 

principles guide clinicians through the process of identifying any triggers or emotionally unsafe 
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practices that could re-traumatize an individual who has experienced trauma (Fette et al., 2019). 

This also includes being aware of necessary practices that may be traumatizing, such as 

complex medical procedures and therapeutic holds. 

 While TIC aims to prevent re-traumatization and can help survivors begin to become 

more trusting in others (as mentioned in the collaboration, mutuality, and transparency 

principles), TIC also has many benefits for clinicians. Fette et al. (2019) explain how the 

implementation of TIC in psychiatric settings can reduce the need for restraints and seclusion, 

allowing staff to focus more on supporting clients toward their therapeutic goals. 

Implementing TIC in practice can also help to boost the confidence of staff and decrease 

frustration and discouragement (Marvin & Robinson, 2018). Fleming et al. (2021) also explain 

“If staff are trauma-informed, then perhaps their therapeutic programs may be more effective or 

may make participants feel more comfortable disclosing information to promote personal 

transformation and recovery” (p. 180).  

Statement of Problem 

Trauma-informed care is an emerging approach in many healthcare professions, some of 

which include social work (Marvin & Robinson, 2018), occupational therapy (Fette et al., 

2019), nursing (Fleishman & Sundborg, 2019), and music therapy (Heiderscheit & Murphy, 

2021). There is limited literature supporting or detailing the ways in which trauma-informed 

care can be utilized in recreation therapy.  Fette et al. (2019) mention  

Given the long-term effects of adverse experiences in childhood, it is particularly 

important that all disciplines in health care assess trauma; address safety in schools and the 

community; build strengths and resilience; and provide opportunities for educational, economic, 

and social successes (p. 2).  
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Currently, limited research has been conducted on trauma-informed care in recreation 

therapy practice, and there is a need for the discipline to understand the level of knowledge 

recreation therapists have of TIC in addition to the factors that influence recreation therapists to 

use TIC. A few studies have been conducted to determine the use of recreation therapy to treat 

symptoms of trauma (Griffin, 2005; Leighton et al., 2021; Mikal-Flynn et al., 2018), trauma-

informed care is an emerging approach that is yet to be researched in the discipline. To better 

understand how recreation therapists implement TIC in practice, the discipline must first 

identify the frequency and ways in which it is being used.  

The purpose of this study was to identify the knowledge of TIC among Certified 

Therapeutic Recreation Specialists (CTRS), the extent to which TIC is incorporated in 

recreation therapy education, and the factors that influence the use of TIC in recreation therapy 

practice. While there may be recreation therapists currently applying trauma-informed care to 

their practice, this study attempts to capture the prevalence of its use and how it is incorporated 

in recreation therapy practice.  

Research Questions 

The following questions guided this research:  

• Research Question 1: What is the level of knowledge CTRSs have regarding the basic 

concepts of trauma-informed care? 

• Research Question 2: What is the extent to which TIC is incorporated in recreation 

therapy education and training? 

• Research Question 3: What factors influence the use of TIC in recreation therapy 

practice? 
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Hypotheses 

This researcher hypothesized the following:   

• Hypothesis 1:  CTRSs self-reports of their level of expertise in TIC would not be 

congruent with their level of knowledge of TIC.  

• Hypothesis 2: Recent graduates of recreation therapy programs would report receiving 

TIC in their education more than other CTRSs. 

• Hypothesis 3: Populations served, experience level, and barriers would influence the use 

of TIC in recreation therapy practice. 
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CHAPTER II: REVIEW OF LITERATURE 

 The recognition and acknowledgment of psychological trauma has evolved and 

transformed over time. As the prevalence and negative effects of trauma have become more 

recognized over the past several decades, new treatments and approaches have been developed 

to address the public health crisis that is trauma.  

Progression of Terms 

 For centuries, the acknowledgment of trauma has been inconsistent (Van der Kolk, 

2000). Trauma and symptoms of trauma have been identified by a variety of terms, many 

influenced by notable figures and major historical events (such as war and natural disasters). As 

the acknowledgment of trauma has fluctuated over time, approaches to addressing trauma and 

supporting survivors of trauma have only recently emerged. 

Trauma 

Mention of trauma dates to the early 19th century, in which symptoms of trauma were 

referred to as “hysteria” (Van der Kolk, 2000). Freud and Breuer describe hysteria in their 1893 

study stating, “...the external events determine the pathology of hysteria to an extent far greater 

than what is known and recognized. It is of course obvious that in cases of ‘traumatic’ hysteria 

what provokes the symptoms is the accident” (1971). Freud was also examining the tendency of 

trauma survivors to avoid reminders of their negative experiences, referring to it as “traumatic 

neuroses” (Van der Kolk, 2000). 

 According to Fette et. al (2019), trauma and its effects were also seen in the American 

Civil War when many soldiers and civilians were traumatized by the devastating effects (though 

trauma experienced by soldiers was more frequently addressed). During this time, terms such as 

soldiers' heart (linking PTSD to cardiovascular dysfunction) and nostalgia (homesickness) were 
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commonly used to describe the effects the trauma had on these soldiers. Later during World 

War I and II, newer terms such as shell shock and battle fatigue were introduced to describe 

symptoms of trauma.  

It was not until the Vietnam War that the concept of “traumatic neuroses” was revisited 

and the new term, posttraumatic stress was introduced as the public increasingly began to 

acknowledge the need for mental health interventions specifically for veterans (Fette et al., 

2019; Van der Kolk, 2000). Trauma was officially established as a mental disorder diagnosis in 

the Diagnostic and Statistical Manual for Mental Disorders (DSM-III) released in 1980. This 

manual recognized the long-term effects of trauma on occupational functioning (Fette et al., 

2019). In recent literature, trauma has been identified as a widespread health concern and has 

recently been acknowledged as a public health issue and epidemic (Marvin & Robinson, 2018; 

Menschner & Maul, 2016, p10). Menschner and Maul (2016) mention trauma as a public health 

concern requiring the same education campaigns as other health issues including seat belt use 

and anti-smoking efforts.  

Trauma-Informed Care (TIC) 

Throughout the literature, terms such as trauma-informed approach, trauma-informed 

care, trauma-informed programs, and trauma-specific services are often referenced. Trauma-

informed care (TIC) and trauma-informed care approaches (TIA) are often used interchangeably 

while trauma-specific services are a distinctly different entity. Trauma-informed care is an 

approach that acknowledges the prevalence and long-term effects of trauma while seeking to 

minimize triggers and prevent re-traumatization (SAMHSA, 2014).  The Trauma-Informed Care 

Implementation Resource Center (2020) for example, uses the terms trauma-informed care and 

trauma-informed approaches interchangeably while using terms such as trauma-informed 
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services and trauma-informed organizations to describe other areas that can be trauma-

informed. In essence, a trauma-informed approach to care is trauma-informed care, while a 

trauma-informed approach to a service is a trauma-informed service.  

One of the leading and most referenced organizations in trauma-informed is the 

Substance Abuse and Mental Health Services Administration (SAMHSA, 2014), who created 

the 7 key principles to a trauma-informed approach. SAMHSA refers to their trauma-informed 

technique as an approach, while referring to it once as trauma-informed care (SAMHSA, 2014). 

Similarly, Anyikwa (2016) states in her article that she would be using trauma-informed care 

and trauma-informed approaches interchangeably.  Trauma-specific services, unlike TIC and 

TIA, are intervention-based services that focus on treating specific symptoms of trauma whereas 

TIC and TIA are an approach to the interventions (Anyikwa, 2016). For the purpose of this 

study, trauma-informed care was used when referencing this approach.                                                                       

Adverse Childhood Experiences  

While trauma can occur at any stage in the lifespan, one of the more researched 

traumatic experiences, Adverse Childhood Experiences (ACEs) are traumatic experiences that 

specifically occur during childhood and often can cause complex trauma and more severe 

trauma responses that can persist throughout the lifespan (Fette et. al, 2019; Hussey et. al, 

2007). One of the earliest studies known to examine trauma was a study that investigated 

children’s reactions to disaster was completed in 1956 by Perry who studied traumatized 

children who were in a building struck by a tornado. Perry concluded that suppressing 

children’s questions, ideas, or emotions resulting from trauma increased the likelihood that they 

would develop maladaptive coping behaviors (Perry, 1956). Later, Terr (1979) studied children 

who had been kidnapped and endorsed a need for a child-specific assessment tool and 
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intervention methods due to the unique trauma responses in children (specifically trauma-

inspired play). The third edition of the Diagnostic and Statistical Manual of Mental Disorders 

(DSM-III, 1980) included for the first time a diagnosis of trauma and its impact on functioning. 

Ogawa (2004) indicated that this resulted in a focus of research that addressed children who 

experienced trauma. 

 Later when the term ACEs became a more focused topic of study, the Center for Disease 

Control and Prevention (CDC) published a study proposing that ACEs could be a risk factor for 

the development of self-destructive behaviors and long-term/chronic illnesses. The study not 

only indicated that two in three adults experienced one ACE, but there was evidence that of 

these individuals, one in five experienced 3 or more ACEs (Carr & Hancock, 2017; Fette et al., 

2019). In 2001, the September 11th terrorist attacks also sparked increased awareness of the 

specific needs of children who have experienced trauma. More specifically, play was being re-

evaluated as a potential tool to help children cope with their symptoms of trauma (Ogawa, 

2004). Later in 2008, the National Survey of Children’s Exposure to Violence was completed; 

findings indicated that 60% of children who participated in the study had been exposed to 

violence at least once during the year prior of which 38% identified experiencing more than one 

violent event during the year prior (Fette et al., 2019; Finkelhor et al., 2009).  

Types and Symptoms of Trauma 

Types of Trauma 

 There is research that has identified different types of trauma including type I and type II 

(Terr, 1991), with later research introducing a third type, type III (Solomon & Heide, 1999).  

Others have identified them as categories of acute; long-term or complex (De Vries et al., 2017; 
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Gangi & Barowsky, 2009), as well as vicarious or secondary trauma (Gibson, 2018). Each of 

these terms are briefly defined below.  

  Terr (1991) identified type I and type II trauma levels. Type I trauma is characterized by 

being a single event or experience that is unexpected and sudden in nature and is often publicly 

witnessed. Examples of type I trauma may include terrorist events, natural disasters, a single 

rape or assault, or events that affect people from multiple households. Individuals who 

experience type I trauma often experience perceptual dysfunction as a result including, but not 

limited to, hallucinations or disorientation. Type II trauma is characterized by a long-term 

experience or ordeal that results in multiple stressors. Repeated abuse or maltreatment typically 

results in type II trauma (Ogawa, 2004; Solomon & Heide, 1999; Terr, 1991). Dysfunctions that 

are common in individuals who have experienced type II trauma can include absence of feeling 

(emotional numbing or dissociation), rage (against self or others), and depression (Terr, 1991). 

 Solomon and Heide (1999) proposed a third type of trauma - trauma III which actually 

proposes type II should be split into moderate repeated traumas (type II) which includes events 

like repeated fondling by a neighbor or moderate repeated physical or emotional abuse and 

extreme repeated abuse (type III) which includes multiple violent experiences that start at an 

early age and persist for many years. It should be noted that type III trauma results in severe 

psychological effects and often require different interventions than types I and II (Solomon and 

Heide, 1999). 

 Trauma has also been categorized as acute; long-term or chronic; and complex. 

According to De Vries et al (2017), acute trauma refers to trauma that entails a single event such 

as a natural disaster or witnessing the loss of a loved one, similar to type I trauma as mentioned 

by Terr et. al (1991). Long-term trauma is repetitive traumatic experiences or a traumatic event 
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that lasts for a long period of time such as living with a chronic illness, living through civil 

unrest, or experiencing repetitive abuse (De Vries et al., 2017; Gangi & Barowsky, 2009). 

Lastly, complex trauma involves “...multiple, early, and prolonged interpersonal child 

victimization experiences with disturbances in the parent-child attachment system” (Hussey et 

al., 2008, p.112). It should be noted that complex trauma has many similarities to type III 

trauma, as they are both characterized by early and repeated abuse or mistreatment.  

In addition to these categories of trauma, vicarious trauma and secondary traumatic 

stress are two additional types of traumas.  There are various terms in trauma work that can 

explain the different exposures and effects of different traumatic experiences. Vicarious trauma, 

for example, can best describe a type of trauma that is the result of work and engagement with 

others’ traumatic experiences that can lead to negative long-term implications. Secondary 

traumatic stress, however, is best explained as a type of trauma typically experienced by trauma 

workers that involve symptoms that can mimic those experienced by people with posttraumatic 

stress disorder (PTSD) (Gibson, 2018). One of the key differences between these types of 

trauma is that vicarious trauma occurs with repeated exposure to the traumatic stories or events 

of others whereas secondary traumatic stress refers to the emotional response one has when they 

hear the traumatic experiences of one or more individuals.  

Diagnoses Associated with Trauma 

 One of the most common diagnoses associated with trauma is posttraumatic stress 

disorder or PTSD. PTSD is often known to go undiagnosed until later in life or when an 

individual experiences retraumatization. Regardless of the implications of such diagnosis, PTSD 

makes the connection between an individual’s history of trauma and the symptoms they 

experience as a result. The diagnosis is often characterized by the presence of symptoms 
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including, but not limited to, intrusive and recurring nightmares, flashbacks or memories, 

avoidance of reminders of the traumatic event, irritability, social dysfunction, and sleep 

disturbance (ADAA, 2021; Griffin, 2005; Ogawa, 2004).  

  Ogawa (2004) mentions how the diagnosis heavily relies on patient verbalizations of 

their symptoms, which can be challenging for children with limited cognition and language 

skills. This could serve as a barrier for providers to accurately assess the needs and symptoms of 

children and could cause children to be under diagnosed with PTSD (Ogawa, 2004). In the 

DSM 5 (the most recent addition of the DSM), PTSD was included in a new category: Trauma 

and Stressor Related Disorders. The criteria for a diagnosis of PTSD include: the presence of 

one or more intrusion symptoms that are associated with the traumatic event(s), persistent 

attempts to avoid stimuli associated with the traumatic event(s), two or more negative changes 

in mood or cognition following the traumatic event(s), and two or more alterations in arousal or 

activity that are associated with the traumatic event(s) (DSM5, 2013).  

Individuals living with PTSD and Substance Use Disorder (SUD) account for one of the 

largest populations seeking mental health services (Leighton & Johnson. 2021). According to 

Lamson et al. (2013), less than half of all individuals with PTSD can relieve their symptoms 

with medication and traditional psychotherapy (Lamson et al., 2013). Nearly 80% of all 

individuals with PTSD have at least one comorbid disorder (Grinage, 2003).  

Very similar to PTSD, Acute Stress Disorder (ASD) is a disorder characterized by many 

of the same symptoms as PTSD, but with symptoms lasting less than 1 month after the trauma 

(ADAA, 2021). Another key difference between PTSD and ASD is that the DSM- 5 emphasizes 

the dissociative symptoms in an ASD diagnosis, due to the extreme stress reaction following the 

traumatic event (Casey & Strain, 2016). 
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In addition to this, adjustment disorders are another common diagnosis associated with 

trauma. Individuals with adjustment disorders often have increased anxiety, depressive 

symptoms, and difficulty coping with emotions (Casey & Strain, 2016). Emotional and 

behavioral disturbances that occur with adjustment disorders can be caused by any identifiable 

stressor, but are often a response to trauma (ADAA, 2021).  

Borderline Personality Disorder (BPD) is another common diagnosis in individuals with 

a history of trauma. Borderline Personality Disorder is characterized by “a pervasive pattern of 

emotional dysregulation, impulsiveness, unstable sense of identity and difficult interpersonal 

relationships'  (Cattane et. al, 2017). BPD is known to often be the result of various 

vulnerabilities and ACEs. It is important to note that the emotion dysregulation that often exists 

within individuals with BPD could be the result of emotional experiences during childhood and 

a lack of healthy coping mechanisms to manage and understand emotions. Cattane et al. (2017) 

also endorsed the potential for BPD symptom severity to be directly correlated with ACEs. 

(Bannister, 2003; Cattane et. al, 2017).  

Other diagnoses that are frequently associated with trauma can include Oppositional 

Defiant Disorder, Conduct Disorder, Attention Deficit Disorder, Major Depressive Disorder, 

Obsessive-Compulsive Disorder, and Anxiety Disorders. It should also be noted that these 

disorders are more common in individuals who have experienced Type II or Type III trauma 

whereas other disorders including Schizophrenia and Bipolar Disorder are more common in 

individuals who have experienced type III trauma (Carr & Hancock, 2017; De Vries et al., 

2017; Fette et al., 2019; Menschner & Maul, 2016; Ogawa, 2004; Solomon 1999). 
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Populations at Risk for Trauma 

  While any population could experience a traumatic event at some point in their life, 

certain populations are at a greater risk of experiencing a traumatic event or traumatic 

experiences. One of the most vulnerable populations for experiencing trauma are individuals 

with disabilities (especially children). While many children are exposed to bullying in schools, 

children with disabilities are targeted at a higher rate and experience school assaults and 

violence at a higher rate than non-disabled children (Fette et al., 2019; Jones 2012). Another 

important consideration to make when examining trauma as it impacts children with disabilities 

is that these individuals may experience challenges with verbalizing their traumatic experiences 

due to their age or cognitive development (Hussey et al., 2008). 

Children who undergo hospitalizations may be exposed to trauma from procedures, 

surgeries, and treatments that could be painful or frightening. SAMHSA (2014) explains this by 

stating, “the public institutions and service systems that are intended to provide services and 

supports to individuals are often themselves trauma-inducing” (p.2). It is estimated that nearly 

10-15 percent of all children who are hospitalized will develop PTSD (Maps, 2016). When a 

child is hospitalized, they may experience “medical trauma”, becoming confused, disoriented, 

or distressed by the complex nature of various medical procedures while some treatments they 

receive could even cause changes in cognitive functioning or hallucinations (Maps, 2016).  

 Individuals experiencing homelessness are another population that is at a high risk of an 

adverse or traumatic experience. Many homeless individuals have a lifestyle that comes with a 

predisposition to experiencing sexual assault, physical violence, and neglect. While 

homelessness can be a risk factor for experiencing trauma, it is also worth mentioning that past 

traumatic experiences and ACEs can be a risk factor for becoming homelessness (Fette et al., 
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2019). Lesbian, gay, bisexual, transgender, or otherwise queer-identifying (LGBTQ+) 

individuals who are homeless face an even greater risk of experiencing trauma. In a study by 

Fette et al., two-thirds of all participants (who identified as both LGBTQ+ and homeless) had 

experienced child abuse, while 95% reported having experienced trauma including assault, 

trafficking, violence, and robberies (Fette et al., 2019).  

 Other at-risk populations for trauma exposure are racial and ethnic minorities. Roberts et 

al. (2010), found that individuals who identify as Black have the highest lifetime prevalence of 

PTSD in comparison to other racial groups. While this is the case, this study also found that this 

group were less likely to seek treatment than their White counterparts. Potential explanations for 

this could include the stigma surrounding mental illness, racial bias in providers, fear of asking 

for help, and the lack of access to mental health care (especially in lower-income communities) 

(Roberts 2010).  

Symptoms and Effects of Trauma 

  Trauma can have both physiological and psychological effects on an individual and can 

affect all domains of functioning including social, emotional, cognitive, physical, and spiritual. 

According to Mikal-Flynn et.al, (2018), “Trauma is the number one cause of death for 

individuals ages 1 to 46 in the United States and accounts for 41 million emergency room visits 

and 2.3 million hospital admissions a year” (p. 270). Psychological effects of trauma may 

include (but are not limited to) generalized anxiety, irritability, fear, intrusive thoughts, 

difficulty concentrating, challenges learning (Fette et al., 2019), visual flashbacks, social 

phobia, futurelessness (Ogawa, 2004), hyperactivity, aggression, dissociation, memory 

dysfunction, and disruption of self-identity (Carr & Hancock, 2017).  
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One of the most mentioned symptoms of trauma is the presence of triggers. According to Arai et 

al. (2008), 

 By denying the occurrence of a stressful event or traumatic situation, and attempting to 

postpone dealing with the feeling, associated feelings may actually impede daily life 

functioning by initiating the stress response via intrusive thoughts, which stem from the 

appearance of an unsuspecting trigger. Such triggers may include persons, places, 

sounds or smells, then elicit memories of the traumatic event (p.30) 

 Hussey et al. (2008) identified social reciprocity as another common symptom of 

trauma. Social reciprocity is best defined as “the social exchanges that involve positive 

interactions between individuals” (Hussey et al., 2008, p. 116). This symptom is particularly 

common in individuals who experienced childhood trauma or abuse and likely developed 

maladaptive social behaviors as a result. Healthy social reciprocity refers to a “give and take” 

relationship in which both parties can engage empathetically and with social understanding. In 

individuals who have experienced trauma, the ability to trust another person may be challenging 

and could inhibit the development of other social skills (Hussey et al., 2008).   

Trauma can cause physiological changes in the brain that can explain many of the 

psychological symptoms experienced by those who have endured trauma. Solomon & Heide 

(2005) mention, “traumatic experience causes both immediate and long-term endocrine changes 

that affect metabolism and neurophysiology” (p. 52). For example, trauma has been noted to 

leave damage to the limbic system, more specifically the hippocampus and the amygdala. The 

hippocampus is the area of the brain that consolidates memories while the amygdala processes 

memories, emotions and decision making. When an individual has experienced a traumatic 

event, their hippocampus is likely to become smaller, making it more difficult for the individual 
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to recall memories and differentiate between recent and past experiences (Thatcher, 2019). In 

individuals with PTSD, the amygdala is also affected by becoming more hyper-active. 

Typically, this is most noticeable when the individual encounters stimuli that triggers thoughts 

of the past trauma, which can cause an intense emotional response (Thatcher, 2019).  

The sympathetic nervous system is also affected immediately when it perceives danger 

or threats (as occurs during traumatic experiences). As a result of this perceived danger, there is 

an increase in hormone secretion including epinephrine and norepinephrine (Solomon & Heide, 

2005). The increase in epinephrine and norepinephrine can trigger fight or flight responses in 

the affected individuals (Carr & Hancock, 2017; Solomon & Heide, 2005). Traumatic events 

also overwhelm the brain, causing a diminished capacity to process information (Solomon & 

Heide, 2005). Additional long term physiological risks of trauma may include obesity, heart 

disease, liver disease, stroke, lung cancer (Fette et al., 2019), substance misuse (Marvin & 

Robinson, 2018; Menschner & Maul, 2016), and sexually transmitted diseases (Menschner & 

Maul, 2016). McFarlane (2010) also mentions, “there is longstanding interest in the effects of 

stress on health, due to the strain that it places on the adaptive capacity of individuals, which 

thereby leads to an increased risk of disease” (p.5). 

Leisure Avoidance 

While there are several physical and psychological effects of trauma, trauma can also 

impair other areas of functioning. For example, trauma can have a unique impact on an 

individual’s leisure lifestyle and can manifest in the form of leisure avoidance. Individuals who 

have experienced trauma often develop habits either intentionally or unintentionally to avoid 

triggers or reminders of traumatic experiences (Ross, 2003). Avoidance behaviors in leisure can 

include isolation in leisure, avoidance of leisure, busy leisure lifestyles, and self-harm in leisure.  
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Isolation in leisure typically refers to the reenactment of being abandoned or rejected 

and is the outcome of a lack of trust in self or others. This leisure avoidance category is 

distinctly different from solitary leisure in which an individual participates in healthy leisure 

activities independently. Isolation in leisure, however, involves a pattern of isolation from 

others when specific emotions are experienced (usually fear, anxiety, or sadness) (Bannister, 

2003; Griffin, 2005; Ross, 2003). This could impact the social functioning of the individual and 

could result in the development of maladaptive coping mechanisms. 

Avoidance of leisure is characterized by a fear of disappointing or being disapproved of 

by others in which the individual avoids leisure experiences due to a fear of failure, 

perfectionism, or fear of feeling worthless. In this category, any leisure involvement will reflect 

the needs of others rather than the needs of the individual and will avoid any potential conflict.  

In busy leisure lifestyles, the individual avoids dealing with unwanted emotions by 

“numbing” themself with excessive leisure involvement. An individual whose behavior falls in 

this category is likely to spend excessive time on leisure activities and other daily activities to 

avoid having “downtime” where they would risk confronting their emotions (Bannister, 2003; 

Ross, 2003). 

The last category of leisure avoidance, self-harm in leisure is characterized by 

involvement in purple leisure activities, or leisure activities that can result in negative health 

consequences (Bannister, 2003; Ross, 2003). Common activities may include unsafe sex or sex 

activities (unprotected or without the use of birth control), substance use, or alcohol use. Some 

individuals may pursue activities that are higher risk for the sole purpose of being exposed to 

the potential danger to themselves. Some activities could include rock climbing, racing, and 

mountain biking. (Bannister, 2003; Ross, 2003). 
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Resiliency and Trauma 

While there are a significant number of negative effects that trauma can have on an 

individual, there is evidence that individuals can experience growth or resilience after trauma. 

Resilience, as defined by the American Psychiatric Association (APA) is “the process of 

adapting well in the face of adversity, trauma, tragedy, threats, or significant sources of stress—

such as family and relationship problems, serious health problems, or workplace and financial 

stressors” (2012). More specifically, posttraumatic growth refers to the development of positive 

adaptations that result from the trauma and not in spite of it. This positive change may appear in 

the form of improvements in relationships, spiritual changes, perception of self as being 

stronger, and motivation by hope. (Aslam, 2015). Mikal-Flynn et al. (2018) mention that “To 

overlook or fail to support this human growth mindset and practice limits and undermines the 

survivors’ inner strength and potential” (p.272). When practitioners fail to recognize the growth 

that can co-occur with trauma, individuals may underestimate their ability to survive or cope 

with their trauma (Mikal- Flynn et al., 2018).  

Disciplines Addressing Trauma 

Medicine 

 Early psychiatrists regarded psychological trauma as being one of the root causes or 

contributing factors to psychopathology (Van der Kolk, 1987). Psychiatry has addressed 

psychological trauma through the use of various medications to treat the symptoms of trauma. 

One such category of medications, antidepressants, are often used to treat mood related 

symptoms in patients with trauma as well as minimizing the occurrence of flashbacks and 

nightmares (Van der Kolk, 1987).  
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Social Work 

Social work is a discipline that has not only been known to address trauma through 

interventions, but also to incorporate TIC into practice (Knight, 2015). Some ways social work 

has incorporated this is through emphasizing the importance of understanding a client’s trauma 

history when providing them treatment. Knight (2015) mentions how a good social worker 

acknowledges the trauma of their clients while not ruminating on their negative experiences in 

excess. In the University of New England’s “Social Work: Making a difference with PTSD 

Treatments” blog post, some common treatments used to treat symptoms of trauma are listed 

including Trauma-based Cognitive Behavioral Therapy (T-CBT); Eye Movement 

Desensitization and Reprocessing (EMDR); and crisis response planning (2020).  

Creative Therapies 

 Creative therapies encompass the use of therapeutic interventions some of which include 

art therapy, music therapy and dance or movement therapy. These interventions share an 

element of creativity that allows survivors to openly express their thoughts and feelings. 

Bannister (2003) specifically states “the creative therapies have the capacity for recreating 

attachment processes in addition to involving the body as well as the mind” (p.3). 

Art Therapy. Art therapy has been an effective tool in allowing survivors to explore 

and validate their emotions in a safe and therapeutic environment (Gibson, 2018). Visual 

journaling is just one type of art intervention used with survivors of trauma. This intervention 

involves documenting feelings, experiences, and thoughts through the use of art. Some themes 

addressed in visual journaling include loss, hope, pain, and strength (Gibson, 2018).  

 In addition to visual journaling, portrait therapy is another art intervention commonly 

used among this population. Portrait therapy involves depicting images representing parts of the 
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individual’s identity with the goal of redefining survivors’ self-identity. This intervention 

acknowledges the prevalence of identity concerns among survivors of trauma and seeks to 

rebuild trust through the therapeutic art relationship between therapist and client (Carr and 

Hancock, 2017).  

Music Therapy. Music therapy has been used with both children and adults who have 

experienced trauma. Music allows participants to express their emotions in a healthy manner 

and is used as a grounding technique when participants experience triggers, intrusive thoughts, 

or unwanted memories (Landis-Shack, 2017). Music has also been shown to provide an outlet 

for traumatized children to address self-esteem, aggression, behaviors, and emotions. Hussey et 

al. (2007) describe how music therapy interventions can also help children develop an 

understanding of social reciprocity (ability to reciprocate healthy communication and form 

healthy relationships), a skill that traumatized children often struggle with. 

Recreation Therapy. Recreation therapy is a process using activity-based interventions 

in a goal-directed environment to promote well-being, psychological and physiological health, 

and recovery (ATRA, 2015).  Recreation therapy uses a strengths-based approach to support 

and empower clients while also connecting them to community resources for continued support 

(Mikal-Flynn et al., 2018). Recreation therapy interventions can include the use of physical 

activities, games, sports, play, art, horticulture, animals, music, and crafts. Certified Therapeutic 

Recreation Specialists (CTRS) can also address a variety of treatment goals to improve the 

quality of life of clients who have experienced trauma. Some of these goals could include the 

development of leisure skills, coping with flashbacks, anxiety, and triggers, and adjusting to 

changes in lifestyle and identity (Griffin, 2005; Mikal-Flynn et al., 2018) 
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 As mentioned, leisure lifestyles can be negatively impacted by exposure to trauma which 

can lead to leisure avoidance. Leisure interventions facilitated by CTRSs aim to educate 

participants on healthy leisure activities, skills, and resources. Leisure Connections was 

facilitated by Griffin (2005) to create a safe environment in which participants who had 

experienced trauma could join process groups, psycho-educational groups, and experiential 

groups to work on their goals and develop healthy coping skills. Patients were given the 

opportunity to share how the group education applied to their individual experiences. Through 

leisure interventions, opportunities for self-reflection are typically at the forefront of the 

intervention (Griffin, 2015).  

Trauma-Informed Care (TIC) 

Trauma-informed care (TIC) is an approach that recognizes the impact and prevalence 

of trauma and utilizes this knowledge in practice and procedure to prevent re-traumatization and 

promote healing from trauma (Fette et al., 2019; Marvin & Robinson, 2018; Menschner & 

Maul, 2016). Though TIC seeks to prevent re-traumatization for survivors of trauma, it can be 

implemented across populations and settings at both the individual treatment level and at an 

institutional level. TIC can develop a culture of care within an organization through personnel 

training (for all disciplines) to encourage the use of its principles in everyday practice. 

Purpose of Trauma-Informed Care 

 One of the primary goals of trauma-informed care is to prevent re-traumatization in 

clients through the understanding of trauma and the needs of survivors of trauma (Fette et al., 

2019; Norton et.al, 2017). Daily operations and procedures do always have the potential to 

trigger traumatic responses in patients and can hinder their healing process (Marvin and 

Robinson, 2018). Fette et al. (2019) also point out that 
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 Given the long-term effects of adverse experiences in childhood, it is particularly 

important that all disciplines working in health care assess trauma; address safety in 

schools and the community; build strengths and resilience; and provide opportunities for 

educational, economic, and social success (p. 2).  

Trauma-informed care provides benefits for clients and staff alike. For example, 

implementation of TIC has been shown to effectively reduce occurrences of restraint and 

seclusion in psychiatric hospitals (Fette et al., 2019) which can decrease staff workload and 

prevent patients from becoming re-traumatized in restraints. Trauma-informed care also 

encompasses being aware of the symptoms of trauma to avoid confusing them with behavioral 

disorders (Fette et al., 2019). This can assist staff in knowing how to appropriately respond and 

avoid secondary traumatic stress (Menschner and Maul, 2016).  

 Programs that are trauma-informed are especially beneficial for clients in providing 

them a sense of connectedness and a safe, supportive space to work on their goals (Leighton et 

al., 2021). These interventions do not simply seek to stabilize symptoms of trauma but promote 

overall quality of life, growth, change, and long-term safety (Norton et.al, 2017). 

TIC is also a low-cost and even cost-saving tool that is utilized to improve the 

experiences of patients and staff. Menschner and Maul (2016) argue that “Implementing 

trauma-informed approaches to care may help health care providers engage their patients more 

effectively, thereby offering the potential to improve outcomes and reduce avoidable cost for 

both health care and social services” (p. 2). One cost-saving characteristic of TIC is the 

prevention of secondary traumatic stress in staff which can lead to chronic fatigue, burn-out, 

decreased concentration, or physical illness. This can decrease staff turnover rates and improve 
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productivity (Menschner and Maul, 2016). 

Principles of Trauma-Informed Care 

There are 6 key principles that (SAMHSA) has identified as being the hallmarks of 

using a trauma-informed approach. These principles have been adopted by the Center for 

Disease Control and Prevention (CDC) and have been cited throughout the literature as a key 

element of TIC. These principles include safety, trustworthiness/transparency, peer support, 

collaboration/mutuality, empowerment, voice and choice, and cultural, historical, and gender 

issues (CDC, 2020; SAMHSA, 2014). 

Safety. One of the most critical and basic principles, safety, refers to the concept that 

every individual involved with treatment (patient, staff, family etc.) should feel emotionally and 

physically safe (SAMHSA, 2014). This involves assessing the physical treatment environment 

for potential triggers and ensuring all staff-client interactions are promoting a safe and 

comfortable environment (SAMHSA, 2014). Safety is regarded as one of the most important 

principles of TIC and involves asking for the client’s consent throughout the treatment process 

(Fette et al., 2019). 

Trustworthiness/Transparency. Trustworthiness/transparency is the principle 

outlining that information about organizational decisions and goals should be made accessible 

to clients, staff, and families. This principle highlights the necessity to involve clients in the 

treatment process informing them of all treatments, assessments, and other tasks they may 

encounter (Fette et al., 2019).  

Peer Support. SAMHSA (2014) explains the peer support principle as a “key vehicle 

for establishing safety and hope, building trust, enhancing collaboration, and utilizing their 

stories and lived experience to promote recovery and healing” (p. 11).  SAMHSA also 
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emphasizes that a” peer” refers to any individual who has either experienced a traumatic event 

or had a close relationship with someone who has. This peer could be another patient receiving 

treatment or a friend or acquaintance who has similar experiences 

Collaboration/Mutuality. This refers to the concept that clients should be involved in 

their own treatment planning process with shared decision making. Following up on client 

concerns and ideas is one method where practitioners can collaborate and build rapport with the 

survivors (Fette et al., 2019). 

Empowerment, Voice, and Choice. This is the belief that clients should be uplifted and 

encouraged to acknowledge their strengths and utilize them to pursue their goals. This can be 

done by fostering a positive and supportive environment (Fette et al., 2019).  

Cultural, Historical, and Gender Issues. Lastly, this principle refers to the prevention 

of organization biases, stereotypes, or harmful narratives surrounding different identities 

(SAMHSA 2014). A large component of this principle is recognizing the prevalence of 

historical trauma and communities that are largely affected by it (Fette et al., 2019). 

Assumptions to a Trauma Informed Approach 

 In addition to the 6 guiding principles to trauma-informed care, SAMHSA (2014) also 

outlined key assumptions to a trauma-informed approach, calling them “The Four R’s”. These 

key assumptions include realize, recognize, respond, and resist re-traumatization. SAMHSA 

(2014) states:  

A program, organization, or system that is trauma-informed realizes the widespread 

impact of trauma and understands potential paths for recovery; recognizes the signs and 

symptoms of trauma in clients, families, staff, and others involved with the system; and 



26 

 

responds by fully integrating knowledge about trauma into policies, procedures, and 

practices, and seeks to actively resist re-traumatization (p. 9). 

 Resisting re-traumatization is one of the most critical characteristics of trauma-informed 

practice. If a client is traumatized during treatment, it could prevent them from seeking future 

treatment, worsen existing symptoms, and contributing to the onset of new symptoms. 

Grossman et al. (2021) explain how healthcare settings can unintentionally re-traumatize or 

traumatize clients, especially underrepresented populations including gender ethnic, racial, and 

social minorities; individuals with a lower socio-economic status; and individuals with 

disabilities. It is widely understood that in order to be trauma informed an individual or 

organization must subscribe to this framework of assumptions while simultaneously integrating 

the 6 principles into day-to-day operations (SAMHSA, 2014).  

Approaches to Trauma-Informed Care 

Approaches to trauma-informed care involve various techniques and practices that can 

assist clinicians in appropriately serving clients with a history of trauma. Several approaches 

were mentioned in the literature that included suggestions either at the individual or 

organizational level.  Specifically in RT practice, one approach would be to focus on client 

strengths as a resource to promote healing; this can be done during assessments and 

documentation (Mikal-Flynn et al., 2018). Mikal-Flynn et al. (2018) mentioned, “Recreational 

therapists can empower individuals by detailing strengths and opportunities for participation as 

well as connecting them with local community programs that provide ongoing treatment and 

support” (p.278). 

Collaborating with patients during organizational decision-making is another key TIA. 

Menschner and Maul (2016) describe how a trauma-informed organization should have a 
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stakeholder committee that includes survivors of trauma to inform and guide the 

implementation of trauma-informed care and should include patients in forming their individual 

goals. In addition to this, while some policies and procedures can be triggering for survivors by 

eliciting unwanted feelings, frequent evaluation of organizational policies is one approach that 

can reduce the likelihood of re-traumatization in clients (Marvin & Robinson, 2018).  

 Another important trauma-informed approach is creating a safe atmosphere in the 

organization. This safe space must be informed by knowledge of trauma (and various potential 

spatial/environmental triggers) and by the knowledge of the cultural and gender makeup of the 

population served. Some ways to create a safe environment may include using inclusive and 

welcoming language on signs, making sure access to doors is clear and visible for clients, 

ensuring pedestrians do not loiter or congregate outside the building, and ensuring rooms are 

well lit (Menschner and Maul, 2016). With any intervention, it is imperative that the staff try to 

build rapport with the clients to foster a safer, trusting environment. Staff can do this by 

assessing the patient's readiness to confront the traumatic experience or effects of it (De Vries et 

al., 2017).  

Fette et al. (2019) outline more ways to approach trauma-informed care including 

providing TIC training for clinicians, fostering growth and positivity, asking for consent 

throughout the treatment process, and avoiding unnecessary or excessive questions about the 

traumatic experience. One specific approach to trauma-informed care is commonly known as 

MetaHabilitation. MetaHabilitation is a concept that “emphasizes the opportunity and necessity 

of treating traumatic experiences as profound occasions for individual growth” (Mikal-Flynn et 

al., 2018). As mentioned earlier, TIC is characterized by a strengths-based, person-centered 

approach which is directly practiced in MetaHabilitation. MetaHabilitation is a treatment 
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concept that can be applied to numerous settings to facilitate posttraumatic growth (Mikal-Flynn 

et al., 2018).  

Challenges of TIC Implementation 

While TIC is a beneficial and critical component of clinical practice, there are some 

barriers that organizations and individuals face in implementing it. Some of these challenges 

may include: staff feeling fearful of working with survivors of trauma, staff may not believe 

working with survivors of trauma is within their scope of practice, lack of training, role 

imbalances, confidentiality concerns, or overall lack of competence in TIC (Fette et al., 2019; 

Marvin and Robinson, 2018).  
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CHAPTER III: RESEARCH METHODS  

All data collected in this study was anonymous and was treated confidentially. This 

chapter outlines the study’s method of sampling, procedures, data collection tool, and data 

analysis plan. This study was determined to be exempt (category 2) by the Institutional Review 

Board (IRB) of the University of North Carolina at Greensboro. 

Sample 

 A sample was purchased from the National Council for Therapeutic Recreation 

Certification (NCTRC) who randomly selected a sample of 2500 active Certified Therapeutic 

Recreation Specialists (CTRSs) in the United States, Canada, and 15 other countries to obtain a 

representative sample that required response rate of 377 participants based on a 15% response 

rate. This number was based on a population size of 19000 current CTRSs and considered a 

margin of error of 5% and a confidence level of 95%. Based on several recent surveys using the 

national organization’s database and the short window of data collection, it was estimated there 

would be a 15% response rate. After approval from NCTRC was obtained, the sample received 

an email link to the 71 -item Qualtrics survey. To access the survey, participants had to click on 

the link in the email, which took them to a cover letter page that described the purpose of the 

study and asked for the participant’s consent to participate. Participants were only able to move 

forward to the survey if they indicated that they consented to participate. This researcher's 

contact information was provided for participants should they have any questions or concerns. 

Procedures 

An internet-based survey was chosen in order to be more time-efficient and cost-saving. 

Due to the short amount of time allotted for this study, the survey would reach a larger audience 

that was delivered through electronic mail. This method was less expensive than the cost of 
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supplies to deliver the surveys through postal mail. This survey was created using the Qualtrics 

software program that allowed participants to complete the survey on most personal electronic 

devices (such as cell phones and computers). Participants were sent an initial email blast with 

the link to the survey on March 11, 2022, and a second email blast reminder with the same link 

on March 18, 2022. Participants were able to complete the survey between March 11th and 

March 30th. The cost of this survey was funded by the Silvio and Gale Bedini Professional 

Development Award which was awarded by the Community and Therapeutic Recreation 

Department at the University of North Carolina at Greensboro. 

Data collection procedures included techniques endorsed by Dillman (1998) and 

considered factors that improve survey instruments including a welcome message that explains 

the purpose of the study and emphasizes the survey’s simplicity and including a first question 

that is simple and easy for all participants to answer. These techniques were implemented to 

encourage participants to complete the survey and to decrease the non-response rate.  

Data Collection Instrument 

 The survey instrument utilized in this study consisted of 71 questions and was composed 

of four main categories of questions: demographics (7 items), education (7 items), trauma-

informed care in RT practice (4 items), and TIC knowledge, competence, comfort, and barriers 

questions (53 items). Question formats included Likert scale items, partially close ended 

questions, and check all that apply questions. This survey utilized branching to minimize the 

total number of questions participants received and were based on responses from previous 

questions to gain more information related specifically to their responses. For example, those 

that indicated that they used TIC received additional questions regarding their practice, while 
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those who indicated they did not use TIC were asked questions exploring reasons why they 

were not using this approach.  

 A portion of the questions included in the survey were subscales from the Trauma-

Informed Care Provider Survey © 2021 v. 2.0 by the Center for Pediatric Traumatic Stress. 

Subscales used from the second version (2.0) of the provider survey include Knowledge of TIC, 

Competence and Comfort in Providing TIC, Barriers, and Practice Using Trauma-Informed 

Intervention. For this study, the competence and comfort in providing TIC was modified since 

the original 12 survey questions in this section only had respondents rate their competence level 

and did not rate comfort; the rating scale of Not competent, somewhat competent and very 

competent was used to respond to items in this subscale. Therefore, the same questions were 

asked in a comfort subscale using a rating scale of not confident, somewhat confident, and very 

confident. De-identified aggregate data was shared with the center following the completion of 

the study as this was part of the agreement in order to use these portions of the TIC Provider 

Survey in this research study. 

 Though the provider survey was initially created to survey pediatric providers, it was 

later adapted to use language that was more inclusive of other professions serving a wider 

variety of clientele (Bruce et al., 2018). Prior to the release of the 2.0 version of the provider 

survey, the original survey, consisted of 36 Likert scale questions was evaluated for face and 

content validity, construct validity, and reliability (King et al., 2019).  

 To measure the face validity of the Trauma-Informed Care Provider Survey © 2014, 

experts within the field of pediatric trauma were asked to review each survey question to assess 

the extent to which it would measure each factor. According to King et al. (2019), experts 

assessed factors including knowledge, attitudes, and practices related to TIC. All experts were 
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provided with definitions of the three factors of knowledge, attitudes, and practice to use when 

making determinations about specific items. The reviewers also provided feedback on whether 

items should be maintained on the instrument; one item was removed based on the reviewers' 

comments (King et al., 2019). When determining the content validity of the survey, experts 

were then asked to assess each item’s relevance to trauma informed practice, relevance to the 

associated factor, alignment with common wording that is utilized at the institution, and clarity 

of wording (King et al., 2019).  

 In addition to being evaluated for face validity, the survey was also assessed for 

construct validity, using a confirmatory factor analysis (CFA). According to King et al. (2019), 

the CFA was used 

 to assess the association between survey items and the 3 theorized latent factors, we 

assigned numeric values to each response for the analysis: Strongly disagree was 

assigned the value of 0, disagree a value of 1, neutral a value of 2, agree a value of 3, 

and strongly agree a value of 4 (p. 3). 

The CFA confirmed the use of a 3-factor structure and removed 7 items from the survey 

with 21 items remaining. Internal consistency for each factor was good with all Cronbach’s 

alpha values at or above 0.74 (King et al., 2019). This resulted in a total of 7 knowledge items, 8 

attitude items, and 6 practice items. 

The reliability of the survey was evaluated through assessing the internal consistency. 

This was executed through calculating Cronbach’s alpha for each factor every time CFA 

produced a model that was deemed acceptable (King et al., 2019). Limitations identified by the 

authors included using an existing instrument that did not undergo psychometric analysis; and 

did not evaluate criterion-related validity or other forms of reliability such as test-retest or 
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alternative forms. Another limitation included generalizability of the findings since the study 

used only one institution in the analyses. 

Data Analysis 

 Data were downloaded from Qualtrics into a data file using IBM SPSS Statistics 

(Version 28) predictive analytics software. The data analysis for this study consisted of 

percentages, means, chi-squares, t-tests, and analysis of variance (ANOVA). Descriptive 

statistics were used to report on the demographic information as well as reporting responses to 

individual survey questions. Chi-squares, t-tests, and ANOVAs were used to determine the use 

of TIC in RT practice, the extent to which TIC is included in RT education, the level of 

knowledge RTs have of TIC, and whether results differed by population and level of expertise.  

 Level of significance was set at .05. The Scheffe post hoc criterion for significance 

analysis was used as this method provides the most stringent error control (Kim, 2015) and 

protects against Type I error. The use of statistical significance (p-value) has been criticized as 

it does not address the practical significance of the results. Statistical significance is easier to 

achieve with large n-sizes and some question the practical differences found in comparing the 

mean scores (Sun et al., 2010). Effect size determines whether the statistical difference found 

between groups is meaningful. Partial Eta Squared (η2) is a statistical analysis used for 

ANOVA to measure effect size. Small effect size was set at 0.01, medium was 0.06, and large 

was 0.14 (Cohen, 1988). Cramer’s V is a statistical analysis used for Chi-Square tests to 

measure effect size. A small effect size is less than 0.2, a moderate effect size is less than 0.6, 

and a strong effect size is greater than 0.6 (IBM, 2021). Cohen’s d is a statistical analysis used 

for t-tests to measure effect size. A small effect size is 0.2, a medium effect size is 0.5, and a 

large effect size is 0.8 (Lakens, 2013). Moderate effect size or above were reported. 
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CHAPTER IV: RESULTS 

The purpose of this study was to a) identify CTRSs level of knowledge regarding the 

basic concepts of trauma-informed care, b) determine the extent to which TIC is incorporated in 

recreation therapy education, and c) identify the factors that influence the use of TIC in 

recreation therapy practice. The response rates, sample description, and results of the research 

questions were reported in this chapter. 

Sample  

 A randomly selected sample of 2500 CTRSs received an email from NCTRC inviting 

them to participate in this study. The email contained a link to the Qualtrics survey for those 

who wished to participate in the study. Participants then were provided with information about 

the study, and they had the opportunity to consent or decline participation in the study. The 

survey remained open for a total of 20 days; there was an initial invitation and a reminder sent 8 

days later. A total of 549 participants began the survey with 541 completing the survey for a 

response rate of 22%. It was determined that in order to obtain a representative sample of 

CTRSs, a total of 377 responses would be required. This was calculated based on a population 

of 19,000 CTRSs using a margin of error of 5% and a confidence level of 95%. Therefore, a 

response rate of 541 surpasses the required number of responses to be considered representative 

of the population. 

 The demographic questions in this study examined the populations served, setting, client 

age, years certified as a CTRS, employment status, gender identity, and level of education. The 

average years respondents were certified was over 13 years (M=13.44, SD=11.63) with a range 

of 0.5 to 46 years and a mode of 1 year. Most survey respondents indicated that they worked 

full-time (74.3%, n=402). A total of 359 (71.5%) participants identified a bachelor’s degree as 
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the highest level of education earned, while 26.9% (n=135) earned a master’s degree and 1.6% 

(n=8) earned a doctorate degree. Behavioral health was the population that had the largest 

percentage of CTRSs with 194 participants (38.6%). A total of 64 CTRSs (12.7%) indicated 

they work in physical medicine and rehabilitation.  There were 84 survey respondents (16.7%) 

that identified working with geriatric clients. A total of 42 CTRSs (8.5%) work with clients who 

have intellectual or developmental disabilities, while 111 (22.1%) worked with “other” 

populations. Only 8 (1.6%) participants indicated working with veterans. It should be noted that 

the survey question addressing population served was a check all that apply question. This 

format resulted in some respondents indicating they served multiple populations (these 

participants were placed in the “other” category). It should also be mentioned that the original 

survey question did not have an option for “veterans”, however several CTRSs wrote this in the 

other section, so there may have been more CTRSs that worked with veterans. Table 1 includes 

a full breakdown of the demographics related to the respondents of the survey.  
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Table 1. Demographic Information about Respondents 

Characteristic N Percent 

Gender 

Female 

Male 

Non-Binary/third gender 

Prefer not to say 

 

438 

58 

4 

2 

 

87.3% 

11.6% 

0.8% 

0.4% 

Education 

Bachelor’s Degree 

Master’s Degree 

Doctoral Degree 

 

359 

135 

8 

 

71.5% 

26.9% 

1.6% 

Age 

Infant 

Toddler 

School aged 

Adolescents 

Adults 

Older adults 

Other 

 

13 

28 

110 

157 

327 

238 

7 

 

2.4% 

5.2% 

20.3% 

29.0% 

60.4% 

44.0% 

1.3% 

Population 

Behavioral Health 

Other 

Geriatrics 

Rehabilitation 

ID/DD 

VA 

 

190 

120 

84 

62 

39 

8 

 

37.8% 

23.9% 

16.7% 

12.3% 

7.8% 

1.6% 

Setting 

Inpatient hospital 

Other 

Community 

LTC 

Out-patient hospital 

Skilled Nursing 

Camp settings 

 

196 

96 

90 

58 

33 

28 

2 

 

 

39.0% 

19.1% 

17.9% 

11.5% 

6.6% 

5.6% 

0.4% 

Employment Status 

Full time 

Part time 

PRN 

Unemployed 

Other 

 

 

402 

52 

20 

9 

19 

 

 

80.1% 

10.4% 

4.0% 

1.8% 

3.8% 
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Research Question 1 

What is the level of knowledge regarding the basic concepts of trauma-informed care? 

 Survey participants were provided a series of 13 statements (from the TIC Provider 

Survey Knowledge Subscale, 2021) to assess their knowledge of TIC. Statements addressed the 

basic concepts of TIC including understanding the symptoms of trauma, secondary trauma, and 

screening for trauma. Participants identified whether they 1= strongly disagree, 2= disagree, 3= 

agree, or 4=strongly agree with each statement. A total of 395 participants completed all the 

knowledge subscale questions; they had an average score of 3.02 (SD=0.23), indicating most 

items were answered correctly by the respondents. The subscale had a potential score range of 

13-52 and participants’ scores ranged from 22-48. 

TIC Knowledge Scores by Level of Expertise 

A One-way Analysis of Variance (ANOVA) was conducted to analyze the knowledge 

scores of participants based on (a) their perceived level of expertise in TIC, and (b) the 

population served. The ANOVA by level of expertise had six levels: (a) no expertise (n = 38, 

9.7%), (b) novice (n = 112, 28.7%), (c) advanced beginner (n = 82, 21%), (d) intermediate (n = 

93, 23.8%), (e) advanced (n = 58, 14.9%) and (f) expert (n = 7, 1.8%). There was a statistically 

significant difference in scores. A Scheffe post hoc criterion for significance analysis was used 

as this method provides the most stringent error control (Kim, 2015) and protects against a Type 

I error. Although statistically significant differences were found (F (5,377) = 2.526, p = .029), 

there were no significant differences between expertise mean scores in the Scheffe analysis. In 

addition, the Eta-squared effect size was small (η2 = .032) - therefore, practical significance was 

not found in this analysis. Mean scores ranged from a low of M = 2.95 for those with no 

expertise to a high of M = 3.09 for advanced expertise. See Table 2 for results. 
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Table 2. One-Way Analysis of Variance on Trauma Informed Care Provider Survey: 

Knowledge, Competence, Comfort, and Barriers by Expertise  

Subscale  Source df SS MS F p 

Knowledge 

 

 

Competence*** 

 

 

Comfort*** 

 

 

Barriers*** 

 

 

Between Groups 

Within Groups 

Total 

Between groups 

Within Groups 

Total 

Between Groups 

Within Groups 

Total 

Between Groups 

Within Groups 

Total 

5 

377 

382 

5 

376 

381 

5 

373 

378 

5 

372 

377 

.625 

18.653 

19.278 

27.591 

38.164 

65.755 

22.750 

43.169 

65.919 

15.618 

58.335 

73.952 

.125 

.049 

 

5.518 

.101 

 

4.550 

.116 

 

3.124 

.157 

2.526 

 

 

54.367 

 

 

39.315 

 

 

19.919 

 

0.029 

 

 

.000 

 

 

.000 

 

 

.000 

***Significant at p = .001 

Scheffe Post Hoc Analysis Results for Knowledge Subscale by Expertise 

(I) Level of 

Expertise 

(J) Training Mean Difference 

(I – J) 

Standard 

Error 

Sig. 95% Confidence Interval 

Lower Bound Upper Bound 

No Expertise Novice 

Adv Beginner 

Intermediate 

-.05269 

-.10061 

-.04548 

.04181 

.04382 

.04303 

.902 

.386 

.952 

-.1925 

-.2472 

-.1894 

.0872 

.0460 

.0985 

 

 

 

Novice 

Advanced 

Expert 

 

No Expertise 

Adv Beginner 

Intermediate 

-.13968 

-.07259 

 

.05269 

-.04792 

.00721 

.04658 

.09149 

 

.04181 

.03262 

.03155 

.112 

.987 

 

.902 

.827 

1.000 

-.2955 

-.3786 

 

-.0872 

-.1570 

-.0983 

.0161 

.2335 

 

.1925 

.0612 

.1127 

 Advanced 

Expert 

-.08699 

-.01990 

.03625 

.08668 

.332 

1.000 

-.2082 

-.3099 

.0343 

.2701 

Advanced 

Beginner 

No Expertise 

Novice 

Intermediate 

.10061 

.04792 

.05513 

.04382 

.03262 

.03418 

.386 

.827 

.761 

-.0460 

-.0612 

-.0592 

.2472 

.1570 

.1695 
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Advanced 

Expert 

-.03907 

.02802 

.03765 

.008728 

.960 

1.000 

-.1680 

-.2653 

.0899 

.3213 

 

Intermediate 

 

 

 

 

 

Advanced 

 

 

 

 

 

Expert 

 

No Expertise 

Novice 

Adv Beginner 

Advanced 

Expert 

 

No Expertise 

Novice 

Adv Beginner 

Intermediate 

Expert 

 

No Expertise 

Novice 

Adv Beginner 

Intermediate 

Advanced 

 

.04548 

-.00721 

-.05513 

-.09420 

-.02711 

 

.13968 

.08699 

.03907 

.09420 

.06709 

 

.07259 

.01990 

-.02802 

.02711 

-.06709 

 

 

.04303 

.03155 

.03418 

.03765 

.08728 

 

.04658 

.03625 

.03855 

.03765 

.08908 

 

.09149 

.08668 

.08767 

.08728 

.08908 

 

 

.952 

1.000 

.761 

.284 

1.000 

 

.112 

.332 

.960 

.284 

.989 

 

.987 

1.000 

1.000 

1.000 

.989 

 

 

.0985 

-.1127 

-.1695 

-.2201 

-.3191 

 

-.0161 

-.0343 

-0899 

-.0318 

-.2309 

 

-.2335 

-.2701 

-.3213 

-.2649 

-.3651 

 

 

.1894 

.0983 

.0592 

.0318 

.2649 

 

.2955 

.2082 

.1680 

.2201 

.3651 

 

.3786 

.3099 

.2653 

.3191 

.2309 

 

 

TIC Knowledge Scores by Population Served 

A second ANOVA was conducted to determine whether knowledge mean scores 

differed between the population served. There were five categories: (a) behavioral health (n = 

194, 38.6%), (b) physical medicine and rehabilitation (n = 64, 12.7%), (c) geriatrics (n = 44, 

16.7%), (d) intellectual/developmental disabilities (n = 42, 8.3%), (e) Other (n = 111, 22.1%), 

and (f) Veterans (n = 8, 1.6%). No statistically significant difference in knowledge by 

population served was found (F (5,389) = 1.261, p= .280). Mean knowledge scores ranged from 

M = 2.95 for those working intellectual/developmental disabilities to a high of M = 3.12 for 

those working with veterans. See Table 3. 
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Table 3. One-Way Analysis of Variance on Trauma Informed Care Provider Survey: 

Knowledge, Competence, Comfort, and Barriers by Population and Scheffe Post Hoc 

Analysis Results 

Subscale  Source df SS MS F p η2 

Knowledge 

 

 

Competence*** 

 

 

Comfort*** 

 

 

Barriers*** 

 

 

Between Groups 

Within Groups 

Total 

Between groups 

Within Groups 

Total 

Between Groups 

Within Groups 

Total 

Between Groups 

Within Groups 

Total 

5 

389 

394 

5 

388 

393 

5 

381 

386 

5 

381 

386 

.319 

19.663 

19.982 

6.857 

61.347 

68.204 

6.022 

62.058 

68.080 

4.096 

71.598 

75.693 

.064 

.051 

 

1.371 

.158 

 

1.204 

.163 

 

.819 

.188 

1.261 

 

 

8.673 

 

 

7.395 

 

 

4.359 

 

0.280 

 

 

.000 

 

 

.000 

 

 

.001 

.016 

 

 

.101 

 

 

.088 

 

 

.054 

***Significant at p = .001 

Scheffe Post Hoc Analysis Results for Subscales that Reached Statistical Significance 

Competence 

Subscale 

(I) 

Population 

(J) Training Mean 

Difference (I 

– J) 

Standard 

Error 

Sig. 95% Confidence Interval 

 
Lower 

Bound 

Upper 

Bound 

 Behavioral 

Health 

PM&R 

Geriatrics 

ID/DD 

.13065 

.34793* 

.25885* 

.06347 

.06094 

.07420 

.517 

.000 

.034 

-.0816 

.1441 

.0107 

.3429 

.5518 

.5070 

  

 

PM&R 

VA 

Other 

BH 

Geriatrics 

ID/DD 

.05885 

.23008* 

-.13065 

.21729 

.12821 

.18058 

.05358 

.06347 

.07594 

.08694 

1.000 

.003 

.517 

.149 

.824 

-.5451 

.0509 

-.3429 

-.0367 

-.1626 

.6628 

.4093 

.0816 

.4713 

.4190 

  VA 

Other 

-.07179 

.09944 

.18618 

.07016 

1.000 

.848 

-.6945 

-.1352 

.5509 

.3341 
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Geriatrics 

 

BH 

PM&R 

ID/DD 

VA 

Other 

 

-.34793* 

-.21729 

-.08908 

-.28908 

-.11785 

 

.06094 

.07594 

.08511 

.18533 

.06788 

 

.000 

.149 

.954 

.786 

.698 

 

-.5518 

-.4713 

-.3737 

-.9089 

-.3449 

 

-.1141 

.0367 

.1956 

.3308 

.1092 

 ID/DD 

 

 

 

 

Other 

 

 

 

 

VA 

BH 

PM&R 

Geriatrics 

VA 

Other 

BH 

PM&R 

Geriatrics 

ID/DD 

VA 

BH 

PM&R 

Geriatrics 

ID/DD 

Other 

-.25885 * 

-.12821 

.08908 

-.20000 

-.02877 

-.23008* 

-.09944 

.11785 

.02877 

-.17123 

-.05885 

.07179 

.28908 

.20000 

.17123 

 

.07420 

.08694 

.08511 

.19010 

.08000 

.05358 

.07016 

.06788 

.08000 

.18304 

.18058 

.18618 

.18533 

.19010 

.18304 

.034 

.824 

.954 

.953 

1.000 

.003 

.848 

.698 

1.000 

.972 

1.000 

1.000 

.786 

.953 

.972 

-.5070 

-.4190 

-.1956 

-.8358 

-.2963 

-.4093 

-.3341 

-.1092 

-.2388 

-.7834 

-.6628 

-.5509 

-.3308 

-.4358 

-.4410 

-.0107 

.1626 

.3737 

.4358 

.2388 

-.0509 

.1352 

.3449 

.2963 

.4410 

.5451 

.6945 

.9089 

.8358 

.7834 

 

 *The mean difference is significant at the 0.05 level. 
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Scheffe Post Hoc Analysis Results for Subscales that Reached Statistical Significance 

Comfort 

Subscale 

(I) 

Population 

(J) Training Mean 

Difference (I 

– J) 

Standard 

Error 

Sig. 95% Confidence Interval 

 
Lower 

Bound 

Upper 

Bound 

 Behavioral 

Health 

PM&R 

Geriatrics 

ID/DD 

.11210 

.33359* 

.26651* 

.06468 

.06252 

.07643 

.699 

.000 

.035 

-.1042 

.1245 

.0109 

.3284 

.5427 

.5222 

  

 

PM&R 

VA 

Other 

BH 

Geriatrics 

ID/DD 

.08710 

.19741* 

-.11210 

.22149 

.15441 

.18338 

.05468 

.06468 

.07739 

.08901 

.999 

.025 

.699 

.149 

.699 

-.5263 

.0145 

-.3284 

-.0374 

-.1433 

.7005 

.3803 

.1042 

.4804 

.4521 

  VA 

Other 

-.02500 

.08532 

.18897 

.07121 

1.000 

.920 

-.6571 

-.1529 

.6071 

.3235 

 Geriatrics BH 

PM&R 

ID/DD 

VA 

Other 

-.33359* 

-.22149 

-.06708 

-.24649 

-.13617 

.06252 

.07739 

.08745 

.18824 

.06926 

.000 

.149 

.988 

.887 

.570 

-.5427 

-.4804 

-.3596 

-.8761 

-.3678 

-.1245 

.0374 

.2254 

.3832 

.0955 

 ID/DD 

 

 

 

 

Other 

 

 

 

 

VA 

BH 

PM&R 

Geriatrics 

VA 

Other 

BH 

PM&R 

Geriatrics 

ID/DD 

VA 

BH 

PM&R 

Geriatrics 

ID/DD 

Other 

-.26651 * 

-15441 

.06708 

-.17941 

-.06909 

-.19741* 

-.08532 

.13617 

.06909 

-.11032 

-.08710 

.02500 

.24649 

.17941 

.11032 

.07643 

.08901 

.08745 

.19331 

.08203 

.05468 

.07121 

.06926 

.08203 

.18578 

.18338 

.18897 

.18824 

.19331 

.18578 

.035 

.699 

.988 

.973 

.982 

.025 

.920 

.570 

.982 

.997 

.999 

1.000 

.887 

.973 

.997 

-.5222 

-.4521 

-.2254 

-.8260 

-.3435 

-.3803 

-.3235 

-.0955 

-.2053 

-.7317 

-.7005 

-.6071 

-.3832 

-.4672 

-.5111 

-.0109 

.1433 

.3596 

.4672 

.2053 

-.0145 

.1529 

.3678 

.3435 

.5111 

.5263 

.6571 

.8761 

.8260 

.7317 

 *The mean difference is significant at the 0.05 level. 
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Scheffe Post Hoc Analysis Results for Subscales that Reached Statistical Significance 

Barriers 

Subscale 

(I) Population (J) Training Mean 

Difference (I 

– J) 

Standard 

Error 

Sig. 95% Confidence 

Interval 

 Lower 

Bound 

Upper 

Bound 

 Behavioral 

Health 

PM&R 

Geriatrics 

ID/DD 

-.09593 

-.23588* 

-.30499* 

.06976 

.06736 

.08292 

.864 

.033 

.020 

-.3293 

-.4612 

-.5824 

.1374 

-.0106 

-.0276 

  

 

PM&R 

VA 

Other 

BH 

Geriatrics 

ID/DD 

-.12058 

-.13193 

.09593 

-.13996 

-.20907 

.19689 

.05870 

.06976 

.08391 

.09685 

.996 

.411 

.864 

.733 

.460 

-.7792 

-.3283 

-.1374 

-.4206 

-.5330 

.5380 

.0644 

.3293 

.1407 

.1149 

  VA 

Other 

-.02465 

-.03601 

.20315 

.07713 

1.000 

.999 

-.7042 

-.2940 

.6549 

.2220 

 Geriatrics BH 

PM&R 

ID/DD 

VA 

Other 

.23588* 

.13996 

-.06911 

.11531 

.10395 

.06736 

.08391 

.09513 

.20234 

.07497 

.033 

.733 

.991 

.997 

.859 

.0106 

-.1407 

-.3873 

-.5615 

-.1468 

.4612 

.4206 

.2491 

.7921 

.3547 

 ID/DD 

 

 

 

 

Other 

 

 

 

 

VA 

BH 

PM&R 

Geriatrics 

VA 

Other 

BH 

PM&R 

Geriatrics 

ID/DD 

VA 

BH 

PM&R 

Geriatrics 

ID/DD 

Other 

.30499* 

.20907 

.06911 

.18442 

.17306 

.13193 

.03601 

-.10395 

-.17306 

.01136 

.12058 

.02465 

-.11531 

-.18442 

-.01136 

.08292 

.09685 

.09513 

.20804 

.08921 

.05870 

.07713 

.07497 

.08921 

.19962 

.19689 

.20315 

.20234 

.20804 

.19962 

.020 

.460 

.991 

.978 

.585 

.411 

.999 

.859 

.585 

1.000 

.996 

1.000 

.997 

.978 

1.000 

.0276 

-.1149 

-.2491 

-.5114 

-.1253 

-.0644 

-.2220 

-.3547 

-.4715 

-.6564 

-.5380 

-.6549 

-.7921 

-.8803 

-.6791 

.5824 

.5330 

.3873 

.8803 

.4715 

.3283 

.2940 

.1468 

.1253 

.6791 

.7792 

.7042 

.5615 

.5114 

.6564 

*The mean difference is significant at the 0.05 level. 
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Research Question 2 

What is the extent to which TIC is incorporated in recreation therapy education and training? 

 Survey respondents identified the extent to which TIC was incorporated in the course 

content of their academic program (n=395). A total of 44.2% of participants (n=170) indicated 

that TIC was not addressed in their academic program, 24.4% (n=94) indicated that TIC was 

included in less than a full class period, 7.8% (n = 30) reported having an entire class period that 

included TIC, 11.9% (n=46) indicated they received several dedicated class periods, 9.6% 

(n=37) had multiple courses that addressed TIC, and 2.1% (n=8) identified experiencing an 

entire course addressing TIC.  

 Respondents indicated other learning opportunities (outside of formal training) that 

explored TIC concepts (n=541). The most frequently cited learning opportunity was training 

through an employer (n=241, 44.5%). A total of 37% (n = 200) attended professional 

conference sessions on TIC and 13.9% (n=75) attended community group trainings such as 

volunteer training, club, or organization training. Some respondents (31.1%, n=168) identified 

they were self-taught using evidence-based practice articles on TIC and 10.9% (n=59) reported 

they have not had any additional TIC training.  

Research Question 3 

What factors influence the use of TIC in recreation therapy practice? 

 To evaluate the factors that influence whether CTRSs practice or do not practice TIC, 

independent samples t-tests were used to determine if there were differences in subscale scores 

(knowledge, competence, comfort, and barriers) based on whether CTRSs indicated practicing 

TIC or not practicing TIC. Frequencies were conducted to determine if there was a significant 

difference in TIC use based on years of certification. Chi-square analyses were also conducted 
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to determine if there were significant differences among those who did and those who did not 

practice TIC based on the populations served and education. 

TIC Subscale Scores by Practice/Not Practiced TIC in Practice 

When evaluating the factors influencing the use of TIC, an independent samples t-test 

was used to compare the scores on the TIC Survey subscales (knowledge, comfort, competence, 

and barriers) between CTRSs who use TIC (n=332) and those who indicated they do not use 

TIC (n = 42). There were significant differences on the competence subscale, comfort subscale 

and barrier subscale. On the competence subscale, participants were asked to rate whether they 

were 1= not competent, 2= somewhat competent, or 3= very competent with each statement 

regarding TIC. On this subscale, the Levine's test for equality of variances had a p-value of .837 

which indicates equal variances were assumed. Those who practiced TIC had significantly 

higher mean scores (M = 1.35) compared to those who did not practice TIC (M = 0.85), t (365) 

= -7.718. p = .001. Cohen’s d = .387 which is a medium effect size. On the comfort subscale, 

participants were asked to rate whether they were 1= not comfortable, 2= somewhat 

comfortable, or 3= very comfortable with each statement regarding TIC delivery. the Levine's 

test for equality of variances had a p-value of .043 which indicates equal variance were not 

assumed. Those who practiced TIC had significantly higher mean scores (M = 1.42) than those 

who did not practice TIC (M = 0.96), t (44.48) = -6.043, p = .001. Cohen’s d = .390 which is a 

medium effect size On the barrier subscale, participants were asked to rate whether each 

statement was 1= not a barrier, 2= somewhat a barrier, or 3= a significant barrier. The Levine's 

test for equality of variances had a p-value of .211 which indicates equal variances were 

assumed. Those who practiced TIC had significantly lower mean scores (M=0.75) than those 

who did not practice TIC (M = 1.15). On the knowledge subscale, the Levine's test for equality 
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of variances significance level was not significant (p = .296) therefore equal variances were 

assumed. No significant difference was found for those who practiced TIC (M = 3.024) and 

those who did not practice (M = 3.017), t (365) = 1.096, p = .833. Cohen’s d = .420 which is a 

medium effect size. 

Table 4. t-Test for Independent Samples TIC Subscale Scores by Practiced or Not 

Practiced TIC 

 Practiced TIC 

 Practiced TIC  Not Practiced TIC     

 n M SD  n M SD df t p Cohen’s d 

Knowledge 

Subscale 

326 3.0248 .229  41 3.016 0.199 365 -0.221 .833 -.035 

Competence 

Subscale* 

326 1.3484 .386  41 0.853 .0.397 365 -7.718 .001 -1.279 

Comfort 

Subscale* 

324 1.4182 .381  39 0.955 0.460 44.84 -6.043 .001 -1.188 

Barriers 

Subscale 

320 0.7531 .412  42 1.153 0.474 360 5.807 .001 0.953 

* p = .001 

Years of Certification by Practiced/Not Practiced TIC  

There was no significant difference found in practice of TIC based on the average years 

of certification between the two groups. The Levine's test for equality of variances had a p-value 

of .194 which indicated equal variances were assumed. Those who practiced TIC had a slightly 

lower mean of 13.83 years of certification compared to CTRSs who did not use TIC with a 

mean of 15.51 years of certification, t (370) = 0.865, p = .194. Cohen’s d = .142 which is a 

small effect size; years of practice did not influence whether RTs used TIC in their practice. 
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Table 5. t-Test Independent Samples for Years of Certification by Practiced or Not 

Practiced TIC 

 Practiced TIC    

 Practiced TIC  Not Practiced TIC    

 n M SD  n M SD t (370) p 
Cohen’s 

d 

Years of 

Certification 
330 13.83 11.80  42 15.51 12.38 

 

.865 .194 

 

0.142 

 

 

Population Served by Practiced/Not Practiced TIC   

Statistical significance was found when a Chi-square analysis was conducted to 

determine if there was an association between TIC use and population they served. A significant 

difference was found by population; those who worked in behavioral health (97.4 %) used TIC 

in RT practice more than those who worked in ID/DD (72.7 %), χ2 (5) = 34.07, p = .001. 

Cramer’s V = .302 (p = .001) which is a large effect size.  

TIC Learning Experiences by Practiced/Not Practiced TIC 

A Chi-square analysis was conducted to determine if there was an association between 

practice of TIC and other TIC learning experiences (conference sessions, employer trainings, 

community trainings, reading EBP on TIC). For those who attended professional conference 

sessions on TIC, there was a significant association between practice of TIC and those who 

attended professional conference sessions; those that did not practice TIC were less likely to 

attend professional conferences on TIC (78.6 %) than those who attended a professional 

conference on TIC (21.4%), χ2 (1) = 18.891, p = .001. Cramer’s V = .225 (p = .001) which is a 

small effect size and indicates there is not practical significance. A significant association was 
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found by training through an employer; those who did not practice TIC were much less likely to 

have received TIC employer trainings (85.7%) than those who those who received employer 

trainings (14.3%), χ2 (1) = 47.724, p = .001. Cramer’s V = .359 (p = .001) which is a large 

effect size. 

Chi-square analyses indicated there was a significant association found by community 

group trainings (volunteer trainings, club or organization trainings, and other non-work/school 

affiliated training programs) and practice of TIC. Those who did not practice TIC were much 

less likely to have received TIC training through a community group (92.9%) than those who 

did not practice TIC (7.14%) but received training through a community group, χ2 (1) = 4.708, 

p = .030 Cramer’s V = .113 (p = .030) which is a small effect size indicating no practical 

significance was found. 

 Lastly, survey respondents indicated whether they had received TIC education through 

evidence-based practice on TIC (self-taught). There was a significant association found by 

being self-taught through EBP; those who did not practice TIC were much less likely to have 

been self-taught through EBP (85.7%) than those who were self-taught (14.3%), χ2 (1) =18.224, 

p = .001. Cramer’s V = .221 (p = .001) which is a small effect size indicating no practical 

significance between these groups. See Table 6. 
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Table 6. Chi Square Analysis Practiced TIC by Population, Type of Trainings 

   Practiced TIC 

Practiced TIC Not Practiced TIC χ2 V 

 

Population Served 

BH 

PM&R 

ID/DD 

 

152 

45 

24 

39 

68 

4 

 
 

142 

188 

 

 

102 

227 

 

 

259 

70 

 

 

168 

162 

 

4 

4 

9 

14 

11 

0 

 
 

33 

9 

 

 

36 

6 

 

 

39 

3 

 

 

36 

6 

 

 

34.07*** 

 

.302 

Geriatrics 

Other 

VA 

 

  

Conference Sessions 

No 

Yes 

 

Employer Trained 

No 

Yes 

 

 

18.89*** 

 

 

 

47.72*** 

 

 

.225 

 

 

 

.359 

 

Community Trained 

No 

Yes 

 

Self-Taught - EBP 

No 

Yes 

 

4.71* 

 

 

 

18.22*** 

 

.030 

 

 

 

.221 

***p = .001, * p = .03 
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CHAPTER V: DISCUSSION 

 The purpose of this study was to identify a) the knowledge of TIC among Certified 

Therapeutic Recreation Specialists (CTRS), b) the extent to which TIC is incorporated in 

recreation therapy education, and c) the factors that influence the use of TIC in recreation 

therapy practice. This study had a response rate of 22% with a total of 541 survey respondents. 

This chapter will discuss the three research questions findings as well as implications, 

limitations, and recommendations for future research and practice.  

R1: Level of knowledge of basic concepts of TIC 

This was measured using the TIC Provider Survey (2021) 13- item knowledge subscale. 

Overall, CTRSs demonstrated basic knowledge of TIC with a mean score of 3.00 out of a 

possible score of 4.00. This indicated that respondents were knowledgeable of the basic TIC 

concepts. This is encouraging. The hypothesis was confirmed that there would be incongruence 

between the self-reported TIC expertise level and their actual knowledge of TIC. Those who 

indicated no expertise or novice levels had similar knowledge scores when compared to those 

who reported higher levels of expertise. Since the knowledge questions were basic and the 

hypothesis was confirmed, an analysis of the individual knowledge of items was explored to 

determine what specific knowledge areas may need to be emphasized in future trainings with 

RTs. 

 When examining the individual statements within the knowledge subscale items that 

had the highest scores were two statements that had mean scores above 3.50 which focused on 

TIC issues related to healthcare staff. The high scores on these items indicate that these 

knowledge content areas were a strength of CTRSs. However, several individual statements (4 

out of 13 statements) had mean scores below 3.0 that indicated some level of misconceptions on 
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these items. These statements  included (a) “many individuals cope well on their own after 

experiencing serious illness or injury” which is a true statement, but mean scores indicated more 

disagreement (M = 2.19) by respondents; (b) the statement “individuals who are more severely 

injured/ill generally have more serious traumatic stress reactions than those who are less 

severely injured or ill” is not a correct statement, had a mean score below 3.0 (M = 2.44 after 

recode) indicating respondents agreed with the incorrect statement, (c) the statement “it is 

inevitable that most individuals who experience a life threatening illness or injury will go on to 

develop significant post-traumatic stress” is not true but had a mean score below 3.0 (M = 2.59 

after recode) indicating that respondents agreed with the incorrect statement, and (d) the 

statement “individuals with significant post-traumatic stress reactions usually show obvious 

signs of distress” is not true but had a mean score of below 3.0 (M = 2.66 after recode) 

indicating that respondents agreed with the incorrect statements. These misconceptions of TIC 

would be good starting points to address in education programs and professional conferences. 

As expected, those who identified with having a higher level of expertise had higher mean 

scores than those who indicated they had no expertise. However, no practical significance was 

found when the ANOVA was conducted, and effect size was considered. 

No significant differences were found on an ANOVA that analyzed differences in 

knowledge subscale scores based on the populations served. Some populations had relatively 

higher scores than others - Veterans (n=5, M = 3.12) and Behavioral Health (n=163, M = 3.04); 

these higher scores could be attributed to experience working with common diagnoses related to 

trauma. Many veterans have trauma-related diagnoses such as PTSD, anxiety, and depression, 

so CTRSs at the VA may work more with survivors of trauma and address symptoms of trauma 

as part of their primary treatment goals. CTRSs at the VA are also much more likely to receive 
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trauma informed care training through their employer as it is extremely pertinent to their job 

role. Similar experiences may also exist with those who work in behavioral health. 

R2: Extent TIC is Taught in Educational Programs and Professional Conferences 

Over two in five (44.4%) survey respondents indicated that they did not receive TIC 

training in their academic curriculum. While this number is concerning, one possible 

explanation is that TIC has emerged as an approach relatively recently with the 2014 publishing 

of SAMHSA’s Concept of Trauma and Guidance for a Trauma Informed Approach. The average 

years of certification of survey respondents was over 13 years, which would indicate that TIC 

was likely not a commonly addressed concept, let alone in recreation therapy curricula for many 

respondents. There was a statistically significant association between years as a CTRS and TIC 

taught in their RT curriculum. Significantly more respondents who were a CTRS for 5 years or 

less were taught TIC in their RT curriculum (77.3%) versus those who have been CTRSs for 26 

or more years (28 %). It is heartening to see that many CTRs have pursued TIC independently. 

Only a small percentage of CTRSs (10.9%) of respondents reported that they did not receive 

any type of TIC training. Those who received other TIC education opportunities included 

employer trainings, professional conference sessions, and self-taught through evidence-based 

practice.  

Very few respondents (n = 4) indicated that they were educators. Therefore their 

responses were not considered reflective of what educators were teaching in terms of TIC or 

resources they used when teaching this concept. It should be noted that only those who 

indicated they were full time educators were provided with additional survey questions 

regarding teaching TIC concepts and to identify resources they used when teaching the concept. 

 



53 

 

R3: Factors That Influence RT Practice of TIC 

Most participants (88.8%, n=332) indicated that they do practice TIC. Although the 

number of respondents who specifically identified that they worked in a VA hospital was small 

(n=8), all (100%) practiced TIC. Fewer CTRSs serving the ID/DD population (72.7 %) 

indicated they practiced TIC. CTRSs working at the VA are likely more aware of TIC concepts 

due to serving a high volume of clients whose presenting condition or diagnosis (PTSD, MDD, 

GAD etc.) may be due to the trauma they experienced. Behavioral health had the second highest 

reported practicing TIC.  

Though TIC and discussion surrounding trauma may be less common in the geriatric and 

ID/DD settings, one CTRS described their experience with trauma and TIC in a geriatric setting. 

They described a situation where a special event triggered an emotional response to a traumatic 

event that occurred decades ago for the resident. Family members had not identified this event 

to staff, so they were unprepared for the significant distress and retraumatization for the 

resident. This experience highlights the importance of identifying potential issues to prevent 

such occurrences from happening.  In the behavioral health setting, one survey respondent 

indicated that they not only use TIC as a necessary part of practice, but they also advocate for 

clients with other professionals on the importance of using a trauma informed approach to 

practice by identifying potentially triggering situations for those who have experienced trauma. 

The Competence subscale used a 3-point Likert scale from 0 “not competent” to 2 “very 

competent”. It was not surprising that individuals who used TIC scored significantly higher (M 

= 1.33) indicating that they fell between “somewhat” and “very” competent in understanding 

TIC and its use than those who did not use TIC in their practice (M=0.90), indicating 

competence between “not” and “somewhat” competent. The lack of competence could explain 
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why many reported not using TIC in their practice. 

A similar pattern existed in the comfort of using TIC in practice subscale and used a 3-

point Likert scale from 0 = not comfortable to 2 = very comfortable using TIC. Again, there 

were higher comfort scores for those who used TIC in practice (M=1.40) than those who did not 

practice TIC in their practice (M=0.95). It should be noted that the comfort scores for both 

groups were slightly higher than their scores on the competence subscale. So, although there 

was not a large difference in scores, respondents’ lack of competence seems to be more or a 

barrier than does their level of comfort using TIC practices. 

The only subscale in which those who did not use TIC scored higher than those who did 

was the barriers subscale. On the barrier subscale, participants used a 3-point Likert scale where 

1= not a barrier, 2= somewhat a barrier, and 3= a significant barrier. Those who did not practice 

TIC had a mean score of 1.14 compared to the average score of 0.80 for those who did practice 

TIC. Of the barriers listed, 30.2% indicated that lack of training was a significant barrier to 

practicing TIC. Of those who did not practice TIC, 71.4% stated that this was a significant 

barrier, compared to 23.2% of CTRSs who practiced TIC and stated it was a barrier.  

In addition, for those who did not practice TIC, 45.2% cited lack of organizational 

support as a significant barrier, compared to the 19.1% of those who did practice TIC. Worry 

about further upsetting clients was also cited as a significant barrier by 38.1% of CTRSs who 

did not practice TIC and 14.2% of those who did practice TIC. 

Implications 

Trauma-informed care is within the scope of practice of all healthcare disciplines as it is 

an approach to practice rather than an intervention or modality. Fette et al. (2019) stated “Health 

providers, along with state and federal policy makers, are calling for increasing trauma-
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informed care and trauma-informed approaches across health, social service, and education 

sectors” (p. 1). A separate question was asked if TIC is within the scope of practice of a 

recreation therapist, 95.4% (n=376) of the sample stated it was within their scope of practice. 

It was initially hypothesized that CTRSs knowledge of TIC would not be congruent with 

their perceived level of expertise. The average scores on the knowledge subscales overall 

indicated that recreation therapists have basic knowledge about TIC, and CTRSs who identified 

having no expertise in TIC concepts still scored relatively high on the knowledge questions, and 

mean scores were similar to CTRSs who identified themselves as having more expertise. So, the 

hypothesis was supported in that perception of expertise and knowledge of TIC principles are 

somewhat incongruent. Most respondents demonstrated a basic knowledge of TIC principles on 

the knowledge subscale. CTRSs indicated that learning TIC principles came from a variety of 

sources including agency trainings, professional conference sessions, and community group 

trainings in addition to formal education in their curricula. It should be noted that there has been 

an increase in recent conference sessions and literature that address the use of TIC in specific 

interventions such as adventure therapy (Fleming et al., 2021) and yoga (Pola et al., 2021). 

CTRSs also identified that they used evidence-based practice articles to learn TIC principles, 

which is most likely literature from other disciplines as there is limited but emerging research 

on its use in recreation therapy practice. 

These findings indicate that while CTRSs have basic knowledge about TIC, they 

generally do not feel as though they have received adequate training on how to put the 

knowledge into practice. This speaks to their lack of confidence in their skills to address TIC in 

practice. Barriers were perceived as more of a problem for those who did not practice TIC than 

those who did. Identifying the key barriers such as lack of training, lack of administrative 
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support, and fear of upsetting clients will be helpful for stress in future education of TIC to 

inform how best to address these potential barriers. 

In addition, CTRSs who did not practice TIC reported they felt less competent and 

comfortable with TIC than their counterparts who practiced TIC. Those who did not practice 

TIC scored an average of 0.85 on the competence subscale and 0.96 on the comfort subscale. 

Lower rates of comfort and competence in TIC may prevent practitioners from incorporating 

TIC in their practice. 

Recommendations for future research and practice 

Though TIC is often seen as a concept implemented at the organizational level, building 

a workforce of trauma-informed individual practitioners can increase the delivery of TIC among 

other disciplines. SAMHSA (2014) emphasizes,  

Cross-disciplinary training in trauma-informed approaches should ideally start early in a 

provider’s education. Trauma training in medical, public health, nursing, social work, 

and residency/fellowship programs should be considered as a standard practice. 

Continuing education credits around trauma-informed training and services would also 

build awareness among current health care workers (p.10). 

While most survey respondents (88.8%) indicated using TIC in their practice, there are 

steps the discipline can take to encourage the increased use of TIC. Findings from this study 

indicated that inclusion of TIC concepts in recreation therapy curriculums could be beneficial in 

increasing not only knowledge of TIC but also the competence and comfort levels of CTRSs in 

using TIC. Many (44.4%) of the survey respondents indicated not experiencing TIC education 

at all in their academic curriculum. This demonstrates a need for more teaching TIC concepts in 

recreation therapy curricula. In addition, skill building is critical in addressing the comfort and 
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competence level of our future professionals. 

To complement the inclusion of TIC in academic curricula, increased TIC education in 

other areas (such as conference sessions, workplace trainings, and community opportunities) 

would strengthen emerging skills and confidence of practicing recreation therapists. These other 

avenues of TIC education could also assist practitioners who did not receive TIC education in 

their academic program to develop knowledge and skills to utilize TIC in their practice. Many 

participants indicated that lack of education or training in TIC was a barrier to utilizing it in 

their practice. TIC inclusion in curricula and other continuing education opportunities/trainings 

could address this barrier for practitioners. In addition, the use of experiential TIC exercises 

could be beneficial in workplace trainings or internship settings, as clinical supervision could 

increase the competence and comfort practitioners have with TIC delivery and develop skills. 

Clinical supervision through experiential TIC exercises would allow therapists to practice TIC 

delivery in a guided environment that would provide feedback and support. 

In addition to lack of training, other barriers identified by participants including worry 

about further upsetting or traumatizing patients and lack of organizational support can be 

addressed in academic recreation therapy programs. For example, recreation therapy educators 

can teach students methods that would provide support to clients rather than perceive the 

intervention as upsetting and provide opportunities for practical application of these skills.  

In academia enhancing TIC knowledge isn’t enough; emerging professionals will need 

skill building in their training to increase their comfort and competence in TIC. Even at the 

internship level, educators and internship supervisors can support students in advocating for TIC 

at the organizational level, as this was a barrier identified by CTRSs.  

While there is existing literature in other healthcare disciplines about TIC use, an 
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increase in TIC EBP (specific to recreation therapy) would help CTRSs better understand the 

concept of TIC as it applies to their day-to-day job tasks. One of the final survey questions 

offered an opportunity for respondents to indicate ways they are using TIC in their practice. 

Several respondents indicated that additional TIC education would be helpful to their 

understanding and use of TIC as well as promoting TIC use among other CTRSs. 

Continued research on the use of TIC in RT practice would be beneficial in increasing 

the awareness of TIC in the profession, as this is an emerging area of study. An increase in TIC 

evidence-based practice could include research on TIC for specific interventions and further 

research into current use in RT practice. TIC concepts should be used throughout the entire RT 

process including assessment, planning, implementation, evaluation, and documentation. 

Evidence-based practice articles that address TIC for specific populations would provide 

detailed guidance for practitioners less confident in TIC skills in ways to implement these skills 

with clients like those they serve.  

Limitations 

One of the limitations of this study was the short time frame that survey was open to 

potential subjects. The survey was open for 20 days due to time constraints. One method that 

was used to address this concern was to increase response rates by using a reminder email blast 

to the sample that was deployed after the 8th day. This provided a large boost to the return rate 

as the number of completed surveys was 123 the day prior to the email reminder and increased 

to 321 completed surveys the day of the reminder email. While this created the intended 

response, having the survey open for a longer period may have generated a higher response rate. 

A second limitation to this study was coding errors on a few demographic questions; 

there were two items that should have been forced options but instead were formatted with a 
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check all that apply option. This created some challenges specifically related to a larger than 

normal number of respondents in the “other” category of population served which reduced 

numbers on the more frequently endorsed populations including behavioral health, geriatrics 

and physical rehabilitation. A second question that asked about ways CTRSs use TIC included 

an option for “not practicing TIC”. In hindsight, a yes or no question of use of TIC in practice 

would have yielded more clear data, instead of including it with the options that practitioners 

were using TIC (such as assessments and interventions).  

Participant perceptions of TIC could be a potential barrier in this study. For example, 

participants were asked to indicate the extent to which TIC concepts were included in their 

academic curriculum. While TIC might not have been explicitly named in their curriculum, TIC 

concepts and principles might have been interwoven into their coursework, potentially causing 

participants to believe they did not receive TIC education at all.   

Lack of understanding of the term TIC could have potentially influenced survey 

responses. Though definitions of trauma and trauma-informed care (TIC) were provided at the 

beginning of the survey, one participant still identified that trauma-informed care was not within 

our scope of practice, though the definition stated that TIC was an approach to practice rather 

than an intervention. In addition, several open-ended responses indicated that respondents might 

not have a comprehensive understanding of TIC. For example, one participant wrote that though 

they were aware of TIC, it was not their “role to assess or provide emotional based therapy. It is 

not within our scope especially if not licensed. It is not taught in our programs either".  

Conclusions   

 Trauma-informed care, though a new and emerging concept, is critical in preventing the 

retraumatization of clients (and staff) and promoting posttraumatic growth. According to 
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SAMHSA (2014), “By adopting trauma-informed approaches to care, health care systems and 

providers can help mitigate those risks, improve health outcomes for children and adults who 

have experienced trauma, and reduce costs inside and outside the health care system” (p.10). 

There is a growing emphasis on hiring and training trauma-informed health care professionals in 

the workforce and universal TIC education in academic programs is one way individual 

practitioners can become more knowledgeable, comfortable, and confident in TIC. 

One finding in this study was that although CTRSs had basic knowledge about the 

concepts surrounding TIC, many were not confident or comfortable in the use of TIC skills. 

Many participants identified feeling “not comfortable” with understanding the scientific or 

empirical basis behind assessment and intervention for traumatic stress, responding to a 

patient’s question about whether he/she will die, and eliciting details of a traumatic event from a 

patient without re-traumatizing them. These skills could be further developed and practiced 

through experiential, hands on training. This training could be included in academic curriculums 

and workplace trainings through clinical supervision. There is a significant need for TIC to be 

further integrated in RT curricula and continued education opportunities. In addition to this, 

future educational opportunities surrounding TIC should target perceived barriers that 

practitioners face in delivery (increased training in TIC, advocating for organizational support, 

and education on how to address concerns that using TIC would further upset clients). 

 Trauma-informed care is a critical approach to practice that is not only within the scope of 

practice of a CTRS but should be a standard practice of all practitioners. While many 

practitioners did not receive TIC education (due to it only be popularized in 2014), there are still 

ways that the discipline can provide access to education about TIC concepts. For example, 

professional conference session on TIC concepts could address intervention-specific TIC or 
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general TIC tools for practitioners. TIC academic or professional education in addition to 

experiential, skill building opportunities will provide the support necessary to build a workforce 

of trauma-informed CTRSs.  The findings of this research provides a preliminary picture of the 

use of TIC in recreation therapy practice.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



62 

REFERENCES 

ABC: Attachment and Biobehavioral Catch-up - nctsn.org. The National Child Traumatic 

Stress Network. (2021, October). Retrieved November 13, 2021, from 

https://www.nctsn.org/sites/default/files/interventions/abc_fact_sheet_general_2021.pdf. 

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 

disorders (5th ed.). Arlington, VA: American Psychiatric Publishing. 

American Psychological Association. (2012). Building your resilience. American 

Psychological Association. Retrieved January 12, 2022, from 

https://www.apa.org/topics/resilience/  

Anyikwa, V. A. (2016). Trauma-informed approach to survivors of intimate partner violence. 

Journal of Evidence-Informed Social Work, 13(5), 484–491. 

https://doi.org/10.1080/23761407.2016.1166824  

Arai, S., Griffin, J., Miatello, A., & Greig, C. (2008). Leisure and Recreation Involvement in 

the Context of Healing from Trauma. Therapeutic Recreation Journal, XLII (1), 37–55. 

Aslam, N. (2015). Paradigm Shift from Post-traumatic Stress to Post-traumatic Growth: 

Prompting Integrative Psychosocial Framework of the Trauma Studies. Pakistan Journal 

of Medical Research, 54(3).  

Bannister, A. (2003). The effects of CREATIVE therapies with children who have been 

sexually abused. Dramatherapy, 25(1), 3–9. 

https://doi.org/10.1080/02630672.2003.9689619 



63 

Bruce, M. M., Kassam-Adams, N., Rogers, M., Anderson, K. M., Sluys, K. P., & Richmond, T. 

S. (2018). Trauma providers' knowledge, views, and practice of trauma-informed care.

Journal of Trauma Nursing, 25(2), 131–138. 

https://doi.org/10.1097/jtn.0000000000000356  

Carr, S. M., & Hancock, S. (2017). Healing the inner child through portrait therapy: Illness, 

identity and childhood trauma. International Journal of Art Therapy, 22(1), 8–21. 

https://doi.org/10.1080/17454832.2016.1245767  

Casey, P. R., & Strain, J. J. (2016). Acute Stress Disorder in DSM-IV. In Trauma- and 

stressor-related disorders: A handbook for clinicians. essay, American Psychiatric 

Association Publishing.  

Cattane, N., Rossi, R., Lanfredi, M., & Cattaneo, A. (2017). Borderline personality disorder 

and childhood trauma: Exploring the affected biological systems and mechanisms. BMC 

Psychiatry, 17(1). https://doi.org/10.1186/s12888-017-1383-2  

Centers for Disease Control and Prevention. (2020, September 17). Infographic: 6 guiding 

principles to a trauma-informed approach. Centers for Disease Control and Prevention. 

Retrieved November 14, 2021, from 

https://www.cdc.gov/cpr/infographics/6_principles_trauma_info.htm.  

Clarke, F. (2007). So Lonesome I Could Die: Nostalgia and Debates over Emotional Control in 

the Civil War North. Journal of Social History, 41(2), 253–282. 

http://www.jstor.org/stable/25096479 

Cohen, J. A., Mannarino, A. P., & Murray, L. K. (2011). Trauma-focused CBT for youth who 

experience ongoing traumas. Child Abuse & Neglect, 35(8), 637–646. 

https://doi.org/10.1016/j.chiabu.2011.05.002 



64 

 

Cramer’s V. IBM. (2021). Retrieved June 3, 2022, from https://www.ibm.com/docs/en/cognos-

analytics/11.1.0?topic=terms-cramrs-v. 

De Vries, D., Brennan, Z., Lankin, M., Morse, R., Rix, B., & Becl, T. (2017). Healing with 

books: A literature review of bibliotherapy used with children and youth who have 

experienced trauma. Therapeutic Recreation Journal, 51(1), 48–74. 

https://doi.org/10.18666/trj-2017-v51-i1-7652  

DSM-5 Diagnostic Classification. (2013). Diagnostic and Statistical Manual of Mental 

Disorders. 

https://doi.org/10.1176/appi.books.9780890425596.x00diagnosticclassification  

Dillman D., Tortora R.L., Bowker D. (1998). Principles for constructing Web surveys. 

Presented at the Joint Meetings of the American Statistical Association, Dallas, Texas 

Fette, C., Lambdin-Pattavina, C., & Weaver, L. (2019). Understanding and Applying Trauma-

Informed Approaches Across Occupational Therapy Settings. American Occupational 

Therapy Association, 1–7.  

Finkelhor, D., Turner, H., Ormrod, R., Hamby, S. and Kracke, K. (2009). Children’s Exposure 

to Violence: A Comprehensive National Survey. Juvenile Justice Bulletin. 

Fleishman, J., Kamsky, H., Sundborg, S., (2019) Trauma-Informed Nursing Practice.  OJIN: 

The Online Journal of Issues in Nursing Vol. 24, No. 2, Manuscript 3. 

Fleming, L., Johnson, A., & Wells, H. (2021). An exploration into the experiences of female 

veterans who attended Higher Ground Military Programming. Therapeutic Recreation 

Journal, 55(2). https://doi.org/10.18666/trj-2021-v55-i2-10600  

Frank, D. L., Khorshid, L., Kiffer, J. F., Moravec, C. S., & McKee, M. G. (2010). Biofeedback 

in medicine: who, when, why, and how? Mental health in family medicine, 7(2), 85–91. 



65 

 

Freud, S., Breuer, J. (1971). On the psychical mechanism of hysterical phenomena: 

Preliminary communication (1893). PsycEXTRA Dataset. doi:10.1037/e417472005-086 

Gangi, J. M., & Barowsky, E. (2009). Listening to children's voices. Childhood Education, 

85(6), 357-363. Retrieved from 

https://login.libproxy.uncg.edu/login?url=https://www.proquest.com/scholarly-

journals/listening-childrens-voices/docview/210397852/se-2?accountid=14604 

Gibson, D. (2018). A visual conversation with trauma: Visual journaling in art therapy to 

combat vicarious trauma. Art Therapy, 35(2), 99–103. 

https://doi.org/10.1080/07421656.2018.1483166  

Griffin, J. (2005). Recreation Therapy for Adult Survivors of Childhood Abuse: Challenges to 

Professional Perspectives and the Evolution of a Leisure Education Group. Therapeutic 

Recreation Journal, 39(3), 207–228.  

Grinage B. D. (2003). Diagnosis and management of post-traumatic stress disorder. American 

family physician, 68(12), 2401–2408. 

Grossman, S., Cooper, Z., Buxton, H., Hendrickson, S., Lewis-O'Connor, A., Stevens, J., 

Wong, L.-Y., & Bonne, S. (2021). Trauma-informed care: Recognizing and resisting re-

traumatization in health care. Trauma Surgery & Acute Care Open, 6(1). 

https://doi.org/10.1136/tsaco-2021-000815  

Heiderscheit, A., & Murphy, K. M. (2021). Trauma-informed care in music therapy: 

Principles, guidelines, and a clinical case illustration. Music Therapy Perspectives, 

39(2), 142–151. https://doi.org/10.1093/mtp/miab011  



66 

 

How to manage trauma - national council. (2013). Retrieved November 21, 2021, from 

https://www.thenationalcouncil.org/wp-content/uploads/2013/05/Trauma-

infographic.pdf?daf=375ateTbd56.  

Hussey, D. L., Reed, A. M., Layman, D. L., & Pasiali, V. (2008). Music therapy and complex 

trauma: A protocol for developing social reciprocity. Residential Treatment For 

Children & Youth, 24(1-2), 111–129. https://doi.org/10.1080/08865710802147547  

Jones, L., Bellis, M. A., Wood, S., Hughes, K., McCoy, E., Eckley, L., Bates, G., Mikton, C., 

Shakespeare, T., & Officer, A. (2012). Prevalence and risk of violence against children 

with disabilities: a systematic review and meta-analysis of observational studies. Lancet 

(London, England), 380(9845), 899–907.  

King, S., Chen, K.-L. D., & Chokshi, B. (2019). Becoming trauma informed: Validating a tool 

to assess health professional’s knowledge, attitude, and Practice. Pediatric Quality & 

Safety, 4(5). https://doi.org/10.1097/pq9.0000000000000215  

Knight, C. (2014). Trauma-informed Social Work Practice: Practice Considerations and 

challenges. Clinical Social Work Journal, 43(1), 25–37. https://doi.org/10.1007/s10615-

014-0481-6 

Lakens, D. (2013). Calculating and reporting effect sizes to facilitate cumulative science: A 

practical primer for T-tests and ANOVAS. Frontiers. Retrieved June 3, 2022, from 

https://www.frontiersin.org/articles/10.3389/fpsyg.2013.00863/full#:~:text=Interpreting

%20Cohen's%20d&text=A%20commonly%20used%20interpretation%20is,rigidly%20(

Thompson%2C%202007).  



67 

 

Landis-Shack, N., Heinz, A. J., & Bonn-Miller, M. O. (2017). Music therapy for posttraumatic 

stress in adults: A theoretical review. Psychomusicology: Music, Mind, and Brain, 27(4), 

334–342. https://doi.org/10.1037/pmu0000192  

Leighton, J., Lopez, K., & Johnson, C. (2021). “There is always progress to be made”: 

Reflective narratives on outdoor therapeutic recreation for Mental Health Support. 

Therapeutic Recreation Journal, 55(2). https://doi.org/10.18666/trj-2021-v55-i2-10653  

Lewis, M., Lamson, A., White, M., & Russoniello, C. (2013). Contextualizing Military Health 

and Trauma: Recommendations for integrated care and couple-centered interventions. 

Military 

Maps, Professor of Psychology, J. K. (2016, June 6). Kids can be traumatised by hospital 

stays, research shows. Psychlopaedia. Retrieved January 12, 2022, from 

https://psychlopaedia.org/health/kids-can-be-traumatised-by-hospital-stays-research-

shows/  

Marvin, A. F., & Volino Robinson, R. (2018). Implementing trauma-informed care at a non-

profit Human Service Agency in Alaska: Assessing knowledge, attitudes, and readiness 

for change. Journal of Evidence-Informed Social Work, 15(5), 550–563. 

https://doi.org/10.1080/23761407.2018.1489324  

McFarlane A. C. (2010). The long-term costs of traumatic stress: intertwined physical and 

psychological consequences. World psychiatry: official journal of the World Psychiatric 

Association (WPA), 9(1), 3–10. https://doi.org/10.1002/j.2051-5545.2010.tb00254.x 

Menschner, C., & Maul, A. (2016). Key Ingredients for Successful Trauma-Informed Care 

Implementation. Center for Health Care Strategies, 1–11.  



68 

 

Norton, C. L., Tucker, A., Farnham-Stratton, M., Borroel, F., & Pelletier, A. (2017). Family 

enrichment adventure therapy: A mixed methods study examining the impact of trauma-

informed adventure therapy on children and families affected by abuse. Journal of Child 

& Adolescent Trauma, 12(1), 85–95. https://doi.org/10.1007/s40653-017-0133-4  

Ogawa, Y. (2004). Childhood trauma and play therapy intervention for traumatized children. 

Journal of Professional Counseling: Practice, Theory & Research, 32(1), 19–29.  

Olson-Morrison, D. (2017). Integrative play therapy with adults with complex trauma: A 

developmentally-informed approach. International Journal of Play Therapy, 26(3), 172–

183. https://doi.org/10.1037/pla0000036  

Perry, S., Silber, E., & Bloch, D. (1956). The Child and His Family in Disaster. National 

Academy on Science-National Research Council, (5).  

Roberts, A. L., Gilman, S. E., Breslau, J., Breslau, N., & Koenen, K. C. (2010). Race/ethnic 

differences in exposure to traumatic events, development of post-traumatic stress 

disorder, and treatment-seeking for post-traumatic stress disorder in the United States. 

Psychological Medicine, 41(1), 71–83. https://doi.org/10.1017/s0033291710000401  

Russoniello, C. V., Fish, M., Maes, T., Paton, H., & Styron, R.A. (2013). The use of 

biofeedback in recreational therapy practice. American Journal of Recreation Therapy, 

12(2), 8–18. https://doi.org/10.5055/ajrt.2013.0041  

Schleyer, T. K., & Forrest, J. L. (2000). Methods for the design and administration of web-

based surveys. Journal of the American Medical Informatics Association, 7(4), 416–425. 

https://doi.org/10.1136/jamia.2000.0070416  



69 

 

Social work: Making a difference with PTSD treatments. UNE Online College of Graduate and 

Professional Studies. (2020, September 21). Retrieved January 16, 2022, from 

https://online.une.edu/blog/social-work-making-a-difference-with-ptsd-treatments/  

Solomon, E. P., & Heide, K. M. (1999). Type III trauma: Toward a more effective 

conceptualization of psychological trauma. International Journal of Offender Therapy 

and Comparative Criminology, 43(2), 202–210. 

https://doi.org/10.1177/0306624x99432007  

Solomon, E. P., & Heide, K. M. (2005). The Biology of Trauma. Journal of Interpersonal 

Violence, 20(1), 51–60. https://doi.org/10.1177/0886260504268119 

Substance Abuse and Mental Health Services Administration. (2014). SAMHSA’s concept of 

trauma and guidance for a trauma informed approach. HHS Publication No. (SMA) 14-

4884. 

Symptoms of PTSD | Anxiety and Depression Association of America, ADAA. (n.d.). Adaa.Org. 

https://adaa.org/understanding-anxiety/posttraumatic-stress-disorder-ptsd/symptoms 

Terr, L. C. (1979). Children of chowchilla. The Psychoanalytic Study of the Child, 34(1), 547–

623. https://doi.org/10.1080/00797308.1979.11823018  

Terr, L. C. (1991). Childhood traumas: An outline and overview. American Journal of 

Psychiatry, 148(1), 10-20. 

Thatcher, T. (2019). How trauma affects the Brain: Resource: Highland Springs Clinic. 

Highland Springs. Retrieved January 13, 2022, from 

https://highlandspringsclinic.org/blog/can-emotional-trauma-cause-brain-damage/  

The Center for Pediatric Traumatic Stress. (2021). Trauma-informed care provider survey - 

version 2.0. Licensed under CC-BY-NC 4.0.  



70 

 

Trauma. Trauma | Anxiety and Depression Association of America, ADAA. (2021, June). 

Retrieved January 5, 2022, from https://adaa.org/understanding-anxiety/trauma  

Van der Kolk, B. (2000). Posttraumatic stress disorder and the nature of trauma. Dialogues in 

clinical neuroscience, 2(1), 7–22.  

Van der Kolk, B. (1987). Psychological Trauma. American Psychiatric Publishing.  

What is trauma-informed care? - trauma-informed Care Implementation Resource Center. 

Trauma. (2020, April 13). Retrieved January 5, 2022, from 

https://www.traumainformedcare.chcs.org/what-is-trauma-informed-care/  

 




