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Abstract

Background Experiencing trauma can affect health and wellbeing throughout the lifespan. Trauma-informed

care is a framework that addresses the impact of trauma and promotes treatment approaches sensitive to this

lived experience. In response to emerging awareness about trauma-informed care, educators are beginning to

adapt undergraduate medical education (UME) to include content about using a trauma-informed approach when
caring for patients. In 2023, leaders in the field of trauma-informed care developed a core set of competencies that
institutions can use to guide their curricula in this area. This scoping review aggregated and synthesized studies
evaluating trauma-informed care curricula in medical schools to examine the efficacy of different pedagogical
approaches. It also mapped how these approaches align with the recently developed trauma-informed competencies
for UME.

Methods A comprehensive search strategy was used to search seven databases for articles related to teaching
trauma-informed care principles to undergraduate medical students. Articles were included only if the curricula had
been implemented and evaluated. A total of 233 articles were retrieved. Independent coders used a two-tier process
to determine which papers met inclusion criteria. The coders extracted key information from the studies focused on
training facilitators, participants, curriculum content, teaching methods, learner outcomes, and competencies.

Results Fifteen papers were included in this scoping review, and several common themes emerged among the
studies. Most trainings were brief (median 3.5 h) and taught by a multidisciplinary team. All trainings incorporated
didactic components. Most also gave the trainees opportunities to apply and practice their knowledge through role
playing, simulations, or patient interviews. All studies included a qualitative evaluation component, with most also
having a quantitative component. Most studies reported that students acquired more knowledge and confidence
in implementing trauma-informed care following the trainings. However, only two included a longitudinal follow-up
component in their evaluation.

Conclusions Trauma-informed care is beginning to be implemented in undergraduate medical education. Brief
trainings in this area can increase future providers'abilities to understand how trauma affects patients and to work
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in appropriate ways with patients who have experienced trauma. The literature in this review can be used to guide
educators seeking to incorporate trauma-informed care into undergraduate medical curricula.

Keywords Trauma-informed care, Medical education, Scoping review, Competency-based, Competencies

Introduction

Trauma is highly prevalent [1] and can impact both com-
munity and individual health, often negatively affecting
physical and mental health acutely and across the lifespan
[2, 3]. The cumulative effects of trauma contribute sub-
stantially to disease burden and mortality [3—5]. Trauma-
Informed Care (TIC) is a framework that addresses the
widespread effects of trauma within service-oriented
spaces such as healthcare and educational settings [6].
TIC centers on creating an environment and interper-
sonal interactions that foster healing and resilience. TIC
enhances understanding and consideration of the per-
vasive nature of trauma. In healthcare, TIC entails rec-
ognizing the effects of trauma on individuals (including
patients, staff, and clinicians), groups (including families
and care teams), and systems (including the healthcare
organization and surrounding community) [6]. In medi-
cal education settings, TIC addresses the needs of learn-
ers, staff, and educators, as well as families, educational
teams, the educational system, and the surrounding com-
munity [7]. TIC promotes a care model that emphasizes
safety, trustworthiness, and empowerment, reducing the
risk of inadvertently re-traumatizing individuals [8]. In
addition, TIC recognizes the importance of a compas-
sionate approach that supports recovery and resilience,
ultimately contributing to greater health equity and effec-
tive service delivery [9].

The high prevalence and considerable health impacts
of trauma create a critical need to train medical stu-
dents effectively in trauma-informed practices [7].
Recent efforts have been directed to integrating trauma-
informed approaches within medical student curricula.
Trauma-informed medical education (TIME), a frame-
work that guides incorporation of TIC throughout the
continuum of UME, was introduced in 2021 [7]. TIME
applies TIC principles to curricular content, methods for
curricular development and instruction, and the learning
environment [7]. Consonant with TIC practices, TIME
also addresses the needs of faculty and staff (e.g., faculty
development, staff training) and the organization (e.g.,
trauma-informed policies and practices as well as sup-
ports for learners and faculty affected by trauma).

Established competencies [10, 11] can serve as stan-
dards for developing curricula in UME. Preparing medi-
cal students with trauma-informed competency-based
skills is essential for a healthcare system that not only
treats symptoms but also understands the underlying
factors that contribute to a patient’s well-being [12, 13].
In 2023, a national collaboration of medical educators

and students developed a set of eight TIC competency
domains [14]. This UME competency set focuses on key
trauma-informed knowledge (e.g., concept of resilience,
epidemiology of trauma, evidence-based prevention),
skills (e.g., trauma sensitive physical exam, collaborative
care planning, compassionate response to patient disclo-
sure of trauma), and values and attitudes (e.g., awareness
and mitigation of systemic bias) [14]. This competency
model also promotes transformation of both the learn-
ing and practice environments into trauma-informed
spaces through alignment of organizational policies and
resources as well as role modeling [14].

TIC and the TIC competency set are both relatively
new content areas to medical school curricula and,
accordingly, there are very few systematic reviews on this
topic to date. Previous reviews of TIC curricula include
a 2021 review of TIC for primary care providers that did
not include studies with medical students [15]. A 2023
review of TIC curricula for health professions included
all healthcare professional education, but only 16% were
UME-focused studies [16]. Lastly, a 2024 narrative review
centered on providing curricular examples of UME
teaching for each of the TIC competency categories, but
the review methods were not systematic [17]. Thus, to
our knowledge, there has been no previous systematic
review of UME TIC curricula that integrates the estab-
lished competencies.

As TIC is an emerging domain in medical school cur-
ricula [18], we see a need for a comprehensive under-
standing of existing literature on how medical schools
are teaching TIC to their students in the context of the
TIC competencies for UME [14]. It is important to rec-
ognize strengths, weaknesses, and gaps in teaching to
help inform future educational practices that lead to
physicians who use TIC in their daily patient care. Thus,
this scoping review aims to aggregate and synthesize the
existing literature on the effectiveness of different meth-
ods to deliver TIC educational content to medical stu-
dents as well as map alignment with specific UME TIC
competencies. This information can assist medical edu-
cators in their efforts to integrate TIC into UME.

Methods

This scoping review explored literature about how TIC
is taught to undergraduate medical students. This study
followed the PRISMA-ScR (Preferred Reporting Items
for Systematic Reviews and Meta-Analyses for Scop-
ing Reviews) guidelines and used the scoping review
theoretical framework developed by Arksey & O’Malley
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[19] and refined by Levac et al. [20]. Key features of this
framework include balancing focus and breadth, using
an iterative team approach, charting the data quantita-
tively, synthesizing results, and identifying implications
for future research and practice. The a priori protocol for
this scoping review can be found at the following link:
https://osf.io/u9ryz.

Inclusion and exclusion criteria

Inclusion criteria were as follows: 1) must include medi-
cal students; 2) must include education about TIC; 3)
education must have been implemented; 4) education
must have been evaluated; 4) full text must be available
in English. Review papers were excluded, but their refer-
ences were eligible for review as part of a supplemental
research strategy. Literature determined to be of very low
quality by the standards of ROBINS-E (Risk of Bias in
Non-Randomized Studies of Exposures) [21] was eligible
for exclusion upon consensus of the authors.

Identifying relevant studies

An experienced health sciences librarian developed the
initial search strategy in Medline and then adapted it for
the other included databases, which were APA PsycINFO,
Embase, ERIC, PTSDPubs, Scopus, and Web of Science
Core Collection. The initial searches were conducted on
April 26, 2024, and the replicable search strategy with all
of its terms can be found in the a priori protocol of this
paper as well as in the search strategy documentation
at the following link: https://osf.io/p6zs4. Manuscripts
were imported into Covidence, which was the systematic
review software used to review articles for eligibility. The
search resulted in 322 de-duplicated manuscripts.

Two independent coders used a two-tiered process to
review articles for eligibility. In the first tier, titles and
abstracts were screened by each coder for exclusion. In
the second tier, full length articles were read by each
coder and examined for eligibility. The authors agreed
91.6% of the time on exclusion in tier one and 86.1% of
the time after reading the full articles. Disagreements
between the two coders were resolved by discussions
that included other authors. Each coder explained why
they thought the article met exclusion criteria to other
authors, and then the group decided by mutual consen-
sus whether the article should be excluded.

In this initial literature search, a review paper was
also identified [17], and all of its citations were hand
searched for eligibility in this review. This resulted in
one additional paper being added to the scoping review.
Finally, search updates in all databases were conducted
on December 11, 2024 to see if any additional relevant
papers had been published since the original round,
and the updated searches are documented in the search
strategy document referred to above. Seven new papers
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were identified, and one met inclusion criteria and was
added to the paper. Figure 1 shows a PRISMA flowchart
of the literature review process beginning in the literature
search phase and ending in the final selection phase.

Analysis

The following features were extracted from each of the
15 articles included in the scoping review: authors, year
of publication, title, journal, the country in which the
study was conducted, type of trainees (i.e., only medical
students or also additional learners), number of trainees,
type of trainers who facilitated or taught the curricu-
lum, curriculum type (i.e., didactic, threaded throughout
course, simulation, or another format), curriculum
description, assessment methods (quantitative, qualita-
tive, or mixed), outcomes measured, and TIC competen-
cies addressed as described in the UME competencies
framework [14].

Results

Table 1 provides author, year, country, journal, and title
for each included study, and highlights the following
study characteristics: type and number of training par-
ticipants, length of training, training facilitators, content
focus, and patient population. Table 2 summarizes for
each study the UME competencies addressed, assessment
methods, curriculum type, and outcomes. The following
section describes these characteristics.

Training participants

Across the 15 studies, the average number of partici-
pants was 117 (rounded), ranging from 14 to 535. Most
training activities targeted first-year medical students
(n=10), with fewer including second-year students
(n=7), third year students (n=2), and fourth-year stu-
dents (n=2). While all studies focused on medical stu-
dents, two included a multidisciplinary group, with one
study involving dental students and the other including
nursing students.

Curriculum facilitators

Most trainings included a diverse array of multidisci-
plinary medical staff as facilitators (n=10), and four also
included non-medical faculty. Almost half of the train-
ing programs also used advanced medical students or
residents as facilitators (2 =7), and 6 included community
experts. Across all studies, medical faculty represented
a broad range of specialties and departments including
Obstetrics/Gynecology, Pediatrics, Psychiatry, Internal
Medicine, Family Medicine, Anesthesiology, Emergency
Medicine, Surgery, and clinical and administrative staff.
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PRISMA Flow Diagram

Records identified through
database searching
(n=322)

Additional record identified
through citation of a review paper
(n=1)

\ 4

Records screened

Records excluded

(n=323)

] [ Screening ] [Identification]

A 4

Full-text articles assessed

\ 4

(n=285)

Full-text articles excluded

\ 4

(n=24)
Reasons for exclusion:
Not trauma informed care (n = 6)

No specific curriculum described (n = 3)
Curriculum was not evaluated (n = 4)
Not undergraduate medical education (n = 2)
Abstract only (n =9)

Records excluded

A 4

for eligibility
(n=38)
=
3
B0
w
——
y
] Studies identified with
3 updated search
o
) (n=7)

y

Studies included in
scoping review
(n=15)

Fig. 1 PRISMA chart of literature review

Curriculum types, duration, patient population, and
competencies

Among the studies, all 15 included didactic components
(primarily lectures), and 10 incorporated small group
discussions. A total of 12 studies provided learners with
opportunities to apply their knowledge through various

(n=6)
Reasons for exclusion:

Not trauma informed care (n = 1)
Curriculum was not evaluated (n = 3)
Abstract only (n=1)

Other (n=1)

methods, including role plays/practice sessions (n=6),
simulations (n=2), and patient interviews (n=1). The
median training duration was 3.5 h, ranging from 1 to
26 h.

About half of the studies focused on a general popula-
tion (adults and/or children, any setting) while the other
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Table 1 Final studies included in survey

Author Title Training # Total Training Content focus Patient
(Year), Coun- participants® Participants hours facilitators popu-
try, Journal lation
Agarwal etal.  Implementation of a MS1 17 26 Students, IPVP General
(2024), USA, trauma and violence Community Experts Mandatory reporting
Discover Edu-  informed care elective Vicarious trauma
cation [22] to supplement early Intersectionality

medical education Survivors'rights and

resources

Brennan etal. Addressing a Gap in MS4 127 2 Multidisciplinary Medical TIC principles Human
(2023), USA, Medical School Train- Faculty, Students, Community traffick-
MedEdPOR-  ing: Identifying and Experts ing
TAL [23] Caring for Human Traf-

ficking Survivors Using
Trauma-Informed Care

Brown et al. A Trauma-Informed MST & 164 35 Multidisciplinary Medical TIC principles General
(2021), USA, Approach to the Medi-  Dentistry Faculty, Other Non-Medical

MedEdPOR-  cal History: Teaching Faculty,

TAL [24] Trauma-Informed Com- Students

munication Skills to
First-Year Medical and
Dental Students

Chokshietal. Teaching Trauma- MS2 179 4 Pediatrics Faculty, Other Non-  Trauma/health effects General
(2020), USA, Informed Care: A Medical Faculty TIC principles
MedEdPOR-  Symposium for Medical Resilience
TAL [25] Students
Elisseou (1) ATrauma-Informed Ap-  MS1 152 2 Multidisciplinary Medical TIC principles General
etal. (2022), proach to Peer Physical Faculty Tl physical exam
USA, MedEd-  Examination TIPPE (trauma in-
PORTAL [26] formed peer physical
exam)
Elisseou (2) A Novel, Trauma- MS1 148 3 Multidisciplinary Medical Tl physical exam General
etal. (2019), Informed Physical Ex- Faculty, Other Non-Medical TIC principles
USA, MedEd-  amination Curriculum Faculty
PORTAL [27]  for First-Year Medical
Students
Goldstein Medical Students'Per- ~ MS2 20 6 Other Non-Medical Faculty ACEs® General
etal. (2018),  spectives on Trauma- Trauma/health effects
USA, The Informed Care Training Re-traumatization
Permanente
Journal [28]
Gore et al. Creation of a Medical MS2 149 3 Multidisciplinary Medical Sexual assault Sexual
(2021), USA, Student Training to Im- Faculty, Community Experts Communication skills  assault
MedEdPOR-  prove Comfort Provid- Avoiding survi-
TAL [29] ing Trauma-Informed re-traumatization Vors
Care to Sexual Assault
Survivors
Hollis et al. Implementation of a MS1 14 14 Multidisciplinary Medical TIC principles Inter-
(2022), USA,  Trauma-Informed Care Faculty, Community Experts Tl physical exams per-
Carolina Elective in Medical Trauma and sub- sonal
Journal of In-  Education stance use violence
terdisciplin-
ary Medical
Education [30]
Kumar et al. Utilizing Experiential MST, MS2, 20 7 Pediatrics Faculty, Students, Trauma Chil-
(2023), USA,  Modalities to Teach Nursing Community Experts TIC principles dren
Academic Principles of Trauma in and
Pediatrics [31] Pediatrics: Foster Care trauma
Evaluation Services in foster
Clinic Partnership in care

Medical Education
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Table 1 (continued)
Author Title Training # Total Training Content focus Patient
(Year), Coun- participants® Participants hours facilitators popu-
try, Journal lation
Leeetal. Trauma-Informed Care  MS1,2,34 17 2.5 Multidisciplinary Medical TIC principles Patients
(2023), USA, for Acute Care Settings: Faculty, Students/Residents TIC in acute care inacute
MedEdPOR- A Novel Simulation care
TAL [32] Training for Medical settings

Students
Onigu-Otite  Introducing ACEs MS1 124 1 Psychiatric Medical Faculty ACEs & health General
etal. (2020), (Adverse Childhood Resilience
USA, MedEd-  Experiences) and
PORTAL [33]  Resilience to First-Year

Medical Students
Osei et al. Screening for Toxic MS2 65 1.5 Multidisciplinary Medical Toxic stress General
(2022), USA, Stress Response and Faculty, Resilience
MedEdPOR-  Buffering Factors: A Community Experts,
TAL [34] Case-Based, Trauma- Students/Residents

Informed Approach to

Health Equity
Pletcheretal.  Adverse Childhood MS1 535 3 Multidisciplinary Medical ACEs & health General
(2019), USA, Experiences: A Case- Faculty, Students/Residents ACEs screening
MedEdPOR-  Based Workshop Resilience
TAL [35] Introducing Medical

Students to Trauma-

Informed Care
Siegel et al. On-the-Go Training: MS1,2,34 32 1 Multidisciplinary Medical Sexual assault Sexual
(2017), USA, Downloadable Mod- Faculty, Community Experts Communication skills  assault
MedEdPOR-  ules to Train Medical TIC principles
TAL [36] Students to Care for

Adult Female Sexual
Assault Survivors

2MS(#): Medical Student (year of training)
BIPV: Intimate Partner Violence
“ACEs: Adverse Childhood Experiences

half focused on a special population such as patients
experiencing violence or sexual assault. One training
focused on patients in acute care settings such as emer-
gency or urgent care, one focused on human trafficking,
and one focused on children in foster care.

Each study was evaluated for alignment of train-
ing content and methods with UME competencies for
TIC [14]. All studies addressed Knowledge for Practice,
13 addressed Patient Care, seven addressed Interper-
sonal and Communication Skills, three addressed Pro-
fessionalism, four addressed System-Based Practice,
three addressed Interprofessional Collaboration, and
two addressed Personal and Professional Development.
None explicitly addressed Practice-based Learning and
Improvement.

Outcomes

The most frequently measured outcomes of the training
activities were improved knowledge (n=14), satisfac-
tion with or general feedback about the training experi-
ence (n=13), and increased confidence or competence
in performing TIC skills (m=12). Levels of knowledge,

satisfaction, and confidence increased overall across
studies. However, only a few studies incorporated lon-
gitudinal outcome measures. Specifically, three studies
followed participants over time: Gore et al. [29] assessed
knowledge retention two weeks post-training, Osei et
al. [34] utilized self-reports to evaluate whether the
skills learned were applied in patient care three months
after training, and Brown et al. [24] measured changes
in trainees’ clinical practices five months post-training.
Overall, longitudinal follow-up studies that measured
applied practice of skills were rare, with only two studies
examining the impact of training on actual clinical prac-
tice changes. In one of these studies, one-third of the stu-
dents were implementing Trauma-Informed Care (TIC)
concepts in patient care three months after training [34],
and in the other, nearly 75% of students reported applica-
tion in their clinical practice at five months [24].

Discussion

The emerging adaptation of TIC to UME is promising.
Of the 15 studies identified, most were published in the
past five years. While teaching methods varied, learner
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outcomes were exceedingly positive, especially given
that the median duration of training was only 3.5 h.
Students were generally satisfied with the educational
activities and demonstrated increased knowledge about
TIC and improved confidence in treating patients using
these principles. It is important to note that the efficacy
of these trainings on patient outcomes remains relatively
unknown. However, broader adoption of TIC in UME
could have a wide-ranging beneficial impact on patients
who future physicians will treat across their careers.

Teaching methodologies

A variety of methodologies were applied in the stud-
ies included in this scoping review. Didactic instruction
was conducted in all studies. Trainings that incorporated
hands-on practice opportunities, such as role play, simu-
lations, demonstrations, or patient interviews, received
highly positive feedback from learners. Small group
activities were linked to improvements in understand-
ing, confidence, and comfort with the content [34, 35].
Practice opportunities allowed learners to engage more
deeply, develop trauma-informed communication skills,
and receive constructive feedback, facilitating a transi-
tion from passive learning to active skill mastery. Simu-
lations, especially, were rated as particularly beneficial,
offering a more immersive and interactive way to rein-
force knowledge and promote synthesis and evaluation
[28, 32].

Several studies gathered qualitative feedback from par-
ticipants regarding specific features of the training activi-
ties and elements that facilitated learning and retention.
Participants expressed appreciation for the opportunity
to engage with or learn from different disciplines, noting
that a multidisciplinary approach enriched their under-
standing and fostered a more comprehensive view of TIC
[23, 31, 35]. Small group discussions were particularly
valued for promoting meaningful dialogue [25, 29, 35],
while opportunities to apply what they had learned in
practice settings were highlighted as essential for solidi-
fying skills [24, 27, 34].

There is a clear need for more longitudinal follow-up
to assess the sustainability of TIC training outcomes and
real-world application in clinical practice. The Kirkpat-
rick model of evaluation suggests measuring how stu-
dents react to the training, how much they are learning
from the training, if they are applying the training, and
if the trainings are resulting in the intended outcome
[37]. While many studies measure immediate gains in
knowledge and confidence, few explore whether these
skills are consistently applied and maintained over time.
This limited follow-up suggests that the sustained effects
of TIC training on student competencies and outcomes
for patients remain relatively underexplored. Longitudi-
nal research could provide crucial insights into how well
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TIC principles are integrated into daily practice and the
factors that support or hinder this transition. Of critical
importance are studies observing whether learners use
TIC strategies, such as patient-centered communication
and sensitivity to trauma histories, and how this applica-
tion may change over time (e.g., continuation, augmenta-
tion, or diminution well after the initial training period).
The exploration of trends in skill application and the
evaluation of long-term impact on patient care would
inform the development of trauma-informed UME (e.g.,
curricular threads, refresher skills-based trainings, men-
torship programs, or other reinforcement mechanisms)
to ensure that TIC training translates into enduring, pos-
itive changes in clinical settings.

Competencies

The core competencies of TIC for UME are Knowl-
edge for Practice, Patient Care, Practice-Based Learning
and Improvement, Interpersonal and Communication
Skills, Professionalism, Systems-Based Practice, Inter-
professional Collaboration, and Personal and Profes-
sional Development [14]. None of the studies reviewed
addressed all of the TIC competencies, which is not
unexpected for these short-term trainings. The most
addressed competencies were Knowledge for Practice,
Patient Care, and Interpersonal and Communication
Skills (see Table 2 for information on which competen-
cies each study addressed). Chokski et al. [25] and Gold-
stein et al. [28] included the effect of trauma on health
in their didactics, which was particularly relevant for the
Knowledge for Practice competency. Both Elisseau et
al. [26, 27] articles as well as the Hollis et al. article [30]
included a trauma-informed physical exam component,
which is an important component of the Patient Care
competency. Finally, studies that included role play [22,
24, 28, 29] provided a particularly hands-on opportunity
for trainees to practice the Interpersonal and Communi-
cation Skills competency.

As teaching of TIC concepts and skills is relatively new,
it is logical that these curricula addressed the founda-
tional concepts of defining TIC, caring for patients in a
trauma-informed way, and communication around TIC.
The inclusion of all TIC competencies is needed as teach-
ing TIC expands, develops, and is integrated throughout
the curriculum. Of particular importance is developing
and implementing Personal and Professional Develop-
ment [38] that is trauma-informed. This centers on train-
ees’ developing competencies in recognizing their need
for and appropriately engaging in seeking help and using
healthy coping strategies. As learning and healthcare
environments align more with TIC, this particular com-
petency is essential to not only address secondary trauma
but other potential harms (e.g., compassion fatigue,
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moral injury, and burnout) that can arise in medical edu-
cation and practice settings.

Students must understand and apply TIC principles in
the health systems that they are and will be working in
[14]. Thus, System-Based Practice is another key area of
focus for future trainings [17]. Some examples of con-
cepts to address are environmental design, patient intake
procedures, staff training, and cultural competence/
humility. These principles may already be addressed to
some extent in a health system science course that many
schools include. However, inclusion of references and
links to TIC principles within this type of course would
help teach students about how TIC relates to these
topics.

Assuring that the UME curriculum within a medical
school addresses all of the TIC competencies will require
coordination and integration of TIC principles and prac-
tices throughout the preclinical and clinical years. Cur-
rently, this may be aspirational. The early work that is
being done at some medical schools should be shared
to support the development and refinement of TIC cur-
riculum at all medical schools. Some medical schools are
using curricular threads, which are critical topics inte-
grated throughout all years of a UME curriculum, spe-
cifically for content fundamental to medical practice that
is not the central focus of a specific course or clerkship.
Implementing TIC as a curricular thread would enhance
integration of TIC competencies into UME as a whole.
For example, Harvard Medical School included TIC
as one of its Societal Themes, which are topic areas for
longitudinal curricular integration. This designation has
allowed Harvard to support faculty and programs that
advance TIME [39].

In the literature in this scoping review, the most com-
mon context to teach TIC principles was within work-
shops in existing classes. Three of the articles included
offered elective, semester-long courses that emphasized
TIC [22, 30, 31]. Other opportunities to incorporate TIC
into UME would be within clerkships, particularly obstet-
rics/gynecology, psychiatry, pediatrics, family medicine,
and internal medicine. The curricular content outline by
the LCME (Liaison Committee on Medical Education)
includes Standard 7.5, titled Societal Problems, which
says the faculty of a medical school must “ensure that the
medical curriculum includes instruction in the diagno-
sis, prevention, appropriate reporting, and treatment of
the medical consequences of common societal problems”
[40]. We feel that TIC fits well in this content area that
medical schools are required to include in their curricula.
TIC principles could also be incorporated into the Core
Entrustable Professional Activities (EPAs) that learn-
ers should be expected to be able to do by the time they
are entering residency. In addition, if the United States
Medical Licensing Exam (USMLE) includes TIC as part
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of their testing, medical schools would be further incen-
tivized to incorporate TIME throughout their curricula.
These structural changes could help future doctors better
incorporate TIC into the care of their patients.

Inclusivity

An important aspect of enhancing TIC training is the
integration of inclusivity, including racial bias training,
ability/disability TIC, sexual orientation and gender-
sensitive practices, and respectful pronoun use. Among
studies included in this scoping review, some participants
felt that their courses should better address how to navi-
gate these aspects within a trauma-informed approach,
highlighting the impact of recognizing each patient’s
unique identity in the care process [28, 33]. Furthermore,
participants underscored the need for resources and
support mechanisms for patients when trauma inquiry
is used, so that those who may feel overwhelmed can
be connected to appropriate services or resources when
necessary [22, 28]. This feedback suggests a strong inter-
est among learners for training that not only builds prac-
tical skills but also cultivates an environment of respect,
sensitivity, and support for diverse patient needs.

A strength of the research in this scoping review is that
most studies linked traumatic experiences to broader
social determinants of health. Some studies addressed
systemic barriers to care for people with marginalized
identities [26, 34, 36], providing students with a frame-
work to understand trauma within inequitable societal
structures. Three trainings specifically discussed rac-
ism [25, 34, 35]. In addition, three trainings addressed
LGBTQ +health [25, 29, 32]. Lee et al. [32] included a
transgender simulated patient, emphasizing the need
for gender-affirming care and teaching students how
to address and mitigate stigmatizing behaviors among
healthcare providers. One study specifically encouraged
students to reflect critically on their own implicit biases
and stereotypes, fostering self-awareness and equipping
them to identify and address potential barriers to equi-
table care [30].

While people of some identities were focused on in
trainings, others were unrepresented. Notably, we did
not identify any trainings that focused on TIC for the
undocumented immigrant community, who may have
privacy concerns. In addition, we did not identify any
TIC trainings that focused on respect for the cultures of
Indigenous Peoples in healthcare settings. Finally, we did
not find trainings addressing trauma informed ways to
treat neurodivergent people who may have specific sen-
sitivities and needs. It is of note that Agarwal et al. [22] is
the first published training to our knowledge to focus on
intersectionality in TIC.

Medical education that teaches the learner to acknowl-
edge and respect diverse identities can significantly
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improve patient comfort and trust [41]. By incorporating
modules or discussions on gender diversity, racial iden-
tity, sexual orientation, disabilities, and other marginal-
ized identities, TIC training programs can help learners
recognize and address implicit biases, fostering an envi-
ronment where all patients feel respected and under-
stood. This aligns with trauma-informed principles that
prioritize safety and empowerment, ensuring that care
is personalized and responsive to individual identity and
needs.

Limitations

Our literature search utilized seven databases, followed
established PRISMA-ScR guidelines for scoping reviews,
and included supplemental search strategies such as ref-
erence list reviews. However, there are limitations to this
scoping review. First, we did not use additional second-
ary search methods such as searching for ‘grey litera-
ture’ available outside of traditional publishing channels,
such as conference papers or theses, nor did we contact
authors for additional articles or references. Addition-
ally, the literature review only included articles available
in the English language. There may be relevant articles
available in other languages which were not reviewed.
Finally, our inclusion criteria required that studies must
include medical students and that the TIC education
must have been implemented and evaluated. There could
be studies relevant to educators developing TIC curricula
that lacked one or more of these components.

Conclusions

TIC is an emerging topic area in UME, with the major-
ity of publications occurring in the past 5 years. The 15
papers included in this scoping review showed that stu-
dents are eager for hands-on learning opportunities in
TIC that build upon what they can learn in a didactic
setting. Students also expressed that they valued oppor-
tunities to learn from a multidisciplinary lens. Further-
more, the studies in this scoping review addressed some
of the UME TIC competencies, but areas for growth
center around Professionalism, Systems-based Practice,
Interprofessional Collaboration, and Personal and Profes-
sional Development. Students also expressed that their
trainings could better address inclusivity of patients of
different identities and lived experiences. As compe-
tency-based trauma-informed UME continues to develop
and evolve, future doctors should be better able to treat
their patients in a trauma sensitive and appropriate
way. Moreover, they should be better able to apply their
deeper understanding of underlying factors that contrib-
ute to their patients’ and their own health and wellbeing,
as well as that of families, care teams, and the broader
community.
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