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Abstract 

Objective: Exposure to traumatic events is prevalent, with the impact of trauma and its 

relationship with other conditions widely documented. Research suggests that clinicians do not 

routinely ask about trauma history in clinical settings. Trauma-related training has been 

recommended as a means of addressing this. Neither the impact of training on clinician behavior 

(i.e. frequency of asking about or detection of trauma history), nor the relationship between 

training and these variables, have been formally reviewed.  Method: A systematic literature 

review was conducted using PsychINFO, Scopus and Web of Science. The grey literature and 

reference lists of included articles were consulted. Nine articles met the eligibility criteria for 

inclusion. Results: Two-thirds of studies reported statistically significant evidence to suggest that 

trauma related training is related to; (1) increased frequency of asking about trauma history and 

(2) greater detection of trauma history. Conclusions: Whilst acknowledging the limited number 

and variable quality of studies, as well as the failure to detect statistical significance in all 

studies, this review provides some evidence that trauma-related training is related to clinician 

inquiry and detection of trauma history. Further high quality research is needed. Training should 

address barriers to inquiry, acknowledge the potential variation in inquiry behaviour across 

trauma subtypes and encompass a skill and educational approach to both inquiry and response to 

trauma. Keywords:  trauma history, trauma-related training, mental health professionals, asking 

about trauma, routine inquiry. Clinical impact statement: Mental health professionals do not 

routinely ask about trauma history and training has been recommended to address this. The 

findings of this review may have important implications with regards to the development and 

provision of future trauma-related training programmes for mental health professionals.  
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Does Trauma-Related Training Have a Relationship with, or Impact on, Mental Health                         

Professionals Frequency of Asking About, or Detection of, Trauma History? A Systematic 

Literature Review 

It is estimated that between 51%-84% of adults in the general population have been 

exposed to some type of traumatic event (Bernat, Ronfeldt, Calhoun & Arias, 1998; Frans, 

Rimmo, Aberg & Fredrikson, 2005; Kessler, Sonnega, Bromet, Hughes & Nelson, 1995; Vrana 

& Lauterbach, 1994). However, exposure to traumatic events in clinical populations tends to be 

higher (Elhai, Ford & Naifeh, 2010), ranging between 76%-91% (Cusack, Freuh & Brady, 2004; 

Wota et al., 2014). Traumatic exposure is associated with a range of mental health difficulties 

(Elhai., et al., 2010), most notably, PTSD (Bunting, Murphy, O’Neill & Ferry, 2013).  

 While the importance of conducting a comprehensive assessment of trauma has been 

emphasized (Krinsley, Gallagher, Weathers, Kutter & Kaloupek, 2003), there is a substantial 

body of evidence to suggest that mental health professionals do not frequently inquire about a 

history of traumatic exposure (Agar, Read & Bush, 2002; Cunningham et al., 2016; Hepworth & 

McGowan, 2013; Mitchell, Gatson-Grindel & Laurenzano, 1996; Read, Harper, Tucker and 

Kennedy, 2018a; Rossiter et al., 2015; Shannon, Maguire, Anderson, Meenagh & Mulholland, 

2011). The low rates of inquiry about trauma history by mental health professionals is cause for 

concern, given that service users are more likely to disclose a trauma history when asked 

explicitly (Agar, Read & Bush, 2002; Briere & Zaidi, 1989; Read & Fraser, 1998). Consequently, 

the failure to explicitly ask service users about their trauma history may lead to undetected 

trauma histories and have ramifications for assessment, formulation and intervention (Mitchell et 

al., 1996).  
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Research has explored reasons for non-inquiry by professionals, including; concerns about 

offending or distressing the client, the need to prioritise more immediate concerns, concerns 

regarding vicarious trauma, fear of inducing false memories and a lack of training in asking 

about or responding to disclosures (Read, Hammersley & Rudegeair, 2007). Others include 

confidence in asking about and responding to disclosures (Mansfield, Meehan, Forward & 

Richardson-Clarke, 2017), clinician and client gender, client age and clinical diagnosis 

(Cunningham et al., 2016; Read et al., 2007; Shannon et al., 2011). The low rates of inquiry 

regarding trauma history by mental health professionals has led to a number of 

recommendations, including the development of guidelines, policies and training programmes to 

improve inquiry and response to trauma history disclosures (Cunningham et al., 2016; Mansfield 

et al., 2017; Read et al., 2018a; Rossiter et al., 2015; Shannon et al., 2011).  

Aim of current review 

Low rates of trauma history inquiry by mental health professionals have been met with a 

resounding recommendation that mental health professionals receive training to address this. In 

order to evaluate the utility of this training, it is important to ascertain if trauma-related training is 

related to, or has an impact on, mental health clinicians inquiry, or detection of, trauma history.  

The primary aim of this systematic review is to consider if trauma-related training, 

delivered to mental health professionals, has a relationship with, or impact on, mental health 

clinician behavior (i.e. frequency of asking about or the detection of trauma history). Secondly, 

important components of training programmes will be identified in order to make 

recommendations for the designing of effective training programmes.  
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Method 

Search strategy 

The protocol for this review was registered and published with prospero (registration 

number: CRD 42017077523). A literature search was conducted in November 2017, using 

Scopus, Web of Science and PsychINFO. The search terminology for Web of Science was as 

follows: training or program* and trauma or abuse or neglect or maltreatment or violence or 

“sexual assault” or “physical assault” or “domestic violence” or “intimate partner violence” or 

“sexual violence” and “mental health profession*” or “mental health staff” or “healthcare 

profession*” or psychiatric or “mental health service” and ask* or detect* or "training 

experience$” and analys?s or survey or questionnaire or file or form or audit or evaluation or 

record* or simulation or "case vignette" or assess*. Subject headings were used in PsychINFO 

and combined using “or” with the key words above. A hand search of the grey literature was also 

conducted in November 2017 using Google scholar and also, via an online source (“Grey 

Literature Report”, n.d.). No additional records were obtained.  

A total of 1,283 publications were identified using database searches (424 from Scopus, 

223 from Web of Science and 636 from PsycINFO. One thousand and ninety-six records 

remained following the removal of duplications. Abstracts and titles were screened according to 

eligibility criteria as follows:  

i. Studies that evaluated the impact of trauma-related training on mental health clinicians 

inquiry behaviour. Studies investigating the relationship between trauma-related training and 

frequency of asking about trauma history or detection of trauma history.  

ii. Participants who are mental health professionals, or professionals working in mental health 

services who work as part of a team/service to provide a mental health service. Studies 
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including professionals who did not provide or work as part of a team or service delivering a 

mental health service were excluded. 

iii. “Trauma-related training” was defined as training in the area of trauma which could be 

specifically related to specific types of trauma histories e.g. domestic violence, sexual abuse, 

or more general. Training could be part of the mental health professionals initial professional 

training, additional to professional training, or provided as part of a service initiative or 

training policy. 

iv. The outcome measures for this review (i.e. frequency of asking about trauma history or 

detection of trauma history) could be captured by any means (e.g. professional self-report 

via survey, questionnaire, recorded in clinical files/notes or via service audits).  

v. Published and unpublished studies in the form of journal articles, service related/research 

evaluations or reports and dissertations. Books, book chapters or other reviews were 

excluded. Studies published in English. Studies in other languages were excluded.  

vi. Quantitative studies, including surveys or questionnaires incorporating open-ended 

questions and responses. Qualitative studies were excluded. Two qualitative studies were 

identified in the review process with neither of these studies addressing the question of this 

review.  

Following completion of the screening process, 39 potentially suitable articles were 

identified and the full texts were then retrieved for full review.  Thirty-two articles did not meet 

the eligibility criteria, leaving seven articles identified as meeting all criteria. The reference lists 

of articles meeting the inclusion criteria were then hand searched for additional articles. A further 

five full text papers were assessed for eligibility with two of these articles meeting the criteria for 

inclusion. Three international dissertations were also identified via the references of included 
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texts. The authors of these dissertations were contacted and replies from two of the three 

corresponding authors confirmed that these dissertations would not have met the eligibility 

criteria; the third dissertation was not retrievable. The nine articles meeting the criteria were 

included in the review (Figure 1 Supplemental material). A second rater assessed eligibility for 

inclusion and Cohen’s Kappa inter-rater reliability was calculated at .87, indicating strong 

agreement (McHugh, 2012). Any discrepancies were resolved through discussion.  

Given the small number of articles meeting the inclusion criteria of the review, quality 

appraisal was conducted on the included articles in order to assess the quality of these studies, 

rather than to eliminate studies from the review. The quality appraisal tool incorporated items 

from the Quality Assessment Tool for Before-After (Pre-Post) Studies with No Control Group 

and the Quality Assessment Tool for Observational Cohort and Cross-Sectional Studies, as 

developed by the National Heart, Lung & Blood Institute in 2014 (NHLBI, 2014a; NHLBI, 

2014b). Items were also informed by STROBE guidelines (Strengthening the Reporting of 

Observational studies in Epidemiology; von Elm et al., 2007) and The Centre for Reviews and 

Dissemination (CRD, 2008) guidelines. See Supplementary material for quality tool.  

Studies were assessed using nine items based on a three quality rating system informed by 

the Scottish Intercollegiate Guidelines Network guidance (SIGN, 2011). Quality was also 

assessed by a second rater and discrepancies were resolved through discussion. Total scores were 

used to inform an overall quality category for each individual study, using the NHLBI (2014) 

coding criteria of “good”, “fair” or “poor”.  “Good” studies have the least amount of bias and 

results are considered valid, “fair” studies are susceptible to some bias, while “poor” studies have 

a significant risk of bias (NHLBI, 2014a; NHLBI, 2014b). Studies varied in their level of quality, 

with only one study identified as “good” (See Table 1 Supplementary material for scoring).   
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Results 

Synthesis of results 

Table 2 (Supplementary material) provides a summary and key results of each study. Six of 

the nine studies included in this review set out with the overall aim to evaluate the effectiveness 

of a specific training intervention on various outcomes (Cavanagh et al., 2004; Currier & Briere, 

2000; Donohoe, 2010; Lotzin et al., 2018; Walters et al., 2016). One study aimed to ascertain if 

there had been any change in rates of recorded and identified abuse/neglect since the 

establishment of a training program and policy within a service (Sampson & Read, 2017). Three 

studies examined training more generally with two of these studies examining training needs and 

experiences of mental health professionals (Currier et al., 1996; Murray et al., 2016) and the final 

study predominantly focused on identifying barriers in obtaining abuse histories (Young et al., 

2001). With regards to design, three studies employed a cross-sectional design, five studies 

adopted an experimental/quasi-experimental approach, and one study was a survey evaluation.  

With regards to participant demographics, participants, who were mental health 

professionals, (N = 780), ranged between 18-65 years in age. The majority of professionals were 

female. Details on age and gender were not provided in three studies (Currier et al., 1996; 

Currier & Briere, 2000; Walters et al., 2016) and the number of professionals in the Sampson & 

Read (2017) study could not be determined due to the methodology (e.g. file analysis).  

The nature and source of trauma-related training provided to clinicians varied across 

studies. In the six studies which focused on specific training interventions provided, training was 

in addition to professionals initial training (Cavanagh et al., 2004; Currier & Briere, 2000; 

Donohoe, 2010; Lotzin et al., 2018; Walters et al., 2016, Sampson & Read, 2017). In the   
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remaining three studies where training experiences were examined more generally, little 

information was available with regards to the details of the training received (e.g. Currier et al., 

1996; Murray et al., 2016; Young et al., 2001) due to the design of the studies.  

Across all studies, training tended to be either trauma-generic or focused on specific 

traumatic experiences, such as domestic violence, sexual abuse or abuse histories. Some training 

programmes covered a culmination of traumatic experiences. The components of trauma-related 

training, where provided, varied across studies, but usually consisted of some educational 

content (e.g. summary of research findings regarding trauma/abuse, information and guidance on 

various aspects of trauma including assessment/inquiry). Some studies also incorporated a focus 

on practical skill development in asking about trauma history and responding to disclosures 

(Cavanagh et al., 2004; Donohoe, 2010; Lotzin et al., 2018; Sampson & Read, 2017) and one 

study also incorporated information regarding trauma interventions (Walters et al., 2016).  

Additionally, training tended to be delivered in group format, with the duration of training 

ranging from a one hour orientation to a full day programme with refresher session.  

In total, four of the nine studies used surveys or self-report questionnaires to examine 

clinician frequency of asking about or detection of trauma history (Lotzin et al., 2018; Cavanagh 

et al., 2004; Donohoe, 2010; Walters et al., 2016). One study (Young et al., 2001) employed a 

case vignette. Two studies (Currier et al, 1996; Murray et al., 2016) used self-report 

questionnaires to measure both clinician inquiry behavior and capture training experiences 

simultaneously. Of the remaining two studies, one study compared trauma history detection rates 

obtained using a standardised trauma interview (Currier & Briere, 2000) while the final study 

employed a file audit (Sampson & Read, 2017).  A diverse range of analytic methodologies were 

employed across the studies, including; t-tests, descriptive statistics, chi-square analyses, linear 
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mixed modelling, as well as a correlational design. The first author of this review calculated the 

effect sizes for studies where this had not been conducted. A narrative synthesis of the key results 

of the studies relevant to the research question is explored using the following headings: 

specified trauma-related training programmes and generalized trauma-related training 

experiences.  

Specified trauma-related training programmes.  

New Zealand training programme/”Learning how to ask training” 

Three of the nine studies included in this review either focused on or provided an evaluation 

of the New Zealand training programme. This was provided in addition to professional clinical 

training. The programme initially focused predominantly on physical and child sexual abuse, with 

the aim to improve clinician inquiry and response to trauma and abuse histories (Cavanagh et al., 

2004). This one-day group training programme encompassed educational components, including; 

research summaries of the relationship between abuse and mental health, the prevalence and effects 

of abuse, research demonstrating how often mental health professionals are asking about abuse 

and facilitated discussions reflecting on the advantages and disadvantages of asking about abuse 

histories. The training also included practical skills in inquiry and responding to disclosures 

(Cavanagh et al., 2004).  

Cavanagh et al. (2004) employed a self-report questionnaire, which was administered 

immediately prior to the training and six weeks post training (N = 85). A statistically significant 

increase in confidence in asking about abuse and in responding to disclosures was observed. 

Sixty-seven percent of participants reported that training had changed their clinical practice. A 

small number of participants provided some examples of specific changes in this regard (n = 17), 

which included “now I ensure that either myself or someone else working with the client asks 
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about abuse” and “I tend to ask the question quite early on in therapy” (Cavanagh et al., 2004, 

pp. 141). Participants reported that in 64% of client cases, they believed they knew whether or 

not clients had an abuse history. There was no statistically significant change in the number of 

client cases in which clinicians believed that they knew whether or not there was an abuse 

history, suggesting that the training did not have a statistically significant impact on self-reported 

detection. It was not possible to calculate an effect size for this particular finding as the statistical 

information could not be retrieved.  

The failure to detect statistically significant results may have been contributed to by a 

number of factors, including the small number of participants for whom pre and post-data were 

available (n = 31), as well as an insufficient time period in which to expect a change in detection 

(six weeks). Alternatively, it may be that participants were already demonstrating a high level of 

skill in inquiry prior to the delivery of the training programme, given that 33% of participants in 

the study had received additional training prior to the intervention in this regard. Cavanagh et al. 

(2004) acknowledged these limitations. Findings in this study also indicated that client diagnosis, 

gender and age of client continued to influence a small number of professionals decision as to 

whether or not to ask clients about their abuse history post-training.  

Sampson and Read (2017) compared detection rates of sexual and physical abuse to those 

obtained in a previous audit (see Agar et al., 2002), which had been undertaken in 1997 prior to 

the introduction of a policy and requirement that mental staff attend training on inquiring about 

childhood trauma (i.e. the New Zealand training programme). At the time of this study, the 

training programme had been running a number of times per year for approximately nine years.  

Following an audit of 250 randomly selected files from four community health centres, the 

authors found a statistically significant increase in rates of recorded child sexual and physical 



TRAUMA RELATED TRAINING  13 

abuse, and adult sexual abuse, but no statistically significant increases in recorded rates of adult 

physical assault were observed. The author of this review calculated effect sizes using phi 

coefficients, revealing small effect sizes with regards to detection of child sexual and physical 

abuse and adult sexual assault, and a very small effect size in relation to adult physical assault. 

Additionally, female clinicians were statistically more likely to ask about trauma history at initial 

assessment than males and clients with psychosis were less likely to be asked. Despite the 

significant improvements, 34.8% of the audited client files revealed no indication of having been 

asked about trauma history by a professional at any stage of treatment. Findings need to be 

considered in relation to the difficulty attributing increased rates of recorded abuse (i.e. increased 

detection) directly to the training, given the potential for historical effects over the extended time 

period (approximately 20 years) and the inability to control for confounding variables.   

Lotzin et al. (2018), using a cluster randomized control trial, investigated the impact of an 

adapted form of the New Zealand training programme referred to as the “Learning how to ask 

training” (Read et al., 2007) on a range of outcomes. The objective of the training was to 

increase clinicians frequency of asking about a range of traumatic experiences including neglect, 

physical, sexual and emotional abuse.  In addition to the existing training components associated 

with the New Zealand training programme outlined previously, this one-day group training 

programme incorporated a refresher session three-months post-training. This consisted of 

discussions regarding clinicians’ experiences of asking about and responding to trauma history 

disclosures, as well as a refresher on how to ask about trauma. Service providers were randomly 

allocated to either the intervention (n = 72) or control group (n = 76).  

Using a self-reported questionnaire, participants who received the training reported a 

significantly greater change in frequency of asking about trauma history from baseline to three 
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and six-month follow-up than those who were in the control group. A medium effect size 

estimate was observed in this regard. No significant change was observed between three and six 

month follow up suggesting that change was maintained (very small effect size estimate). 

Statistically greater increases in knowledge about trauma, attitudes and confidence with regards 

to inquiry and response were observed in the intervention group in comparison to the control. 

The authors also found that whilst inquiry for all trauma types significantly increased for those 

who received the training programme, sexual abuse was asked about significantly less than other 

trauma types in both the intervention and control group. Gender, duration working in the centre, 

profession and previous trauma training, did not significantly predict change in frequency of 

asking about trauma. However, change was predicted by clinician age, with older clinicians more 

likely to have reported a change in frequency of asking. While the authors acknowledge various 

limitations associated with the study, such as the reliance on self-report questionnaires, this study 

achieved one of the highest quality ratings in this review.  

Other specific training programmes 

Donohoe (2010) provided an evaluation of the Victims of Violence and Abuse Prevention 

Programme in one of the pilot trusts (N = 53). This programme, which was provided in addition 

to professional training, focused on sexual abuse and aimed to equip clinicians with knowledge 

and skills in inquiry and response to disclosure. The training was delivered over one day in a 

group format and included educational components on sexual abuse as well as skill development 

for inquiry and response to sexual abuse history.  

Using a self-report questionnaire administered post-training (n = 30) (no time period 

specified), 77% of mental health professionals agreed that the training had changed their clinical 

practice. Over 35% of participants reported that they were now asking about abuse history as part 
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of their routine assessment. Participants also reported increased confidence, knowledge and 

awareness of abuse. Client diagnosis, age of client and gender was reported by some participants 

to influence their tendency to ask clients. However, the findings of this study are compromised 

by the small number of professionals who completed the questionnaire (n = 30), the reliance on 

descriptive statistics and the limited information reported regarding the questionnaire. 

Additionally, there may be some difficulty in attributing results to the training delivered, given 

that 50% of professionals in the study reported to have received prior training. 

Sample size was also a concern in the Walters et al. (2016) study, which aimed to 

evaluate the effectiveness of a bespoke training programme developed in response to staffs’ 

needs identified via a focus group (N = 14). This programme, which was additional to 

professionals initial training, aimed to improve knowledge about trauma (non-specified type), 

confidence in asking about and responding to trauma, in addition to reducing staff worries 

regarding assessment and treatment of trauma. The training consisted of a half-day programme, 

delivered in group format, and provided education on trauma (e.g. relationship with attachment, 

assessment and intervention strategies) as well as case discussion and problem solving.  

Using a self-report questionnaire, no statistically significant change in the number of 

clients known to professionals with a trauma history was observed from pre-training (one month 

prior to training) to six-month follow-up. Similarly, there was no statistically significant self-

reported change in professionals frequency of asking about trauma history from pre-training to 

follow up. However, the mean number of clients known to have a trauma history and the mean 

rate of inquiry about trauma history increased from pre to follow-up, and medium effect sizes 

were observed, as calculated by the author of this review. Given the effect sizes observed, failure 

to find statistically significant differences may be due to the limited data available for all time 
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points (n = 7), a limitation acknowledged by the authors. However, it must be acknowledged that 

despite the limited sample, statistically significant improvements in staff confidence and 

knowledge in assessing and treating trauma were observed, in addition to increases in the 

number of clients receiving intervention for trauma. The authors also acknowledge the potential 

impact of staff restructuring on findings which occurred following the training. 

Currier and Briere (2000) evaluated the impact of a brief trauma-related training 

intervention in a psychiatric emergency department. The intervention consisted of a one-hour 

trauma educational lecture on the prevalence of trauma, victimisation as well as the impact and 

assessment of trauma. Participants were randomly allocated to the intervention (n = 10) or to a 

control group (n = 8), where participants received no information on trauma. Using a 

standardised trauma interview, clinicians who received the trauma orientation detected 

significantly more trauma history (sexual, physical and total violence) than those in the control 

group. Follow-up analyses revealed that clinicians who received the orientation detected 

significantly more childhood sexual and physical abuse, but not childhood/adolescent peer sexual 

assault, adult spouse abuse or adult non-intimate physical assault, than those in the control group. 

Effect size calculations were calculated by the authors, which revealed small effect sizes for each 

of the above findings. In addition, female clinicians detected significantly more sexual violence 

than male clinician. However, neither clinician age nor education level had a significant effect on 

number of instances of sexual, physical or total violence detected per clinician. While findings 

led the authors to support the effectiveness of a brief trauma orientation on detection of trauma 

history, limitations included the small sample size (N = 18), insufficient details regarding time 

frame of the study and the lack of follow-up to ascertain if effects were maintained post-

intervention. 
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Generalized trauma-related training experiences 

The remaining studies in this review inquired about trauma-related training previously 

received by participants (i.e. exposure), predominantly via self-report questionnaire, and sought 

to establish whether this was associated with or related to clinician frequency of asking about or 

detection of trauma history.  

Young et al. (2001) employed a self-report questionnaire and case vignette to investigate 

barriers to asking about abuse histories in a sample of Psychiatrists and Psychologists (N = 144).  

A survey item asked professionals if they had received training regarding abuse inquiry, to which 

24% of professionals responded that they had not received training in this regard. The source of 

this training was not specified. Young et al. (2001) found that participants who had received 

training in abuse inquiry were significantly more likely to ask about abuse in the case vignette. 

The authors of this review calculated the effect size using Hedges g, which revealed a medium 

effect size in this regard. Neither clinician gender, nor years of clinical experience, profession or 

etiology beliefs, had a significant impact on probability of inquiry about abuse in the vignette. 

Results must be interpreted in light of the limited information obtained with regards to the 

content and format of training received by participants, as well as the simultaneous measurement 

of training exposure and clinician inquiry behavior.  

Murray et al. (2016) distributed a self-report survey to mental health professionals to 

ascertain domestic violence training and experiences (N = 173). Over seventy-eight percent of 

professionals reported to have received domestic violence training and 94.8% of professionals 

reported to have received more general trauma-related training. The source of this training was 

not specified. Professionals who had received domestic violence training were statistically more 

likely to report screening all clients for domestic violence and screening for partner sexual abuse 
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and trauma symptoms. Professionals with training also engaged in a statistically higher number 

of intervention practices, including inquiry about historical domestic violence. There were no 

significant differences between trained and untrained professionals with regards to the screening 

of clients for other types of trauma, or with regards to the tendency to screen for domestic 

violence or traumatic violence only if suspected. Effect size calculations, using phi coefficients, 

were conducted by the authors of this review and ranged from very small to small effect sizes for 

all findings.  

Limitations of the study include the fact that the term “screening” was not defined by the 

questionnaire despite participants screening practices being under investigation which may have 

led variation in how participants interpreted and responded to this. The study also did not capture 

any information on training content and format. A final limitation is the simultaneous 

measurement of training exposure and clinician inquiry behavior. 

With a similar objective, Currier et al. (1996) employed a self-report survey to identify the 

domestic training experiences and needs of psychiatric residents (N =145). Twenty-eight percent 

reported to have received domestic violence training, either in medical school, residency or 

another source. The findings revealed that increased domestic violence detection in cases was 

significantly correlated with training in domestic violence and a medium effect size was 

observed. Additionally, 88% of those who reported to have had received training were 

significantly more likely to have detected six or more cases of domestic violence within the past 

year in comparison to just 48% of those who had not received training. A medium effect size 

between training and case detection was calculated by the authors of this review using phi-

coefficients. With regards to the cases of domestic violence detected, clinicians directly asked 

patients about domestic violence in 43% of cases. No correlation between case detection and 
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clinician gender or length of post-graduate training was observed. Findings from this study 

should be interpreted with caution given the lack of information regarding training content and 

format, a lack of information regarding the survey development and design as well as 

simultaneous measurement of training exposure and clinician inquiry behavior.  

 

Discussion 

Review of findings 

Two-thirds (6/9) of studies found statistically significant evidence to suggest that trauma 

training is related to; (1) increased frequency of asking about trauma history (Lotzin et al., 2018; 

Murray et al., 2016; Young et al., 2001) and (2) greater detection of trauma history (Currier & 

Briere, 2000; Currier et al., 1996; Sampson & Read, 2017). In addition, 35% of mental health 

professionals in the Donohoe (2010) study reported that they were now asking about abuse 

history as part of their routine assessment. Two studies found no significant change in frequency 

of asking about trauma (Walters et al., 2016) or detection of trauma history, following training 

(Cavanagh et al., 2004). Effect sizes ranged from very small to medium. Overall, this review 

provides some evidence that trauma-related training is related to, or has an impact on, frequency 

of asking about, or detection of, trauma history. However, these findings need to be considered in 

light of the small number of studies, of varying and limited quality, included in this review. 

Sample size was one of the main areas of concern for most, but not all of the six studies 

which directly evaluated or investigated specific training programmes. Indeed, the failure to detect 

statistically significant findings in the Cavanagh et al. (2004) and Walters et al. (2016) studies may 

have been contributed to by small sample size. Issues relating to sample size not only limit the 

statistical power of studies, but also limit the generalizability of findings and present a threat to the 
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ecological validity of studies. For the three studies which examined trauma-related training 

experiences more generally, some of the main limitations of these studies were intrinsic to the 

study design (i.e. limited ability to control for the influence of other variables) and due to the focus 

of the study (i.e. lacking  information regarding professionals training exposure).  

With regards to data collection methods, most studies used self-report questionnaires to 

assess clinician inquiry, with three studies using questionnaire to measure both inquiry behavior 

and training simultaneously. Self-report may be distorted by memory and error, but also subject to 

social desirability bias (Donohoe, 2010; Lotzin et al., 2018; Walters et al., 2016).  Furthermore, 

given that self-report measures were used to evaluate the impact of specific training programmes, 

this may have increased the potential risk for expectancy effects (Barker et al., 2010) and context 

effects (Breakwell, Hammond, Fife-Schaw & Smith, 2006). Alternatives to self-report measures of 

inquiry or detection have been suggested in the literature, including service-related outcomes (i.e. 

monitoring service level case detection of trauma, the number of trauma-related interventions or 

referrals made for trauma interventions), as well as client based outcomes (Lotzin et al., 2018; 

Toner, Daiches & Larkin, 2013). 

Recommendations for the designing of future training programmes 

The capacity to make recommendations to services or educators regarding future trauma-

related programmes is challenging. This is largely due to the (1) small number of studies of 

varying quality, some of which did not report statistically significant findings, (2) the variation in 

training experiences across studies, and (3) the fact that not all studies in this review collected 

details regarding professionals’ training experiences. Therefore, recommendations are tentative.  

Professionals typically identified role plays as one of the most useful aspect of their 

training experience (Cavanagh et al., 2004; Donohoe, 2010; Lotzin et al., 2018). Other useful 
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aspects of training include a clear structure to the training, an informal style of facilitation 

(Cavanagh et al., 2004), and the provision of written handouts and summaries (Cavanagh et al., 

2004). Psychologists and Psychiatrists in the Young et al. (2001) study recommended that 

training also address inquiry techniques for different groups and the effects of child abuse and 

false allegations of abuse. Finally, more than one day is preferential with additional follow-up 

sessions (Cavanagh et al., 2004; Donohoe, 2010).  

Findings in some studies of this review suggested that despite the provision of training, 

some trauma types were more likely to be asked about or detected than others. For example, 

Lotzin et al. (2018) observed that the frequency of asking about sexual abuse changed 

significantly less in both control and intervention groups in comparison to other trauma types. It 

may be that some trauma types are more difficult for professionals to ask about or detect than 

others and therefore, some may require more specific or additional attention in training.  

Training should address the barriers to inquiry as highlighted in this review, including; 

gender, age, diagnosis, fear of inducing false memories and other attitudes beliefs. These echo 

the findings in the literature (Cunningham et al., 2016; Read et al., 2007; Shannon et al., 2011). 

With these barriers in mind, perhaps training could highlight the potential benefits of using 

trauma history measures to facilitate identification of traumatic exposure, which may offer a less 

intrusive and efficient means of assessing traumatic exposure for both client and clinician 

(Shannon et al., 2011; Rossiter et al., 2015). See Elhai, Gray, Kashdan and Franklin (2005) for a 

useful review on the most frequently used trauma exposure and symptoms measures. 

It must be acknowledged that the detection of trauma history may not be sufficient to 

ensure appropriate treatment. In a recent systematic review by Read, Harper, Tucker and 

Kennedy (2018b), child abuse and neglect were incorporated into treatment plans in 12%-44% of 
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cases and were included in formulations in 12%-57% of cases. Referrals for trauma therapeutic 

work were made in 8%-22% of cases. Responding to disclosures was included in some of the 

training programmes included in this review, and this is identified as an important component for 

future training programmes (Read et al., 2018b).  

Future directions for research and implications for clinical practice 

Further research is needed to determine the utility of delivering trauma-related training to 

mental health professionals with regards to the inquiry and detection of trauma history. 

Additionally, further research is necessary to determine what training programmes should 

comprise. High quality research designs, such as Lotzin et al. (2018), are needed in order to 

evaluate trauma-related training in a more robust and rigorous manner. Rujne et al. (2017) have 

published a protocol of a cluster randomised control trial designed to investigate the impact of 

domestic violence training on mental health professionals’ detection of domestic violence. More 

objective outcomes of clinician inquiry behavior are recommended.  

Whilst acknowledging the limitations of the included studies, this review provides some 

support regarding the utility of trauma-related training in relation to clinician inquiry behavior.  

Mental health professionals may benefit from such training, however, this needs to be 

encouraged and monitored. Following the implementation of a pilot programme in the UK, the 

Department of Health requested that professionals routinely ask about violence and abuse 

histories, in addition to attending the designated training to facilitate this (Brooker, Tocque, 

Kennedy & Brown, 2016).  In an evaluation of this policy, Brooker et al. (2016) found that only 

66% of staff had received the recommended training, with only services users being asked about 

sexual/violent abuse in 17% in 2014/2015. This suggests that without monitoring and 

perseverance from managing systems, the impact of training will be limited (Read et al., 2018a).  
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Strengths and weaknesses of the review 

This paper provides the first formal and systematic review of the literature examining 

trauma related training and clinician inquiry behaviour. The strength of this review is its 

contribution to the literature and the ability to put forward some recommendations, albeit 

tentatively, for the development of future training programmes. As mentioned previously, the 

small number of studies included, of varying and limited quality, is the primary weakness of this 

review.  

Conclusion 

This review provides some evidence that trauma-related training is related to; (1) 

increased frequency of asking about trauma history and (2) greater detection of trauma history. 

High quality research is needed. Findings suggest that training should address barriers to inquiry, 

acknowledge the potential variation in inquiry behaviour across trauma subtypes and encompass 

a skill and educational approach to both inquiry and response to trauma.  
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Figure 1. PRISMA flow diagram of search process. Adapted from Liberati et al. (2009) 



TRAUMA RELATED TRAINING  31 

Quality Assessment tool 

Score Key 
 
2 = Well Addressed 
1 = Adequately Addressed 
0 = Poorly addressed, not addressed, not reported, not applicable 
 

Criteria Score 

1. To what extent was the study question or objectives 
clearly stated? Did the authors describe their goal in 
conducting this research? Is it easy to understand what 
they were looking to find? 

 

2. To what extent was the study population clearly described 
and defined? Did the authors describe the group of people 
from which the study participants were selected or 
recruited, using demographics, location and time period?  

 

3. To what extent were issues relating to sample size 
addressed? Did the authors present their reasons for 
selecting or recruiting the number of people included or 
analyzed? Do they note or discuss the statistical power of 
the study/conduct sample size calculation? 

 

 

4. To what extent was the intervention/test/exposure 
sufficiently defined or described in the study? 
Duration/timing of intervention, details as to what the 
intervention involved 

 

5. To what extent were the tools or methods used to measure 
the outcomes (dependent variables) clearly defined, pre-
specified, accurate and reliable–for example, have they 
been validated or are they objective? 

 

6. To what extent was the timeframe sufficient so that one 
could reasonably expect to see an association between 
intervention/exposure (i.e training) and outcome if it 
existed? 

 

7. To what extent was the following achieved in the 
discussion section of the study:  
Summary of key results with reference to study 
objectives, discuss limitations of the study, taking into 
account sources of bias or imprecision, discuss both 
direction and magnitude of any potential bias, give a 
cautious overall interpretation of results considering 
objectives, limitations, multiplicity of analyses, results 
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from similar studies, and other relevant evidence, discuss 
the generalisability (external validity) of the study results 

8. To what extent were key potential confounding variables 
controlled for? Statistical analysis, design, 
counterbalancing, random sampling/allocation etc 

 

9. To what extent were statistics and statistical tests 
described, appropriate and reported? 
e.g. effect sizes, tests named, means and SD’s provided 
etc 
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Table 1 

Quality appraisal scores and categories 

Study  Aims Population  Sample 

size 

Intervention 

exposure 

Outcomes Time 

frame 

Discussion Confounding Statistics Quality 

Category 

Cavanagh 

et al. 

(2004) 

2 2 1 2 1 0 1 1 1 Fair 

Sampson 

& Read 

(2017) 

2 2 1 1 1 1 2 1 2 Fair 

Lotzin et 

al. (2018) 

2 2 2 2 1 2 2 2 2 Good 

Donohoe 

(2010) 

 

2 0 1 1 0 0 2 0 0 Poor 
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Study  Aims Population  Sample 

size 

Intervention 

exposure 

Outcomes Time 

frame 

Discussion Confounding Statistics Quality 

Category 

Walters, 

Hogg & 

Gilmore 

(2016) 

 

2 2 0 2 1 2 2 1 2 Fair 

Currier & 

Briere 

(2000)  

 

2 1 0 1 2 0 0 2 1 Fair 

Young, 

Read, 

Barker-

Collo & 

1 2 1 0 1 0 2 1 1 Fair 
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Study  Aims Population  Sample 

size 

Intervention 

exposure 

Outcomes Time 

frame 

Discussion Confounding Statistics Quality 

Category 

Harrison 

(2001) 

 

Murray et 

al. (2016) 

 

1 2 1 0 0 0 2 1 2 Fair 

Currier, 

Barthauer, 

Begier & 

Bruce 

(1996) 

2 1 1 0 0 1 1 0 0 Poor 
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Table 2 

Summary of key results 

Author and 

design 

Participants (age, gender 

and profession) 

Training details (duration, 

format, type of trauma covered, 

content) 

Data collection 

instruments 

Key results 

Cavanagh et al.  

(2004) 

Quasi-

experimental 

(pre-post). 

N = 85. 53% nurses, 

remainder 

therapist/psychotherapists, 

psychologists, social 

workers, occupational 

therapists, psychiatrists 

and support workers. 

Majority aged 30-39 years. 

73% female; 27% male.  

One-day group training 

programme (New Zealand 

training programme), focusing 

on childhood physical and 

sexual abuse. Consisted of 

group discussion, educational 

components (research 

summary, link between abuse 

and mental health, prevalence 

and effects of abuse) and 

practical skills. 

Self-report 

questionnaire pre 

and six weeks 

post- training (n = 

31). 

No statistically significant 

self-reported change in the 

number of client cases in 

which clinicians believed 

that they knew whether or 

not there was an abuse 

history (i.e. no statistically 

significant change in self-

reported detection). 

(Unable to detect effect 

size).   
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Author and 

design 

Participants (age, gender 

and profession) 

Training details (duration, 

format, type of trauma covered, 

content) 

Data collection 

instruments 

Key results 

Sampson and 

Read (2017) 

Quasi-

experimental/file 

audit analysis 

 

Initial assessments 

conducted by psychiatrists, 

nurses, psychologists and 

other. 62% of female; 38% 

male.  

A one-day group training 

programme as described in 

Cavanagh et al. (2004). This 

training was delivered several 

times annually for approx. nine 

years. 

File audit of 250 

randomly selected 

files. Comparison 

of detection rates 

to 1997 audit of 

200 files (Agar et 

al., 2002). 

Statistically significant 

increases of recorded child 

sexual abuse ( = 0.13), 

child physical abuse ( = 

0.22), adult sexual abuse 

( = 0.12) but not adult 

physical assault ( = 0.06) 

 

Lotzin et al. 2018 

Cluster 

randomised 

control design. 

N = 148. 70.2% of sample 

were social pedagogues, 

remainder were 

pedagogues, psychologist, 

One-day group programme 

with refresher session three 

months post training in relation 

to neglect, physical sexual and 

Self-report 

questionnaire at 

baseline (n = 

132), 3-month (n 

Self-report change of 

frequency of inquiry about 

trauma was significantly 

greater (from baseline) at 
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Author and 

design 

Participants (age, gender 

and profession) 

Training details (duration, 

format, type of trauma covered, 

content) 

Data collection 

instruments 

Key results 

trainees and “other” 

recruited from substance 

use service. Age of 

intervention group in years 

(M = 42.9); age of control 

group in years (M = 42.0). 

Female (n = 79); male (n = 

52).  

emotional abuse (i.e. “Learning 

how to ask” training (Read et 

al., 2007) based on the New 

Zealand training programme, 

Service providers randomly 

allocated to intervention (n = 

72) or control (n = 76).  

 

= 104) and 6- 

month follow-up 

(n = 74).  

 

three month and six month 

follow-up in the 

intervention group than 

controls (B = 0.43). No 

significant change from 

three month to six month 

follow- up (B = 0.02)  

Donohoe (2010) 

Survey evaluation 

 

N = 53. Staff nurses, ward 

management, social 

workers, community 

psychiatric nurses, 

occupational therapists, 

The Victims of Violence and 

Abuse Prevention Programme 

consisted of a one-day group 

training and education 

programme to improve inquiry 

Self-report 

questionnaires (n 

= 30). 

77% of professionals felt 

that the training had 

changed their practice with 

over 35% of these 

professionals reporting 
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Author and 

design 

Participants (age, gender 

and profession) 

Training details (duration, 

format, type of trauma covered, 

content) 

Data collection 

instruments 

Key results 

 

 

 

 

 

support and recovery 

workers, physio, health 

care assistant, co-

morbidity nurse, technical 

instructor. 20% Male; 80% 

Female. Age range 27-61 

years. 

and response to sexual abuse 

histories. Training involved the 

provision of education 

surrounding sexual abuse (both 

victims and perpetrators), 

alongside practical skill 

development in inquiry and 

response.  

that since the training, they 

were now asking clients 

about abuse as part of their 

routine assessment.  

Walters et al. 

(2016) 

N = 14. Early Intervention 

for Psychosis Service staff 

including Management, 

Psychology, Nursing, 

Social Care and Care co-

Half-day group training 

programme focusing on 

trauma. Consisted of the 

delivery of information on 

trauma assessment and 

Self-report 

questionnaire  

One-month pre-

training, post 

training and six 

No significant self-

reported change in inquiry 

about trauma (d =.6) or 

significant change in the 

number of clients known 
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Author and 

design 

Participants (age, gender 

and profession) 

Training details (duration, 

format, type of trauma covered, 

content) 

Data collection 

instruments 

Key results 

Quasi-

experimental (pre 

- post) 

ordinator.  No details on 

gender or age. 

 

intervention (including 

guidance and skills in phase 

based approach to treatment), 

case discussion and problem 

solving. 

month follow up). 

Data for all time 

points (n = 7). 

to have a trauma history 

from pre -intervention to 

six month follow up (d 

= .8). 

Currier and Briere 

(2000) 

Experimental 

 

 

N = 18 psychiatric 

emergency department 

clinicians including 

medical students, 

psychiatric residents, 

psychiatric nurse and 

psychologist. Random 

allocation to trauma 

One-hour trauma orientation 

lecture delivered by second 

author. Consisted of 

information on the prevalence 

of trauma, victimisation as well 

as the impact and the 

assessment of trauma. Control 

Trauma history 

assessed by 

clinicians using 

standardised 

trauma interview. 

Comparison in 

detection rates 

made between 

Clinicians receiving the 

orientation detected 

significantly more sexual 

( = 0.22), physical ( = 

0.21), total violence ( = 

0.17) and greater detection 

of childhood sexual abuse 

( = 0.26) and childhood 
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Author and 

design 

Participants (age, gender 

and profession) 

Training details (duration, 

format, type of trauma covered, 

content) 

Data collection 

instruments 

Key results 

orientation (n = 10) or 

control (n = 8). No details 

on gender or age. 

group received no information 

on trauma. 

 

 

 

 

 

 

those who 

received training 

and control.  

physical abuse ( = 0.16). 

No significant difference 

between groups in 

detection of 

childhood/adolescent peer 

sexual assault ( = 0.06), 

adult spouse abuse ( = 

0.08), adult non-intimate 

physical assault ( = 0.11) 

or adult sexual assault ( 

= 0.14).  
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Author and 

design 

Participants (age, gender 

and profession) 

Training details (duration, 

format, type of trauma covered, 

content) 

Data collection 

instruments 

Key results 

Young et al. 

(2001) 

Cross-sectional 

N = 144. Psychologists 

and Psychiatrists 

55% female; 45% male 

Age (M = 43; SD = 10.3) 

Participants were asked via 

survey item “Have you ever 

received any training regarding 

how to enquire about abuse?” 

No details on content of 

training available. 

Self-report 

questionnaire and 

case vignette. 

Participants with training 

(76%) were significantly 

more likely to ask about 

abuse in a case vignette (g 

= 0.75).   

Murray et al. 

(2016)  

Cross-sectional 

 

 

N = 173. Marriage and 

Family Therapists 

(41.6%). Remaining 

sample included Clinical 

Social Workers, 

Psychologists, 

Counsellors, Substance 

Over seventy-eight percent of 

participants had domestic 

violence training. For the 

majority of these professionals, 

this training was eight hours or 

less, ≤2 years ago. Over 

ninety-four percent of 

Self-report 

survey. 

Professionals with training 

were statistically more 

likely to screen all clients 

for domestic violence ( = 

0.22), screen for partner 

sexual abuse ( = 0.19), 

screen for trauma 
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Author and 

design 

Participants (age, gender 

and profession) 

Training details (duration, 

format, type of trauma covered, 

content) 

Data collection 

instruments 

Key results 

 abuse specialists, 

Advocates, Psychiatrists 

and other (not 

specified).74.6% Female; 

23.1% Male. Age range 

18-65 years, majority aged 

55-64 years. 

participants had trauma-related 

training. For the majority of 

these professionals, this 

training was between ≤8 hours 

and 9 - 16 hours, ≤2 years ago. 

No details on content of 

training available.  

 

 

symptoms ( = 0.23) and 

enquire about historical 

domestic violence ( = 

0.24). No significant group 

differences regarding the 

screening of other types of 

trauma ( = 0.08) or with 

regards to the tendency to 

screen for domestic 

violence ( = 0.11) or 

other traumas if suspected 

( = 0.07).  
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Author and 

design 

Participants (age, gender 

and profession) 

Training details (duration, 

format, type of trauma covered, 

content) 

Data collection 

instruments 

Key results 

Currier et al.  

(1996) 

Cross-sectional 

N = 145 psychiatric 

residents at 4 medical 

schools. No details on 

gender or age- 

Twenty-eight percent had 

received training on domestic 

violence, either in medical 

school (13%), during residency 

(19%) and from other sources 

(8%). Between 9.9 and 11.3 

hours of training on domestic 

violence received. No details 

on content of training 

available.   

Survey Case detection was 

significantly correlated 

with training in domestic 

violence (r = .30). 88% of 

those with training 

detected six or more cases 

of domestic violence in the 

past year in comparison to 

48% of those who had not 

( = 0.35).  
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