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Past experiences of mental healthcare which have been perceived as harmful can
present significant barriers to accessing treatment again. This article draws upon
research and lived experience to consider the ways in which conceptualisations of
‘trauma-informed care’ may better incorporate the role of iatrogenic harm, thus
providing more acceptable and equitable treatment for those who have previously
found treatment to be harmful. A more restorative approach is offered, founded in
shared responsibility and compassionate relationships, to help minimise harms and
create a more healing system for patients and clinicians alike.
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Iatrogenic harm as a barrier to equitable care

All patients deserve timely and effective treatment.
However, many groups of people do not have equal access
to mental healthcare as it exists today. Even if care is
obtained, it may not include and respond to the experiences
and needs of diverse groups. For instance, those from ethnic
and racial minorities are marginalised from mental health
services by a range of additional barriers, including
increased stigma, poverty and institutional discrimination.1

Within services, treatments that are offered are largely
based on research conducted with narrow clinical samples
that often underrepresent non-White participants or fail to
report racial demographic information at all.2 There are
many other groups who are underserved.

In my own experience, mental health services present
an array of barriers. As an autistic person, the ways in
which I am required to communicate with services are
more likely to be designed to meet the needs and resources
of service providers, rather than patients like me. For
instance, having to opt in to a waiting list via an unscheduled
telephone call increases the likelihood of me not making it
onto the waiting list for treatment in the first place.
Likewise, recognition of my difficulties as a male with an eat-
ing disorder has been lacking as a result of the highly gen-
dered stereotypes about eating disorders from which I am
somewhat excluded. Such restrictive conceptualisations of
what illness may look like can leave those who do not fit feel-
ing like their views and experiences are not understood and
incorporated within treatment.3

Another barrier which I have perceived as equally
important in my own experience, yet is often marginalised
from discussion, is the role of iatrogenic harm (i.e. harm
caused by healthcare and/or treatment). The lack of

meaningful acknowledgement and responsiveness to past
experiences of being harmed by mental healthcare has
made it more difficult for me to engage in treatment again
and has limited the ability of clinicians to help me. This
has made treatment less effective and – at times –
retraumatising.

Iatrogenic harm cannot be neatly segregated from other
barriers to healthcare that have been mentioned. Being
unfairly excluded and disadvantaged on the basis of differ-
ences that one cannot help can itself be damaging and can
predispose individuals to specifically harmful forms of dis-
crimination. These experiences may be interpreted by indi-
viduals as traumatic. Yet, when it comes to the ways in
which I’ve perceived mental health services to conceptualise
and respond to trauma, iatrogenic harm from mental health-
care itself has been conspicuous by its absence. This article
seeks to create a space to consider the ways in which permit-
ting this subject to have presence within clinical settings can
facilitate the inclusion of patients like myself and benefit the
provision of care that is more compassionate for all.

Is trauma-informed care (TIC) really that
inclusive?

In recent years, there has been growing recognition of the
important role that developmental trauma and adverse
childhood experiences can have in shaping health and illness
throughout life.4–6 A substantial body of evidence now indi-
cates how increased exposure to adverse childhood events
(such as physical and emotional maltreatment, neglect, and
deprivation) is associated with greater incidence of mental
illness, substance misuse and poor health outcomes in adult-
hood.7–9 These have been theorised as having basis in the
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neurobiological changes resulting from trauma.10–12 In light
of this evidence, service providers have sought to become
more trauma-informed as organisations13 and to provide
safe and inclusive support for individuals who have experi-
enced trauma under the umbrella of TIC.14

TIC has been characterised in broad terms as offering
safety, trustworthiness, choice, collaboration and empower-
ment to patients, with an emphasis on avoiding reactivating
traumatic feelings and distress during treatment.15 However,
there remains an ongoing need for greater consensus in how
TIC is defined and unresolved questions about how respon-
siveness to past trauma may best be operationalised within
service design, care pathways, staff training and treatment
itself.16 For example, more needs to be understood about dif-
ferential responses to adversity and why some individuals,
groups and communities may suffer more lasting and severe
impacts than others from the same kinds of traumatic
events.17,18 This may relate to the role of resources, oppor-
tunities and strengths as much as the presence of adversity
itself.19–21 There are also life experiences outside childhood
which may be equally relevant, such as domestic violence,
elder abuse and combat trauma.22

Alongside these, iatrogenic harm – and specifically
trauma sustained in mental health services themselves23 –
features in literature on TIC largely as something to be pre-
vented by trauma-informed approaches, rather than a reason
a trauma-informed approach may be needed in the first
place. This is reflected in my own experience; I have met a
profound resistance to recognising that it is even possible
that I may have been harmed by treatment, despite perceiv-
ing the mental healthcare system as having harm built in.24

For example, I have been subjected to profound neglect and
systematic denial of care when dangerously unwell. I lived
with severe anorexia nervosa for more than 6 years before
having any specialist treatment, often being excluded from
services on the grounds of being too medically unstable or
not motivated enough. At other times I haven’t been visibly
sick enough, incentivising me to become more unwell.

I’ve had relationships with mental healthcare profes-
sionals that have been coercive, been told stigmatising things
about the kind of person I am, been diagnosed with a per-
sonality disorder by someone who had never spoken to
me, experienced diagnostic overshadowing and late diagno-
sis of serious medical problems and neurodivergent condi-
tions,25 been discriminated against on the basis of my
differences, and experienced violation of my physical and
sexual boundaries. I’ve had many things ‘done to’ me, but
a lack of ‘care for’ or ‘being with’ me. Over many years of
mixing with other patients, I have found that my experiences
are not unique, yet they rarely have a place in discourse
about what it is to be trauma-informed among the mental
health professionals treating us.

The marginalisation of some kinds of trauma in favour
of others prescribes a hierarchy of harms, where some trau-
mas are considered more reasonable, likely and valid than
others. In turn, people may feel invalidated in relation to
their own experiences of harm (e.g. where it didn’t occur
in childhood), exacerbated by a lack of space in which to
work therapeutically with their trauma. I have been in ser-
vices which claim to be trauma informed but have only
been interested in certain types of trauma, taking place at

certain times and in certain places. Having such a limited
and prescriptive understanding of what kinds of trauma ser-
vices are willing to be informed about can result in clinicians
being unable to comprehend and respond to more immedi-
ate harms that may be taking place in the here and now,
proximal to – or even within – the clinical setting they oper-
ate in. If not rooted in a more expansive and inclusive con-
ceptualisation of trauma, TIC may perpetuate and even
generate fresh harms.

Distinction has been made between trauma-informed
approaches to care and trauma-specific treatment which tar-
gets post-traumatic symptoms,26 but neither of these have
seemed to accommodate my needs. I haven’t wanted treat-
ment for the trauma of past treatment when seeking help
for an eating disorder, but nor have I found a
trauma-informed approach to the kind of trauma I have
experienced. Falling into this gap has been another form
of harm.

Stigmatising responses to trauma

Through my own experiences of adversity, I have learnt that
it is more helpful for me to deal with reality as it is, rather
than how I would like it to be: I can’t erase my past trauma,
so I have to accept it. Being willing to work with the
responses that are evoked in me when seeking treatment is
more effective than denying reactions that I cannot help hav-
ing or expecting myself to behave as though I am someone
who has not experienced iatrogenic harm – i.e. to be some-
one I am not. Psychotherapeutic change happens through
the vehicle of relationship, and being someone you are not
is hardly a good basis for authentic and meaningful relating.

As such, when seeking care in recent years, I have been
open and honest from the outset about having had difficult
experiences in the past. I have shared that this may make
me appear ambivalent or distrusting at times, but that I
want to name this so that it doesn’t get in the way of a
fresh chance for positive relationships. In more acute medical
settings, I’ve disclosed at the first opportunity that I will find
it difficult to stay in the hospital environment because of my
past experiences, but that I want help to do so.

Rather than this being welcomed as valuable informa-
tion for how to help me find care more acceptable, I have
rarely been listened to by professionals, who seemed to
resist the idea of iatrogenic harm in mental healthcare
altogether. Instead, I’ve been met with defensiveness,
which has felt divisive and undermined the opportunity for
creating a trusting alliance. I’ve been attacked for bringing
up past harm and characterised as wanting to punish profes-
sionals I have never met before for past injustices they were
not involved in. Instead of my ability to be reflective being
welcomed, I’ve been told that I am demonising and devalu-
ing professionals, tarring them all with the same brush of my
black and white thinking. I’ve been told that I demand per-
fect care, when raising concerns about the care on offer
being fundamentally unsafe.

As well as making me feel blamed for the consequences
of trauma that I live with, professionals have sometimes put
considerable effort into digging for trauma that I do not
have. I have been told that my illness is a result of my neg-
lectful childhood, events that I cannot remember (including
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infantile sexual abuse) and that my mother is to be ‘forgiven’
for not knowing how to be a better parent. This would be a
compassionate stance if it were true, but seeing as these
explanations are false, this was just another form of blame
in disguise. I imagine that anyone encouraged to look back
at their childhood for difficulties, loss and pain when in a
state of illness would be able to identify something that
could be misidentified as a cause of present suffering.
An overly narrow conceptualisation of trauma as largely
situated in childhood also presents challenges of measure-
ment, with formal questionnaires for childhood adversity
having been challenged for their validity and reliability.27,28

Relying on retrospective identification is also problematic, as
our interpretations of past events are heavily shaped by the
present-day context from which we look back at them.29

The determination of my clinicians to situate harm else-
where interests me, as I think it has often been less about
finding accurate explanations and more about finding super-
ficially acceptable, stereotypical ones which allow clinicians
to avoid turning the lens back on themselves and the systems
they operate within. This kind of fabrication may protect
from the moral injury of working within services that are
so under-resourced that they can often only hope to minim-
ise harm.30 However, improving mental healthcare will only
happen when we address rather than ignore the fundamental
flaws in the status quo.

From individual blame to shared responsibility

Blaming patients and their families for the occurrence and
enduring impacts of trauma comes with an undoubtedly
high cost and is an example of the tendency within mental
healthcare to overly focus on ‘patient characteristics’ rather
the qualities of the environments in which patients are situ-
ated (including healthcare). My view is that it is a mistake to
attribute the fallout of broken systems to the individuals
who are broken by such systems. Instead of over-privileging
the role of the individual in healing the harms they have
experienced, it is important for healthcare providers to
acknowledge how trauma occurs in context and is often
interpersonal. As such, trauma is a shared responsibility
requiring collective action to redress.

The hyper-responsibilisation of individuals who are
already facing the difficulty of being unwell can be extremely
burdensome and in my own case has been the hallmark of
engaging with healthcare at all. I have been expected to
slot into services which do not seem to be designed for peo-
ple with histories like mine. Care pathways are provided as
though everyone will find them equally acceptable and be
able to come afresh to a new mental health service (or return
to one) as though they have never had a negative experience
of mental healthcare before.

It would have benefited me hugely had the services I’ve
encountered been designed with responsiveness to patients
like myself in mind. It would help if they were willing to
name iatrogenic harm as something that is possible, to
allow space for it to exist and be recognised as important
to work with in order to participate in treatment effectively.
It would also be helpful if trauma-informed services were
designed to equip staff with clinical skills to work with and
even treat the consequences of traumatic experiences,

including iatrogenic harm, rather than silo-ing therapies
for trauma within specialist services. I hope we can stop
patients having the experience that I have had within a com-
munity mental health team that claimed to offer TIC but
said I was ‘too traumatised’ for the care on offer and so
should be discharged to a waiting list for specialist trauma
therapy more than 2 years long.

Preventing the exclusion of patients who have suffered
iatrogenic trauma can be better achieved by including under-
standing of and responsiveness to iatrogenic harm within
service design and models of care. Sweeney and Taggart31

provide an invaluable overview of the principles of TIC,
which are rooted in a nuanced and broad conceptualisation
of trauma, and identify a number of misconceptions and
common pitfalls of trauma-informed approaches that
would be beneficial for any care provider to consider, be
that in service design or with respect to the skills of individ-
ual clinical practice.

There are alternatives to allowing iatrogenic trauma to
overshadow the therapeutic process or remain in the sha-
dows and limit the extent to which patients like me can be
authentic in our relationships with clinicians. By facilitating
disclosure, openness and a space to work with iatrogenic
trauma, clinicians can help patients to work through this sig-
nificant barrier with them. It may be restorative for patients
who have experienced iatrogenic harm to have a different
experience of being-in-relationship with a healthcare profes-
sional – one which does not deny their pasts. Clinicians may
fear feeling attacked or as though they are being asked to
take responsibility for harm they did not personally cause.
Repair does not, however, require revenge or blame.
Rather, clinicians need to assume responsibility as represen-
tatives of systems which have harmed and step into their
power to provide a different, more positive relationship
with that system.

Whose trauma is it, anyway?

This article has been a way of creating a space to talk about
the difficult and overlooked subject of iatrogenic trauma in
mental healthcare. This has been especially important to
me when, so often in my experience, the existence of my
own iatrogenic trauma has been erased and even denied as
a possibility. It may feel exposing, uncertain and overly com-
plex to discuss the ideas that have been touched upon here,
but I hope that this article demonstrates that it is possible
and valuable to do so. Openness may help remove shame
and challenge the need for stigmatising and blaming expla-
nations for the difficulties that patients like myself may
encounter when seeking treatment from mental health ser-
vices again. The responsibility for repairing the harms of iat-
rogenic trauma is a shared one. Patients are doing their part
by being willing to show up at all in settings that have previ-
ously harmed them. It is time that mental healthcare provi-
ders played their part alongside these patients. For this to be
achieved, services need to be designed and resourced to
facilitate clinicians to work confidently and compassionately
with iatrogenic trauma rather than avoiding it.

This subject, after all, is a shared one – in more ways
than we might think. The harms sustained by patients are
enacted upon them, by or from something else, within a
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system. The mental healthcare system often inflicts harm
resulting in trauma because it is itself a traumatised system,
with environments that often harm staff as well as patients.
Patients presenting with and naming the traumatic conse-
quences of this system may make staff (who may also be
harmed) feel deeply uncomfortable. Such staff may not feel
similarly able to name the harmful nature of their service
and so may deny this of patients too. Patients are not to
blame for the problems that are experienced by them but
not caused by them. To be compassionate in caring is to
be alongside patients in their suffering,32 and accepting real-
ity as it is may help create a greater sense of compassion for
one another through recognising that this suffering is often
shared. Rather than setting the needs of one group against
the other, or being beset by fear of blame, we can aim for
meeting one another as we are and relationships of mutual
healing between clinicians and patients. When the whole-
ness and healing of each of us matters, the system may
begin to heal too.

About the author

James Downs is a patient representative at the Royal
College of Psychiatrists, Cardiff, Wales, UK.

Funding
None.

Declaration of interest
None.

References
1 Eylem O, De Wit L, Van Straten A, Steubl L, Melissourgaki Z, Danısm̧an

GT, et al. Stigma for common mental disorders in racial minorities and
majorities a systematic review and meta-analysis. BMC Public Health
2020; 20: 879.

2 Flanagin A, Frey T, Christiansen SL, AMA Manual of Style Committee.
Updated guidance on the reporting of race and ethnicity in medical and
science journals. JAMA 2021; 326(7): 621–7.

3 Downs J, Mycock G. Eating disorders in men: limited models of diagno-
sis and treatment are failing patients. BMJ 2022; 376: o537.

4 Jones CM, Merrick MT, Houry DE. Identifying and preventing adverse
childhood experiences: implications for clinical practice. JAMA 2020;
323(1): 25–6.

5 Kalmakis KA, Chandler GE. Health consequences of adverse childhood
experiences: a systematic review. J Am Assoc Nurs Pract 2015; 27(8):
457–65.

6 Hughes K, Bellis MA, Hardcastle KA, Sethi D, Butchart A, Mikton C,
et al. The effect of multiple adverse childhood experiences on health:
a systematic review and meta-analysis. Lancet Public Health 2017;
2(8): e356–66.

7 Menschner C, Maul A. Key Ingredients for Successful Trauma-Informed Care
Implementation. Center for Health Care Strategies, Incorporated, 2016.

8 Shonkoff JP, Committee on Psychosocial Aspects of Child and Family
Health; Committee on Early Childhood Adoption and Dependent Care;
Section on Developmental and Behavioral Pediatrics. The lifelong effects
of early childhood adversity and toxic stress. Pediatrics 2012; 129: e232.

9 Forkey H, Szilagyi M, Kelly ET, Duffee J. Trauma-informed care.
Pediatrics 2021; 148: 2.

10 Nemeroff CB. Neurobiological consequences of childhood trauma. J Clin
Psychiatry 2004; 65: 18–28.

11 Dye H. The impact and long-term effects of childhood trauma. J Hum
Behav Soc Environ 2018; 28(3): 381–92.

12 Cross D, Fani N, Powers A, Bradley B. Neurobiological development in
the context of childhood trauma. Clin Psychol 2017; 24(2): 111.

13 Elliott DE, Bjelajac P, Fallot RD, Markoff LS, Reed BG. Trauma-informed
or trauma-denied: principles and implementation of trauma-informed
services for women. J Commun Psychol 2005; 33(4): 461–77.

14 Reeves E. A synthesis of the literature on trauma-informed care. Issues
Ment Health Nurs 2015; 36(9): 698–709.

15 Butler LD, Critelli FM, Rinfrette ES. Trauma-informed care and mental
health. Direct Psychiatry 2011; 31(3): 197–212.

16 Bendall S, Eastwood O, Cox G, Farrelly-Rosch A, Nicoll H, Peters W,
et al. A systematic review and synthesis of trauma-informed care within
outpatient and counseling health settings for young people. Child
Maltreat 2021; 26(3): 313–24.

17 Jones MS, Pierce H, Shafer K. Gender differences in early adverse child-
hood experiences and youth psychological distress. J Crim Just 2022;
83: 101925.

18 Lee RD, Chen J. Adverse childhood experiences, mental health, and
excessive alcohol use: examination of race/ethnicity and sex differ-
ences. Child Abuse Negl 2017; 69: 40–8.

19 Metzler M, Merrick MT, Klevens J, Ports KA, Ford DC. Adverse child-
hood experiences and life opportunities: shifting the narrative. Child
Youth Serv Rev 2017; 72: 141–9.

20 Wallace N, Parente A, McGrath RE. Character strengths as moderators
of the relationship between adverse childhood experiences and nega-
tive health outcomes. Int J Appl Posit Psychol 2023; 8(2): 429–52.

21 Lee H, Boyd R, Slack KS, Mather RS, Murray RK. Adverse childhood
experiences, positive childhood experiences, and adult health. J Soc
Soc Work Res 2022; 13(3): 441–61.

22 Raja S, Hasnain M, Hoersch M, Gove-Yin S, Rajagopalan C. Trauma
informed care in medicine: current knowledge and future research
directions. Fam Commun Health 2015; 38(3): 216–26.

23 Poteat TC, Singh AA. Conceptualizing trauma in clinical settings: iatro-
genic harm and bias. In Trauma, Resilience, and Health Promotion in LGBT
Patients: What Every Healthcare Provider Should Know (eds KL Eckstrand,
J Potter): 25–33. Springer, 2017.

24 Downs J. Is It Really OK to Not Be OK? Wellcome Collection, 2021
(https://wellcomecollection.org/articles/YG2fkxAAACsAhOuU [cited
27 Jul 2024]).

25 Downs J. Please see the whole picture of my eating disorder. BMJ 2021;
372: m4569.

26 Berliner L, Kolko DJ. Trauma informed care: a commentary and critique.
Child Maltreat 2016; 21(2): 168–72.

27 Fink LA,BernsteinD,HandelsmanL, Foote J, LovejoyM. Initial reliabilityand
validityof thechildhood trauma interview: anewmultidimensionalmeasure
of childhood interpersonal trauma. Am J Psychiatry 1995; 152(9): 1329–35.

28 Hardt J, Rutter M. Validity of adult retrospective reports of adverse
childhood experiences: review of the evidence. J Child Psychol
Psychiatry 2004; 45(2): 260–73.

29 Jaen J, Lovett SM, Lajous M, Keyes KM, Stern D. Adverse childhood
experiences and adult outcomes using a causal framework perspective:
challenges and opportunities. Child Abuse Negl 2023; 143: 106328.

30 Beale C. Magical thinking and moral injury: exclusion culture in psych-
iatry. BJPsych Bull 2022; 46(1): 16–9.

31 Sweeney A, Taggart D. (Mis) understanding trauma-informed
approaches in mental health. J Ment Health 2018; 27(5): 383–7.

32 Gilbert P. Compassion: definitions and controversies. In Compassion:
Concepts, Research and Applications (ed P Gilbert): 3–15. Routledge, 2017.

4

OPINION

Downs Whose trauma is it anyway?

https://doi.org/10.1192/bjb.2024.103 Published online by Cambridge University Press

https://wellcomecollection.org/articles/YG2fkxAAACsAhOuU
https://wellcomecollection.org/articles/YG2fkxAAACsAhOuU
https://doi.org/10.1192/bjb.2024.103

	Whose trauma is it anyway? Creating more equitable mental healthcare in a system that harms
	Iatrogenic harm as a barrier to equitable care
	Is trauma-informed care (TIC) really that inclusive?
	Stigmatising responses to trauma
	From individual blame to shared responsibility
	Whose trauma is it, anyway?
	About the author
	Funding
	Declaration of interest
	References


