
302 • FEDERAL PRACTITIONER  •  JULY 2020 mdedge.com/fedprac

Trauma-Informed Telehealth in the COVID-19 
Era and Beyond
Megan R. Gerber, MD, MPH; Sadie Elisseou, MD; Zachary S. Sager, MD; and Jessica A. Keith, PhD 

Author affiliations are listed 
at the end of the article.  
Correspondence: 
Megan Gerber  
(meggerbe@bu.edu)

COVID-19 has created stressors that 
are unprecedented in our modern 
era, prompting health care systems 

to adapt rapidly. Demand for telehealth has 
skyrocketed, and clinicians, many of whom 
had planned to adopt virtual practices in 
the future, have been pressured to do so im-
mediately.1 In March 2020, the Centers for 
Medicare and Medicaid Services (CMS) ex-
panded telehealth services, removing many 
barriers to virtual care.2 Similar remedy was 
not necessary for the Veterans Health Ad-
ministration (VHA) which reported more 
than 2.6 million episodes of telehealth care 
in 2019.3 By the time the pandemic was 
underway in the US, use of telehealth was 
widespread across the agency. In late March 
2020, VHA released a COVID-19 Response 
Plan, in which telehealth played a critical 
role in safe, uninterrupted delivery of ser-
vices.4 While telehealth has been widely 
used in VHA, the call for replacement of 
most in-person outpatient visits with tele-
health visits was a fundamental paradigm 
shift for many patients and clinicians.4

The Coronavirus Aid, Relief, and Eco-
nomic Security (CARES) Act (HR 748) gave 
the US Department of Veterans Affairs (VA) 
funding to expand coronavirus-related tele-
health services, including the purchase of 

mobile devices and broadband expansion. 
CARES authorized the agency to expand tele-
mental health services, enter into short-term 
agreements with telecommunications compa-
nies to provide temporary broadband services 
to veterans, temporarily waived an in-person 
home visit requirement (accepting video and 
phone calls as an alternative), and provided 
means to make telehealth available for home-
less veterans and case managers through the 
HUD-VASH (US Department of Housing and 
Urban Development-VA Supportive Hous-
ing) program.

VHA is a national telehealth exemplar, ini-
tiating telehealth by use of closed-circuit tele-
visions as early as 1968, and continuing to 
expand through 2017 with the implementa-
tion of the Veterans Video Connect (VVC) 
platform.5 VVC has enabled veterans to par-
ticipate in virtual visits from distant loca-
tions, including their homes. VVC was used 
successfully during hurricanes Sandy, Har-
vey, Irma, and Maria and is being widely de-
ployed in the current crisis.6-8 

While telehealth can take many forms, 
the current discussion will focus on live 
(synchronous) videoconferencing: a 
2-way audiovisual link between a patient 
and clinician, such as VVC, which en-
ables patients to maintain a safe and social  
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distance from others while connecting with 
the health care team and receiving urgent 
as well as ongoing medical care for both 
new and established conditions.9 VHA has 
developed multiple training resources for 
use of VVC across many settings, including 
primary care, mental health, and special-
ties. In this review, we will make the novel 
case for applying a trauma-informed lens to 
telehealth care across VHA and beyond to 
other health care systems. 

TRAUMA-INFORMED CARE
Although our current focus is rightly on mit-
igating the health effects of a pandemic, we 
must recognize that stressful phenomena like 
COVID-19 occur against a backdrop of wide-
spread physical, sexual, psychological, and 
racial trauma in our communities. The Sub-
stance Abuse and Mental Health Services Ad-
ministration (SAMHSA) describes trauma as 
resulting from “an event, series of events, or 
set of circumstances that is experienced by an 
individual as physically or emotionally harm-
ful or life threatening and that has lasting ad-
verse effects on the individual’s functioning 
and mental, physical, social, emotional, or 
spiritual well-being.”10 Trauma exposure is 
both ubiquitous worldwide and inequitably 
distributed, with vulnerable populations dis-
proportionately impacted.11,12 

Veterans as a population are often highly 
trauma exposed, and while VHA routinely 
screens for experiences of trauma, such 
as military sexual trauma (MST) and inti-
mate partner violence (IPV), and potential 
mental health sequelae of trauma, includ-
ing posttraumatic stress disorder (PTSD) 
and suicidality, veterans may experience 
other forms of trauma or be unwilling or 
unable to talk about past exposures.13 One 
common example is that of adverse child-
hood experiences (ACEs), which include 
household dysfunction, neglect, and phys-
ical and sexual abuse before the age of  
18 years.14 ACEs have been associated with a 
wide range of risk behaviors and poor health 
outcomes in adulthood.14 In population-
based data, both male and female veterans 
have reported higher ACE scores.15 In addi-
tion, ACE scores are higher overall for those 
serving in the all-volunteer era (after July 1, 
1973).16 Because trauma may be unseen, un-
measured, and unnamed, it is important to 

deliver all medical care with sensitivity to its 
potential presence.

It is important to distinguish the concept 
of trauma-informed care (TIC) from trauma-
focused services. Trauma-focused or trauma-
specific treatment refers to evidence-based 
and best practice treatment models that have 
been proven to facilitate recovery from prob-
lems resulting from the experience of trauma, 
such as PTSD.17 These treatments directly ad-
dress the emotional, behavioral, and physio-
logic impact of trauma on an individual’s life 
and facilitate improvement in related symp-
toms and functioning: They are designed to 
treat the consequences of trauma. VHA offers 
a wide range of trauma-specific treatments, 
and considerable experience in delivering 
evidence-based trauma-focused treatment 
through telehealth exists.18,19 Given the range 
of possible responses to the experience of 
trauma, not all veterans with trauma histo-
ries need to, chose to, or feel ready to access 
trauma-specific treatments.20

In contrast, TIC is a global, universal 
precautions approach to providing qual-
ity care that can be applied to all aspects 
of health care and to all patients.21 TIC is 
a strengths-based service delivery frame-
work that is grounded in an understanding 
of, and responsiveness to, the disempow-
ering impact of experiencing trauma. It 
seeks to maximize physical, psychological, 
and emotional safety in all health care en-
counters, not just those that are specifically 
trauma-focused, and creates opportunities 
to rebuild a sense of control and empower-
ment while fostering healing through safe 
and collaborative patient-clinician relation-
ships.22 TIC is not accomplished through 
any single technique or checklist but 
through continuous appraisal of approaches 
to care delivery. SAMHSA has elucidated  
6 fundamental principles of TIC: safety; 
trustworthiness and transparency; peer sup-
port; collaboration and mutuality; empow-
erment; voice and choice; and sensitivity to 
cultural, historical, and gender issues.10 

TIC is based on the understanding that 
often traditional service delivery models of 
care may trigger, silence, or disempower sur-
vivors of trauma, exacerbating physical and 
mental health symptoms and potentially  
increasing disengagement from care and 
poorer outcomes.23 Currier and colleagues 
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aptly noted, “TIC assumes that trustworthi-
ness is not something that an organization 
creates in a veteran client, but something 
that he or she will freely grant to an orga-
nization.”24 Given the global prevalence of 
trauma, its well-established and deleterious 
impact on lifelong health, and the potential 
for health care itself to be traumatizing, TIC 
is a fundamental construct to apply univer-
sally with any patient at any time, especially 
in the context of a large-scale community 
trauma, such as a pandemic.12 

TRAUMA-INFORMED COVID-19 CARE
Catastrophic events, such as natural di-
sasters and pandemics, may serve as both 
newly traumatic and as potential trig-

gers for survivors who have endured prior 
trauma.25,26 Increases in depression, PTSD, 
and substance use disorder (SUD) are com-
mon sequalae, occurring during the event, 
the immediate aftermath, and beyond.25,27 
In 2003, quarantine contained the spread of 
Severe acute respiratory syndrome (SARS) 
but resulted in a high prevalence of psycho-
logical distress, including PTSD and depres-
sion.27 Many veterans may have deployed 
in support of humanitarian assistance/di-
saster relief missions, which typically do 
not involve armed combat but may expose 
service members to warlike situations, in-
cluding social insecurity and suffering pop-
ulations.28 COVID-19 may be reminiscent 
of some of these deployments as well.

TABLE  Trauma-Informed Telehealth Strategies Based on SAMHSA Principles10

Principles Strategies

Safety •  Verify the patient’s location/contact information at the beginning of the encounter. 
•  Ensure that the patient’s physical and virtual environments are secure and private, including from other family/

household members. 
•  Obtain informed consent for the visit.
•  Use headphones to ensure patient confidentiality unless you are in a private space.
•  Proceed according to patient comfort level; obtain consent for examinations, minimize removal of clothing, and 

proceed with follow-up discussions once the patient is clothed.
•  During an examination, avoid personalizing language such as “[instruction] for me” or “show me your [body 

part]”.36 Consider instead: “In order to help us treat you, it would be useful for me to examine the arm. Would 
you mind rolling up the sleeve so that I can see the rash?” 

•  Provide education/information on safety resources that can be accessed virtually (eg, crisis hot lines). 

Trustworthiness and  
transparency

•  Actively listen to the patient’s concerns about their health and/or the telehealth environment. 
•  Alert the patient to possible ambient noises. 
•  Sit far enough from the screen that the patient can see your body language, which also helps to ensure the  

appearance of better eye contact through the camera.  
•  Provide the patient with time to adapt to the telehealth environment.
•  Provide clear information on changes to scheduling, access, and contact process.
•  Dress professionally for the visit and avoid busy, unprofessional backdrops.

Peer support •  Consider developing and/or referring to telehealth groups (eg, PTSD, DM support groups).
•  Provide information on virtual peer support.

Collaboration and  
mutuality

•  Thank the patient for connecting with their medical team using this care modality.
•  Collaboratively identify and develop an agenda for the visit. 
•  Partner with the patient to attain goals and mitigate treatment challenges.

Empowerment, voice,  
and choice

•  Follow patient preferences regarding extent of the visit; some may prefer to just talk or test the connection for 
their first appointment. 

•  Assure the patient that they may choose to end the visit at any point.
•  Allow the patient to choose the room where the visit takes place.
•  Emphasize that the topic of discussion can change, even abruptly, when needed.

Cultural, historical,  
and  
gender Issues 

•  Use gender-affirming language (including patient’s pronouns).
•  Encourage/praise the patient’s willingness to try this care modality.
•  Consider social determinants of health during the visit (eg, housing stability, food insecurity, impact of racism).
•  Be sensitive to the patient’s feelings in revealing their personal space during the visit; refrain from comment 

about their home/living space. 
•  Seek ways to make telehealth accessible to those who lack devices/Internet access or need an interpreter.

Abbreviations: DM, diabetes mellitus; PTSD, posttraumatic stress disorder; SAMHSA, Substance Abuse and Mental Health Services Administration.
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The impact of the current COVID-19 
pandemic on patients is pervasive. Those 
with preexisting financial insecurity now 
face additional economic hardship and 
health challenges, which are amplified by 
loneliness and loss of social support net-
works.26 Widespread unemployment and 
closures of many businesses add to stress 
and may exacerbate preexisting mental and 
physical health concerns for many; some 
veterans also may be at increased risk.29 
While previous postdisaster research sug-
gests that psychopathology in the general 
population will significantly remit over 
time, high-risk groups remain vulnerable to 
PTSD and bear the brunt of social and eco-
nomic consequences associated with the 
crisis.25 Veterans with preexisting trauma 
histories and mental health conditions are 
at increased risk for being retraumatized by 
the current pandemic and impacted by iso-
lation and unplanned job or wage loss from 
it.29 Compounding this, social distancing 
serves to protect communities but may am-
plify isolation and danger in abusive rela-
tionships or exacerbate underlying mental 
illness.26,30

Thus, as we expand our use of telehealth, 
replacing our face-to-face visits with virtual 
encounters, it is critical for clinicians to be 
mindful that the pandemic and public health 
responses to it may result in trauma and re-
traumatization for veterans and other vul-
nerable patients, which in turn can impact 
both access and response to care. The appli-
cation of trauma-informed principles to our 
virtual encounters has the potential to miti-
gate some of these health impacts, increase 
engagement in care, and provide opportuni-
ties for protective, healing connections. 

In the setting of the continued fear and 
uncertainty of the COVID-19 pandemic, 
we believe that application of a trauma- 
informed lens to telehealth efforts is timely. 
While virtual visits may seem to lack the 
warmth and immediacy of traditional med-
ical encounters, accumulated experience 
suggests otherwise.19 Telehealth is funda-
mentally more patient-focused than tra-
ditional encounters, overcomes service 
delivery barriers, offers a greater range of 
options for treatment engagement, and can 
enhance clinician-patient partnerships.6,31,32 
Although the rapid transition to telehealth 

may be challenging for those new to it, ex-
perienced clinicians and patients express 
high degrees of satisfaction with virtual 
care because direct communication is un-
hampered by in-office challenges and travel  
logistics.33 

While it may feel daunting to inte-
grate principles of TIC into telehealth dur-
ing a crisis-driven scale-up, a growing 
practice and body of research can inform 
these efforts. To help better understand 
how trauma-exposed patients respond 
to telehealth, we reviewed findings from 
trauma-focused telemental health (TMH) 
treatment. This research demonstrates that 
telehealth promotes safety and collabora-
tion—fundamental principles of TIC—that 
can, in turn, be applied to telehealth vis-
its in primary care and other medical and 
surgical specialties. When compared with 
traditional in-person treatment, studies of 
both individual and group formats of TMH 
found no significant differences in satis-
faction, acceptability, or outcomes (such 
as reduction in PTSD symptom severity 
scores34), and TMH did not impede devel-
opment of rapport.19,35

Although counterintuitive, the virtual 
space created by the combined physical 
and psychological distance of videoconfer-
encing has been shown to promote safety 
and transparency. In TMH, patients have 
reported greater honesty due to the pro-
tection afforded by this virtual space.31 En-
gaging in telehealth visits from the comfort 
of one’s home can feel emotionally safer 
than having to travel to a medical office, re-
sulting in feeling more at ease during en-
counters.31 In one TMH study, veterans 
with PTSD described high comfort levels 
and ability to let their guard down during 
virtual treatment.19 Similarly, in palliative 
telehealth care, patients reported that clini-
cians successfully nurtured an experience 
of intimacy, expressed empathy verbally 
and nonverbally, and responded to the pa-
tient’s unique situation and emotions.33 

TRAUMA-INFORMED TELEHEALTH
We have discussed how telehealth’s greater 
flexibility may create an ideal environment 
in which to implement principles of TIC. 
It may allow increased collaboration and 
closeness between patients and clinicians,  
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empowering patients to codesign their 
care.31,33 The Table reviews 6 core SAMHSA 
principles of TIC and offers examples of their 
application to telehealth visits. The follow-
ing case illustrates the application of trauma- 
informed telehealth care.

Case Presentation
S is a 45-year-old male veteran of Opera-
tion Enduring Freedom (OEF) who served 
as a combat medic. He has a history of os-
teoarthritis and PTSD related to combat 
experiences like caring for traumatic am-
putees. Before the pandemic began, he was 
employed as a server at a local restaurant 
but was laid off as the business transitioned 
to takeout orders only. The patient worked 
near a VA primary care clinic and frequently 
dropped by to see the staff and to pick up 
prescriptions. He had never agreed to video 
visits despite receiving encouragement from 
his medical team. He was reluctant to try 
telehealth, but he had developed a painful, 
itchy rash on his lower leg and was con-
cerned about getting care.

For patients like S who may be reluc-
tant to try telehealth, it is important to un-
derstand the cause. Potential barriers to 
telehealth may include lack of Internet ac-
cess or familiarity with technology, discom-
fort with being on video, shame about the 
appearance of one’s home, or a strong cul-
tural preference for face-to-face medical vis-
its. Some may miss the social support benefit 
of coming into a clinic, particularly in VHA, 
which is designed specifically for veteran pa-
tients. For these reasons it is important to 
offer the patient a choice and to begin with 
a supportive phone call that explores and 
strives to address the patient’s concerns about 
videoconferencing.

The clinic nurse called S who agreed to try 
a VVC visit with gentle encouragement. He 
shared that he was embarrassed about the ap-
pearance of his apartment and fearful about 
pictures being recorded of his body due to “a 
bad experience in my past.” The patient was 
reassured that visits are private and will not 
be recorded. The nurse also reminded him 
that he can choose the location in which the 
visit will take place and can turn his camera 
off at any time. Importantly, the nurse did not 
ask him to recount additional details of what 
happened in his past. Next, the nurse verified 

his location and contact information and ex-
plained why obtaining this information was 
necessary. Next, she asked his consent to pro-
ceed with the visit, reminding him that the 
visit can end at any point if he feels uncom-
fortable. After finishing this initial discussion, 
the nurse told him that his primary care phy-
sician (PCP) would join the visit and address 
his concerns with his leg.

S was happy to see his PCP despite his 
hesitations about video care. The PCP no-
ticed that he seemed anxious and was avoid-
ing talking about the rash. Knowing that he 
was anxious about this VVC visit, the PCP 
was careful to look directly at the camera to 
make eye contact and to be sure her face was 
well lit and not in shadows. She gave him 
some time to acclimate to the virtual envi-
ronment and thanked him for joining the 
visit. Knowing that he was a combat veteran, 
she warned him that there have been sud-
den, loud construction noises outside her 
window. Although the PCP was pressed for 
time, she was aware that S may have had a 
previous difficult experience around images 
of his body or even combat-related trauma. 
She gently brought up the rash and asked 
for permission to examine it, avoiding com-
mands or personalizing language such as 
“show me your leg” or “take off your pants 
for me.”36

After some hesitation, the patient revealed 
his leg that appeared to have multiple ex-
coriations and old scars from picking. After 
the examination, the PCP waited until the 
patient’s leg was fully covered before begin-
ning a discussion of the care plan. Together 
they collaboratively reviewed treatments that 
would soothe the skin. They decided to vir-
tually consult a social worker to obtain emer-
gency economic assistance and to speak with 
the patient’s care team psychologist to reduce 
some of the anxiety that may be leading to 
his leg scratching. 

Case Discussion
This case illustrates the ways in which TIC 
can be applied to telehealth for a veteran with 
combat-related PTSD who may have experi-
enced additional interpersonal trauma. It was 
not necessary to know more detail about the 
veteran’s trauma history to conduct the visit 
in a trauma-informed manner. Connecting 
to patients at home while considering these 
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principles may thus foster mutuality, miti-
gate retraumatization, and cultivate enhanced  
collaboration with health care teams in this 
era of social distancing. 

While a virtual physical examination cre-
ates both limitations and opportunity in tele-
health, patients may find the greater degree 
of choice over their clothing and surround-
ings to be empowering. Telehealth also can 
allow for a greater portion of time to be ded-
icated to quality discussion and collaborative 
planning, with the clinician hearing and re-
sponding to the patient’s needs with reduced 
distraction. This may include opportunities 
to discuss mental health concerns openly, 
normalize emotional reactions, and offer con-
nection to mental health and support services 
available through telehealth, including for 
patients who have not previously engaged in 
such care.

CONCLUSIONS
Telehealth expansion is occurring out of 
necessity in a time of crisis. While VHA 
is expanding its already robust telehealth 
program to replace some in-person vis-
its, many other health care systems are 
just beginning to use telehealth. Trauma- 
informed virtual care during the COVID-
19 pandemic has the potential to en-
sure and even expand continuity of 
medical care, offer connection and sup-
port to trauma survivors, and enhance pa-
tient and clinician resilience in this time 
of need. Clinicians have a unique op-
portunity in this pandemic to apply TIC 
principles early on and to envision how 
telehealth may contribute to a more mean-
ingful care experience for all and a more 
equitable future for those we care for. 

Author affiliations
Megan Gerber and Sadie Elisseou are Primary Care Physi-
cians; and Zachary Sager is a Hospice and Palliative Care 
Physician at the New England Geriatric Research Educa-
tion and Clinical Center; all at the Veterans Affairs Boston 
Healthcare System in Massachusetts. Jessica Keith is a 
Clinical Psychologist at Bay Pines Veterans Affairs Health-
care System and an Associate Professor of Psychology at 
the University of Central Florida College of Medicine in Or-
lando. Megan Gerber is an Associate Professor of Medicine 
at Boston University School of Medicine. Sadie Elisseou is 
an Instructor in Medicine and Zachary Sager is an Instructor 
in Psychiatry, both at Harvard Medical School in Boston.

Author disclosures 
The authors report no actual or potential conflicts of interest 
with regard to this article.

Disclaimer
The opinions expressed herein are those of the authors and do 
not necessarily reflect those of Federal Practitioner, Frontline 
Medical Communications Inc., the US Government, or any of 
its agencies. 

References
  1. Wosik J, Fudim M, Cameron B, et al. Telehealth trans-

formation: COVID-19 and the rise of virtual care. 
J Am Med Inform Assoc.  2020;27(6) :957-962.  
doi:10.1093/jamia/ocaa067

  2. Centers for Medicare and Medicaid Services. Medicare 
and Medicaid programs; policy and regulatory revisions in 
response to the COVID-19 public health emergency. CMS-
1744-IFC. https://www.cms.gov/files/document/covid 
-final-ifc.pdf. Published March 24, 2020. Accessed April 
8, 2020.

  3. Eddy N. VA sees a surge in veterans’ use of telehealth 
services. https://www.healthcareitnews.com/news 
/va-sees-surge-veterans-use-telehealth-services. Pub-
lished November 25, 2019. Accessed June 17, 2020.

  4. Veterans Health Administration, Office of Emergency Man-
agement. COVID-19 response plan. Version 1.6. Published 
March 23, 2020. Accessed June 17, 2020.

  5. Caudill RL, Sager Z. Institutionally based videocon-
ferencing. Int Rev Psychiatry. 2015;27(6):496-503.  
doi:10.3109/09540261.2015.1085369

  6. Heyworth L. Sharing Connections [published correction 
appears in JAMA. 2018 May 8;319(18):1939]. JAMA. 
2018;319(13):1323-1324. doi:10.1001/jama.2018.2717

  7. Dobalian A. U.S. Department of Veterans Affairs’ (VA’s) 
response to the 2017 hurricanes. Presented at: American 
Public Health Association 2019 Annual Meeting and Expo-
sition; November 2-6, 2019; Philadelphia, PA. https://apha 
.confex.com/apha/2019/meetingapp.cgi/Session/58543. 
Accessed June 16, 2020.

  8. Der-Martirosian C, Griffin AR, Chu K, Dobalian A. Tele-
health at the US Department of Veterans Affairs after Hur-
ricane Sandy. J Telemed Telecare. 2019;25(5):310-317. 
doi:10.1177/1357633X17751005

  9. The Office of the National Coordinator for Health Informa-
tion Technology. Telemedicine and telehealth. https://www 
.healthit.gov/topic/health-it-initiatives/telemedicine 
-and-telehealth. Updated September 28, 2017. Accessed 
June 16, 2020.

10. Substance Abuse and Mental Health Services Administra-
tion, Trauma and Justice Strategic Initiative. SAMHSA’s 
concept of trauma and guidance for a trauma-informed 
approach. https://ncsacw.samhsa.gov/userfiles/files 
/SAMHSA_Trauma.pdf. Published July 2014. Accessed 
June 16, 2020.

11. Kilpatrick DG, Resnick HS, Milanak ME, Miller MW, Keyes 
KM, Friedman MJ. National estimates of exposure to trau-
matic events and PTSD prevalence using DSM-IV and 
DSM-5 criteria. J Trauma Stress. 2013;26(5):537-547. 
doi:10.1002/jts.21848

12. Kimberg L, Wheeler M. Trauma and Trauma-informed 
Care. In: Gerber MR, ed. Trauma-informed Healthcare Ap-
proaches: A Guide for Primary Care. Cham, Switzerland: 
Springer Nature; 2019:25-56.

13. Gerber MR. Trauma-informed care of veterans. In: Ger-
ber MR, ed. Trauma-informed Healthcare Approaches: A 
Guide for Primary Care. Cham, Switzerland: Springer Na-
ture; 2019:25-56.

14. Felitti VJ, Anda RF, Nordenberg D, et al. Relationship of 
childhood abuse and household dysfunction to many 
of the leading causes of death in adults. The Adverse 
Childhood Experiences (ACE) Study. Am J Prev Med. 
1998;14(4):245-258. doi:10.1016/s0749-3797(98)00017-8

15. Katon JG, Lehavot K, Simpson TL, et al .  Ad-
verse childhood experiences, Military service, and 
adult health. Am J Prev Med. 2015;49(4):573-582.  
doi:10.1016/j.amepre.2015.03.020

16. Blosnich JR, Dichter ME, Cerull i  C, Batten SV, 
Bossarte RM. Disparit ies in adverse childhood  



308 • FEDERAL PRACTITIONER  •  JULY 2020 mdedge.com/fedprac

Trauma-Informed Telehealth

experiences among individuals with a history of mili-
tary service. JAMA Psychiatry. 2014;71(9):1041-1048.  
doi:10.1001/jamapsychiatry.2014.724

17. Center for Substance Abuse Treatment. Treatment im-
provement protocol (TIP). Series, No. 57. In: SAMHSA, 
ed. Trauma-Informed Care in Behavioral Health Services.  
SAMHSA: Rockville, MD; 2014:137-155.

18. US Department of Veterans Affairs, Veterans Health Ad-
ministration, National Center for PTSD. Trauma, PTSD and 
treatment. https://www.ptsd.va.gov/PTSD/professional 
/treat/index.asp. Updated July 5, 2019. Accessed June 
17, 2020.

19. Turgoose D, Ashwick R, Murphy D. Systematic 
review of lessons learned from delivering tele-
therapy to veterans with post-traumatic stress  
disorder. J Telemed Telecare. 2018;24(9):575-585. 
doi:10.1177/1357633X17730443

20. Cook JM, Simiola V, Hamblen JL, Bernardy N, Schnurr PP. 
The influence of patient readiness on implementation of 
evidence-based PTSD treatments in Veterans Affairs resi-
dential programs. Psychol Trauma. 2017;9(suppl 1):51-58. 
doi:10.1037/tra0000162

21. Raja S, Hasnain M, Hoersch M, Gove-Yin S, Rajagopalan 
C. Trauma informed care in medicine: current knowledge 
and future research directions. Fam Community Health. 
2015;38(3):216-226. doi:10.1097/FCH.0000000000000071

22. Hopper EK, Bassuk EL, Olivet J. Shelter from the storm: 
trauma-informed care in homeless service settings. Open 
Health Serv Policy J. 2009;2:131-151.

23. Kelly U, Boyd MA, Valente SM, Czekanski E. Trauma-
informed care: keeping mental health settings safe for 
veterans [published correction appears in Issues Ment 
Health Nurs. 2015 Jun;36(6):482]. Issues Ment Health Nurs. 
2014;35(6):413-419. doi:10.3109/01612840.2014.881941

24. Currier JM, Stefurak T, Carroll TD, Shatto EH. Applying 
trauma-informed care to community-based mental health 
services for military veterans. Best Pract Ment Health. 
2017;13(1):47-64.

25. Neria Y, Nandi A, Galea S. Post-traumatic stress disorder 
following disasters: a systematic review. Psychol Med. 
2008;38(4):467-480. doi:10.1017/S0033291707001353

26. Galea S, Merchant RM, Lurie N. the mental health 
consequences of COVID-19 and physical distanc-
ing: the need for prevention and early intervention 
[published online ahead of print, 2020 Apr 10]. JAMA 
Intern Med. 2020;10.1001/jamainternmed.2020.1562.  
doi:10.1001/jamainternmed.2020.1562

27. Hawryluck L, Gold WL, Robinson S, Pogorski S, Galea S, 
Styra R. SARS control and psychological effects of quaran-
tine, Toronto, Canada. Emerg Infect Dis. 2004;10(7):1206-
1212. doi:10.3201/eid1007.030703

28. Cunha JM, Shen YC, Burke ZR. Contrasting the im-
pacts of combat and humanitarian assistance/disaster 
relief missions on the mental health of military service 
members. Def Peace Economics. 2018;29(1):62-77.  
doi: 10.1080/10242694.2017.1349365

29. Ramchand R, Harrell MC, Berglass N, Lauck M. Veterans 
and COVID-19: Projecting the Economic, Social and Men-
tal Health Needs of America’s Veterans. New York, NY: The 
Bob Woodruff Foundation; 2020.

30. van Gelder N, Peterman A, Potts A, et al. COVID-19: 
reducing the risk of infection might increase the risk of 
intimate partner violence [published online ahead of 
print, 2020 Apr 11]. EClinicalMedicine. 2020;21:100348. 
doi:10.1016/j.eclinm.2020.100348

31. Azarang A, Pakyurek M, Giroux C, Nordahl TE, Yellow-
lees P. Information technologies: an augmentation to 
post-traumatic stress disorder treatment among trauma 
survivors. Telemed J E Health. 2019;25(4):263-271.  
doi:10.1089/tmj.2018.0068.

32. Gilmore AK, Davis MT, Grubaugh A, et al. “Do you ex-
pect me to receive PTSD care in a setting where 
most of the other patients remind me of the per-
petrator?”: Home-based telemedicine to address 
barriers to care unique to military sexual trauma and vet-
erans affairs hospitals. Contemp Clin Trials. 2016;48:59-64.  
doi:10.1016/j.cct.2016.03.004.

33. van Gurp J, van Selm M, Vissers K, van Leeuwen E, Has-
selaar J. How outpatient palliative care teleconsultation 
facilitates empathic patient-professional relationships: a 
qualitative study. PLoS One. 2015;10(4):e0124387. Pub-
lished 2015 Apr 22. doi:10.1371/journal.pone.0124387

34. Morland LA, Mackintosh MA, Glassman LH, et al. Home-
based delivery of variable length prolonged exposure 
therapy: a comparison of clinical efficacy between ser-
vice modalities. Depress Anxiety. 2020;37(4):346-355. 
doi:10.1002/da.22979

35. Morland LA, Hynes AK, Mackintosh MA, Resick PA, Chard 
KM. Group cognitive processing therapy delivered to 
veterans via telehealth: a pilot cohort. J Trauma Stress. 
2011;24(4):465-469. doi:10.1002/jts.20661

36. Elisseou S, Puranam S, Nandi M. A novel, trauma-in-
formed physical examination curriculum. Med Educ. 
2018;52(5):555-556. doi:10.1111/medu.13569


