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Abstract. This article aims to highlight the need to integrate Trauma-Informed Care (TIC) into the practice of Speech
and Language Therapy. TIC is a strength-based framework underpinned by an understanding and responsiveness to the
widespread pervasiveness and impact of trauma. The literature on TIC within the field of Speech and Language Therapy
is in its infancy but is progressing. In this context, there is an absence of clear guidelines for TIC in the field to support
providers and administers to understand the relevance, underlying theory, and application to practice. In this paper we outline
the theoretical underpinnings and application to practice. We argue that the profession requires an ongoing commitment to
continuous research to corroborate communication-specific best practices of TIC to support clinicians in translating those
findings into practice to best support clients.
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1. Introduction to trauma-informed practice

Trauma-Informed Care (TIC) is a strength-based
framework underpinned by an understanding and
responsiveness to the widespread pervasiveness and
impact of trauma (Hopper, Bussuk & Olivet, 2010).
Trauma occurs when stress overwhelms a person’s
capacity to cope (Cook et al., 2003). Prolonged expo-
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sure to adversity at an early age can confer significant
risk for adverse physical and mental health outcomes
across the lifespan (Berliner & Kolko, 2016). As
DeCandia and Guarino (2015) posit, the toll that
trauma places on society, necessitates that trauma and
its impact are addressed across all systems of care.
The overarching aim of TIC is to facilitate oppor-
tunities that support resiliency and recovery from
exposure to traumatising experiences. TIC aims to
foster a sense of control and empowerment through
a focus on embodied, relational, and psychologi-
cal safety, for both service providers and service
users (Hopper et al., 2010). TIC also considers the
lived and living experiences of trauma within the
person’s ecological context and thus, all systems of
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care have a role to play in supporting resiliency and
recovery, including the field of Speech and Language
Therapy.

For Speech and Language Therapists (SLTs) to be
trauma-informed, they must understand the poten-
tial impact and relevance of trauma to their clients.
TIC aims to promote widespread trauma aware-
ness, knowledge and practices that promote resiliency
and wellbeing across a system of care (Substance
Abuse and Mental Health Services Administration,
2014). This can be applied across three spheres
of practice (Lotty, 2021). Firstly, trauma-specific
evidence-based treatments (EBT) which require clin-
ical training and supervision to specifically treat
trauma (Mersky, Topitzes & Britz, 2019). Secondly,
trauma-informed practice by non-trauma specific
clinicians, and lastly, trauma-informed organisations
that embed the guiding principles of TIC at an organ-
isational level (Bloom, 2010).

This article focuses on trauma-informed practice
that can be carried out by clinicians and carers work-
ing outside formal trauma-clinical settings, including
allied health professionals such as SLTs. Building on
SAMHSA (2014) key principles of safety, choice,
trust, collaboration and empowerment, Lotty (2021)
emphasises the parallel process in TIC for the client
and the clinician (see Fig. 1). This process refers
to experiences that run in parallel to one another
within a relationship, such as the SLT and their client,
that often involve developing an understanding of the
lived experience of trauma, ongoing impact, develop-
ing ways to effectively cope and minimise or avoid
re-traumatisation.

Therefore, trauma-informed practice places
emphasis on the centrality of safe and secure rela-
tionships as a medium for healing (Lucio & Nelson,
2016). The practice places an impetus on under-
standing the lived and living experience of trauma
and how this drives behaviours that were developed

Fig. 1. Trauma-informed practice: a parallel process.

as ways of coping (Bunting et al., 2019). While a
SLT is not directly targeting healing from trauma in
their clinical goals, by engaging in trauma-informed
practice the therapeutic relationship between the
clinician and the client allows for an additional
context within which healing can occur.

The landmark Adverse Childhood Experiences
(ACE) study (Felitti et al., 1998) in the United States,
highlights the significant connection between child-
hood exposure to stress and trauma and adverse
outcomes across the lifespan. The study has been
replicated and results consistently highlight a sig-
nificant correlation between childhood stress and
trauma exposure, physical health problems, high
risk behaviours, and cognitive and socioemotional
difficulties (Bartlett & Steber, 2019; Bellis, Ash-
ton, Hughes, Ford, Bishop, & Paranjothy, 2016). It
is worth noting that intergenerational pathways of
trauma may pose substantial risks for ACEs in the
next generation, particularly in the absence of positive
and protective influences on development, such as a
secure child-caregiver relationship (Narayan, Lieber-
man & Masten, 2021).

Furthermore, longitudinal studies detail an endur-
ing risk of socioemotional and behavioural problems
from childhood into early adulthood for clients
presenting with speech and language disorders
(Whitehouse, Watt, Line & Bishop, 2009). Research
reports a high prevalence of communication diffi-
culties in those who present with psychopathology
(Speech Pathology Australia, 2018), and a high like-
lihood of unidentified communication difficulties
amongst children and adolescents with social, emo-
tional, and behavioural problems (Hollo, Wehby &
Oliver, 2014). These findings, in addition to the asso-
ciation between trauma and language difficulties in
young children, point to a bidirectional relationship
between communication and mental health diffi-
culties (Irish Association of Speech and Language
Therapists, 2021), making trauma clearly relevant to
the field of Speech and Language Therapy.

2. The role of child-caregiver relationships

In the face of adversity, supportive relation-
ships can provide buffering to the impact of stress,
which enables children to withstand or recover from
adversity and learn important skills, thus building
resilience. In fact, many sources, including Bartlett
and Steber (2019) and the Center on the Developing
Child at Harvard University (2022), postulate that the
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strongest factor linked with resilience in childhood is
the consistent presence of a sensitive, nurturing, and
responsive adult.

Hence, restorative child-caregiver relationships
and the cultivation of social support can be considered
an aim of TIC (Lotty, Dunn-Galvin & Bantry-White,
2020; McLaughlin, Colich, Rodman & Weissman,
2020). When working within early communication
development, SLTs deliver intervention within the
context of child-caregiver interactions. Therefore,
understanding the importance these interactions and
the nature of a client’s relationship, particularly when
a child has faced adversity, is directly applicable to
the work of a SLT (McGlinn, 2020).

Attachment processes are a fundamental part of
human development, and a knowledge of attach-
ment theory is necessary for understanding how
trauma in the context of caregiving relationships
can impact development (Rupert & Bartlett, 2022;
Smith, William, Walsh & McCartney, 2016). An
attachment relationship can be conceptualised as a
deep and enduring emotional bond that connects
two individuals across space and time (Ainsworth,
1973; Bowlby, 1969). Infants innately seek close-
ness with a primary caregiver to provide them with
safety and reliable information about the world (Fon-
agy, Gergely & Target, 2007). Secure child-caregiver
attachment is supported by the infant’s confidence
in their caregivers’ consistent, reliable responses to
their needs. Overtime, through reciprocal safe experi-
ences, a trusting relationship is facilitated that greatly
supports development (Ainsworth, 1973).

Insecure attachment styles develop following
inconsistent or unavailable child-caregiver expe-
riences in childhood that represent patterns of
behaviour (Doolan & Byrant, 2021, Tronick, Als,
Adamson, Wise & Brazelton, 1978). There are
three types of insecure attachment that include
avoidant, ambivalent (Ainsworth, 1973) and disor-
ganised (Main & Soloman, 1986). Having an insecure
attachment adversely impacts the child-caregiver
relationship and in turn can negatively impact the
developmental capacities across all areas of child
development including the capacity to self-regulate,
early knowledge of agency, early capabilities for
receptive and expressive language and ability to deal
with stress and trauma (Cook et al., 2003).

In the absence of the buffering provided by secure
reliable relationships, research demonstrates the dev-
astating, long-term impact of traumatic stress on the
developing brain and body (DeCandia & Guarino,
2015; McCrory, de Brito & Viding, 2012). Prolonged,

or frequent activation of the stress response, known as
toxic stress, leads to a dysregulation of the neuroen-
docrine immune circuitry (Kuzminskaite, Vinkers,
Elzinga, Wardenaar, Giltay & Penninx, 2020) and
can overwhelm the neurophysiological system for
coping with stress. This produces altered levels of
hormones and neurotransmitters and ultimately leads
to changes in brain architecture and multiple organ
systems (Bucci et al., 2016).

Toxic stress also results in a heightened baseline
state of physiological arousal and increased sensi-
tivity to internal and external triggers (Center on
the Developing Child at Harvard University, 2022;
SAMSHA, 2014).

3. The role of regulation

Neurobiological research illuminates that cogni-
tive approaches, whether to speech and language
interventions or mental health interventions are less
likely to be effective when the stress arousal system is
dysregulated (Raio, et al., 2013). Exposure to trauma
frequently disorganises low brain areas that regulate
homeostatic life support functions (Gaskill, 2019).
This is manifested in the body as an embodied dys-
regulated experience outside of conscious awareness
(Porges, 2011). Thus, it is accepted in the thera-
peutic community that the gold standard for trauma
therapy is a phased approach, focusing on build-
ing embodied safety as a foundation (van der Kolk,
2014).

This principle carries through to TIC interventions
by clinicians supporting increased embodied regula-
tion prior to proceeding to work on cognitive tasks
(Lotty, Bantry-White & Dunn-Galvin, 2021). Until
these regions achieve statis, the individual cannot
access higher brain areas to support cognitive engage-
ment. In this respect, SLTs need to support a client’s
embodied regulation, before expecting a client to be
able to work on higher level cognitive skills.

The need to support regulation applies to clients,
as well as the potential need to support a child’s care-
giver in the importance of co-regulation of their child.

Furthermore, trauma-informed practice requires
the SLT to be attuned to their own state of reg-
ulation in sessions. The clinician is thus required
to develop their own skills to promote regulation
such as grounding and deep breathing. Grounding
which involves noticing or slowing down breath-
ing, tapping, or counting fingers as the breath goes
in, can reduce autonomic nervous system activation
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(Yehuda, 2016). Deep breathing helps lower the neu-
rological arousal that takes place during a stressful
reaction. Others find prearranged hand movements
(e.g., lowering palm into a gentle ‘calm down’
motion) helpful in calming them enough to listen and
orientate to their surroundings (Yehuda, 2016).

The aforementioned impact of trauma and the neu-
robiology of stress can place children at greater risk
for adverse developmental, emotional, and academic
outcomes (McCrory et al., 2012). Converging evi-
dence suggests that trauma exposure, particularly
in early life, alters emotional regulatory capacities,
which is the ability to modify one’s arousal and emo-
tional state to promote adaptive behaviour (Gross &
Thompson, 2007). Indeed, early life trauma exposure
is a potent risk factor for neuropsychiatric disor-
ders including anxiety, depression, and posttraumatic
stress disorder, that are also hallmarked by abnor-
malities in the processing and regulation of emotion
(Marusak, Martin, Etkin & Thomason, 2015).

Children who have experienced adversity are
more vulnerable to dysregulation of affect and
behaviour, distortions in attributions, interpersonal
difficulties and difficulties with executive functioning
(D’Andrea, Ford, Stolbach; van der Kolk, 2012).

4. Trauma-informed care and communication
skills intervention

There is a growing body of evidence suggesting
that children who experience maltreatment have sig-
nificantly poorer speech and language abilities in
terms of receptive, expressive, and pragmatic lan-
guage skills when compared to children who had
not experienced maltreatment (Rupert & Bartlett,
2022). This is reflected in a number of meta-analyses
(Byrne, 2017; Hyter, 2021; Sylvester, Bussieres &
Bouchard, 2016) and Speech-Language Pathology
Australia’s Clinical Guidelines to Speech Pathology
in Mental Health Services, which emphasise infant
and early childhood mental health and attachment
as it relates to communication development (Speech
Pathology Australia, 2018). Studies applying trauma-
informed practice to Speech and Language Therapy
are emerging (Haritopoulos, 2022), as well as
those exploring SLTs attitudes and knowledge about
trauma-informed practice (Roberson & Lund, 2022).

A trauma-informed SLT underpins their practice
with the core TIC principles and brings a trauma-
informed mind set and skillset to their practice (Lotty,
2021).

Acknowledging and understanding the underly-
ing impact trauma history can have on a client’s
communication abilities and presentation, will mean
including trauma as part of a thorough case history
and will alter the way the SLT addresses their client’s
communication needs in intervention. The SLT, as
a starting point, is concerned with supporting the
client to experience a felt sense of safety in their
presence and in the intervention environment. For
example, by clearly explaining to clients what they
can expect, by giving choices and control and by ask-
ing a child’s caregiver what might make their child
feel most comfortable. The trauma-informed clini-
cian would also know the importance of trying to
understand and anticipate the client’s triggers as to
avoid re-traumatization in the activities selected as
part of intervention (Yehuda, 2016). For example, a
child may be sensitive to touch from adults due to a
history of physical abuse yet would benefit from tac-
tile prompts for speech production and would require
more support in establishing a felt sense of safety
prior to tactile motor speech therapy.

The trauma informed SLT understands the impor-
tance of collaborative practice with the key players in
the child’s life that all have a role in supporting the
child’s resilience and recovery. These often include
caregivers, teachers, early years professionals, social
workers, and other mental health professionals who
through collaborative practice can support the child
through a consistent and coordinated approach.

Through collaborative practice, the SLT has a role
to play in supporting those providing trauma-specific
treatment in helping them understand the child’s com-
munication abilities, receiving input from those who
understand the details of the child’s trauma history,
and in being part of a coordinated service plan for
clients who have trauma history. For example, it
may be clinically beneficial that the child and family
access trauma-specific services before undertaking
communication intervention. This may be the case
in situations where there is a major rupture within
the child-caregiver relationship, or where caregivers
are experiencing significant mental health challenges
of their own.

Trauma-informed practice also involves the risk
of vicarious trauma to the SLT. Vicarious trauma is
considered a profound and lasting emotional and psy-
chological consequence of repeated indirect exposure
to the traumatic experiences of others (Padmanabha-
nunni & Gqomfa, 2022). Incidences which increase
vulnerability to vicarious trauma in the work envi-
ronment include excessive workload and unclear



N. O’ Leary et al. / Understanding the why 85

scope of work (Ravi, Gorelick & Pal, 2021). Trauma-
informed SLTs and their supervisors must therefore
understand the importance of self-care to reduce the
risk of the onset of vicarious trauma that may poten-
tially lead to compassion fatigue and burnout (Rupert
& Bartlett, 2022).

SLTs also require the systems they work in to
acknowledge their exposure to vicarious trauma and
governing bodies regarding Speech and Language
Therapy need to delineate relevant scope of work and
practice guidelines to support SLTs in this regard.

Finally, while the training and governance of SLTs
differs globally, trauma is a global phenomenon.
Understanding the neurobiology and impact of
trauma allows the practitioners to apply this learn-
ing to all clients they work with regardless of where
they practice. Therefore, it would be highly ben-
eficial for TIC to be included in all SLT training
core curriculum, and for governing bodies to include
trauma-related practice guidelines within their scope.
This of course could then be tailored to the local con-
text but the importance of understanding the impact
of trauma is universal.

5. Conclusion

TIC is a relatively new framework for working with
individuals who experience trauma. The evidence-
base to support its effectiveness is still in the early
stages of development. This is even more so the case
in the application of TIC to practice within Speech
and Language Therapy. Nevertheless, the relevance
of TIC to work within Speech and Language Therapy
beyond specialized treatment mental health settings
cannot be understated.

Thus, we have highlighted some of the key foun-
dational reasons for the relationship between trauma
exposure and the field of Speech and Language Ther-
apy, some of the key ways that elements of TIC can be
implemented within Speech and Language Therapy,
and hope to also shed light on the need for an ongoing
commitment to continuous research to corroborate
best practice of TIC specific to communication sci-
ences. This will in turn support the further application
of TIC to enhance the services provided to clients and
supports provided to clinicians as well.
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