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INTRODUCTION 

Nurses frequently encounter patients who have experi-
enced accidents or severe illnesses that can cause physical or 
psychological trauma. Although these patients may experi-
ence acute stress due to such incidents or illnesses, not all de-
velop long-term post-traumatic stress disorder (PTSD). How-
ever, individuals who face adversity during childhood are 
more likely to develop mental health issues in adulthood [1]. 

Historically, childhood trauma has primarily been associ-
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ated with major accidents or severe abuse. However, recent 
understanding acknowledges that various factors can con-
tribute to childhood trauma, including serious illnesses expe-
rienced during childhood, chronic stressors, adverse child-
hood experiences (ACEs), and the COVID-19 pandemic [2,3]. 
Studies have indicated that these adverse experiences can 
have detrimental effects on a child’s developmental process 
and lifespan [4], highlighting the importance of timely and 
appropriate care (nursing) for children in distressing situa-
tions. 
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Trauma-informed childcare refers to the provision of care 
that integrates an understanding of PTSD with the aim of re-
ducing PTSD experienced by pediatric patients in clinical set-
tings [5]. Trauma-informed care (TIC) involves empathizing 
with and supporting individuals affected by trauma, recog-
nizing its impact, and evaluating social connections and sup-
port systems to appropriately utilize family, friends, spiritu-
al, and community resources [6]. The six principles of the TIC 
are safety, trustworthiness and transparency, peer support, 
collaboration and mutuality, empowerment, voice, and 
choice, and consideration of cultural, historical, and gender 
issues [6]. In healthcare settings where nurses, doctors, thera-
pists, and other health support professionals are present, 
multidisciplinary collaboration and communication among 
professionals are crucial for effective TIC. Knowledge of TIC 
is essential for understanding children who have experienced 
trauma and providing individualized care that meets their 
physical and emotional needs. Opinions and awareness of 
TIC are crucial in creating a safe and therapeutic environ-
ment for traumatized children, facilitating better assessments 
and promoting recovery through multidisciplinary collabo-
ration [5,6]. Therapeutic interventions used in clinical prac-
tice, such as play therapy, animal-assisted therapy, biofeed-
back, and art activities, can reduce children’s stress and pre-
vent re-traumatization [4]. 

In other countries, various research and practical applica-
tions of TIC have already been implemented, whereas in 
South Korea, TIC is a relatively new concept, with limited 
recognition and application. According to a recent scoping 
review, TIC studies in children have increased rapidly since 
2017, and more than 95% of them have been conducted in 
Western countries, and in the case of Asian countries, there is 
no other than one study conducted in the United Arab Emir-
ates [7]. However, as research on TIC in the field of nursing 
has been found to be the most active, the interest in and im-
portance of TIC for children is also expected to increase in 
the future. 

Nurses often work with pediatric patients experiencing se-
vere illnesses, depending on their specific units, such as high-
risk neonates, pediatric oncology patients, pediatric intensive 
care units, emergency rooms, and psychiatric and general 
wards. Nurses caring for children are responsible for recog-
nizing and assessing trauma across the continuum of care 
from birth to adolescence. They provide care to pediatric pa-
tients in complex and diverse healthcare settings, focusing on 
the importance of promoting health and resilience [2]. Partic-

ularly, when a child experiences a serious illness, the process 
can be highly threatening and requires absolute support and 
meticulous care by nurses. 

In this study, we would like to compare nurses’ knowl-
edge, opinions, and self-rated competencies related to TIC 
according to demographic characteristics such as sex, age, 
child status, work unit, type of hospital, and period of clinical 
career in the children’s ward. This will help reveal differenc-
es in the levels of knowledge, opinions, and self-rated com-
petencies related to TIC based on nurses’ general and job-re-
lated characteristics, which will be an important consider-
ation in the development of relevant educational programs 
in the future. 

This study aims to assess the knowledge, opinions, compe-
tence, practices, and barriers related to TIC among nurses 
caring for children in diverse hospital settings and environ-
ments. By identifying these factors, this study seeks to deter-
mine the necessary level of education and provide founda-
tional data for developing strategies to offer holistic nursing 
care in the future. The specific objectives are as follows: (1) to 
assess the knowledge, opinions, and competence levels of the 
participants regarding TIC; (2) to examine the differences in 
TIC knowledge, opinions, and competence based on general 
characteristics; (3) to evaluate the actual practice levels of 
TIC; and (4) to identify barriers to the implementation of TIC. 

METHODS 

Ethical statements: This study was approved by the Institutional 

Review Board (IRB) of Seoul National University (IRB No. 

2403/002-011). Informed consent was obtained from all partici-

pants.

1. Study Design 

This study is a descriptive survey that examines the knowl-
edge, opinions, competence, barriers, and practices of pediat-
ric ward nurses in South Korea regarding trauma-informed 
child care. This study was conducted in accordance with the 
Strengthening the Reporting of Observational Studies in Epi-
demiology (STROBE) reporting guidelines. 

2. Samples 

The inclusion criteria for participants in this study were 
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nurses who had been working for more than 6 months in the 
pediatric wards of medical institutions in South Korea. When 
calculating the sample size for a one-way ANOVA, since it 
was difficult to find similar studies, the effect size was set to 
.25 (medium), with a power of .8, a significance level of .05, 
and 4 groups. The total sample size was determined to be 
180. Considering an anticipated dropout rate of 10%, a maxi-
mum of 200 participants were recruited. Two hundred re-
spondents completed the Google Survey, of which 198 were 
included in the final analysis. 

3. Measurement 

1) Demographic variables 
Data on participants’ general and job-related characteristics 

were collected using 12 items. These items included sex, age, 
marital status, whether they had children, religion, current 
ward of employment, previous wards of employment, the 
region and type of medical institution where they worked, 
current position, total nursing work experience, and work 
experience in pediatric wards. 

2) Trauma-informed care provider survey pediatric version 
In this study, the TIC Provider Survey developed by the 

Center for Pediatric Traumatic Stress (CPTS) [8] was used. 
The pediatric version of the TIC Provider Survey comprises 
48 items in five categories: 13 items on knowledge about 
trauma-informed child care, seven items on opinions about 
trauma-informed child care, 12 items on self-rated compe-
tence in trauma-informed child care, seven items on per-
ceived barriers to performing trauma-informed child care, 
and nine items on recent practices in trauma-informed child-
care. Each item for knowledge, opinions, competence, and 
barriers is rated on a 3- or 4-point Likert scale with anchors 
appropriate for the category (e.g., competence was rated as 
“not competent”, “somewhat competent”, or “very compe-
tent”). Items of practice are rated on a dichotomous scale of 
“yes” or “no”. Summary scores were generated for each of 
the three item categories—knowledge, opinions, and compe-
tence—by combining together the survey item ratings (rang-
ing from 1 to 3 or 1 to 4) within each category. Higher scores 
indicated greater knowledge, more favorable opinions, and 
higher self-rated competence. 

The Korean version of the TIC Provider Survey was as-
sessed for face and content validity through internal review 
by experts. To use this tool with Korean nurses, approval 

was first obtained by the research team from the CPTS that 
developed the original tool. The research team then translat-
ed the English items into Korean, reviewed the translation 
for accuracy, and made necessary modifications to reflect the 
characteristics of Korean nurses. The final translation was 
approved by the researchers. The Korean version of the sur-
vey was translated back into English by a professional trans-
lation service. The research team compared and reviewed the 
back-translated version with the original tool to ensure accu-
racy and found no changes in meaning. The final Korean 
version of the questionnaire was then confirmed. Cronbach’s 
alpha of the original tool was .66 for knowledge, .60 for opin-
ions, .90 for self-rated competence, .80 for recent practice, and 
.69 for barriers [6]. In this study, the Cronbach’s alpha was as 
follows: knowledge, .64; opinion, .43; self-rated competence, 
.89; practice, .84; and barriers, .69. 

4. Data Collection and Research Procedures 

After obtaining IRB approval, data were collected from 200 
participants using an online Google survey conducted from 
July 2 to 14, 2024. The participants were recruited using con-
venience sampling. After obtaining cooperation from rele-
vant stakeholders, the researchers posted recruitment notices 
on online communities frequently used by nurses in Korea, 
including advanced general hospitals, general hospitals, and 
small hospitals. 

The first page of the online survey explained the study’s 
purpose and ethical considerations, and participants were re-
quired to indicate their consent by selecting "agree" to pro-
ceed with the survey. To maintain anonymity and confiden-
tiality, the personal identification information of the study 
participants was assigned a separate unique number, and all 
collected data were stored on a computer that required a 
password to be accessible only to the researchers. The survey 
consisted of 60 questions and took approximately 20 min to 
complete. The participants who completed the survey re-
ceived a mobile coffee coupon as a token of appreciation. 

5. Data Analysis 

Data were analyzed using IBM SPSS Statistics (vers. 23.0, 
IBM Corp.). General and work-related characteristics of the 
participants and their knowledge, opinions, barriers, and 
practice of trauma-informed pediatric care were analyzed 
using descriptive statistics, including means, standard devia-
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tions, and percentages. Differences in variables according to 
participant characteristics were analyzed using independent 
t-tests and one-way ANOVA. Post-hoc analysis was conduct-
ed using Scheffe’s test. 

RESULTS 

1. Characteristics of the Participants 

Of the 200 nurses who participated in this study, 198 were 
included in the final analysis after excluding one who had re-
sponse errors and one who did not meet the inclusion crite-
ria. Of the 198 nurses included in the analysis, most were fe-
male (97.5%), with an average age of 33.86 years. Regarding 
job positions, 152 (76.8%) were staff nurses, 28 (14.1%) were 
charge nurses, and 18 (9.1%) were head nurses or higher man-
agers. The nurses had an average of 9.73 years of clinical expe-
rience and 6.41 years of clinical experience in pediatric wards. 
The most common type of hospital in which they worked was 
a tertiary hospital (67.7%). The current working units were pe-
diatric and neonatal intensive care units (39.9%), cancer wards 
(5.6%), internal and surgical wards (29.3%), and others (e.g., 
psychiatric ward, emergency room, operating room/anesthe-
siology, outpatient) (25.3%) (Table 1). 

2. Comparisons According to Demographic 
Characteristics of Participants 

Knowledge of TIC did not differ based on the participants’ 
demographic characteristics. Opinions on TIC were more 
positive among those with children (t=2.00, p=.048), those 
working in advanced general hospitals (F=3.70, p=.027), and 
those with over 5 years of experience in pediatric wards (t= -
2.01, p=.046). Competence in TIC showed significant differ-
ences depending on the type of hospital in which partici-
pants worked (F=5.47, p=.005). Post hoc analysis revealed 
that the advanced general hospital group (mean [M]=8.84) 
and general hospital group (M=8.86) had significantly high-
er competence scores than the hospital and other groups 
(M=5.80); however, no significant differences were found 
between the other groups (Table 1).  

3. Knowledge and Opinions regarding Trauma-
Informed Care  

Of the 13 items assessing knowledge of TIC, seven items 

had a correct response rate of >90%. However, three items 
had very low correct response rates, below 30% (ranging 
from 9.6% to 27.3%). These items were: ‘It is inevitable that 
most children and families who experience a life-threatening 
illness or injury will experience severe post-traumatic stress 
or PTSD’ (9.6%; M±SD=1.83±0.58), ‘Children who are more 
severely injured or ill generally have more serious traumatic 
stress reactions than children who are less severely injured or 
ill’ (21.2%; M±SD=2.02±0.65), and ‘Children and families 
with severe post-traumatic stress reactions usually show ob-
vious signs of distress’ (27.3%; M±SD=2.12±0.68). Notably, 
the correct answer for all three items was “disagree.” 

Regarding opinions on TIC, over 90% of the participants 
agreed with five of the seven items. The remaining two 
items, ‘Service providers should focus on medical rather than 
mental health services for hospitalized children’ and ‘I have 
colleagues who can help a child or family experiencing se-
vere traumatic stress,’ were rated favorably by only 59.1% 
and 66.2% of participants, respectively (Table 2). 

4. Self-Rated Competence in Providing Trauma-
Informed Care 

Among the items in the self-rated competence in providing 
TIC, more than 50% of participants rated themselves as “very 
competent” or “somewhat competent” on nine out of 12 
items. The item with the highest percentage of participants 
reporting themselves as very or somewhat competent was 
‘Respond to the distress, emotional needs, and support needs 
of colleagues’ (85.9%; M±SD=1.05±0.58). Conversely, the 
items with the highest percentage of participants rating them-
selves as “not competent” were ‘Respond to a child’s (or par-
ent’s) questions about whether the child is going to die’ (61.6%; 
M±SD=0.43±0.59), ‘Understand how traumatic stress may 
present differently in young children, school-aged children, 
and adolescents’ (56.6%; M±SD=0.51±0.63), and ‘Educate a 
child and family about common traumatic stress reactions and 
symptoms’ (55.6%; M±SD=0.51±0.62) (Table 3). 

5. Potential Barriers to Implementing Trauma-
Informed Care 

More than half of the respondents rated time constraints, 
lack of training, and lack of organizational support as “signif-
icant barriers” to providing TIC to children and families. All 
factors were rated as at least “somewhat of a barrier.” The 
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Table 2. Nurses’ Knowledge and Opinions Regarding Trauma-Informed Care (N=198) 

Knowledge items

Nurse ratings Correct  
responses

Score 
(M±SD)Strongly 

agree Agree Disagree Strongly 
disagree n (%)

n (%) n (%) n (%) n (%)
1. Almost all people who are seriously injured or ill experience 

a traumatic stress response at least once in the immediate 
aftermath of the event.

50 (25.3) 138 (69.7) 9 (4.5) 1 (0.5) 188 (95.0) 3.20±0.53

2. It is inevitable that most children and families who  
experience a life-threatening illness or injury will experience 
severe post-traumatic stress or PTSD. (Disagree)

52 (26.3) 127 (64.1) 19 (9.6) 0 (0.0) 19 (9.6) 1.83±0.58

3. Children who are more severely injured or ill generally have 
more serious traumatic stress reactions than children who 
are less severely injured or ill. (Disagree)

39 (19.7) 117 (59.1) 41 (20.7) 1 (0.5) 42 (21.2) 2.02±0.65

4. Children who believe they might die at some point during a 
traumatic event are at greater risk of post-traumatic stress  
reaction.

71 (35.9) 123 (62.1) 4 (2.0) 0 (0.0) 194 (98.0) 3.34±0.52

5. Many children and families cope well on their own after a  
severe illness or injury.

6 (3.0) 63 (31.8) 113 (57.1) 16 (8.1) 69 (34.8) 2.30±0.66

6. The psychological effects of an injury or illness often last  
longer than the physical symptoms.

62 (31.3) 129 (65.2) 7 (3.5) 0 (0.0) 191 (96.5) 3.28±0.52

7. Children and families with severe post-traumatic stress  
reactions usually show obvious signs of distress. (Disagree)

33 (16.6) 111 (56.1) 52 (26.3) 2 (1.0) 54 (27.3) 2.12±0.68

8. I am aware of the common signs and symptoms of traumatic 
stress in children and families.

6 (3.0) 126 (63.7) 61 (30.8) 5 (2.5) 132 (66.6) 2.67±0.58

9. Some initial traumatic stress reactions in children and  
families may be part of a healthy emotional recovery process.

19 (9.6) 162 (81.8) 17 (8.6) 0 (0.0) 181 (91.4) 3.01±0.43

10. There are measures service providers can take to prevent 
long-term post-traumatic stress in sick and injured children 
and families.

45 (22.7) 139 (70.2) 13 (6.6) 1 (0.5) 184 (92.9) 3.15±0.54

11. There are effective screening tools for providers to use in 
practice to assess traumatic stress.

14 (7.1) 80 (40.4) 89 (44.9) 15 (7.6) 94 (47.5) 2.47±0.74

12. Healthcare workers themselves may experience signs of 
physical and/or emotional distress related to their work.

39 (19.7) 140 (70.7) 17 (8.6) 2 (1.0) 179 (90.4) 3.09±0.56

13. The risk of distress in employees is strongly influenced by 
both personal and workplace factors.

60 (30.3) 135 (68.2) 3 (1.5) 0 (0.0) 195 (98.5) 3.29±0.49

Opinions items
14. Service providers should focus on medical rather than 

mental health services for hospitalized children.
6 (3.0) 75 (37.9) 109 (55.1) 8 (4.0) N/A 2.60±0.62

15. Healthcare delivery can be modified to reduce stress for a 
child and family.

40 (20.2) 153 (77.3) 5 (2.5) 0 (0.0) N/A 3.18±0.44

16. Providers can teach families how to cope with trauma. 28 (14.1) 152 (76.8) 15 (7.6) 3 (1.5) N/A 3.04±0.53
17. Healthcare professionals should regularly assess for  

symptoms of traumatic stress.
41 (20.7) 145 (73.2) 11 (5.6) 1 (0.5) N/A 3.14±0.51

18. It is necessary for healthcare providers to have information 
about the mental health of pediatric patients to provide  
appropriate services.

60 (30.3) 135 (68.2) 3 (1.5) 0 (0.0) N/A 3.29±0.49

19. I have colleagues who can help a child or family  
experiencing severe traumatic stress.

14 (7.1) 117 (59.1) 63 (31.8) 4 (2.0) N/A 2.71±0.62

20. Healthcare organizations should address how working with 
patients and families affects staff.

54 (27.3) 142 (71.7) 2 (1.0) 0 (0.0) N/A 3.26±0.46

For knowledge items 2, 3, and 7, ‘disagree/strongly disagree’ represented a correct response; For opinion item 14, ‘disagree/strongly disagree’ repre-
sented an opinion favorable to trauma-informed care; M, mean; SD, standard deviation; N/A, not applicable.
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Table 3. Nurses’ Self-Rated Competence in Specific Aspects of Trauma-Informed Care (N=198) 

Specific aspects of trauma-informed care
Nurse ratings

Score (M±SD)Very competent Somewhat competent Not competent
n (%) n (%) n (%)

1. Interact with the traumatized child and family members so 
that they feel comfortable talking to you or are comforted by 
you.

27 (13.7) 107 (54.0) 64 (32.3) 0.81±0.65

2. Respond calmly and non-judgmentally to a child or family’s 
intense emotional distress.

28 (14.2) 127 (64.1) 43 (21.7) 0.92±0.60

3. Elicit details of the traumatic event from a child or family, but 
in a way that does not re-traumatize them.

21 (10.6) 94 (47.5) 83 (41.9) 0.69±0.66

4. Educate a child and family about common traumatic stress 
reactions and symptoms.

13 (6.5) 75 (37.9) 110 (55.6) 0.51±0.62

5. Change or modify situations in the hospital that a child or 
family may experience as traumatic.

16 (8.1) 84 (42.4) 98 (49.5) 0.59±0.64

6. Respond to a child’s (or parent’s) questions about whether 
the child is going to die.

10 (5.1) 66 (33.3) 122 (61.6) 0.43±0.59

7. Assess a child’s or family’s distress, emotional needs, and 
support system immediately following a traumatic event.

14 (7.1) 88 (44.4) 96 (48.5) 0.59±0.62

8. Provide basic trauma-focused interventions (assess  
symptoms, normalize, provide guidance on expectations, and 
support coping).

18 (9.1) 84 (42.4) 96 (48.5) 0.61±0.65

9. Understand how traumatic stress may present differently in 
young children, school-aged children, and adolescents.

14 (7.1) 72 (36.3) 112 (56.6) 0.51±0.63

10. Understand the scientific or empirical basis of assessments 
and interventions for traumatic stress.

14 (7.1) 93 (46.9) 91 (46.0) 0.61±0.62

11. Respond to the distress, emotional needs, and support 
needs of colleagues.

38 (19.2) 132 (66.7) 28 (14.1) 1.05±0.58

12. Managing your work-related stress or distress. 41 (20.7) 115 (58.1) 42 (21.2) 1.00±0.65
M, mean; SD, standard deviation.

item most frequently rated as ‘not a barrier’ was personal 
stress and distress levels (9.6%; M±SD=1.23±0.61), which 
was the highest among the seven factors (Table 4). 

6. Implementation of Trauma-Informed Practices 

In a report on trauma-informed practices performed for 
children and their parents over the past 6 months, the item 
with the highest performance rate among the nine items was 
‘Assess and manage personal emotional and physical health’ 
(67.7%; M±SD=0.68±0.47), followed by ‘Utilize organiza-
tional support for yourself and your team’ (62.6%; M±SD=  
0.63 ±0.49). Items with relatively low performance rates 
(< 40%) were ‘teach parents what to say to their child after a 
difficult/sick/scary experience’ (35.9%; M±SD=0.36±0.48) 
and ‘teach a child or parents the specific ways to cope with 
unpleasant experiences’ (37.9%; M±SD=0.38±0.49) (Table 5). 

DISCUSSION 

This study investigated the knowledge, opinions, and 
competencies of nurses caring for children at hospitals re-
garding TIC, their actual practices, and the barriers they face. 
Based on these results, the discussion, along with a review of 
previous studies, is as follows: 

Providing care to support the adaptation and psychologi-
cal stability of children and their families facing medically 
challenging situations or traumatic events is not new for 
nurses caring for children. This is especially true in pediatric 
nursing, where family centered care has long been empha-
sized [9]. Marsac et al. [10] described the commonalities be-
tween family-centered care and TIC as well as their differ-
ences. Apart from these situations, numerous findings 
showed that nurses generally do not have accurate knowl-
edge or information about PTSD [11,12]. In addition, various 
types of trauma may not be apparent without appropriate 
assessment. 

In this study, we compared the differences in the scores of 
knowledge, opinions, and self-rated competencies related to 
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Table 4. Nurses-Reported Barriers to Trauma-Informed Care Implementation (N=198) 

Barriers to providing trauma-informed assessment and  
intervention

Nurse ratings
Score (M±SD)Significant barrier Somewhat of a barrier Not a barrier

n (%) n (%) n (%)
1. Time constraints 104 (52.5) 92 (46.5) 2 (1.0) 1.52±0.52
2. Scope of practice constraints 92 (46.5) 101 (51.0) 5 (2.5) 1.44±0.55
3. Lack of training 124 (62.6) 73 (36.9) 1 (0.5) 1.62±0.50
4. Confusing or unclear information about trauma-informed care 98 (49.5) 97 (49.0) 3 (1.5) 1.48±0.53
5. Concern about upsetting or traumatizing patients further 70 (35.4) 121 (61.1) 7 (3.5) 1.32±0.54
6. Lack of organizational support 111 (56.1) 86 (43.4) 1 (0.5) 1.56±0.51
7. Personal stress/distress levels 64 (32.3) 115 (58.1) 19 (9.6) 1.23±0.61
M, mean; SD, standard deviation.

Table 5. Nurses’ Report of Specific Trauma-Informed Practices Performed in the Past 6 Months (N=198) 

Specific trauma-informed practice Have done this in past 6 months Score 
(M±SD)n (%)

1. Ask a child questions to assess symptoms of distress. 97 (49.0) 0.49±0.50
2. Ask parents to assess symptoms of pain. 93 (47.0) 0.47±0.50
3. Teach a child or parents the specific ways to manage pain and anxiety during the procedure. 98 (49.5) 0.50±0.50
4. Teach a child or parents the specific ways to cope with unpleasant experiences. 75 (37.9) 0.38±0.49
5. Encourage parents to utilize their social support system (family, friends, etc.). 101 (51.0) 0.51±0.50
6. Teach parents what to say to their child after a difficult/sick/scary experience. 71 (35.9) 0.36±0.48
7. Provide parents with information about emotional or behavioral responses that may indicate 

their child may need help.
99 (50.0) 0.50±0.50

8. Assess and manage personal emotional and physical health. 134 (67.7) 0.68±0.47
9. Utilize organizational support for yourself and your team. 124 (62.6) 0.63±0.49
M, mean; SD, standard deviation.

TIC according to the demographic variables of the partici-
pants. There were no differences in the TIC-related knowl-
edge scores across demographic variables. This indicates that 
the level of knowledge regarding TIC does not vary accord-
ing to factors such as nurses’ age, religion, current work unit, 
type of hospital, or clinical experience in children’s wards. 
The opinion scores regarding TIC were significantly higher 
among nurses with more than 5 years of clinical experience 
in children’s wards compared to those with less than 5 years 
of experience and among nurses with children compared to 
those without children. This suggests that nurses with exten-
sive clinical experience in children’s wards or those with chil-
dren have more positive opinions about TIC. 

Additionally, there were significant differences in opinion 
and self-rated competency scores according to the type of 
hospital (advanced general hospitals, general hospitals, and 
hospitals). The advanced general hospital group had signifi-
cantly higher opinion and self-rated competency scores than 
the hospital and the other groups. However, there were no 
significant differences in opinions or self-rated competency 
scores between the advanced and general hospital groups. 

These findings reflect the influence of the hospital type on 
nurses’ opinions and self-rated competency levels regarding 
TIC in Korean hospitals. In a study examining the knowl-
edge, confidence, and intention to perform basic life support 
(BLS) guidelines for nurses in small and medium sized hos-
pitals in Korea, nurses’ knowledge and confidence were low-
er than their intention to perform BLS [13]. This is consistent 
with the results of this study, which showed that the TIC 
self-rated competence of hospital/other group nurses was 
lower than that of nurses in advanced general hospitals. 
Therefore, it is necessary to strengthen various nursing edu-
cation programs for nurses in small and medium sized hos-
pitals and increase their confidence in nursing practice by 
conducting continuous re-education. 

In this study, pediatric nurses’ knowledge of TIC was as-
sessed. While approximately seven out of 12 items had a 
high correct response rate of >90%, three items exhibited 
very low correct response rates (below 30%), indicating per-
sistent misunderstandings about PTSD. Specifically, these 
items revealed that many nurses believed that severe injury 
or serious illness inevitably leads to more PTSD and that 
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PTSD symptoms are always very distinct and obvious. This 
finding shows even lower correct response rates compared 
with a similar study conducted with American nurses using 
the same measurement tool [6]. The TIC emphasizes the im-
portance of carefully assessing the condition of children and 
families who have experienced difficult situations and pre-
venting further trauma [14]. The misconception that clear 
PTSD symptoms will appear based on the intensity of the ex-
perience overlooks the fact that it might be unveiled and that 
nurses can play a proactive role in assessing and preventing 
these symptoms. 

Furthermore, when looking at opinions on TIC in this 
study, disagreement with the statement that ‘Service provid-
ers should focus on medical services rather than mental 
health services for hospitalized children’ indicates a positive 
stance on TIC. However, approximately 40% of the partici-
pants believed that focusing on medical treatment was more 
important than mental health services. From the perspective 
of nurses who frequently care for critically ill patients, it is 
challenging to completely dismiss this view. This aligns with 
the observed incorrect knowledge, wherein severe illness is 
often associated with inevitable PTSD. Furthermore, only 
66.2% of the participants in this study viewed the statement ‘I 
have colleagues who can help a child or family experiencing 
severe traumatic stress’ favorably, indicating a perceived 
shortage of nurses capable of addressing severe traumatic 
stress. This result is consistent with the recognition of lack of 
training and organizational support as major barriers to TIC. 

The results of this study showed that although some items 
showed confidence in self-rated competence in providing 
TIC, questions regarding talking about patient death and un-
derstanding how trauma responses appear at different devel-
opmental stages in children were considered very difficult. 
This may be because, although they feel that TIC are neces-
sary and should be performed, they are not well versed in 
how to support and care for children and families in various 
situations and according to the child’s age, where under-
standing and responses differ. As explained in a previous 
study, if appropriate nursing education is provided on how 
pediatric nurses should respond to the sleep, diet, and bowel 
movements of children with trauma, and the behavioral 
symptoms at different developmental stages of children with 
trauma [4], nurses caring for children could perform with 
greater confidence. 

Such education on TIC must to be implemented starting 
with undergraduate programs. According to a study con-

ducted on nursing students in Turkey regarding their aware-
ness of trauma-informed pediatric nursing care and fami-
ly-centered care, except for one question about TIC, which 
had a correct response rate of 25.7%, the remaining questions 
showed a relatively high correct response rate of 77.4%-93.9% 
[15]. This rate was higher than that reported in the present 
study. However, in terms of competence, most respondents 
indicated only a moderate level of confidence in most items, 
and similar to this study, they showed the least confidence in 
talking about the death of a patient [15]. Additionally, stu-
dents who had been hospitalized during childhood had a 
positive view of these research findings. However, even 
among these students, the overall rate of trauma-informed 
practice is very low, leading researchers to emphasize the 
need for practical experience and educational opportunities 
focused on pediatric care [15]. 

A scoping review examining education for TIC providers 
found that despite being a relatively recent study, the content 
of education varied greatly depending on the academic field, 
such as nursing, medicine, and social work [16]. For nurses 
and doctors, education is particularly lacking owing to time 
constraints [16]. It seems difficult to present standardized 
TIC education guidelines in the nursing field at present, and 
educational programs need to be developed to suit the spe-
cific circumstances of each country and hospital. 

In this study, the participants identified three major factors 
that could hinder the provision of TIC to children and their 
families: time constraints, lack of training, and lack of organi-
zational support. Time and lack of support are commonly 
mentioned barriers in various clinical nursing practices [17-
22]. Moreover, nurses recognized the lack of opportunities 
for education and training in TIC. The TIC emphasizes the 
creation of an organizational culture that prioritizes it. To 
measure this, the University of Buffalo in the United States 
introduced the Trauma-Informed Climate Scale and the 
Trauma-Informed Organizational Change Manual, empha-
sizing TIC on a larger scale [23]. Establishing it requires not 
only education for healthcare professionals in one field but 
also efforts from all members of the organization to share 
these values and improve organizational culture [24]. When 
applying this to the culture of Korean nursing organizations, 
it is important to create a work environment that prioritizes 
the safety of nurses, fosters a collaborative organizational en-
vironment based on trust among colleagues, grants nurses 
choice and empowerment, and enables their participation in 
decision-making processes based on the five core principles 
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and values proposed by Harris and Fallot [25] to prevent re-
traumatization: safety, trustworthiness, choice, collaboration, 
and empowerment. Establishing a nursing organizational 
culture and work environment based on TIC could also posi-
tively impact nursing performance and productivity. 

In this study, reporting on trauma-informed practices with 
pediatric patients and their parents over the past 6 months 
and assessing and managing an individual’s physical and 
emotional state had the highest performance rate. However, 
this rate did not exceed 70% despite the essential role of nurs-
es. In particular, items with a relatively low performance rate 
of <40% included educating children and parents on how to 
cope with adversity and teaching parents how to talk to their 
children. This indicates a lack of confidence in actively en-
gaging with children and families experiencing trauma as 
well as a tendency to avoid necessary nursing tasks due to 
other priorities. 

Therefore, to more actively apply TIC in pediatric nursing 
practice, it is necessary to provide specific and appropriate 
education on TIC to nurses, healthcare professionals, and 
hospital staff. Additionally, it is essential to create an organi-
zational culture that recognizes the importance of TIC and 
willingly implements it. South Korea is currently facing a 
significant challenge, with low birth rates and a severe short-
age of hospital care for children. Nurses need to keep this in 
mind in their practice to ensure that children, who are the fu-
ture of the country, and their families can enjoy a higher 
quality of life. Efforts should also be made to change organi-
zational culture. 

The limitations of this study include the fact that it in-
volved nurses not only from wards exclusively for children 
but also from wards with both adult and pediatric patients, 
emergency rooms, and psychiatric wards. Consequently, the 
study targeted nurses who had experience in caring for chil-
dren rather than exclusively pediatric nurses. Therefore, it is 
important to note that there may be differences between 
studies that target only pediatric ward nurses. Additionally, 
approximately 70% of the participants worked in advanced 
general hospitals; therefore, it is not appropriate to generalize 
the findings to all nurses caring for children. However, this 
limitation was mitigated by comparing the differences in 
knowledge, opinions, and self-rated competencies according 
to hospital type. Furthermore, some reliability coefficients of 
the tool were confirmed as low. In particular, opinions on 
TIC showed low reliability. It can be inferred that the concept 
measured by this tool was a new concept unfamiliar to Kore-

an nurses, and this background influenced the response con-
sistency. In future studies, it will be necessary to consider 
ways to improve reliability by verifying the validity of the 
measurement tool in various ways for Korean nurses and 
correcting it to a more appropriate question or by adjusting 
the number of items on the tool. 

This study is significant because it identified the current 
TIC status that nurses should consider in pediatric and fami-
ly nursing by targeting nurses who provide nursing care to 
children in various hospitals and wards. This is especially 
important, given the scarcity of TIC studies focusing on these 
nurses in Korea. It is expected that future studies related to 
the development of TIC education programs for nurses car-
ing for children will be conducted by applying factors such 
as symptoms and risk factors of trauma seen by hospitalized 
children and their families and methods of clinically imple-
menting the principles of TIC such as safety, trust, choice, 
and collaboration. 

CONCLUSION 

This study aimed to investigate the knowledge, opinions, 
competence, actual practices, and barriers faced by nurses 
working in pediatric hospital settings regarding TIC to iden-
tify directions for enhancing TIC. While nurses demonstrated 
high accuracy in many knowledge measures, there were ar-
eas where correct responses fell below 30%, indicating that 
their knowledge of TIC was somewhat lacking. However, 
most nurses recognized the importance of TIC. However, 
their competence and actual practice of TIC were generally 
insufficient, highlighting the need for systematic education 
and support from the staff. The significance of this study lies 
in its exploration of the overall knowledge, views, practices, 
and barriers related to TIC among nurses who care for chil-
dren, particularly in the field of pediatric nursing, where TIC 
are critically important. These findings provide foundational 
data for developing strategies to enhance TIC in the future. 
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