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ABSTRACT

Background. Natural disasters occur frequently in Indonesia, so the community must understand the impact of these 
disasters. Nurses, on the other hand, can perform trauma prevention care and carry out interventions in areas prone 
to natural disasters. The concept of trauma prevention care is not new in nursing. However, it needs to be analyzed 
further because there are still unclear definitions and inconsistencies in its implementation.

Objective. This study aims to describe the concept of trauma prevention care using the Walker & Avant analysis method.

Methods. The Walker and Avant concept analysis method was used which consists of eight systematic steps. 
Information sources include electronic databases such as ScienceDirect, PubMed, EBSCO, and SAGE, for articles 
published from January 2006 to June 2024. Embase was searched for the terms "trauma prevention," AND "trauma 
prevention care," AND "trauma prevention natural disasters."

Results. The literature search identified 80 articles in the fields of medicine, nursing, sociology, and psychology. After 
analysis, 13 articles were selected for this study. Data extraction and analysis adhered to the Preferred Reporting 
Items for Systematic Reviews and Meta-analyses (PRISMA) guidelines. Trauma prevention care is defined as 1) 
knowledge, 2) recognition, 3) caring, 4) respect, and 5) communication. The idea of antecedents includes trauma, 
education, and skills, while consequences comprise assessment, safety, resources, psychological stress, unidentified 
trauma, and limitations of nurses. 

Conclusion. Understanding the attributes of trauma prevention care, along with its antecedents and consequences, 
can facilitate development in nursing practice. This concept of trauma prevention care can be used to conduct trauma 
assessment and prevention in natural disaster-prone areas to minimize the impact that will occur.
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INTRODUCTION

Significant global natural disasters have an effect on 
people, individuals, families, communities, and the environ-
ment. There can be material loss and psychological effects 
from these tragedies. Non-physical losses encompass psycho-
logical aspects such as experiencing trauma, injury, fear 
of death, livelihood loss, feeling insecure, and exhaustion 
following a calamity.1 Psychological harm that a community 
suffers following a natural disaster is considered PTSD (Post-
Traumatic Stress Disorder).2,3 Traumatic events, including 
natural disasters, accidents, terrorism, war, rape, or other 
violent behavior, can cause PTSD, a mental illness that 
affects those who encounter or witness them.4 Accordingly, 
those who go through stressful situations, including natural 
disasters, run the chance of developing PTSD. 
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Past experiences tend to make survivors believe that 
there is no future following the aftermath of a disaster, and 
this tendency has an impact on the survivor as it carries the 
potential risk of PTSD. This possibility encourages survivors 
to prevent PTSD by increasing life satisfaction, improving 
the quality of life, and giving meaning to life more earnestly 
than before.5,6 Every incident experienced by a person will 
be a valuable experience for that individual. Experience 
is a memory that receives and stores occurring events or is 
experienced by individuals at a certain time and place, which 
functions as an autobiographical reference.7 The process of 
experience by individuals involves a perceiver and a setting, 
and can be felt because it involves thoughts, feelings, and 
actions.8 Perception is not only determined objectively by 
stimulus but also influenced by the state of the perceiver. 
Experience plays a significant role in preparing something that 
is bound to be felt (known, done, and perceived). Perception is 
also an awareness of something that is captured by the human 
senses.9 Different impressions are produced by an individual's 
experiences or internal activities. This opinion means that 
objects stressed in perception are generally objects that fulfill 
the goals of the individual who performs the perception. 
The perception that one often experiences (consistently) 
repeatedly will automatically be recorded in our memory and 
become an experience or perception that will be recalled if we 
experience the same sensation at another time.10 Experiences 
related to disaster occurrences vary for everyone, resulting in 
trauma afterward.

Due to increased public awareness of the consequences 
of trauma resulting from natural disasters, individuals are 
now being assessed for symptoms of depression, anxiety, 
secondary ailments, and persistent stress.11,12 Presently, there 
has been a surge in literature studies, conversations, and 
dialogues concerning the provision of care to avoid trauma. 
However, there is a lack of conceptual analysis regarding 
trauma prevention care, specifically in the context of natural 
disasters, particularly within the fields of nursing, science, and 
clinical practice.13 Individuals who have experienced trauma 
are more fragile, and it significantly impacts both their bodily 
and mental well-being over an extended period of time.14 
Trauma prevention care is a patient-focused approach that 
aims to prevent retraumatization of those who have already 
suffered trauma by addressing their specific needs.15 There is 
no clear and specific definition for trauma prevention care yet. 
The analysis of a literature sample to find recurring themes 
related to the origins, characteristics, results, occurrences, 
and empirical references of trauma prevention treatment was 
conducted using Walker and Avant's eight-step technique.16 
The purpose of this analysis is to define trauma prevention 
care within the framework of nurses as caregivers based on 
trauma-informed concepts. This analysis will give research 
and practice a framework for trauma-informed nursing care, 
from conceptualization to operational definition from a 
nursing perspective.

Materials and Methods

Design
This study used the Walker and Avant concept analysis 

method, which consists of eight systematic steps, namely: 1) 
selecting a concept; 2) determining the purpose of concept 
analysis; 3) identifying the use of concepts found in various 
works of literature; 4) determining definition attributes; 
5) determining case models; 6) determining borderline 
cases and conflicting cases; 7) identifying antecedents and 
consequences; and 8) determining empirical references.17 
Before using the Walker and Avant method, the researcher 
conducted a descriptive literature review to identify the 
process of theory development that can be used to strengthen 
this conceptual analysis research. This study exempt require 
ethical approval.18

This study was approved by the Health Research Ethics 
Committee of the Faculty of Health Sciences, Universitas 
Muhammadiyah Tangerang, Indonesia (173/KEP/III.3.AU/ 
F/FIKes/2024) and was exempted from ethical review.

Search Strategy
The literature search used several electronic databases, 

including ScienceDirect, PubMed, EBSCO, and SAGE, 
from January 2006 to June 2024. The keywords used in the 
search were determined based on Medical Subject Headings 
(MeSH), focusing on "trauma prevention," AND "trauma 
prevention care," AND "trauma prevention natural disasters." 

Inclusion and Exclusion Criteria
Articles were included in the analysis if they were (1) 

original full text researches on natural disaster or conducted 
in disaster/disaster-prone area, (2) related to the concept of 
trauma prevention care, (3) written in English, (4) available in 
open access, and (5) published in 2006-2024 (Figure 1). Those 
excluded were systematic reviews, meta-analyses, narrative 
reviews; conducted during the COVID-19 pandemic; there 
was duplication; and the full text article could not be accessed.

Data Extraction and Analysis 
The selected articles were analyzed using the Walker 

and Avant concept analysis method. This approach involved 
categorizing articles depending on whether they met at 
least one criterion related to the antecedents, attributes, and 
consequences of trauma prevention care.17 The selected studies 
were screened for data duplication, followed by an eligibility 
assessment for final inclusion. Data were extracted following 
the Preferred Reporting Items for Systematic Reviews and 
Meta-analysis (PRISMA) guidelines.19 Data were extracted 
from each selected article during the analysis, and information 
on the antecedents, attributes, consequences, and empirical 
references of trauma prevention care was tabulated.17 The 
literature search identified 80 articles in the fields of medicine, 
nursing, sociology, and psychology. After analysis, 13 articles 
were selected for this study (Table 1). Furthermore, the 
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researchers continued to analyze the selected 13 articles to 
identify the analytical concepts inherent to them (Table 2).

Results

Selecting a Concept
Experiences such as physical, sexual, or emotional abuse; 

neglect; technological, natural, or human disasters; terrorism; 
unexpected property loss; violence from friends or family; 

domestic, family, or community violence; serious accidents; 
experiences as refugees or combatants; life-threatening 
illness; mental illness; and substance abuse can all lead to 
trauma.5,33 Between 2000 and 2019, approximately 510,837 
people died and 3.9 billion people were affected by disasters.34 
Eleven people (36.7%) experienced mild symptoms and 18 
people (60%) experienced symptoms leading to PTSD in the 
earthquake disaster in Cianjur, West Java, Indonesia.35

Determining the Purpose of the Analysis
Walker and Avant's methodology, identifying as many 

uses of the concept as possible, is shown.17 According to 
Merriam-Webster, trauma is "a state of psychological or 
behavioral disturbance resulting from severe mental or 
emotional stress or physical injury." Preventive can be 
interpreted as "having education or knowledge, possessing 
or presenting information; enlightened." The word ‘nursing’ 
conveys the "responsibility or concern for health, well-being, 
and safety."36 According to Walker & Avant's theoretical 
conception, psychosocial elements are included in addition to 
the conventional physical-based symptoms when examining 
the true nature of the notion outside of the nursing or medical 
literature.17 This study aims to define trauma-preventive 
nursing within the framework of nurses as caretakers. The 
results will give research and practice a framework for nursing 
care in trauma prevention in areas prone to disasters, from 
conception to operational definition.

Identifying the Use of the Concept

Trauma
In the past, the term "trauma" described the physical 

wounds that troops received during combat and then, later, 
the psychological anguish that veterans went through.37 
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Figure 1. PRISMA flow chart.

Records identified 
from:

•	 Databases (n=1,697)
•	 PubMed (n=173)
•	 EBSCO (n=0)
•	 SAGE (n=1,521)
•	 ScienceDirect (n=3)
•	 Registers (n=0)

Records removed 
before screening:

•	 Duplicate records (n=11)
•	 Records marked as 

ineligible by automation 
tools (n=826)

•	 Records removed for other 
reasons (n=368)

Records sought for 
retrieval (n=168)

Records screened 
(n=492)

Reports assessed for 
eligibility (n=80)

New studies included in review (n=13)
Reports of new included studies (n=0)

Records not retrieved
(n=88)

Records excluded
(n=324)

Reports excluded:
•	 Case report (n=27)
•	 Trauma in COVID-19 (n=36)
•	 Systematic review (n=4)

Table 1.	List of Included Articles in Concept Analysis

No. Author (Year) Country 
of Origin Methodology Form of disaster Component of 

Concept Analysis

1 Que et al. (2022)20 Cina Cross-sectional study Flash floods and mudslides √

2 Keskin et al. (2024)21 Turkey Descriptive and cross-seconal survey Earthquake √

3 Norris et al. (2010)22 USA Random population survey Hurricane Ike √

4 Niu et al. (2023)23 China Qualitative descriptive method Natural disaster-prone areas √

5 Duron-Figueroa et al. (2020)24 Mexico Single case quasi-experiment design Earthquake √

6 Rahill et al. (2015)25 Haiti Qualitative design Earthquake √

7 Jordans et al. (2021)26 Nepal Cluster randomized controlled trial (cRCT) Floods √

8 DeYoung et al. (2020)27 USA Cross-sectional prospective design Floods √

9 Kasaoka et al. (2023)28 Jepang Descriptive research Earthquake √

10 Ruskin et al. (2018)29 USA Cross-sectional studies Hurricane Sandy √

11 Anwar et al. (2013)30 Pakistan Predictive correlational study Earthquake √

12 James et al. (2019)31 Haiti Randomized controlled trial (RCT) Earthquake and Floods √

13 Yin et al. (2019)32 China Cross-sectional survey Earthquake √
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Psychological trauma was frequently linked to "moral 
weakness" as a component of one’s deficiency because talk 
therapy and rest are the recommended clinical treatments.38 
The study of neurobiology realized in the 1990s that, even 
in the absence of physical harm, emotional trauma from a 
range of experiences has a profound impact on the body and 
brain. Natural catastrophes, violence, abuse, neglect, racism, 
political upheaval, and similar events can all cause trauma 
in individuals. Throughout history, nurses who have cared 
for traumatized patients have also gone through trauma.39,40 
Adverse Childhood Experiences (ACEs) are instances of 
childhood trauma stress. Evidence indicates that over 50% 
of individuals have experienced ACEs and that these events 
are a direct source of major long-term health issues.41 Adverse 
childhood experiences are frequently considered forms 
of trauma that have extended continuing effects on one's 
physical and mental well-being.42,43

Trauma prevention care
Renaming "trauma prevention care" as "trauma-informed 

care," SAMHSA's Substance Abuse Treatment Center 
incorporates essential elements like admitting the ubiquity 
of trauma, appreciating its impact, implementing trauma-
sensitive procedures and policies, and eschewing actions 
that could cause people to become retraumatized. These 
actions are collectively referred to as the "4-Rs" of trauma-
informed care: (a) realizing, (b) recognizing, (c) responding, 
and (d) resisting retraumatization.44 Trauma-informed care 
methods encourage healthy coping mechanisms to handle 
upsetting emotions and lessen helplessness.33 Within the 
nursing profession, trauma preventive care is understood as 
a framework to identify how previous trauma shapes present 
behavior and coping mechanisms. By considering this, nurses 

can reduce the likelihood of retraumatization during patient 
care.42,45

The six guiding principles of SAMHSA's trauma-
informed approach have been the subject of many literature 
works. These include (a) safety (both psychological and 
physical); (b) transparency and trustworthiness (where 
decisions that are transparent foster and uphold trust); (c) 
peer support (including from those who have experienced 
the traumatic event); (d) collaboration and mutuality (across 
relationships, with meaningful sharing of decision-making 
and power); (e) empowerment, voice, and choice (eliminating 
power differentials and enhancing self-advocacy skills); and 
(f ) cultural, historical, and gender issues (rejecting stereotypes 
and biases by leveraging access to necessary connections).46

According to Hornor et al., it is challenging to define 
trauma preventive care consistently across the literature due 
to differences in conceptualization between organizations 
and disciplines.43 The best practices for trauma-informed care 
in child health were reviewed. References to the four R's—
trauma awareness (recognizing), trauma-focused evidence-
based practice (recognizing), use of standardized screening 
measures (responding), and organizational implementation 
related to collaboration, service coordination, safe physical 
environments, written policies, and affirmative leadership 
(resisting retraumatization)—were found.45,47,48

Defining Attributes
Walker and Avant describe attributes as qualities 

that help define an idea.17 After thoroughly examining 
how the concept was applied in each preserved source, the 
distinguishing characteristics of trauma prevention care were 
determined.17 The concept of trauma prevention care, as it 
has been previously described in the literature on pediatric 

Table 2.	Summary of Antecedents, Attributes, and Consequences of Trauma Prevention Care in Natural Disaster-prone Areas
Article Author (Year) Antecedent (a) Attribute (b) Consequence (c)

Que et al. (2022)20 Edu Kno Ass; UT

Keskin et al. (2024)21 Edu Kno Ass; PS

Norris et al. (2010)22 Tra; Edu Kno Ass; PS; UT

Niu et al. (2023)23 Ski Car; Rec; Resp Ass; Saf; Reso; LoN

Duron-Figueroa et al. (2020)24 Ski; Edu Rec; Car; Com Ass; Saf; Reso; PS

Rahill et al. (2015)25 Ski; Tra Rec; Car; Resp; Com Ass; Saf; PS; UT

Jordan et al. (2021)26 Ski; Edu Kno; Car; Com Ass; PS; UT

DeYoung et al. (2020)27 Edu Kno LoN

Kasaoka et al. (2023)28 Edu Kno Saf; PS; UT

Ruskin et al. (2018)29 Ski; Edu Kno; Rec Ass; PS

Anwar et al. (2013)30 Ski; Tra Kno; Rec; Resp; Com Ass; Saf; PS; UT; LoN

James et al. (2019)31 Ski Kno; Com PS

Yin et al. (2019)32 Edu Kno Ass; PS

Note: (a) Antecedent: Trauma (Tra); Education (Edu); Skills (Ski); (b) Attribute: Knowledge (Kno); Recognition (Rec); Caring (Car); Respect (Resp); 
Communication (Com) & (c) Consequence: Assessment (Ass); Safety (Saf); Resource (Reso); Psychological Stress (PS); Unidentified Trauma (UT); 
Limitations of Nurse (LoN)
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nursing, characterizes this framework as "strengths-based" 
and "emphasizes physical, psychological, and emotional safety 
for providers and survivors" to provide opportunities for the 
reconstruction of a sense of control and empowerment.43 
Another feature of trauma prevention care is concern for 
trauma awareness.

Effective trauma prevention care necessitates an 
understanding and accommodating acknowledgment of the 
value and needs of those who have suffered trauma in the past. 
A wide range of behaviors, emotional anguish, melancholy, 
attention issues, scholastic challenges or failure, nightmares, 
and physical illnesses, frequently exhibited as gastrointestinal 
pain, frequent headaches, or inflammatory reactions, are 
examples of clinical signs of trauma.15,42,43 Recognizing the 
high frequency of trauma exposure, which is considered to 
be an epidemic, particularly in early life, is a component 
of trauma awareness. According to studies, 48% to 60% of 
people report having experienced at least one ACE.43 The key 
characteristics frequently connected to an idea define its traits. 
The following are the characteristics of trauma prevention: 
knowledge, recognition, caring, and respect.
1.	 "Facts, information, and skills that a person has acquired 

through experience or education" defines knowledge. In 
order to address (1) psychosocial treatment, (2) available 
resources, and (3) health inequities linked to gender, color, 
culture, religion, sexual orientation, and social groupings, 
knowledge is the key component of trauma prevention 
care.13,20,21,32 

2.	 "The act of accepting that something exists, is true, or is 
legitimate" is the meaning of recognition. As a feature of 
trauma prevention care, recognition centers on four key 
areas: (1) identification of trauma symptoms; (2) ensuring 
both physical and psychological safety; (3) fostering self-
efficacy, collaborative decision-making, and a supportive 
atmosphere; and (4) providing a social support network 
for trauma survivors. “Caring” is having an interest or 
involvement in one’s life. As a feature of trauma prevention 
care, caring focuses on three attributes: (1) being truthful 
about rules and processes, (2) attending to the needs of 
individuals, and (3) fostering and upholding the trust 
of those who have experienced trauma.23,25,30,31,49,50

3.	 "Respect" can be defined as "treating someone or 
something you consider important with courteousness 
or care." Respect, as one of the components of trauma 
preventative treatment, centers on a nonjudgmental 
attitude by health care providers that equates power 
imbalances and grants patients agency.23,25,31,43,49

4.	 Communication is a two-way communication between 
nurses and patients/families. Nurses can communicate 
to carry out trauma prevention care by conducting 
assessments, communicating with patients/families, 
and examining the psychological condition of patients/
families in natural disaster areas. Communication can be 
used to conduct deeper assessments or to determine the 
problems faced by patients/families.25–27,31,50

Identifying Antecedents and Consequences

Antecedents
Events that consistently occur before the concept are 

referred to as antecedents.16 First, healthcare professionals 
(HCPs) need to be aware that physical or emotional trauma 
has been done to seek trauma prevention care. HCPs need 
to be mindful that trauma, both physical and emotional, 
can happen alone or in combination as a result of medical 
procedures, sexual assault, intimate partner violence, abuse 
or neglect, other violent or nonviolent activities that cause 
injury, or even reading about or being exposed to accounts 
of traumatic occurrences.4,51 Second, there needs to be 
instruction on each of the SAMHSA-identified components 
of trauma prevention care. Education ought to emphasize 
trauma detection and safety for HCPs, families, and survivors 
of trauma.  Healthcare professionals need to be educated 
about how trauma manifests itself in various contexts.52 Lastly, 
to provide trauma prevention treatment in the real world, 
HCPs need to be skilled in therapeutic communication. 
People who have gone through trauma in the past or present 
need to believe that therapy communication validates their 
value as human beings.53

Consequences
The results of providing care for trauma prevention are 

called consequences. Outcomes include assessment, safety, 
resources, psychological stress, unidentified trauma, and 
limitations of nurses. The relationship between the definition 
of trauma prevention care and its antecedents, attributes, and 
consequences is illustrated in Figure 2.

Identifying model cases
A model case should be an example that demonstrates the 

defining attributes of a concept to fully articulate the meaning 
of the concept.54,55 The model case for trauma prevention is 
exemplified in the combined case of Nurse F, a practitioner of 
independent nursing practice. Meanwhile, Mrs. N is a client 
with Diabetes Mellitus (DM) who often comes to Nurse F’s 
clinic for her DM wound care. At one time in the area, there 
was a tremor due to an earthquake, and Mrs. N panicked and 
ran out of the house. Her head hit an object in front of her in 
the process. After that, Mrs. N became stressed and terrified 
about leaving the house and often screamed when there was 
a rumbling sound as if an earthquake was happening. After 
a few days, the fear of leaving the house persisted. Therefore, 
Mrs. N’s DM wound care at Nurse F’s clinic had come to 
a halt, leaving the wound no longer treated. Realizing that 
something was wrong with Mrs. N's condition, Nurse F took 
the initiative to conduct telenursing to find out Mrs. N's 
current condition. Nurse F also talked with other colleagues 
to develop trauma-informed policies, along with procedures 
and best practices for implementing telenursing. This insight 
is to help different clients who may be experiencing the same 
problems. Nurse F conveyed to Mrs. N to practice activities 
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that could reduce anxiety and worry after the earthquake. 
Nurse F also explained the importance of continuing the 
treatment of Mrs. N’s DM wound. On the next visit via 
telenursing, Mrs. N was ready to visit Nurse F’s clinic. Based 
on these attributes, Nurse F implemented trauma prevention 
care for Mrs. N.

Identify Additional Cases (Identify Borderline, 
Related, Contrary)

Identify borderline
A borderline case contains most but not all the attributes, 

while a contrary case provides a clear example of what is not a 
concept.15,16,55 A borderline case for trauma prevention care is 
exemplified as follows: Nurse A works in the emergency unit 
of the same hospital as Nurse F. When the earthquake struck, 
the emergency unit was flooded with victims who needed 
immediate care. Nurse A attempted to apply the principles of 
trauma prevention care in responding to patients and situations 
but faced several challenges. Nurse A had a basic understanding 
of trauma prevention care, but her training and experience 
were limited, which impacted her ability to implement all 
aspects of trauma prevention effectively (Knowledge). Nurse 
A recognized the importance of psychological safety for 
patients, but the primary focus remained on physical safety 
and immediate medical response, given the urgency of the 
emergency department situation (Recognition). Nurse A 
attempted to respond to individual patient needs, but in a busy 
emergency setting, it was often difficult to provide detailed 
attention to each patient’s psychological needs (Concern). 
Nurse A attempted to respect patients’ autonomy and listen 
to their concerns, but time and resource constraints hindered 
Nurse A’s ability to do so consistently (Respect). Nurse A 
assessed the patient to determine the problems faced in this 
disaster (Communication).

Related case
As stated by Walker and Avant, related cases are similar 

or connected to the main concept.17 A related case for trauma 
prevention care is exemplified in the following combined case. 
Dr. L is a clinical psychologist at a hospital located near Nurse 
F’s clinic. When the earthquake hit, many patients and staff 
at the hospital were traumatized. Dr. L took the initiative to 

implement a trauma prevention care approach in response to 
this situation. Dr. L led debriefing sessions for patients and 
staff to discuss their experiences, providing a safe space to 
share and listen. Dr. L coordinated with the care team to 
incorporate trauma prevention care practices into all aspects 
of care, including patient meetings, care plans, and follow-ups. 
Dr. L advocated for policy changes at the hospital that were 
more supportive of a trauma prevention approach, including 
trauma prevention care training for all staff.

Contrary case
The contrary case is exemplified as follows. Nurse R works 

at a public health clinic located not far from the earthquake-
affected area. Although the building did not experience 
significant physical damage, many patients who came 
were traumatized by the disaster. (Non-Existing Concept 
Application) At Nurse R’s clinic, patients were treated with a 
highly clinical physical-focused approach without integration 
of care that considered the psychological impact of trauma. 
The clinic environment was not designed to reduce stress 
or promote psychological safety for patients; for example, a 
crowded and noisy waiting room could increase anxiety. There 
was no initiative to train staff on trauma-informed aspects 
of care, and psychological support for patients and staff was 
either unavailable or very limited. 

Determining empirical references
Walker and Avant claim that empirical references 

offer a method for a concept to be observed and quantified 
by people in practice and research, as well as an objective 
means of confirming a concept's existence.17 To investigate 
potential empirical references for trauma prevention 
treatment, a thorough analysis of the concept's application 
in each of the retained sources was carried out (Table 3). 
When abstract ideas like trauma prevention care are explored, 
empirical references—which represent real phenomena that 
demonstrate the reality of a concept—can be challenging 
to locate.   The paper indicates that the creation of a logic 
model for the application of trauma-affected systems or 
leadership in the future to support the growth of culturally 
reparative organizations built to withstand re-traumatization 
is necessary and could make empirical reference easier.

Figure 2.	 Relationship of Antecedents, Attributes, and Consequences in trauma prevention care.

Antecedents

1.	Trauma
2.	Education
3.	Skills

Attributes

1.	Knowledge
2.	Recognition
3.	Caring
4.	Respect
5.	Communication

Consequences

1.	Assessment
2.	Safety
3.	Resources
4.	Psychological stress
5.	Unidentified trauma
6.	Limitations of nurses
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Discussion

The results of this study reveal that the first attribute 
is knowledge. This attribute explains that one shall acquire 
information, truth, and skills through experience or education. 
Knowledge becomes an attribute in trauma prevention 
because it focuses on mastering skills that nurses can carry 
out psychosocial care with existing resources and can carry 
out care with differences in gender, race, religious culture, 
sexual orientation, and sexual groups.13,59 Nurses utilize 
knowledge to proficiently provide suitable care to patients 
with trauma who have cultural differences.60 Culture is very 
influential in responding to someone facing a trauma.61–63 
Ethnic differences in pain perception have been documented 
in a variety of clinical pain conditions, generally showing 
that, for certain conditions characterized by persistent pain 
complaints, African Americans report more significant pain 
and suffering compared to the Caucasian race.64 For example, 
African Americans report more agonizing pain in conditions 
such as glaucoma, AIDS, migraine, jaw pain, postoperative 
pain, myofascial pain, angina pectoris, joint pain, nonspecific 
daily pain, and arthritis compared to the Caucasoids.65 In 
addition, other cultures also consider that gender, especially 
men, must be able to withstand the pain they experience. 
This statement is also supported by the theoretical concept of 
Adverse Childhood Experiences (ACEs), which are proven to 
incite trauma reaching adulthood.41,43 Knowledge and culture 
may differ for trauma prevention in disaster areas. During and 
after a disaster, it is crucial to recognize culturally sanctioned 
stress responses that may prevent individuals and families 
from seeking mental health care. Healthcare providers must 
also be mindful of their ethical duty to provide culturally 
appropriate care.66,67

In many religious beliefs, natural disasters are seen as 
a response to previous conjunctures, so it is believed that 
disasters occur as a reminder to get closer to the Almighty.68,69 
Furthermore, having unwavering faith to pull through within 

oneself so that nurses and trauma prevention service providers 
can offer optimistic encouragement to open up to avoid 
developing accumulated unpleasant feelings into trauma in 
the future.12

The second attribute is recognition, which means 
accepting that something is true and exists. In this attribute, 
the trauma prevention service provider is in the form of 
recognition, which will focus on the signs and symptoms of 
trauma, the safety and psychological needs of the patients, 
facilitating self-efficacy, shared decision-making, and a 
supportive environment and social support for survivors.13,49,70 

Recognition is one of the abilities that trauma prevention 
service providers must excel in to be able to recognize early 
the signs and symptoms of trauma in an effort to avoid it 
and improve the circumstance to beneficial post-traumatic 
growth.12,71 In addition, support from peer groups to prevent 
trauma is tremendous.72,73 Calhoun et al. specified that positive 
peer relationships protect individuals from traumatic stress 
only at certain intervals from childhood to adolescence and 
not precisely during adolescence.74 The results of the present 
study suggest that the role of quality peer relationships 
during this transition period shows developmental specificity. 
This finding may have implications for the role of peer 
relationships as a protective factor among adolescents who 
have experienced trauma so that self-efficacy will increase and 
they will be able to make the right decisions to avoid trauma 
in the future.75 

The following attribute in this study, concern or respect, 
is one’s interest in being involved in trauma prevention 
by paying close attention to individual needs, providing 
appropriate policies on trauma problems experienced, and 
maintaining trust in those affected by trauma.49 This attribute 
emphasizes that a trauma prevention service provider can 
empathically convey what problems sufferers are facing. In 
addition, empathy is a skill that trauma prevention service 
providers must acquire to be able to understand trauma and 
its impacts more profoundly in an attempt to increase mutual 

Table 3.	Empirical References
No Name of instrument and reference Dimension Cronbach alpha value Sample

1. Organizational Trauma Resilience 
Assessment (OTRA)56

Consists of five domains with 40 questions: 
Training and maintaining trauma responsiveness 

(16 items); Culture of trust and support 
conditions (6 items); Practice Assessment 

(7 items); Collaboration and empowerment 
(6 items); Trauma response services (5 items)

Cronbach alpha value 
0.968 (0.818-0.949)

Conducted on 861 
people at 12 sites in the 

United States

2. Measuring Trauma-Informed 
Care of Nurses Working with 

Traumatically Injured Patients57

Contains three domains with 30 question items: 
Knowledge about TIC (8 items), Behavior about 
TIC (10 items), and Practice about TIC (12 items)

Cronbach alpha 
value 0.939 and 

validity value 0.971

Conducted on 293 nurses 
in China in hospitals with 
rooms suitable for care

3. Trauma-Informed Care Provider 
Assessment Tool (TIC-PAT)58

Comprises five domains forming TIC with 
10 question items: Communication and 
Patient-centered care (2 items); Health 

understanding of the impact of trauma (2 
items); Interprofessional collaboration (2 items); 
Understanding of trauma history and reactions 

(2 items); and Trauma screening (2 items)

Cronbach alpha 
value 0.98

Conducted on 176 
physicians practicing 
in primary care in the 

United States

In a community health 
center setting
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trust between involved parties.76,77 If the client feels reassured, 
trust will gradually be built, eventually making sharing one’s 
feelings more comfortable.78 Empathy between clients and 
healthcare professionals contributes significantly to the 
behavior of both groups as well as their overall therapy and 
well-being.77 Empat can be practised to understand patients 
and their needs because humans are unique and different 
from one another; nurses will show empathy and caring 
attitudes and treat patients with compassion.79,80 Nurses 
show that they are accessible and ready to listen to patients in 
a patient-centered care process, a fundamental requirement 
for nurses to show authenticity and empathy despite the 
high workload.81 Demonstrating empathy, active listening, 
respect, and treating patients with dignity are at the heart of 
nursing and care and are recognized in the Nurses' Code of  
Ethics.82,83 

The next attribute is respect, defined as polite behavior 
towards something or someone. This respect is one of the 
essential attributes to prevent trauma because it is one of the 
non-verbal forms to be able to communicate with clients who 
are experiencing trauma.43,49,59 This form of respect does not 
equate one client with another so that they can solve their 
problems, and nurses can provide broad autonomy for clients 
in making decisions.84 This is stated in nursing ethics to care 
for patients: to bring out beneficence and autonomy for the 
clients under the care.85 Furthermore, respect is one of the 
actions that can support communication to be able to dig 
deeper into the root of the problem of clients who experience 
trauma and can provide an overview to be able to solve the 
problems from a nursing perspective.

The last attribute is communication. Communication 
occurs in nurses in two directions between nurses and 
patients/families. This can be done to educate patients or 
their families.25,30 In addition, communication can also be 
done to examine more deeply the problems patients face after 
the natural disaster they experience.26 Communication is one 
of the things that can be done to deepen the psychological 
condition or other trauma in patients or their families. This 
allows nurses to use communication to carry out trauma 
prevention care in communities prone to natural disasters.31,50 
Furthermore, special training is needed to deepen nurses' 
communication skills in carrying out trauma prevention care 
in areas prone to natural disasters.

Limitations of the Study
This conceptual analysis research has several limitations, 

starting from the article selection process. Selecting articles 
has been carried out comprehensively, but there is still the 
possibility that specific articles may be accidentally excluded 
due to the search and analysis methods used. Furthermore, 
there are limitations in discussing operational definitions that 
are not specific to antecedents, attributes, and consequences 
in trauma prevention care. The researcher conducted a 
comprehensive article review in collaboration with experts 
to resolve this issue. Finally, while the model cases presented 

are based on real-life situations, certain artificial elements are 
intentionally included in the model to reduce the potential 
for future conflicts of interest.

Conclusion

This concept analysis can be implemented in the 
operational definition of trauma prevention care in nursing 
practice and research. Understanding the attributes of 
trauma prevention care along with its antecedents (trauma, 
education, skills) and consequences (assessment, safety, 
resources, psychological stress, unidentified trauma, and 
limitations of nurses) can facilitate development in nursing 
practice. Trauma prevention care is operationally described as 
knowledge, recognition, caring, respect, and communication 
(attributes) for the care of victims who have endured physical 
or emotional trauma, according to the concept analysis results. 
Both qualitative and quantitative data can be used to measure 
the operational effectiveness of trauma prevention treatment. 
Interviews with nurses or trauma survivors may be utilized 
as qualitative metrics for trauma prevention care.  A nurse 
simulation environment can be used to quantify trauma 
prevention care, and licensed practitioners can assess licensed 
nurses on their knowledge, skills, and capacities in providing 
trauma prevention care. Social policy pronouncements that 
mandate ethical care, the obligation to apply a trauma-
informed approach to all patients encountered, and the 
patient-centered care principles promote nursing. This 
concept of trauma prevention care can be used to conduct 
trauma assessment and prevention in natural disaster areas 
to minimize the impact that will occur.
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