
Physical Health Needs 
in Trauma Populations

Dr Sally Jowett

NHS Lothian | NHS Education for Scotland

Clinical Psychologist & Principal Educator on the National Trauma Training Programme



Let’s think about stress

What happens to our physical health 
and behaviour when we are stressed? 

What happened to us during the

COVID-19 lockdowns? 

Increased drinking, substance use, poorer diets, 
poor sleep, reduced activity [Ingram, 2020; Arora & 
Grey, 2020]





Talk outline

1. The physiological cost of psychological trauma

2. Coping strategies & their consequences

3. Barriers to accessing healthcare



1. The physiological cost of 
psychological trauma: Identified 
comorbidities of PTSD

 Chronic pain [Sachs-Ericsson et al., 2007; Pacella et al., 2013]

 Chronic fatigue [Afari et al, 2014]

 Coronary health disorders [Pacella et al., 2013]

 Gastro-intestinal health disorders [Pacella et al., 2013; Afari et al., 2014]

 Diabetes [Roberts et al, 2015; Vancampfort et al., 2016]

 Obesity [van den Berk-Clark et al., 2018]

 Lung disease [Goodwin et al, 2004]

 Automimmune disorders [Goodwin et al., 2004]

 Multi-morbidity [Jacob et al., 2018]

 Substance use disorder [Leza et al., 2021; Lewis et al., 2018]

 Subjective physical health [Pacella et al., 2013]



1. The physiological cost of 
psychological trauma

Exposure to traumatic stress and the development of

C/PTSD can lead to changes in the major stress response 

systems (HPA Axis & SNS) which may underly some disease 
trajectories [Morris et al., 2016]

Meta-analytic studies show that PTSD populations have:

• Increased heart rate [Pole, 2007]

• Increased heart rate reactivity [Tan et al., 2011]

• Higher blood pressure [Buckley & Kaloupek, 2001]

• Higher pro-inflammatory cytokines [Yang et al., 2020]



What links trauma 
& health problems?

Emerging evidence from clinical and 
population-based populations highlights 
the potential role of emotional 
dysregulation



What might we see clinically?

• Poor sleep

• Agitation

• Health-related coping behaviours

• Lack of trust with services

• Fatigue of re-telling their history

• Reduced concentration 

• Difficulty carrying out between session tasks

• CNAs/DNAs/Dropout [Alpert et al., 2020]

• Reduced activity [Vancampfort et al., 2017]



2. Coping strategies & their consequences

• People cope with the impact of trauma in the way they know works.

• Emotional regulation is a learned skill

• Many people have not had the opportunity to learn healthy coping strategies for their emotions

• Meta-analytic studies have shown that populations with PTSD have increased rates of:

• Smoking [Kearns et al., 2017] 

• Over/under eating

• Self-harm/suicidal behaviour

• Substance use [alcohol, illegal & prescription drugs, caffeine]

• Poorer physical fitness [vancampfort et al., 2017]

• Risky sexual behaviour

• Physical aggression

• These may all be ways of people attempting to regulate their emotions



What helps?

• Trauma work: stabilisation, processing & reintegration 

• Formulate difficulties and problem-solve barriers

• Time of day, quiet areas, online classes, decaf swaps

• Share the dilemma of what to address first

• When people are physically in a state of high stress

• Go slowly, one message at a time

• Encourage written summaries & bridge sessions

• Normalise difficulty attending

• Consider negative self-concept

• Be flexible where possible

• MDT engagement for physical needs

• Link into MDT & community health support resources



Outside of sessions

• Lots of tools out there!

• Apps to support sleep work, mood trackers, 
guided breathing/mindfulness, self-harm.

• NHS & community resources

• Develop alternative coping strategies that 
align to their goals

• Recovery is not linear



3. Barriers to healthcare

Consider all of the steps involved to get an appointment with your GP

• Calling a stranger, scheduling in advance, travelling on public transport, being 
in a busy waiting room, entering a confined room with a stranger, little choice 
of who, the vulnerability of being physically examined, or risk of being asked, 
trusting that someone will hear you and help you with your problem, belief 
that you can express yourself…

What’s that like for someone affected by trauma?

How do services respond when people cancel or don’t show up?



Barriers to 
healthcare

Healthare avoidance [Selwyn et al., 2021]

It can take a long time for people to seek help

It can take a long time for people to get evidence-based 
treatment after they’ve asked for help

We often need to tell our stories to several professionals 
many times

Intimate procedures, or the possibility of them, can be 
extremely challenging for people affected by trauma

The practicality of scheduling appointments

Advocating to improve your well-being



Trauma-Informed Care
Recognises the impact of trauma & responds 
in a way that reduces barriers & supports 
recovery.

We don’t always know if someone is affected 
by trauma, or by how much. Offering trauma-
informed care to everyone we meet can:

• Reduce barriers to care and do no further harm

• Provide a new experience of relationships

• Improve life chances & health outcomes

It’s a whole system approach. 





Summary

1. Physical health needs are increased in people 
affected by trauma – both stress response systems 
and coping strategies.

2. The impact is unique

3. Trauma can make accessing much needed 
healthcare & other life opportunities very difficult

4. Clinicians can support people by recognising the 
impact, supporting emotional regulation where 
appropriate, destigmatising & facilitating trauma-
informed care across their services and networks.



Thank you!
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