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Purpose: Women are more vulnerable to post-traumatic stress (PTS) than men, causing several health problems. Nurses should understand
and work with women who have experienced trauma and provide interventions to promote their physical, social, and mental health. Meth-
ods: This quasi-experimental pilot study used a one-group pre-test/post-test design, Data were collected from 14 women recruited be-
tween December 2019 and May 2020 from a self-sufficiency support center in South Korea for sexually-exploited women who had experi-
enced trauma. The program consisted of six one-on-one intervention sessions per week for six weeks. Each session averaged 60~120 min-
utes. Participants were assessed at pre-test, post-test, and one-month follow-up. Changes in outcome variables over time were analyzed
using the Wilcoxon signed-rank and Friedman tests. Results: The caring program for health promotion was divided into six sessions: un-
derstanding the self, sharing traumatic events and negative emotions, reframing the meaning of traumatic events, identifying thoughts and
physical and emotional responses, developing health promotion activities, and maintaining a positive attitude during the process of change.
As a result of the caring program, PTS (F = 36.33, p < .001), depression (F = 24.45, p < .001), health-promoting behaviors (F = 7.06, p =
.004), and self-esteem (F = 19.74, p < .001) among the participants differed significantly at pre-test, post-test, and follow-up. Conclusion:
This study provides foundational information for the implementation of a theory-driven program by nurses in clinical and community set-
tings to provide comprehensive care for women who have experienced trauma.
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INTRODUCTION

Trauma is an emotional response to distressing events
such as serious illness, sexual assault, unexpected death of a
loved one, or other violent personal assaults [1] and can
cause post—traumatic stress disorder (PTSD) [2]. According
to a 2013 report, 3.6% of the world’s population suffers from
PTSD [3]. Traumatic events leading to PTSD are reportedly
experienced by 5%~6% of men and 10%~12% of women at

some point in their lives [4], thereby confirming women's

vulnerability,. Women who have experienced trauma may ex—
hibit post—traumatic stress (PTS) symptoms that make daily
life difficult because of intrusive memories, avoidance, hy—
perarousal, negative thoughts, or mood changes associated
with traumatic events [2]. They may repeatedly recall pain—
ful images related to traumatic events, have nightmares, or
act or feel as if a traumatic event occurs in the present
(flashback) [2].

Women with trauma experience physical, mental, and so—

cial difficulties. They are approximately 24 times more likely
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to experience mental health problems than those who have
not experienced traumatic events [5]. Women who experi—
ence trauma often exhibit symptoms of depression, anxiety,
low self-esteem, antisocial disorders, substance abuse (e.g.,
drugs and alcohol), high levels of social phobia, and high
rates of attempted suicide [5-8]. In addition, they can de—
velop health conditions, such as hypertension, heart disease,
diabetes, high triglyceride levels, kidney disease, digestive
problems, lung disease, and back pain [9]. Therefore, it is
necessary to develop an integrated health—promotion pro-—
gram for women who have experienced trauma.

Health promotion is the process of improving health by
empowering individuals to increase their control over their
health [10]. Individual health—promoting resources include
sleep, breakfast, snacks, exercise, smoking cessation, drink—
ing, and weight management [11]. A study showed that the
smoking rate was 2~4 times higher, and severe obesity was
14~1.6 times higher in women who had experienced trauma
than in those who had not [8]. In particular, if exposure to
traumatic events during childhood leads to problems with
health behaviors such as smoking, alcoholism, physical inac—
tivity, severe obesity, and sleep disorders [7,8], then inter—
ventions that can directly change health behaviors are re—
quired.

Women who have experienced trauma have a higher inci—
dence of depression and more severe symptoms than those
without trauma [12]. In particular, the higher the clinical de—
pression score, the more trauma symptoms they show [12].
Women who have experienced trauma may also experience
depression throughout their life [13-15]. Depression can lead
to suicide attempts when not mediated properly [16]. There—
fore, an intervention program is necessary to bring about
changes in thoughts, emotions, and behavior, in addition to
pharmacotherapy, to alleviate depression symptoms.

Women who have experienced trauma tend to perceive and
evaluate themselves negatively, which results in low self-es—
teem [17]. These symptoms intensify their PTSD and inabil—
ity to adapt to society [6]. Trauma survivors who exhibit
avoidance behaviors tend to avoid triggering events, show
hypersensitivity, lack concentration, have negative feelings

about themselves and others, exhibit significantly diminished
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interest in important activities, and blame themselves [2].
However, trauma survivors who recognized their traumatic
events from a positive and realistic perspective showed im—
proved self-esteem as they accepted their strengths and
weaknesses as they are [7,18]. Therefore, it is necessary for
survivors to integrate the series of events that have occurred
to them from an objective perspective and focus on the
present to discover their inner strengths.

Previous studies on women who have experienced trauma
have focused on restructuring cognitive processes, reducing
guilt, and teaching individuals to effectively cope with un—
controlled emotions [7,18,19]. In addition, exposure therapy
includes integrating false information into new structures by
activating fear structures and reducing PTS and depressive
symptoms in women with PTSD [20]. A forgiveness program
for trauma survivors provides psychological treatment to
victims at risk of depression, repeated suicidal ideation, and
drug or alcohol abuse [18]. However, as these women are
vulnerable to physical, mental, and social health problems, an
integrated intervention program is needed.

This study used Swanson's caring theory to develop a
health—promotion program for women who have experienced
trauma. Swanson’s caring theory helps nurses improve the
well-being of women who have experienced trauma owing to
unexpected miscarriage [21]. Adolfsson [22] reported that
nurses can provide appropriate professional care to help
women who have experienced trauma regain their health by
identifying their individual needs. This theory emphasizes
that by spending time with patients and building rapport,
nurses can promote their well-being by creating an environ—
ment in which patients can engage in self—care. Therefore, it
is necessary to develop a comprehensive health—promotion
program based on the theory that nurses can manage pa—

tients’ health problems.
1. Study aim

This study aimed to (1) develop a caring program for
health promotion based on Swanson’s caring theory, for
women who have experienced trauma and (2) examine its
effects on PTS, depression, health—promoting behaviors, and

self-esteem.
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METHODS
1. Study design

This quasi—experimental pilot study used a one—group pre—
test/post—test design with repeated measures to identify the
effectiveness of a caring program for health promotion in
women who experienced trauma. These women were evalu—
ated at the following time points: pre—test, post—test (post—
test 1, immediately after the intervention), and follow—up
(post—test 2, one month after the intervention) to assess the

program’s sustainability.
2. Participants

This study targeted all women participating in a self-suf—
ficiency support center for sexually—exploited women in
South Korea. Facility—based sampling was performed to re—
cruit the hard—to—reach population [23]. The inclusion crite—
ria were as follows: (1) women aged over 18 years who had
experienced a traumatic event and (2) women with a PTS
score of 64 or lower on the PTSD Checklist (PCL-5). The
exclusion criteria were as follows: (1) the presence of psy—
chiatric conditions with hallucinations and delusions and (2) a
diagnosis of an intellectual disability that would make under—
standing the intervention procedure difficult. None of the re—
cruited participants in this study were classified as high—
risk, with a PCL-5 score exceeding 80% (64 points) of the
total score.

The sample size was calculated using G*Power analysis.
After calculating an effect size of 0.5, a significance level of
05, and a power of .80 with one group using a t—test, the
number of estimated participants was 35. As an appropriate
sample size was not reached, data were analyzed using a
non—parametric test.

Seventeen sexually—exploited women affiliated with the
center agreed to participate in the study. Of these, three
dropped out before post—test 1, resulting in 14 participants
completing the interventions and surveys. Of the three
women who dropped out, two moved to another region, and
one refused to continue the program. Therefore, data from
the remaining 14 participants were analyzed. The partici—

pants did not receive additional training at the center of the
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program to control for the diffusion effect.
3. Measurements

1) Post-traumatic stress

PTS was measured using the PCL-5, which was devel—
oped by Weathers et al. [24] and revised by Weathers et al.
[25] according to the revised PTSD definition in the Diag—
nostic and Statistical Manual of Mental Disorders—5 (DSM-5)
and translated into Korean by Kim et al. [26]. The Korean
version of the PCL-5 (PCL-5-K) comprises 20 items, each
scored from O (not at all) to 4 (extremely high). The score
indicates the severity of symptoms caused by stress—related
traumatic events during the last month. Possible scores
range from O to 80, with higher scores indicating more se—
vere PTSD symptoms [26]. Cronbach’s alpha for the PCL—
5-K was .97 among Korean veterans of the Vietnam War [26]
and .89 in this study.

2) Depression

Depression was assessed using the Center for Epidemio—
logic Studies Depression Scale (CES-D) developed by Radloff
[27] and translated into Korean by Chon & Rhee [28]. The
Korean version of the CES-D comprises 20 items rated on a
4-point Likert scale (0 = rarely or none of the time,
1 = some or a little of the time, 2 = occasionally or a moder—
ate amount of the time, 3 = most or all of the time) accord—
ing to how respondents felt during the last week. Possible
scores range from O to 60, with higher scores indicating
higher levels of depression [27]. Cronbach’s alpha for the
Korean CES-D was .89 among Korean adults [28] and .78 in
this study.

3) Health-promoting behaviors

Health—promoting behaviors were measured using the
Health Promoting Lifestyle Profile-I1I (HPLP-II) developed
by Walker et al. [29] and translated into Korean by Yun &
Kim [30]. The Korean version of the HPLP-II comprises 52
items rated on a 4-point Likert scale (1 = never, 2 = some—
times, 3 = often, and 4 = routinely). Possible scores ranged
from 52 to 208, with higher scores indicating higher levels of

health-promoting behaviors. Cronbach’s alpha for the Korean
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HPLP-II was .91 among Korean adult women [30] and .92
in this study.

4) Self-esteem

Self—esteem was assessed using the Rosenberg Self-Es—
teem Scale (RSES) developed by Rosenberg [31] and trans—
lated into Korean by Bae et al. [32]. The Korean version of
the RSES (K-RSES) comprises 10 items rated on a 4—point
Likert scale (1 = strongly disagree, 2 = disagree, 3 = agree,
and 4 = strongly agree). Possible scores range from 10 to 40,
with higher scores indicating higher self-esteem. Cronbach’s
alpha for the K-RSES was .90 among Korean adults [32]
and in this study.

5) General and clinical characteristics

General and clinical characteristics included age, religion,
marital status, education, employment, monthly income, ex—
ercise, medication, and physical disease. Smoking status was
assigned as either “past smoker or nonsmoker” or ‘current
smoker.” Drinking status was assigned as either “past

drinker or nondrinker” or “current drinker.”

4. Caring program for health promotion

1) Development process

The caring program development process is as follows:
First, needs assessment interviews were conducted with
stakeholders at the self-sufficiency support center. The
stakeholders included two activists who understood the pur—
pose of the study and provided written informed consent be—
fore the interviews. Each had more than ten years of practi—
cal experience working with women who had experienced
trauma, had a well-developed understanding of the needs of
women who had experienced sexual trauma, and could con—
fidently communicate their opinions. After analyzing the
content of the interviews, six themes concerning the needs
of women who had experienced trauma emerged: (1)
self-understanding, (2) negative emotion conversion, (3)
self-esteem improvement, (4) irregular sleep habit improve—
ment, (5) somatic symptom control, and (6) health—promot—
ing activities. These needs were considered during the de—

velopment of the program.
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Second, the program type and method were determined
based on a literature review. Both individual and group in—
terventions have been used for women who have experienced
trauma, particularly those with PTS. In the context of group
interventions, it can be difficult for women to disclose
wounds caused by various traumatic events in front of multi—
ple group participants. Individual interventions have the ad—
vantage in that participants can proceed at their own pace
without being influenced by the progress of others. As each
individual experiences different degrees of PTS, this ap—
proach allows for adjustment of the time and duration of the
intervention according to symptom severity [18]. This pro—
gram was structured according to recommendations in the
literature as a one—on—one intervention conducted over six
sessions [7,18], with each session lasting between 60 and
120 minutes [18].

Finally, the outline, protocol, and worksheets of the initially
developed program were reviewed and modified by experts,
including six nurses employed at mental health centers, one
mental health professor, and two stakeholders from the sup—
port center. The evaluation resulted in an average of 3.5
points on a 4-point Likert scale (1 = not at all appropriate,
2 = not appropriate, 3 = appropriate, and 4 = very appropri—
ate) and a content validity index of 83.3%, indicating a high
degree of validity and appropriateness. Expert feedback was
used to modify the program. Modifications were made to (1)
make the terms in the worksheet easier to understand; (2)
include additional content on drug use, drinking, and smok-—
ing risks; (3) provide activities rather than explanations to
enhance participants’ interest and concentration; (4) provide
homework for each session to maintain continuity between
sessions; (5) include music to stimulate the autonomic ner—
vous system at the beginning and end of each session and
during breathing meditation; and (6) provide space and time
for participants to remember three pleasurable or happy ex—

periences during the weekly session.

2) Caring program for health promotion
The caring program consisted of six individual intervention
sessions per week for six weeks. Each session averaged

60~120 minutes. All sessions began with muscle relaxation
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activities with relaxing background music. The participants
shared three experiences for which they were grateful. Each
session provided homework assignments with content that
could be applied in daily life or used to organize thoughts.

This study used Swanson's caring theory to develop a
health promotion program for women who have experienced
trauma (Figure 1). Swanson's caring theory outlines five
caring processes: maintaining beliefs, knowing, being with,
doing for, and enabling [21]. This program included the fol—
lowing concepts: understanding the self, sharing traumatic
events and negative emotions, reframing the meaning of
traumatic events, identifying thoughts and physical and emo—
tional responses, developing health—promoting activities, and
maintaining a positive attitude during the process of change
(Table 1).

First, in the “maintaining beliefs” stage, trust between the
participant and nurse is essential [21]. Women who have ex—
perienced trauma may incorrectly recall events. These re—
sponses may cause discomfort [33]. However, trauma survi—
vors experience relief in knowing that a diagnosis exists and
that although they are psychologically or spiritually wounded,
they can heal [34]. Swanson emphasized that nurses should

help patients maintain self-esteem and hope while remaining
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respectful [21]. Session 1 focused on understanding oneself.
The participants received detailed guidance on the purpose
and content of the program to help them recognize the sig—
nificance of their trauma. Additionally, Session 1 emphasized
the autonomy of participation in the program and specified
the necessary rules that would be followed as the program
progressed. Participants took time to understand themselves
by monitoring their current status, which was assessed using
questionnaires on PTS, depression, health—promoting behav—
iors, and self-esteem. The researcher focused on women
who had experienced trauma and physical and mental health
problems consequent to the trauma. The researcher shared
their status of PTS, depression, health—promoting behaviors,
and self-esteem.

Second, in the “knowing” stage, the nurse attempts to un—
derstand the meaning of an event in the participant’s life [21].
Traumatic events can negatively affect maintenance of emo—
tional control [35]. However, this is a natural reaction, and
trauma survivors require time to learn how to manage pre—
vious traumatic events [34]. Swanson indicated that nurses
should avoid making assumptions about participants and
should focus on their care [21]. In this study, Session 2 fo—

cused on sharing traumatic events and negative emotions.

Maintaining

belief Knowing

Participant

Doing for
well-being

Enabling

+ Caring program for health promotion includes

- Understanding the self

- Sharing traumatic events and negative emotions

- Reframing the meaning of traumatic events

- Identifying thoughts and physical and emotional responses
- Developing health-promoting activities

- Maintaining a positive attitude during the process of change

+ Post-traumatic stress |
- Depression |
- Health-promoting behaviors 1

- Self-esteem 1

Figure 1. Conceptual framework used in this study based on Swanson's caring theory.
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Table 1. Outline of the Caring Program for Health Promotion in Women Who Have Experienced Trauma

505

Sessions Goals Swanson's caring Contents and activities T|rT1e Caring skills and techniques
processes (min)
1 Understanding Maintaining beliefs  Practicing muscle relaxation activities 5 Establishing trust
the self Knowing Sharing three things one is grateful for 10~15  Eye contact
Being with Introducing the program’s purpose and contents ~ 10~15  Showing respect
Doing for Providing the results of self-report 30~40 Providing information
Sharing thoughts and impressions 5~10  Understanding needs
2 Sharing Maintaining beliefs  Practicing muscle relaxation activities 5 Spending time
traumatic Knowing Sharing three things one is grateful for 10~15  Centralizing the participant
events and Being with Recalling personal background and history 30~40 Being aware of participant's
negative Doing for through timeline activity 20~30  feelings
emotions Coping with trauma to reduce current negative 5~10  Avoiding prejudice
emotions
- Sharing thoughts and impressions
Homework: write a letter to self
3 Reframing Maintaining beliefs  Practicing muscle relaxation activities 5 Active listening
the meaning Knowing Sharing three things one is grateful for 10~15  Maintaining eye contact
of traumatic Being with Sharing homework 10~15  Touching
events Doing for Reinforcing current positive emotions 40~50  Showing empathy
Enabling Sharing thoughts and impressions 5~10  Sharing power
Homework: setting future goals Having a positive attitude
4 Identifying Maintaining beliefs  Practicing muscle relaxation activities 5 Teaching technical skills
thoughts and Knowing Sharing three things one is grateful for 10~15  Pain monitoring
physical and Being with Sharing homework 10~15  Providing safe environment
emotional Doing for Understanding medical side effects 15~20 Reassuring actions
responses Practicing breathing meditation 15~20
Sharing thoughts and impressions 5~10
Homework: writing a note on breathing
meditation and practicing
5 Developing Maintaining beliefs  Practicing muscle relaxation activities 5 Supportive interventions
health- Knowing Sharing three things one is grateful for 10~15  Providing information and
promoting Being with Sharing homework 10~15  education
activities Doing for Checking health status 15~20  Managing health problems
Enabling Planning a health-promoting plan 30~40  Sharing responsibility
- Nutrition, physical activity, sleep, and social
activities
Sharing thoughts and impressions 5~10
Homework: writing a note on health promotion
and practicing
6 Maintaining Maintaining beliefs ~ Practicing muscle relaxation activities 5 Giving hope and compassion
a positive Knowing Sharing three things one is grateful for 10~15  Enabling choice and decision-
attitude during  Being with Sharing homework 10~15  making
the process of Doing for Sharing changes through the program 20~25 Recognizing reality
change Enabling Sharing successful experiences 20~25 Discovering meaning in life
Sharing thoughts and impressions 5~10 and self

The participants recalled their personal background and his—
tory by drawing a timeline from birth to the present. They
addressed traumatic events on a timeline by focusing on

facts, names, and other information. When a participant re—
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called a traumatic event, relaxation therapy was administered
to stop or reduce PTS symptoms such as intrusive memo—
ries, avoidance, hyperarousal, flashbacks, and negative

changes in thought and mood [2]. Session 2 emphasized the
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ways to identify and cope with negative emotions arising
from traumatic events. The participants then wrote a letter
to themselves (by writing or drawing), and as homework,
they gave themselves a small gift (doll, pencil, or hairpin).
The researcher focused on avoiding prejudice, spending time
with the participants, and paying close attention to them.
The goal was to find clues regarding things that could cause
problems, carefully analyze them, comprehend their experi—
ences and emotions, and attentively listen to and understand
their verbal and nonverbal expressions, such as eye contact
and body language. The researcher communicated aware—
ness of physical, mental, social, and cultural effects by con—
sidering traumatic events from a new perspective.

Third, in the “being with” stage, nurses shared meaning,
feelings, and experiences with the participants to communi—
cate their emotional presence [21]. Trauma survivors may
react sensitively, experience amplified fear, and experience
pain when faced with triggering events that they have previ—
ously avoided revisiting [34]. Swanson stressed that nurses
should communicate clearly with participants and not over—
burden them [21]. In this study, Session 3 highlighted the
reframing of the meaning of traumatic events. Participants
identified their strengths and weaknesses and considered
their shortcomings from different perspectives. This led
them to examine trauma from different perspectives. Session
3 provided methods for creating and strengthening positive
emotions. Participants focused on the present, and their feel—
ings of stability were evaluated. In addition, participants
shared what they felt grateful for. They focused on them-—
selves by focusing on their inner selves. They use their
strengths to formulate future goals for internal growth. The
researcher actively listened to the participants with a positive
attitude and provided feedback to ensure a clear understand—
ing of what was being said, while showing empathy and
compassion. They discussed participants’ strengths and em—
phasized that trauma was not a participant’s fault, with an
empathetic attitude and without criticism.

Fourth, in the “doing for” stage, nurses provide care to
participants [21]. Women who have experienced trauma may
worry or feel nervous about everything or may have recur—

rent intrusive memories, which can lead to physical changes
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such as increased muscle tension, blood pressure, and nausea
[2]. The fourth stage identified thoughts and physical and
emotional responses elicited. Swanson emphasized that
nurses should help participants maintain their well-being by
protecting and caring for them and enabling them to set their
own goals [21]. This formed the focus of Session 4 of this
study. The participants identified the physical symptoms they
experienced when recalling their traumatic events. They
practiced breathing meditation to control physical symptoms
by relaxing with music and sharing thoughts, feelings, emo—
tions, and specific physical sensations [36]. The participants
were also informed about the potential side effects and the
caution required when taking psychiatric drugs. The re—
searcher provided a safe environment for objective examina—
tion of the participants’ traumatic events through breathing
meditation.

Fifth, in the “enabling” stage, nurses enable participants to
change their daily lives and solve problems on their own
when they encounter new events [21]. In this study, Session
5 focused on developing health—promoting activities. The fol—
lowing health—promoting behaviors were explained: proper
eating and sleeping habits and physical and social activities.
Additionally, participants examined their current nutrition,
sleep, and physical and social activity practices. While shar—
ing their health behaviors, participants set specific goals by
selecting the health behaviors that needed to be changed.
Swanson emphasizes that nurses should provide participants
with new information and support [21]. The researcher rec—
ognized participants’ anticipated needs, proposed alternatives
for problem solving, received feedback, and assisted in de—
veloping a plan for health—promoting activities.

Finally, in the “well-being” stage, nurses should promote
participant’s well-being by helping them recognize reality
and facilitate activities while being together physically and
emotionally and maintaining basic human trust [21]. By in—
creasing their inner strength during the recovery process,
trauma survivors can develop a more positive self-image,
engage in meaningful activities, focus on a new life, and em—
brace their vulnerable selves [37]. In this study, Session 6
emphasized the maintenance of a positive attitude during the

process of change. Participants shared their actions to
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change their health behaviors and feelings. They identified
other strengths that they possessed but had never been pre—
viously recognized. This session focused on how to control
emotions and maintain the previously identified health—pro—
moting activities by applying these strengths. The researcher
assisted the participants in discovering changes in their lives

and in providing health guidance.
5. Data collection and procedure

Data were collected at a self—sufficiency support center for
sexually—exploited women in Gwangju, South Korea. This
center is a place where sexually—exploited women can visit
during the day for vocational rehabilitation, employment in—
formation, and training at a related institution to help them
find jobs. The users of the center are women who have been
sexually exploited outside school since adolescence and have
received social integration training for up to three years.
First, the researcher asked whether it would be possible to
conduct this study at a center with the support center direc—
tor, as this population was difficult to reach. The director
verified participants’ interests and intentions to participate
and approved the study.

Data were collected between December 2019 and May
2020. The pretest consisted of a structured questionnaire
containing questions on general and clinical characteristics,
PTS, depression, health—promoting behaviors, and self-es—
teem. It was administered during orientation prior to the
start of the program. The post—test 1 survey was conducted
using a structured questionnaire immediately after the pro—
gram ended. Post—test 2 was conducted as a follow—up one
month after completing the program. Both the post—test 1
and 2 contained only questions on PTS, depression,
health—promoting behaviors, and self—-esteem. All question—
naires were created using Google Forms, an online survey
format accessible through a smartphone via text message.

The researcher is a registered woman nurse with experi—
ence in locked and open wards in psychiatric hospitals for
more than four years, holds a master’s degree in psychologi—
cal nursing, and is a certified psychiatric and mental health
nurse. All sessions were conducted by one researcher. The

stakeholders did not participate in the program and only pro—
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vided a place for the researcher to proceed independently.
6. Data analysis

Statistical analyses were conducted using SPSS software
270 (IBM Corp., Armonk, NY, USA). Descriptive statistics
were calculated for general and clinical characteristics, PTS,
depression, health—promoting behaviors, and self-esteem. To
accommodate the small sample size, non—parametric tests
(Wilcoxon signed—-rank and Friedman tests) were used to
test the differences at different time points. All statistical
tests were two—tailed, and statistical significance was set at
p<005.

7. Ethical consideration

This study was approved by the Institutional Review Board
(IRB) from Yonsei University (IRB No. Y-2019-0153). This
study was registered at the clinical trials data bank (https://
clinicaltrials.gov/) —U.S. National Library of Medicine (clinical
trial registration number: NCT05118438; last verified in
November, 2021)—and is available online.

The researcher explained the procedures and objectives,
expected outcomes and risks, confidentiality, compensation
methods, and the participants’ right to withdraw at any time
without penalty. Additionally, the participants were given
time to ask questions at the end of the explanation. If any
questions arose, the researcher responded immediately. Par—
ticipants who wished to participate were provided with an
in—depth explanation, a description of the research, and a
written consent form to ensure complete comprehension.
Thereafter, they were informed that they could discuss the
issue with their family and acquaintances before finalizing
their decision about participation. They were given time to
make the decision. Consent was obtained from a private
counseling room.

After obtaining written consent, the researcher selected
participants who met the inclusion criteria and stayed at the
center. Participants underwent a PTS assessment using a
Google Form accessible on a smartphone, and only those with
a score of 64 or less were enrolled in the program. A pre—
test was conducted among participants who met the selection

criteria, and interventions were provided. Written consent
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forms were stored in a locked cabinet in the researcher’s of—
fice. The participants responses were stored and managed
on a computer that was only accessible to the researcher.
The file was also encrypted for document and data manage-—
ment security. The collected questionnaires will be destroyed
after three years, according to the IRB guidelines.

The researcher conducted the program in a designated
room to protect participants confidentiality. If the partici—
pants felt anxious during the intervention, the researcher
was prepared to measure their anxiety, using the Visual An—
alogue Scale—Anxiety (VAS-A) to assess its degree [38].
This tool uses a 10 cm vertical line ranging from 0 (no anx—
iety) to 10 (highest anxiety level), with higher scores indi—
cating higher levels of anxiety. Participants with a VAS-A
score of seven or more will be withdrawn from the program
and assisted in implementing stabilization techniques. In this
study, none of the participants interrupted the program be—
cause of high levels of anxiety. The participants were pro—

vided with monetary gifts after the surveys and sessions.

RESULTS
1. General and clinical characteristics

Table 2 presents the general characteristics of the 14 par—
ticipants who completed all interventions and surveys. All
participants were in their 20s (71.9%) and 30s (28.1%). All
worked for less than 40 hours a week through work and in—
ternship programs at the self-sufficiency support center.
Their average monthly income was less than US $820. Al-
though 42.9% of the participants were high school graduates,
they had passed a qualification exam equivalent to a high
school diploma. Most participants were current smokers
(85.7%) or drinkers (85.7%). Approximately 83.3% of smok—
ers reported smoking one pack of cigarettes or more daily,
whereas almost all drinkers reported drinking three or more
times a week with one to six bottles or cans per occasion.

Participants have experienced the following types of trau—
matic events: sexual violence, which is the most common
type of traumatic event, including rape; sexual acts through
force or threat of harm; unwanted sexual experiences by a

sibling or someone else; and verbal or physical aggression,
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Table 2. General and Clinical Characteristics of the Participants

NV =14)
. . n (%) or
Variables Categories M+ SD
Age (yr) - 27.00 + 4.90
Religion Yes 7 (50.0)
No 7 (50.0)
Marital status Single 12 (85.7)
Married 2 (14.3)
Education Middle school or less 8 (57.1)
High school graduation 6 (42.9)
Income (10,000 won) < 100 14 (100.0)
Smoking Past smoker or non-smoker 2 (14.3)
Current smoker 12 (85.7)
Drinking Past drinker or non-drinker 2 (14.3)
Current drinker 12 (85.7)
Medication Yes 6(42.9)
Psychiatry Yes 4 (28.6)
Gynecology Yes 2 (14.3)
Cystitis Yes 2 (14.3)
Gastritis Yes 2(14.3)
Diabetes Yes 1(7.1)
Hypothyroidism Yes 1(7.1)
Arthritis Yes 1(7.1)
Asthma Yes 2(14.3)
Exercise Yes 3(21.4)
No 11 (78.6)

M = Mean; SD = Standard deviation.

including beating and kicking by a family member, romantic
partner, or someone else. In addition, there have been cases
of suicide, death of a family member, imprisonment, and
life—threatening illnesses. The mean PTS score at the pre—

test was 43.93 (score range: 0~80).
2. Effects of the caring program

Table 3 presents the changes in the outcomes over time.
There were statistically significant differences in the scores
for PTS (F = 36.33, p<.001), depression (F = 2445, p<.001),
health—-promoting behaviors (F = 7.06, p = .004), and
self-esteem (F = 1974, p<.001) over the course of the car—
ing program for health—promotion in women who experi—
enced trauma at pre—test, post—test 1, and post—test 2.

There were statistically significant differences in the PTS,
depression, health—promoting behaviors, and self—esteem

scores before and after the nursing intervention. There were
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Table 3. Effects of a Caring Program for Health Promotion

Pre Post 1 Post 2 Wilcoxon signed-rank test
Variables e - M £ 5D x (p) Post 1-Pre Post 2-Pre  Post 2-Post 1
Z(p) Z(p) Z(p)
Post-traumatic stress 4393 +13.55 19.00+ 17.20 20.71 £17.91 2253 (<.001) -3.30(.001) -3.30(.001) -0.27(.789)
Depression 32.93 £ 8.92 14.50 + 9.57 18.21 £ 11.83  16.00 (<.001) -3.30(.001) -2.86(.004) - 1.60 (.109)
Health-promoting behaviors  93.79+ 18.61 110.21£20.56  111.79+23.50 10.86 ((004) -2.70 (.007) -2.42(.016) - 0.54(.593)
Self-esteem 22.00 + 6.80 31.43 + 2.56 23.21 £8.15 14.64 (001) -3.20(.001) -2.95(.003) - 1.61(.107)

M = Mean; SD = Standard deviation; Pre = Pre-test; Post 1 = Immediately after intervention; Post 2 = One-month follow-up.

statistically significant differences in PTS (Z = —3.30,
p = 001), depression (Z = -3.30, p = .001), health—promot—
ing behaviors (Z = -2.70, p = .007), and self-esteem
(Z=-320, p= 001) scores between the pre—test and post—
test 1. Regarding the scores at pre—test and post-test 2,
PTS (Z =-3.30, p = 001), depression (Z = -2.86, p = 004),
health—-promoting behaviors (Z = —2.42, p = .016), and
self-esteem (Z =—-2.95, p = 003) showed statistically sig—

nificant differences.

DISCUSSION

Based on Swanson’s caring theory [21], this study devel—
oped a caring program for health promotion in women who
had experienced trauma and evaluated its effectiveness. Sta—
tistically significant improvements were observed in PTS,
depression, health—promoting behaviors, and self-esteem
from pre—test to post—test 1 and post—test 2 in all partici—
pants.

The caring program was designed to facilitate integrated
health promotion among women who experienced trauma.
Identifying changes in health promotion affects the mainte—
nance and promotion of an individual’'s physical and mental
well-being [39]. In addition, the program enabled the re—
searcher to become acquainted with the participants, en—
courage them to realize their potential, and build trust with
them based on Swanson's caring theory [21]. A face—to—face
method was used on an individual basis [40,41] in a quiet
and private space where only the researcher and participants
were present, which allowed rapport building. The individu—
alized intervention used in this study was effective, consid—

ering that the participants were women who had experienced
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trauma. The researcher was able to provide interventions
that aligned with individual symptoms. Participants practiced
adjusting to negative emotions as they focused on their lives
and explored themselves during the traumatic event [7].
Subsequently, the participants had the opportunity to re—
structure their cognitive processes by objectively examining
traumatic events and focusing on their current lives.

PTS decreased more significantly at post—test 1 and post—
test 2 than at pre—test. The average PTS score was 43.9
points at pre—test, with a cutoff score of 37 points or more
indicating PTSD, confirming the severity of PTS. Compared
to the average score of Korean veterans of the Vietnam War
suffering from PTSD (47.6 points), as measured by the
PCL-5 [26], participants in this study scored an average of
49.2 points, indicating a high risk of PTSD. Through this
program, the participants were encouraged to reconstruct
the meaning of traumatic events by examining them from
different perspectives. In addition, the participants partici—
pated in the process of integrating previous events while se—
quentially recalling all events in their lives, both positive and
traumatic. They practiced self-regulation through abdominal
breathing to reduce their physical symptoms. Therefore, an
individualized approach to identify the fundamental source of
pain may help alleviate PTS [40-42]. Following Swanson’s
theory of caring, nurses should provide tailored care that of—
fers comfort and emphasizes reality, while sharing their
feelings with those who experience these symptoms [21].

Depression significantly decreased at post—test 1 and post—
test 2, as than at the pre—test. Depression caused by trau—
matic events can last for a lifetime [13,15]. The average
CES-D depression score at pre—test in this study (32.93)

was higher than that of Korean adults with suicidal ideation
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(176) [16], highlighting the severity of their depression. Af—
ter participating in the caring program, depression scores at
post—test 1 decreased to 14.5, confirming the effectiveness
and necessity of the intervention. However, some participants
used psychiatric medications for depression. They reported
that their lives were lonely, difficult, and frustrating. If de—
pression is not properly addressed, it can lead to suicide at—
tempts [43]. Moreover, 64.2% of the participants in this
study had attempted suicide several times. Future studies
should include psychiatric drug education that considers the
medications that the participants are taking.

Health—promoting behaviors at pre—test, post—test 1, and
post—test 2 showed statistically significant differences. After
a traumatic event, survivors may engage in poor health be—
haviors such as physical inactivity, non—adherence to medi—
cation, and smoking [44]. Women who experience trauma
are also more likely to develop various health issues, includ—
ing heart, lung, and liver diseases [8]. At pre—test, the aver—
age health—promoting behavior score was 93.79 points, which
was significantly lower than that of Korean adults working in
an office setting (127.11 points) [45]. In addition, 42.9% of
the participants were taking medications for physical ill-
nesses, and most (85.7%) were vulnerable to physical health
issues owing to their smoking and drinking habits. Partici—
pants learned how to monitor their health behaviors and de—
veloped and implemented plans to promote their health.
Therefore, to improve health—promoting behaviors in women
who have experienced trauma, it is necessary to provide in—
tegrated interventions that consider both physical and psy—
chological aspects. Most importantly, nurses should provide
individualized, patient—centered, and integrated interventions
according to patients’ health status, emotional changes, nu—
tritional conditions, and physical symptoms according to the
disease [46].

Self-esteem showed a statistically significant difference
between pre—test, post—test 1, and post—test 2. Women who
have experienced trauma may have low self-esteem because
of anger, shame, and guilt [18]. The participants’ average
score at pre—test was lower than that of the general Korean
adult population (32.8) [32]. Because women who have ex—

perienced trauma have low self-esteem and often experience
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difficulties establishing relationships with others [6,7], pro—
viding accurate information about their condition is a prereq—
uisite. Participants experienced a process for understanding
themselves through this program, and the subsequent modi—
fication of their self-image could help increase their self-es—
teem [7]. However, participants should continue their efforts
to develop a positive image of their strengths and successes
even after the program [7]. In this study, self-esteem scores
decreased to near pre—test levels at the one—month fol—
low—up. This confirms that after the program ended, some
participants did not actively work on maintaining their
self-esteem, such as finding gratitude in their daily lives or
making efforts to think positively. In future programs, it is
recommended to provide homework for participants to write
down what they are grateful for in a notebook daily to main—
tain a habit of positive thinking.

This study has several limitations. First, the sample size is
small. At least 20~25 participants per group are required for
the effect size to be moderate or high [47]. Although it is
difficult to recruit participants because of limited access to
appropriate candidates, future studies should increase the
number of participants to measure the effect size. Second,
this study was conducted in a single group and did not in—
clude a control group. Although we attempted to minimize
the diffusion effect by ensuring that participants did not par—
ticipate in any educational activities other than vocational
training events outside the program, vocational training
events might have affected the post—survey responses, which
in turn might have affected the results. The same survey
conducted at three time points might have caused a testing
effect, and any unexpected event could have produced matu—
ration effects [48]. Therefore, an experimental study with a
control group should be conducted to confirm the effects of
the program. Third, the results of the study are difficult to
generalize. Participant recruitment was limited to women
using a self—sufficiency support center for sexually exploited
women in Korea. Overall, the number and diversity of par—
ticipants were insufficient, which might have introduced se—
lection bias [47] and blinding. The center where this study
was conducted was part of a national organization; therefore,

other institutions could be included to increase diversity.
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CONCLUSION

This study developed a health—promotion caring program
for women who have experienced trauma based on Swan-—
son’s theory of caring, a patient—centered theoretical frame—
work. The caring program provides an environment in which
the health of women who have experienced trauma can be
fostered through comprehensive evaluation and interpreta—
tion. This experience allowed nurses to understand partici—
pants’ past, present, and future perspectives and identify the
caring behaviors required to assist them. The findings of this
study indicate that the program has positive effects on PTS,
depression, health—promoting behaviors, and self-esteem in
women who have experienced trauma. Such programs can
enhance the mental and physical health of sexually—exploited
women, particularly in the context of self-sufficient support

centers.
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