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What is this research about?

This paper examines evidence about trauma, its prevalence (how common it is) and the impacts of trauma in
adults. This paper discusses the implications of these findings and makes recommendations about options for
change and improvement aimed at prevention and reducing the adverse impacts of trauma in Queensland.
Emphasis is on current research and evidence-informed best-practice (that is, strategies based on what we know is
most likely to be effective) conducted in Australia, and where available, Queensland.

The context for this research
The Queensland Mental Health Commission engaged experts across Australia to prepare Consultation papers
across the life span, supporting diverse needs and experiences and specific contexts and environments to inform
the development of a whole-of-government trauma strategy. This will provide a comprehensive approach for
dealing with trauma across the entire government. The current paper focuses on trauma in adulthood and
presents findings on:

1. how commonly trauma is experienced by adults;
what factors influence risk of exposure to trauma and likelihood of experiencing ongoing difficulties;
common responses to traumatic experiences and differences in recovery;
the importance of support and accessing appropriate care matched to the needs of the individual; and
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the importance of providing trauma-informed service delivery across government departments and related
services.

For further information about specific at-risk communities or contexts that are relevant to adults, readers are
encouraged to read other relevant papers in this series of Consultation papers.

In mental health terms, ‘trauma’ refers to a psychological wound or injury to a person’s emotional or psychological
health and wellbeing that can develop after exposure to certain experiences?. A more useful term is ‘potentially
traumatic event’ (PTE), which recognises that not everyone experiencing the same event will suffer an injury and
describes the incident as distinct from the individual’s response. A PTE encompasses exposure to an actual or
perceived threatened event or situation that has the potential to create a significant risk of substantial or serious
harm and/or trauma to physical or mental health, safety or wellbeing of individuals. A PTE can include:

1. directly experiencing the traumatic event(s);

indirectly experiencing the traumatic event(s), commonly referred to vicarious trauma, for example:

bpessing in person, the events(s) as it occurred;
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iii. repeated or extreme exposure to adverse details (such as written or visual details) of the traumatic
event(s) if it occurs through a work role.

Examples of PTEs are witnessing or being involved in an event that involves actual or threatened, serious injury,
near misses, physical or sexual assaults and other aggressive behaviours, domestic and family violence, workplace
injuries, disasters triggered by natural or person-made hazards, war, torture, terrorism, accidents, medical
emergencies, perinatal trauma, as well as vicarious trauma. These events can be sudden or unexpected, prolonged
or intense. Exposure can be a single event or multiple exposures of the same type of trauma or multiple different
types of traumatic events (known as cumulative trauma)3.

The key findings
How commonly is trauma experienced by Australian adults and who is at greater risk of exposure to trauma?
PTEs are very common — approximately three-quarters of Australians will experience at least one PTE in their
lifetime, with many experiencing two or more events, and more than two-thirds will experience a PTE by the age of
16 years*. The PTEs most commonly reported in Australia include:

e having someone close to you die unexpectedly (reported by about 35.4% of women)

e seeing someone badly injured or killed, or unexpectedly seeing a dead body (36.7% among men)

e experiencing family violence (just above 16% of women and men physically or sexually assaulted by an ex-

or current partner; 25% of women have experienced emotional abuse)

e being sexually assaulted or threatened with sexual assault (about 20% of women; 5% in men)

e beingin a life-threatening car accident (13%).
Exposure to trauma is more common in certain communities, including First Nations People, asylum seekers and
refugees, people experiencing family and domestic violence, LGBTIQ+ people, in high-risk professions (including
military, police and first responders), people who experience homelessness, people living in out-of-home care,

people with serious mental ill health, disability, or who are engaged with the legal justice system>&7

What are the potential impacts of trauma for adults and what influences the type of responses experienced?

Everyone is impacted by PTEs in different ways and to different extents. For most adults, psychological symptoms of
distress settle down in the initial days and weeks following the traumatic event as they come to terms with their
experience using their usual coping strategies and support networks.

Common initial mental health responses to PTEs

There are a range of common reactions that might be seen in adults who have recently experienced a PTE. These
have important implications for how trauma-impacted people can engage with government services, which will be
discussed later. A summary of common responses is provided in Table 1.
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Table 1. Common short-term impacts of trauma

Physical changes

Behavioural changes

Changes in thinking

Changes in emotions

Difficulty sleeping

Muscle tension,
experiencing aches
and pains

Increased heart
rate and breathing

Changes in
appetite, digestive
problems

Headaches or
teeth grinding

Hypervigilance — jumpy, on
look-out for danger

Avoid trauma-related
reminders

Social withdrawal, isolation

Poor motivation or loss of
interest in normal activities

Increased substance use or
risk-taking behaviour

Reduction in work

Poor concentration, difficulty
making decisions or poor
problem solving

Short-term memory problems

Intrusive trauma memories —
thoughts, images or nightmares

Worry or fear for safety of self
and loved ones

A change in the way people
think about themselves, their
worldview such as perceiving

Feeling tense, easily
startled, fearful or
anxious

Angry or irritable

Sad, tearful, helpless or
hopeless

Guilt, shame, self-blame
Shock, numb or detached

A sense of vulnerability or
feeling out of control

performance, or workplace
conflict

the world as unsafe or others as

Inability to relax untrustworthy

Potential longer-term impacts of PTEs

For a significant minority of adults, their symptoms can persist and develop into mental health conditions, including
acute stress disorder, posttraumatic stress disorder (PTSD), depression, anxiety or alcohol and other drug misuse, or
other chronic psychological and social factors (psychosocial)®®. These symptoms can impair their day-to-day
functioning, their capacity to carry out their normal roles or interferes with their relationships. Approximately 15 to
25% of people exposed to PTEs are diagnosed with PTSD, with higher rates in females than males, as women are
more likely to experience interpersonal trauma (that is, trauma that occurs within relationships or social
interactions®'+1213 Comorbidity (the presence of multiple disorders) is very common, as is the presence of
associated symptoms such as anger, interpersonal problems, dissociation (such as feeling detached from their
surroundings), and physical health issues. The effects of trauma can also be transgenerational, where the impact of
family violence, systematic torture, war, oppression or genocide may be seen in mental health problems in the next
generation*'>16, This highlights the need to take an intersectional approach to understanding and supporting those
impacted by trauma, that is, consider how different aspects of a person’s identity(s) (such as gender, sexuality,
religion, ethnicity) can expose them to overlapping forms of discrimination and marginalisation. We refer the reader
to the other Consultation papers that consider specific population identities.

Several studies in recent years have examined the mental health impacts of PTEs over time, with most showing that
the majority of people exposed to PTEs tend to fall into one of four or five typical trajectories of long-term outcomes.
The four common trajectories for adults exposed to trauma, include:

e showing few or even no symptoms at any point (60 - 85 %)

e displaying high initial symptoms with recovery over time (20%)

e high symptoms and functional impairment that does not significantly improve over time (2 - 15%)

o few symptoms are experienced initially, but symptoms gradually develop over time (9%).

Concurrent to all these trajectories, some adults will experience post-traumatic growth, that is, improvement in
some areas of functioning or sense of meaning.
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What factors influence adults experiencing longer term impacts after a PTE?

By no means does everyone who experiences a PTE develop a mental health disorder or other ongoing negative
impacts. The type, severity, and duration of reactions to a PTE can vary greatly, depending on the individual, and
the circumstances in which they experience the PTE. Adults with high pre-, peri- and post-trauma risk factors are
most likely to develop mental health problems?’.

e Pre-trauma factors (what was the person like before the event): Higher mental functioning, more adaptive
coping styles (such as tendencies towards more optimistic appraisals and problem solving rather than pessimism
and rumination), good emotion regulation skills and strong social support lower the risk of a person developing
mental health problems following experience of a PTE!®. Research also indicates that the more a person has
been exposed to traumatic experiences (either as children or adults), particularly of an interpersonal nature, the
higher the risk of serious and long-term mental health problems with subsequent PTEs'*2%2122_ Prior or pre-
existing mental health problems also increase risk.

e Peri-trauma factors (what happened during the event): The frequency and duration of exposure to PTEs, the
nature and intensity of the event and the perceived control over the exposure contribute to risk for developing
ongoing mental health issues. For example, intentional acts of interpersonal violence and cumulative trauma are
more likely than natural events or accidents to result in a traumatic response?2425,

e Post-trauma risk factors (what happened after the event): The two strongest post-trauma factors associated
with subsequent mental health adjustment are perceived post-incident social support and other life stressors
(such as financial strain, accommodation factors or unemployment)?®%’,

Support and care options following exposure to trauma

While all efforts should be made to reduce exposure to PTEs in families, workplaces, communities and society at
large, this section will focus on outlining evidence-informed support and care options for those who have been
exposed. Research to date suggests that there are currently no interventions which can be applied immediately or
soon after a traumatic event, which will reliably reduce the likelihood or severity of resulting mental illness?®293031,
Research does however caution against individual and group psychological debriefing, which was previously
considered best-practice and is still conducted in some sectors (note this differs from operational debriefing®?). This
raises the question about what support should be provided to adults in the aftermath of trauma exposure. In
Australia, and internationally, a trauma-informed matched care approach is considered best-practice. This
approach is designed to offer trauma-impacted individuals (and, where appropriate, their families or other
significant supports) the specific type and intensity of support matched to their needs at a given time33. A matched
care approach is often represented as a pyramid, with the least intensive intervention that can be provided to all at
the bottom of the pyramid (Level 0) and the higher layers (up to Level 4) representing increasingly intensive
interventions that are needed by the fewer people who develop more significant mental health disorders.
Individuals can access support from more than one Level at a time, and it is likely that it will change over time as
their symptoms change34. The matched care approach not only has the benefit of ensuring support is matched to
an individual’s need, it also arguably reduces the burden on the limited health and mental health specialist services
by having other less intensive avenues of support®>. A matched care approach includes:

e Level 0: Broad population-based general awareness messaging (websites, pod casts and mainstream media,
community activities and so on) around psychological health and wellbeing, with a preventative focus on
how to take care of yourself and your loved ones.

e Level 1: Self-care and community support (supportive individuals, peers, volunteer networks, community
groups) that does not wait for adults to self-identify as having problems and is targeted more specifically
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for trauma-impacted populations to promote and maintain wellness for high prevalence and low severity
mental health difficulties.

e Level 2: Primary care workers (such as GP, community health care workers and low-key drug and alcohol
counselling services) or e-health initiatives such as internet therapy, with low key interventions for
moderate severity mental health difficulties to prevent a deterioration in mental health. In workplaces, this
can also include internal psychological support or welfare/ wellbeing sections.

e Level 3: Specialist mental health providers (such as psychologists, psychiatrists, hospital outpatient mental
health services) delivering specialist evidence-based treatment to trauma-impacted adults for serious
mental health disorders.

e Level 4: Intensive support for more severe mental health difficulties or complex needs (such as acute
hospital admission at times of crisis, specialist treatment programs, residential programs, or intensive
outpatient care) using a multidisciplinary team approach (psychiatrists, clinical psychologists, mental health
nurses and other specialists with appropriate skills)3®.

Examples of matched care interventions

There is international consensus that Psychological First Aid (PFA) is an appropriate evidence-informed Level 1
approach to use in the aftermath of traumatic events®’. PFA aims to help the person feel safe and secure; reduce
immediate distress related reactions; attend to basic needs by providing information, practical assistance,
comfort and support; encourages the person to ask for and/or accept help and support; and promote helpful
coping strategies. It can be delivered by trained non-health professionals and in a flexible manner that is
determined by the needs of the individual. While PFA has not been conclusively shown to prevent the
development of a mental health disorder, it is a useful means for providing support and assistance to individuals
in the aftermath of a PTE and “does no harm”.

Once symptoms have started to appear (i.e., from Levels 2 to 4) there are evidence-based clinical treatment
guidelines or ‘consensus guidelines’ (where evidence base is insufficient) available for a range of mental health
conditions. We refer the reader to review the relevant clinical guidelines for more detailed information on best-
practice psychological and pharmacological (medication) interventions.

Challenges with accessing care and support

The challenge for individuals in the initial (acute) phase following traumatic exposure is often one of accessing
appropriate assessment and treatment. While some delays in accessing treatment are service-related (e.g., service
provider eligibility criteria, waitlists, lack of adequate training or expertise by the treating professional), delays can
also be trauma-related (e.g., psychological, social, legal and other reasons®®). Therefore, improving early
recognition and facilitating early access to evidence-informed care is highly desirable. It is important to also
recognise that there are some individuals with mental health disorders — as of course, there are physical health
conditions — that do not respond well to even the best available treatments. These people are left with chronic
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conditions that adversely affect their functioning and quality of life. They may require ongoing supportive therapy
in order to maintain current functioning and quality of life, and to prevent costly relapses that may lead to self-
harm, social disruption, emergency department presentations, and inpatient admissions®.

What does this research mean for policymakers?

Prevention or reducing the prevalence of PTEs is the best way to prevent or minimise adverse psychosocial impacts
of trauma. This is currently the focus of legislation across Australia regarding employer’s responsibilities to limit
staff exposure to workplace psychosocial hazards, including PTEs. We refer the reader to Safe Work Australia and
other regulatory bodies for the latest information. Given however, we know that most Australian adults are
exposed to a PTE at some stage in their life, the findings presented in this paper focus on the best-practice
responses to trauma, including highlighting the importance of (i) trauma awareness (such as understanding how a
trauma history influences how service users and workers engage with others) and (ii) best-practice strategies for
adults before, during and after exposure to trauma, including providing matched care (described earlier). While
most adults will experience at least some short-term negative impacts, we know that most will recover by drawing
on their own coping strategies and supports. The best-practice matched care approach to posttraumatic mental
health is vital to ensure that there are a range of appropriate and effective supports and systems in place to help
adults across the different stages of their recovery following a PTE, according to their specific needs. Taking this
matched care approach has implications for the planning and provision of appropriate care and other services to
reduce the burden associated with exposure to trauma“®®*!, Further, given the wide-ranging impacts of trauma, it is
also important to have a ‘wholistic approach’ to supporting trauma impacted adults — particularly those at the
more severe end of the spectrum — who are likely to require assistance with education, housing, transport, and
other needs*.

In terms of the implications for the Queensland Government, findings suggest it is likely adults who have been
negatively impacted by PTEs engage with a wide variety of services across different Government departments and
sectors, as members of the public and/or as government staff members. Therefore, there needs to be a greater
focus on creating environments and services that help facilitate recovery from trauma, or at the very least do not
hinder recovery or retraumatise. Taking this focus is often referred to as being “trauma-informed”. A trauma-
informed approach promotes well-being at both the individual and service level by ensuring that the policies,
procedures and environments are mindful of people’s trauma histories and supports their physical, psychological
and emotional safety, and that of the workforce.

Being trauma-informed should become a part of routine service provision across Government departments and
needs to be incorporated into policies, procedures, resources, practices and service environments. Some key
benefits of taking a whole-of-government trauma-informed approach are:

e Early recognition of trauma history as a potential contributor to an adult’s presenting difficulties and how
they interact with services can facilitate the provision of earlier support and appropriate treatment
planning to help prevent the development of chronic and disabling conditions.

e If atrauma history is identified as a significant contributor to the adult’s current mental health problems,
that recognition increases the opportunity provide a clear pathway to accessing appropriate evidence-
based treatment.
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A greater awareness of trauma and its effects may help to reduce the risk of adults being retraumatised by
health, justice, social services and others that they are engaging with. Evidence suggests that major
stressors after a PTE (such as financial strain, accommodation difficulties, managing compensation and
insurance claims) are associated with poorer mental health outcomes*. Therefore, whatever service is
being provided, a better understanding of the role of trauma will hopefully result in increased sensitivity to
potential triggers, improved efforts to minimise additional stress caused by interactions with the service,
and better management of reactivity, which has the potential to contribute to more effective service
delivery®.

It values collaboration and addresses power differences (e.g., between clients and service providers), and
encourages a culture of learning and reflection and has processes for continued evaluation and learning.

This paper has shown that trauma can impact multiple different areas of a person’s functioning. For a significant
minority it can have considerable emotional, health, social and economic impacts on the individual, their family and
friends, workplace, broader community and support systems®. This highlights the importance of taking a flexible,
yet whole-of-government approach to being trauma-informed.

Options for reform

This paper has provided evidence for the need for a whole-of-government trauma strategy to provide a wholistic
and integrated approach to support trauma-impacted adults in Queensland. Recommendations to strengthen the
current approach include:

1.

For all reform activities, the Government should genuinely involve individuals with living and lived
experience (LLE) of trauma, and their carers. This can be achieved through a robust co-design approach and
implementation of LLE leadership roles, while ensuring representation of the diverse needs and different
groups, which will be guided by other Consultation papers.

There needs to be a whole-of-government approach towards increasing mental health literacy and
awareness of available services and supports, with a preventative focus on how to take care of oneself and
loved ones and colleagues, and strategies to maximise resilience. This awareness raising should be tailored
for the general Queensland public, as well as for government department workforces.

Queensland Government departments’ policies, procedures, resources and practices that relate to staff
wellbeing and/or the consumer experience should be reviewed and updated to align with best-practice in
trauma management, including measures for before, during and after a PTE. This should include review of
the current integration and coordination between government services, and consideration of how it can be
optimised so that individuals are supported in trauma-informed ways that minimise secondary stressors as
they move across service systems.

Given the prevalence and wide-ranging impacts of trauma, building capacity and capability to provide
trauma-informed services is needed across all Government departments. At a minimum this should include
an awareness of trauma and its potential impacts, how to respond, and increased knowledge about
appropriate pathways to care for trauma impacted adults (that is, trauma-informed practices). Priority for
more comprehensive capability building (such as Level 1 Psychological First Aid) should be given to those
staff most likely to be directly engaging with trauma-impacted individuals.

Health and mental health services need to offer trauma-informed care and provide best-practice treatment
for posttraumatic mental health conditions. The goal is to make existing services at each of the matched
care levels more trauma aware and, at the higher levels, to increase skills in evidence-based treatment for
posttraumatic mental health conditions. This not only requires adequate funding, resourcing, training, and
supervision within these services, but also appropriate monitoring and evaluation processes that ensure
continuous improvement?,

7110



Queensland Mental Health Commission

6. With accessibility a key barrier for many trauma-impacted adults, actions are required to ensure that a
range of trauma-informed services (not just mental health services) are available to support those
considered “hard to reach” due to, for example, their geographical location, socioeconomic status,
demographic profile, and cultural heritage®’.

7. Accessibility to trauma-informed and trauma specialist mental health services should be increased, and this
would require a significant injection of resources. This would involve building capacity and capability across
the sector (and possibly even consideration of a broader system redesign), not only by improving elements
of the existing system but also, potentially, by adding further specialised elements for this population®. A
state-wide trauma service (known as Transforming Trauma Victoria) is being established in Victoria, and it
is recommended that the Queensland Mental Health Commission and Government monitor its progress
and outcomes, and examine opportunities to implement similar components in Queensland.

8. Aligned with the principles of trauma-informed practice, polices, procedures, training and services should
be implemented for Government department staff and service delivery providers to address the risk and
potential impacts of direct and indirect trauma exposures (such as vicarious trauma and burnout). This
requires training and services not only for individual workers, but also their managers / supervisors so they
are better equipped to support staff mental health and wellbeing.
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