ITRAUMA INFORMED CARE
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TRIGGER WARNING

This presentation discusses sensitive topics such as trauma/types of trauma
and re-traumatisation.

| acknowledge there may be survivors of trauma present with us today, please

take care of yourself, don’t be afraid to tune out, take a break or leave this
presentation if you need to.



WHAT IS TRAUMA?

Trauma results from an event, series of events, or set of
circumstances that is experienced by an individual as
physically or emotionally harmful or threatening and that
has lasting adverse effects on the individual’'s functioning
and physical, social, emotional, or spiritual well-being,.

Everyone has a different reaction to trauma, meaning two
people can go through the same experience, yet be
affected very differently.

Trauma can occur at any age or developmental stage.
Events that occur outside expected life stages are perceived as traumatic
(e.g. a child dying before a parent, cancer as a teenager).



TYPES OF TRAUMA

There are many different experiences that can cause trauma and
some fall into different categories (not all).

e Acute trauma (e.g. physical or sexual assault)

e Post-traumatic stress disorder (effects remain long after the event has passed).

e Chronic trauma (experiencing multiple traumatic events, usually over a long
period of time e.g. repeated exposure to FDV).

« Complex trauma (occurs as a result of extended or ongoing traumatic events
perpetrated by someone you trust- generally seen in childhood).

e Vicarious trauma (indirect exposure to traumatic events).

e Intergenerational trauma (e.g. descendants of Stolen Generation or immigrant
groups who experienced trauma overseas).




HOW COMMON IS TRAUMA?

Most people in Australia will experience a traumatic event in
their lives.

Not everyone will experience ongoing mental health issues
as a result of the traumatic experience.

PTSD will affect around 3 million Australians at some point
in their lives.

Women experience trauma approximately twice the rate of
men.

Certain groups are more likely to be exposed to trauma:
e Homelessness

Victim/survivors of FDV

LGBTQIA+

ABTSI

Refugees

Veterans

Emergency service workers



WHAT THIS MEANS
FOR HEALTH
PROFESSIONALS

e More likely than not to work with patients who are
impacted by trauma

e It affects all of us as clinicians working in health at some
point in our careers

e Some areas of healthcare are more likely to see this
more frequently than others (e.g. mental health, drug
and alcohol, ED)

e Some geographical areas are also more likely to work
with patients experiencing trauma (e.g. CALD
communities, ATSI communities, homelessness in
CBD’s).

e Important to be able to identify in patients

e Important to learn how to respond appropriately.




WHAT IS TRAUMA INFORMED CARE?

3 key elements:

1) Realising the prevalence of trauma

2) Recognising how trauma affects all individuals involved
with the program, organisation, system, even your own

workforce

3) Responding by putting this knowledge into practice

As a treatment provider, you cannot consistently predict what may or may not be upsetting or retraumatizing to clients.
Therefore, it is important to maintain vigilance and an attitude of curiosity with clients, inquiring about the concerns that they
express and/or present in treatment. Remember that certain behaviors or emotional expressions can reflect what has
happened to them in the past.



Values/Principles of Trauma-Informed Practice

Collaboration

Choice

Trustworthiness

Safety

Empowerment
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WHAT DOES I'T LOOK LIKE IN PRACTICE?

e Viewing presenting problems as symptoms of maladaptive coping.

e An understanding of how early trauma shapes a client's fundamental beliefs about the
world and affects their psychosocial functioning (e.g. may be wary of health
professionals).

e |ncorporate core principles of safety, trust, collaboration, choice and empowerment
e Deliver support in a manner that avoids inadvertently repeating unhealthy

interpersonal dynamics in the helping relationship (e.g. avoid co-dependence on a
clinician).

e Neither ignore nor dwell exclusively on the past trauma.
e Validate and normalise the client's experience.

e Emphasis is on helping survivors understand how their past influences the present
and on empowering them to manage their present lives more effectively.



RETRAUMATISATION

Any procedure, interaction, situation or environment that replicates
someone’s history of trauma activating the body’s survival (fight, flight or
freeze) response and activates the emotion, body response and cognitions
associated with the original experience.

Usually, unintentional. There are some “obvious” practices that may be re-
traumatising such as use of restraints or isolation.

Less obvious practices or situations that involve specific smells, sounds
etc.

Individuals who are part of groups that have experienced historical, racial,
systemic, and/or intergenerational trauma can experience re-
traumatisation from exclusionary practices, microaggressions etc. (e.g.
repeatedly mispronouncing a person's name after being corrected).

Signs for healthcare workers may include avoidance, heightened arousal or
reactivity to a situation.
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WE WON’T ALWAYS GET I'T RIGHT ...

As a treatment provider, you cannot consistently predict what
may or may not be upsetting or retraumatizing to clients.

It is important to maintain vigilance and an attitude of curiosity
with clients, inquiring about the concerns that they express
and/or present in treatment.

Remember that certain behaviours or emotional expressions
can reflect what has happened to them in the past.

It's important to stay curious, stay informed, and do the best you can with the resources you have.
Importance of reflective practice and seeking supervision and support.

Acknowledging a patients distress or complaints they may have about your health service (even if it's not your fault), can go a long
way in validating clients. Saying sorry and asking how you can work together collaboratively to move forward can be very effective.



VICARTIOUS TRAUMA

Is a normal response to the ongoing exposure to other
peoples trauma. Working to support people who have
experienced trauma, and hearing, seeing and learning
about their experiences, can have a cumulative effect on
you and many aspects of your personal life.

Importance of self-care to decrease the risk:

peer support

clinical supervision

training

personal therapy

maintaining work/life balance (taking leave)
Setting clear limits and boundaries with clients
Reaching out to line manager for support



ITHE PALLIATIVE CARE CONTEXT

e Even in end-of-life care, we treat and support patients from all walks of life
who are highly likely to have been exposed to trauma.

; » Certain health services and geographical areas may be more likely to work
with victim/survivors of trauma however it is prevalent across Australia.

e Early referral to Palliative Care is always best practice (if possible).

» Allows clinicians more time and space to get to know the patient, develop
rapport, establish a working relationship and learn any cues they may
associate with past trauma.

e Importance of obtaining a good history (psychosocial assessment).
e Be sure to handover where appropriate to other clinicians in the MDT re:
trauma background if disclosed in an effort to avoid the patient having to re-

explain their story and possibly re-traumatise.

e Importance of “working with” rather than “doing things for” the patient so
that they are in control of their journey.



ITHE PALLIATIVE CARE CONTEXT CONT

Maintain a supportive, empathetic, and collaborative relationship.
e Encourage ongoing dialogue.
e Provide a clear message of availability and accessibility throughout treatment

from the start so that boundaries are clear regarding service availability
(avoids perceived “failures” or “let downs”).

e Importance of involving Aboriginal Health workers, interpreters, and any
other relevant cultural considerations (note, some patients are wary of

— interpreters etc due to fear of gossip in small communities, handle with care

and discretion).

o Gender considerations, does this patient feel more comfortable with male or
female staff?

e End of life and being faced with the “existential slap” can bring up things for
people, it's a vulnerable and uncertain space to work in. (example of end
stage dementia patient being frightened to be showered in a nursing home;
example of estranged relationships can come to the surface towards EOL).



INTEGRATING A TRAUMA-INFORMED APPROACH

It can be overwhelming at times to think about trying to cover
“everything” and we never will.

Useful conversation starters/prompts to remember:

“Is there anything we haven't spoken about today that you think is
important for me/us to know when working with you?”

“What is important to you right now?”

“What can our team do to best support you?”

“What are your wants and needs?”

Key takeaways:

* listen “What would you like me to know about you?”
e observe

e Stay curious
e Collaborate don’t dictate
e Remember the patient is the expert in their own life.
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