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Abstract

Objective: There is significant multidisciplinary work contributing to the implementation of trauma informed
care (TIC) into mental health policy and practice in Australia. Within psychiatry, there may be potential confusion
about how to navigate the integration of TIC into a speciality built upon treating psychological distress; creating
dismissive reactions of a patronising approach and paradoxical radicalism. This paper aims to discuss the need for
psychiatry to view TIC as a significant and urgent paradigm shift required to integrate existing knowledge about the
prevalence and effects of trauma into a progressive articulation of the relational and interpersonal underpinnings of
modern psychiatric practice; and to lead and support its widespread implementation.

Conclusion: Active consideration of the intent of TIC may aid in reducing misunderstanding and misaligned resist-
ance while allowing services and individuals an important opportunity to reflect on how to deliver mental health

treatment that is universally sensitive to the dynamics of trauma in the care environment.
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porated into public mental health documents and

discourse in Australia, yet it risks becoming rheto-
ric without careful consideration of its intent and impli-
cations. To maximise clinical leadership, there is a need
for psychiatrists to formulate a shared understanding of
the term and its place within a specialty built upon treat-
ing psychological distress.

Trauma informed care (TIC) is a term being incor-

TIC is frequently misused to describe the treatment of
adult survivors of child sexual abuse who may come into
contact with services. While inclusive of this, true TIC is
a much broader and universally applicable approach to
care that requires a wide understanding of complex
forms of trauma; recognition of the prevalence of
trauma; understanding of how trauma impacts upon the
life and experiences of individuals; and a reassessment
and modification of all processes of service to reduce iat-
rogenic harm.'? TIC emerged from recognition that
mental health services often provide care for survivors of
trauma without addressing trauma, and often without
even being aware that trauma has occurred.? TIC is based
on significant research demonstrating the wide reaching
effects of trauma on individuals, including their mental
health and their responses to services and treatment.
TIC is not about trauma-treatment but is a way of deliv-
ering care around a central organising principle that
trauma is a possibility in the lives of all consumers; irre-
spective of the service provided and whether a trauma

history is known.* The use of the word ‘trauma’ may
itself be a source of misaligned resistance, creating a
reactive defensiveness of clinical territory amongst pro-
fessions. While psychiatry may work often with the
sequelae of trauma, diagnose trauma and treat trauma;
not all psychiatric practice is innately delivered in a
manner sensitive to the effects of trauma and dominant
biomedical models of psychiatry are one of the identi-
fied obstacles to implementing widespread TIC in men-
tal health services. Currently trauma survivors often
present to multiple services and receive fragmented inef-
fective care at high personal and social cost.®

Trauma in this context refers broadly to the psychologi-
cal and neurobiological effects of circumstances or
events, primarily interpersonal and often sustained or
cumulative; incorporating physical, sexual and psycho-
logical abuse of all kinds as well as dynamics of power
and vulnerability.24 The trauma is the effect rather than
the event(s) and in contrast to the diagnosis of post-trau-
matic stress disorder, where symptoms relate to a trigger-
ing event; the effects of sustained interpersonal trauma
alter neurobiological structures and subsequently affect
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all functioning in more intrinsic ways.5? Trauma as
an overarching concept differs from current trauma
based diagnostics yet international psychiatric bodies
have demonstrated profound resistance to the widening
of trauma diagnostic constructs, despite significant
evidence.”-?

Up to 90% of public mental health service users have
been found to have experiences of psychological
trauma.!®-3 While acknowledging heterogeneity within
prevalence studies, there is consensus that the majority
of mental health service users have trauma histories,!
and that this shapes their responses to services.* These
figures may not match local data as gathering accurate
trauma histories can be compounded by the differing
diagnostic constructs as well as the demonstrated effects
of trauma upon the construction of a clear narrative of
self and time, '+ and the attribution of language to
experience.’”” Trauma may not be able to be articulated;
it does not exist distinctly in the past of individuals,%18.1%
but can be experienced in the present as a non-verbal
part of self.7.2021

Neurobiological research has identified a large number
of brain changes potentially related to trauma. These
include: dysregulation of stress response systems via the
hypothalamic—pituitary—adrenal axis;?? lowered cortisol
levels and hippocampal volume impairing the deactiva-
tion of the survival response;?'%23 a reduced corpus cal-
losum impairing integration between hemispheres with
significant implications for mood and personality;?? and
disrupted regulation, reception, expression and commu-
nication of emotion.!%!” Trauma that occurs during the
developmental stages interrupts the relationally devel-
oped neural pathways of predominantly the right side of
the brain,* with significant lifelong implications includ-
ing affect dysregulation and alteration of the develop-
ment of ‘self’. 71920 Increasingly large numbers of changes
in the brain are being correlated to trauma,2? and
although the pathways between trauma and mental
health are complex,?S there is increasing evidence that
trauma plays a significant role in the aetiology of many
psychiatric disorders.!517

The 2012 Practice Guidelines for Treatment of Complex
Trauma and Trauma Informed Care Service Delivery’
provide clear evidence,d strategies and recommenda-
tions for recognising, and being sensitive to, complex
trauma across settings, Amongst the guidelines and
wider TIC literature, is acknowledgment that mental
health treatment can itself be traurnatic.l.26 This is in
part due to the often necessary nature of the care but is
also related to the understanding that due to neurobio-
logical changes and their psychological correlates, peo-
ple who have experienced trauma routinely don't feel
safe in relationships or systems, even those designed to
be therapeutic or protective; and that establishment and
regstablishment of psychological safety in all interac-
tions is essential to counter hyper-aroused neurological
stress response systems, prior to being able to be effec-
tively treated.
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The nature of psychiatric practice provides pertinent
opportunities to utilise interpersonal interactions to enact
relational safety. There is, however, a concurrent niecessity
to acknowledge the bidirectional risks and effects of vicar-
ious trauma occurring within these interactions. Vicarious
traumna causes alterations in cognitions, beliefs and sche-
mas,27 as a result of observing or experiencing the trauma
of others. With disscciation well documented as a
response to trauma and now widely acknowledged as tak-
ing many forms;!? psychiatry risks widespread displays of
professional dissociation as a traumatic defence, poten-
tially affecting acceptance and use of TIC.

While specific services or therapists will continue to treat
trauma, TIC suggests that universal trauma precautions
are employed with all service users.25 What constitutes a
trauma precaution in psychiatry is determined by the
application of knowledge about the effects of trauma on
individuals and interactions into practice, consumer col-
laborations and systematic reviews of practice. It also
requires an overt acknowledgment that TIC may be more
of a radical shift in the thinking of clinicians and services
than in interventions or practice, Psychiatry has an imper-
ative to consider how increasing knowledge about trauma
prevalence and effects may affect practice and to provide
clinical leadership in realigning mental health care accord-
ingly. Ignoring TIC as basic good practice or isolating it as
a form of antipsychiatry radicalism ensures that psychia-
try is self-positioned outside of important paradigm shifts
in care; subsequently risking both forgoing its role as offer-
ing leadership in the mental health profession and provid-
ing suboptimal patient care. Understanding the impact of
traumna on individuals does not discount their current or
future diagnosis, nor alter the course of their care, but
rather contextualises them, their diagnosis, their behav-
iours and their experiences, while informing practice in a
way that aids effective treatment and recovery.

Conclusion

Clarification of the intent and purpose of TIC is the first
step towards understanding its relevance to psychiatric
practice. The sophistry of discussions about TIC can
detract from acknowledging that psychiatry has been
working with trauma throughout its existence and there
are elements of psychiatric practice that are inherently
trauma informed. Yet assuming innate TIC or seeing TIC
as a threat to professional domain, may pose greater
risks than its consideration.

TIC reqguires clinicians and services to consider that all
individuals may have experiences of trauma, that hav-
ing mental illness or treatment can be traumatic and
that psychological harm can occur in the context of
care. TIC requires the prioritisation of psychological
safety to deliver care in a way that is informed by the
evidence about tfrauma and its effects. TIC therefore
ensures the provision of care that is neither merely, good
practice nor a radical shift but rather evidence-based,
humanised and considered.
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