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X Royal Commission into
1 Victoria's Mental Health System

WITNESS STATEMENT OF PROFESSOR DAVID FORBES

I, David Forbes, clinical psychologist, of Level 3, Alan Gilbert Building, 161 Barry Street,
Carlton, say as follows:

1 I make this statement on the basis of my own knowledge, save where otherwise stated.
Where | make statements based on information provided by others, | believe such

information to be true.
Background and experience

2 | am a clinical psychologist and Director of the Phoenix Australia Centre for
Posttraumatic Mental Health (Phoenix). | have been an employee of Phoenix since
1999. | was appointed as Deputy Director in 1999 and as Director in 2011,

3 | am a Professor with the Department of Psychiatry at the University of Melbourne. |
have a strong background in research, having authored over 160 publications.

4 | am Vice-Chair of the International PTSD Guidelines Committee of the International
Society for Traumatic Stress Studies and the inaugurator of the Australian Guidelines
for the Treatment of Acute Stress Disorder and Posttraumatic Stress Disorder. Attached
and marked “DF-1" is a copy of the current Australian Guidelines.

5 Attached to this statement and marked “DF-2" is a copy of my curriculum vitae.

6 My expertise is in psychological trauma, focusing from a clinical perspective on both
assessment and treatment across a broad range of groups and with a particular
speciality in veteran and military personnel and first responders. | also have expertise in
working with more broad trauma-affected groups including those affected by assaults,
natural disasters, domestic violence and community-related trauma.

Phoenix

7 Phoenix is a not-for-profit organisation affiliated with the University of Melbourne. Its
mission is to improve outcomes for individuals, organisations and communities affected

by trauma.

8 Phoenix's work is largely funded on a project by project basis. We receive core funding
from the Department of Veteran's Affairs (DVA) (approximately $1.5 million annually,
with the remainder of our funding (approximately $7.5 million annually) received from

DVA and other sources as commissioned and tendered.
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9 Phoenix is overseen by an independent board of directors.
10 The work of Phoenix is divided into three arms:

()] The Research and Evaluation arm, which undertakes research and generates

new knowledge in understanding trauma, as well as new interventions.

(b) The Pdlicy and Service Development arm, which prepares the national PTSD
guidelines as a benchmark for care — from prevention through to treatment. It
alsc works with organisations and agencies around best practice policy and

practice around trauma.

{c) The Training and Workforce Development arm aims to provide skills
development for the delivery of evidence based practice. It trains managers and
supervisors in best practice care and also trains service providers to deliver .

treatment.

11 Phoenix serves a broad range of clients on a request for services basis, Clients include
Commonwealth agencies, state government departments, first responder agencies and

some smaller government funded service agencies.
What is psychological trauma?

12 In lay person's terms, the term ‘trauma’ refers to emotional and psychological harm to a

person caused by an event,

13 However, within the mental health field, to have experienced psychological. trauma
means a person must have been through an event that either threatened their life, or

threatened their physical or psychological integrity.

14 Trauma can be direct, or can be where a person has been involved in an event by other
means. An example of indirect trauma is if a person works at an emergency call centre -
these workers become inveolved in the trauma by virtue of their work. Watching an
upsetting event on the news does not qualify as trauma because the viewer is not a

participant.
What causes psychological trauma?

15 . A broad array of events can be traumatic. These include combat, domestic violence,
severe accidents, natural and man-made disasters or physical and sexual abuse,
assault and witnessing horrific death or injury to others. These events are known as

‘traumatic stressors’.

16 Stressors are split up into ‘primary’ and ‘secondary’ stressors. Secondary stressors can
be described as the series of consequential stressors that result from the primary
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stressor and increase the risk of a mental health disorder developing. Secohdary

stressors increase this risk significantly.

17 A good example to show the difference in types of stressors is a natural disaster. The
disaster itseif is the primary and potentially traumatic stressor. The consequences that
follow — the requirement to rebuild houses, deal with insurance, and the consequential

financial impacts and family conflict — are secondary siressors.

18 Absence of support after a traumatic event — including judgments, blame, accusations
and punishment - can also be secondary stressors, as can being required to interact

with the legal or criminal justice systems following the event,

19 Traumatic events can be isclated and relatively brief, but they can also be repetitive,
prolonged and accumulative, When traumatic evenis are repetitive, prolonged and
accumulative, they can also be associated with neglect and escape can be extremely
difficult. These situations are referred to as complex trauma. When they affect children
at vulnerable times the term ‘developmental trauma’ is often used.

How does trauma affect mental health?

20 Psychological trauma is a determinant of mental illness. Other determinants of mental
illness can be biological, genetic, environmental and social.

21 Mental illnesses caused by trauma commonly include PTSD, depression, anxiety,
substance use disorder, panic disorder and agoraphobia. Trauma can also be a risk
factor for schizophrenia and other serious mental illnesses such as borderline

personality disorder.

22 Developmental trauma in children can be associated with developmental delay, physical
health problems, interpersonal difficuities, emctional instability, low self-esteem and

disordered personality development.

23 From a mental health perspective, complex trauma is a risk factor in adults for serious
mental illness (e.g. schizophrenia, borderline personality disorder), high prevalence
disorders such as depression, anxiety, eating disorders and substance abuse, recently
defined complex PTSD (ICD-11), learning problems, social disruption, interpersonal
crises, socio-economic drift, criminal behaviour, and chronic physical health problems,

24 About 70% of Australians are affected by an event that meets the criteria for a traumatic
event, but they do not all go on to develop disorders."? Where an event meets the

" McEvoy, P. M., Grove, R., & Slade, T. (2011). Epidemiology of anxiety disorders in the Australian general population:
findings of the 2007 Australlan National Survey of Mental Health and Wel]bemg Australian and New Zealand Journal of
Psychiatry, 45(11), 957-967.
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criteria for a traumatic event, but it is not yet known if the person will develop a mental
health problem, the event is referred to as a ‘potentially traumatic event’ (PTE),

25 There are a number of factors that impact whether someone who has experienced a
PTE will develop a trauma-related disorder. The three main types of factors are as

follows:

(a) Pre-event risk factors may be biological or genetic. If a person has a history of
mental health problems and prior trauma, there may also be increased risk of

developing a disorder.

{b) Event-specific risk factors. The greater degree to which a person was
personally targeted and his or her life or bodily integrity were threatened, the
degree of horror the person was exposed to, the duration of or repetition of the
event, and the predictability of the event and the person's level of control over it
are all factors that influence the likelihood of developing a disorder.” Risk is also
higher where the trauma was interpersonal (such as assault) as opposed to
non-interpersonal trauma (such as a natural disaster), and where a person
experiences hyper-arousal (a high level of physiclogical response) or shutdown

(dissociation or numbing).>**

(c) Post-event risk factors. These factors are about what happens after the event
and also have a significant impact on risk of developing a disorder. Early
intervention matters - a lot can be done at this point in terms of support and
stressor mitigation. Levels of social connection and support are also significant

factors.

26 The potential development of a trauma-related disorder is dependent on what the
loading is in each of these three risk factor domains. In some cases, the loading is so
great in each of the three domains that just about anyone would develop a disorder.

2 Mills, K. L., McFarlane, A. C., Slade, T., Creamer, M., Silove, D., Tegsson, M., & Bryant, R. (2011). Assessing the
prevalence of trauma exposure in epidemiclogical surveys. Australian and New Zealand Journal of Psychiatry, 45(5),
407-415,

* Ozer, E. J., Best, S. R., Lipsey, T. L., & Weiss, D. 5. (2003). Predictors of postiraumatic stress disorder and symptoms
in adults: a meta-analysis. Psychological bulletin, 129(1), 52

*Peleg, T., & Shalev, A. Y. (2006). Longitudinal studies of PTSD; overview of findings and methods. CNS Spectrums,
11, 589-602,

5 Bovin, M. J., & Marx, B. P. (2011). The importance of the peritraumatic experience in defining traumatic stress.
Psycholagical bulletin, 137(1), 47.
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27 Research is currently being conducted®’ into whether factors such as individual
resilience impact on the risk of developing a disorder., There is no conclusive evidence
on this at the moment.

What supports help reduce the risk of developing a trauma-related disorder?

28 Early intervention is important. With trauma, there can be an accrual of praoblems. If a
person cannot access services there may be a cascade of problems. PTSD can
develop, which is often followed by depression or other disorders and problems.

Ultimately this can result in suicide.®

29 When a person has been exposed to a PTE, the post-event risk factors can be
mitigated by providing support. This support does not have to come from a professional
- informal structures can be empathic, caring and provide the contact and support the

person needs.

30 Initially, ‘psychaolegical first aid’ can be offered. This is simply checking on the person,
providing general care and practical support immediately. Psychological first aid also
includes strategies to reduce hyper-arousal. Although sometimes hyper-arousal can be
a normal response to trauma as the body’s ‘alarm’ that something is highly threatening.
If the alarm is too ‘loud’ and does not stop, a strategy can be employed to bring the
person’s arousal back down, ' '

3 After this, it is important to engage with the person involved in the PTE and see how
they are reacting. This is known as ‘'watchful waiting'. It involves watching to see if the
person is settling in tHe next days and over the next week or two weeks, and if not,
intervening with early disorder focused evidence-based practice.

32 Going forward, at a family or social level, the person can be encouraged to do basic
things to look after themselves — listened to if they want to talk about it or support them
in promoting sleep, eating healthy meals, avoiding substance use and engaging in

activities they would otherwise usually enjoy.

33 At an organisational level {for example, where the trauma has happened at work), a
nominated peer may be able to provide these support responses. Again, this does not

need to be a professional.

% Adler AB, Bliese PD, McGurk D, Hoge CW, Castro CA. (2011). Battlemind debriefing and batflemind training as early
interventions with soldiers returning from Irag: Randomization by platoen, Sport, Exercise and Performance Psychology,
1, 66-83.

7 0’Donnell, M., Law, W, Alkemade, N,, Lewis, V., Crane, M., Phelps, A, ... Forbes, D, (2015). The Longitudinal Australian
Defence Force Study Evaluating Resilience - Detailed Report 1: Prior Trauma Exposure and Mental Health. Report prepared
for the Australian Government Department of Defence. Phoenix Australia. .

8 Panagioti, M., Geoding, P. A., & Tarrier, N. (2012). A meta-analysis of tﬁe association between posttraumatic stress
disorder and suicidality: the role of comorbid depression. Comprehensive psychiatry, 53(7), 915-930.
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34 In any circumstance, it is important to identify what the person needs, and provide
practical support to return a sense of contrel. This involves providing basic necessities,
giving the person infermation about how to get other things they need, and where
relevant giving the person information about the event that they were not aware of if

they request it.

35 :The person can be given an opportunity to talk about the event. It is important those
affected are given an opportunity to talk about the event if they wish to. However, it is
important that the person is reassured that he or she does not have to talk about it.
Historically, it was thought that ‘psychological debriefing' (encouraging or requiring a
person to talk about the event soon after it) reduced the risk of developing a trauma-
related disorder in everyone affected by trauma, There is no dat.a to say that this works
and, in fact, there is data to say it is damaging to some people who may be more
vulnerable to having this process imposed on them. Support via psychological first aid
with the opportunity to discuss the event if the person wishes to with whomever they
feel most comfortable and appropriate would be considered best practice.

36 Another way of supporting people who have experienced a PTE is via trauma-informed
care, Trauma-informed care is not treatment of a trauma disorder. Rather, people
trained in trauma-informed care are aware of what trauma responses are, and how to
engage with trauma-affected people in a manner to minimise the likelihcod of worsening
the effects of the trauma on that person. Trauma-informed care locks to maximise the
value and effectiveness of the interaction for whatever service they are seeking to
deliver to that trauma affected individual — whether it be delivery of financial, legal,
health or community services.

37 To reduce complex and developmental trauma social, economic and political
interventions are required. Poverty, poor housing, unemployment, and social isolation
are examples of risk factors for this type of trauma that require community-wide

interventions and solutions.

What is best practice When it comes to early intervention into trauma-related mental

illness?

38 Acute stress disorder (ASD) is diagnosed if the symptoms (these can include re-
experiencing intrusive memories of the event, distress at reminders, desire to avoid
reminder by staying away or pushing away thoughts and feelings, hyperarousal through
sleep and concentration problems, anger and irritability, startle and hypervigilance,
emotional withdrawal or flattening) persists two days to four weeks after the PTE. If

these symptoms persist for 4 weeks after the fraumatic event PTSD can be diagnoéed.
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39 There are four treatments that are recognised globally as best practice when it comes to
treating ASD and PTSD. They are:

(a) Prolonged Expesure therapy (PE): The primary focus of PE is fo help the PTSD

sufferer to confront their traumatic memories using a verbal narrative technique
that involves detailed recounting of the traumatic experience that is then
recorded and listened to on a repeated basis with the goal of habituation. In
addition, real-life repeated exposure to avoided and fear-evoking situations, that
are now safe but associated with the trauma, is undertaken, again with the aim

of habituation.

{b) Ccanitive Processing Therapy (CPT): The main focus of CPT is on the

evaluation and modification of problematic thoughts that have developed
following the fraumatic experience(s). For example, using coghitive technigues
to challenge typical thoughts of PTSD, that the individual is to blame for their
trauma or that the world is now unsafe. An optional component of CPT is the
development of a detailed written narrative account of the trauma.

(c) Eye Movement Desensitisation and Reprocessing (EMDR): EMDR is a

standardised, eight-phase, trauma-focused therapy, involving the use of
bilateral physical stimulation {(eye movements, taps or tones). Targeted
traumatic memories are considered in terms of an image, the associated
cognition, the associated affect and body sensation. These four components
are then focused on as bilateral physical stimulation occurs. It is hypothesised
that EMDR stimulates the individual's own information processing in order to
help integrate the targeted memory as an adaptive contextualised memory.
Processing targets involve past events, present triggers and adaptive future
functioning. EMDR at times uses restricted questioning related to cognitive
processes paired with bilateral stimulation to unblock processing.

(d) Trauma focused Cognitive Therapy (TF-CT): Cognitive Therapy for PTSD (CT-
PTSD): CT-PTSD focuses on the identification and modification of negative

appraisals and behaviours that lead the PTSD sufferer to overestimate current
threat (fear). It also involves medification of beliefs related to other aspects of
the experience and how the individual interprets their behaviour during the
trauma (e.g. issues concerning guilt and shame).

40 The clinical effects of these four treatments (togsther, the Treatments) are substantial.
Evidence for the effectiveness of these treatments can be seen in the Phoenix Australia
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guidelines for the treatment of PTSD® and the Internaticnal ISTSS prevention and
treatment of PTSD Guidelines.'

41 Pharmacological treatment can also be employed, and can often form an important part
of stabilisation and treatment but evidence of effectiveness in promoting recovery and
improvements is not as strong as the evidence of recovery and improvement following
the Treatments. This evidence again is reflected in the Phoenix Australia and
International PTSD treatment guidelines cited above.

What more can be done to prevent and treat trauma-related disorders?

42 Many individuals with mental health problems do not access mental health services and
much can be done to improve access to the mental health services. However if a
trauma affected person does have access to mental health services, for example a
private mental health practitioner in the community, the likelihood of having the service
provided by someone trained in one of the treatments is about 30% to 40%."""

43 Currently, one third of people being treated recover fully, and another third show
meaningful improvements. However, another third struggle to show any improvement at
all. In the trauma space, we call this ‘the rule of thirds’. We need to improve this ratio
and improve access to and the effectiveness of the treatments for those who currently
do not respond as well.">™

44 A key issue however is that public mental health tends not to provide services for
trauma related mental health problems. Community mental health services and public
psychiatric hospitals focus more on conditions referred to as serious mental iliness such
as schizophrenia, bipolar disorder and a range of other psychoses, severe borderline
personality disorder or severe depression with suicidal intent. Therefore they do not
offer a community treatment option for those with serious high prevalence trauma

related disorders such as PTSD.

45 The trauma affected people who can obtain access to funded and potentially trauma-
related services and treatment tend to fall into a group identified under an industry with

® hitps://www.phoenixaustralia.org/wp-content/uploads/2015/03/Phoenix-ASD-PTSD-Guidelines.pdf.
10

http://www.istss.org/getattachment/Treating-Trauma/New-ISTSS-Prevention-and-Treatment-
Guidelines/ISTSS PreventionTreatmentGuidelines FNL-March-19-2019.pdf.aspx.

" Forbes D, Van Hooff M, Lawrence-Wood E, Sadler N, Hodson S, Benassi H, Hansen C, Avery J, Varker T, O’Donnell
M, Phelps A, Frederickson J, Sharp M, Searle A, McFarlane A, 2018, Pathways to Care, Mental Health and Wellbeing
Transition Study, the Department of Defence and the Department of Veterans' Affairs, Canberra

2 Rosen, C. S., Greenbaum, M. A, Fitt, J. E., Laffaye, C., Norris, V. A, & Kimerling, R. (2011). Stigma, help-seeking
attitudes, and use of psychotherapy in veterans with diagnoses of posttraumatic stress disorder. The Journal of nervous
and mental disease, 199(11), 879-885.

* Bradley, R., Greene, J., Russ, E., Dutra, L., & Westen, D. (2005). A multidimensional meta-analysis of psychotherapy
for PTSD. American journal of Psychiatry, 162(2), 214-227.

" Steenkamp, M. M., Litz, B. T., Hoge, C. W., & Marmar, C. R. (2015). Psychotherapy for military-related PTSD: a
review of randomized clinical trials. JAMA, 314(5), 489-500.
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funded support such as TAC, veterans through Veterans Affairs, survivors of sexual
assault through the Centres Against Sexual Assault and workers’ compensation
programs. Anyone who falls outside a defined group with a specific PTSD treatment or
funding agency cannot easily receive treatment. This includes people such as adult
survivors of physical abuse or neglect, disaster survivors, and people suffering from
substance abuse disorders (70% of whom are trauma-affected).

46 For those who fall out of these designated groups, their options are limited to six initial
sessions with a possibility for a further four per year under Medicare. Australian and
International Guidelines for PTSD treatment show that in the best possible
circumstances the minimum required is ten to twelve weekly sessions. Funding of
services need to be provided to allow people to access the best practice treatments for

PTSD with the amount of sessions needed for a minimal effective dose.

47 Staff working in community health mental health services and hospitals would benefit
from training on how to recognise someone presenting after a PTE, how to ask
questions around current or previous exposures, and on referral pathways. That is the
delivery of trauma informed care, even if they are not delivering the trauma focused
treatment. This needs to be built into the system, including in hospital emergency
departments for early intervention purposes.

48 People who work in industries where they are likely to deal with people who have heen
affected by trauma should also have psychological first aid and trauma-informed care
training available to them. In particular, drug and alcohol service providers should be

trained in trauma-informed care, checks, supports and guidance.

49 Finally, the system needs to be more adaptable to change. The evidence base is
moving a lot as research provides more evidence and understanding of what works
when it comes to trauma. The system needs to be able to keep up with these changes,
particularly in terms of prevention and early intervention, which in three to four years will
be a completely different space to what we know now.

sign here » W

print name Professor David Forbes

date 27 June 2019
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