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Abstract

Background: An important service system for rural parents experiencing com-
plex trauma is primary health care.

Aim: To investigate workforce knowledge, attitudes and practices, and barriers
and enablers to trauma-informed care in rural primary health care.

Material & Methods: This study used a descriptive, cross-sectional design.
It involved an on-line survey conducted in 2021 in rural Victoria, Australia.
Participants were the primary health care workforce. The main outcome meas-
ures were study-developed and included, a 21-item Knowledge, Attitudes
and Practices tool, a 16-item Barriers and Enablers to Trauma-Informed Care
Implementation tool, and three open-ended questions.

Results: The 63 respondents were from community health (n = 40, 63%) and
child and family services (n = 23, 37%). Many (n = 43, 78%) reported undertaking
trauma-informed care training at some point in their career; with 32% (n = 20)
during higher education. Respondents self-rated their knowledge, attitudes and
practices positively. Perceived enablers were mainly positioned within the ser-
vice (e.g. workforce motivation and organisational supports) and perceived bar-
riers were largely external structural factors (e.g. availability of universal referral
pathways, therapeutic-specific services). Open-ended comments were grouped
into four themes: (1) Recognition and understanding; (2) Access factors; (3)
Multidisciplinary and collaborative approaches; and (4) Strengths-based and
outcome-focused approaches.

Discussion & Conclusion: Primary health care is an important driver of popula-
tion health and well-being and critical in rural contexts. Our findings suggest this
sector needs a rural trauma-informed care implementation strategy to address
structural barriers. This also requires policy and system development. Long-term
investment in the rural workforce and primary care service settings is essential to
integrate trauma-informed care.
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1 | INTRODUCTION

As a whole-of-society strategy, primary health care (PHC)
emphasises equitable access to support (not just medical
care) across the social determinants of health and well-
being.* The philosophical platform of PHC as a social
model of health and as a service response system has an
important role in supporting parents experiencing com-
plex trauma.** Complex trauma is commonly associated
with past childhood adversity (family violence, socioeco-
nomic disadvantage, racism, abuse and neglect), and is
linked to health inequality, poorer long-term health out-
comes and quality of life.>®

Complex trauma or complex posttraumatic stress
disorder (complex PTSD) includes symptoms of PTSD
(avoidance, hypervigilance and intrusive thoughts), along
with disturbances in emotion regulation, negative self-
concept and relational difficulties.>” The effects of com-
plex trauma are pervasive and can lead to reduced social
functioning, poor ability to cope with stress, long periods
of untreated mental illness, vague and difficult-to-treat
health symptoms, high blood pressure, obesity, misuse of
alcohol and drugs, and long-term chronic health issues.®*
A lack of understanding and recognition of complex
trauma can impede meaningful and sustained engage-
ment with PHC services.

One important PHC client group are parents. Pregnancy
and early parenthood offers a time of personal growth
and healing from relational (complex) trauma as the par-
ent cares for their baby and builds a secure attachment
relationship.’®"* PHC represents the first access point for
parents to seek services (of any type) and offers frequent
contact during pregnancy/early parenthood; a time when
feelings of trauma-related distress are more likely due to
the intimate nature of pregnancy, birth and the demands
of a young baby.'®"! Services include those offered by
general practice and child and family health nurses, and
programmes situated in community health, for example
parenting programmes. To support parents, a proactive
trauma-informed PHC system embeds policies and prac-
tices which increase awareness of the widespread impact of
trauma, emphasises physical, psychological and emotional
safety for service users, workers and organisations, and aims
to resist re-traumatisation, decrease symptoms and promote
recovery.'>'? Providers do not need to know an individual's
trauma history or have confirmation of complex trauma to
integrate universal trauma-informed care for all clients.

What is already known on this subject:

« Trauma can impact physical, psychological and
social well-being, and impede health-seeking
behaviours and service utilisation

« Trauma-informed care involves understanding,
recognising and responding to the lifelong ef-
fects of trauma

« Strengths-based, trauma-informed approaches
allow for more meaningful and sustained en-
gagement with primary health care services

What does this study add:

« Structural-level barriers were identified as sys-
tem gaps affecting rural implementation and
sustainability of trauma-informed care to sup-
port parents experiencing complex trauma

« We identified elements to include in an imple-
mentation strategy connecting needs at both
inner (role and service) and outer (structural)
contexts for integration of trauma-informed
care in rural primary health care

« The tools developed for the study have utility
for services to assess workforce knowledge, atti-
tudes and practices and barriers and enablers to
trauma-informed care, prior to undertaking po-
tentially costly implementation activities which
are not sustainable

The rural PHC workforce faces unique challenges in eg-
uitable trauma-informed service delivery. Compared to their
metropolitan counterparts, rural communities have poorer
health outcomes, with higher rates of chronic disease and
lower life expectancy.'® This is due to a range of inequalities
such as lower socio-economic status, employment disadvan-
tage, lack of locally available services, longer travel distances
to services and poorer educational attainment which may af-
fect health litelracy.”’15 Furthermore, rural PHC services en-
counter systemic difficulties in attracting and retaining staff;
the workforce encounters peer isolation, heavy workloads
and reduced access to professional education."® Australian
rural PHC is a distinct field of research and a context where
there has been a limited focus on trauma-informed care and
variances in mandatory requirements for training.
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The goal of this study was to understand the views of
the rural PHC workforce about trauma-informed care for
rural communities and specific needs in PHC service de-
livery involving parents. To explore the views of the rural
PHC workforce about trauma-informed care we posed
three research questions:

Research Question 1: How do workers rate their knowl-
edge, attitudes and practices for trauma-informed care?

Research Question 2: What do workers perceive as the
barriers and enablers to implementing trauma-informed
care?

Research Question 3: What are rural workforce per-
spectives on training needs in trauma-informed care?

2 | METHODS

21 | Study framework

This study is guided by the Exploration, Preparation,
Implementation, Sustainment (EPIS) Framework,' fo-
cusing on the Exploration stage, to gain baseline informa-
tion. The EPIS Framework considers two levels of context
as influencing features of implementation for successful
sustainability: the inner and outer contexts. The ‘inner
context’ considers needs within a community and rep-
resents the needs of the rural workforce at the role and
service level in this study. The ‘outer context’ considers
policy and system influences and represents the needs of
a sustainable (trauma-informed) rural PHC system at the
structural level in this study.'®"’

2.2 | Context and geographical setting
The context for this research is a doctoral programme of
work, conducted within a parent study which focuses on
pregnancy and early parenthood. The aim of the broader,
Healing the Past by Nurturing the Future project is to co-
design culturally appropriate and feasible strategies for
Aboriginal and Torres Strait Islander parents who may be
experiencing complex trauma. The geographical setting
for this study is PHC services in rural northern Victoria
Australia.

2.3 | Design

The study design involved a cross-sectional survey using
study-developed quantitative and open-ended questions.
The 68-item online survey was developed using REDCap,
a secure web application for data capture.’® Two main
measures were included, and open-ended comments were

o National 3
AJRH = i BV S

invited at three points in the survey. Survey completion
time was approximately 15 min.

2.4 | Study inclusion criteria

Potential respondents were eligible if they: (i) were based
in rural Victoria, Australia, (ii) delivered primary health
care (of any type) to clients who are parents (pregnancy
and early parenthood: that is child under 5years of age)
and (iii) worked in any of the following areas: general
practice, community health, child and family services, or
maternal and child health services. All roles were eligible
to participate, from management (including board mem-
bers) to ‘frontline’ staff (including reception staff and stu-
dents on placement).

2.5 | Sample descriptors

Respondent characteristics were collected for location,
service type, discipline, years working in primary care
and estimated demographic characteristics of client group
served (such as socio-economic status). Rural locality of
the respondents’ local government area (LGA) was cat-
egorised using the Modified Monash Model (MMM),
which classifies location (1 [metropolitan] to 7 [very re-
mote]), based on kilometre distance and town population
size."” We also asked about workforce training in trauma-
informed care such as when training occurred (e.g. when
gaining PHC qualifications) and the client group of focus
(e.g. children, parents).

2.6 | Main measures

There are a range of existing validated tools related to
trauma-informed organisational interventions®® how-
ever, none of the existing tools fully met our study
criteria. In the absence of existing rural workforce
measures specific to trauma-informed care for parents
experiencing complex trauma, we developed two meas-
ures: a Knowledge, Attitudes, and Practices (KAP) tool,
and a Barriers and Enablers to Trauma-Informed Care
Implementation (BETICI) tool. An over-inclusive pool of
items was developed for each tool and reduced through
iterative stages among study investigators and rural
stakeholders as described below. KAP items were re-
fined through content validation (ratings from three ex-
perts in parenting and complex trauma), and both tools
underwent face validity testing and refinement with two
groups of rurally based primary care practitioners (n = 3
and n = 4).
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The KAP tool (File S1) included items drawn from
previous studies,”’* to asses three areas: (i) What peo-
ple know, their understanding of a topic (knowledge
domain); (ii) What people think or feel about the topic
(attitudes domain) and (iii) What people do, the ways in
which they demonstrate or have capacity (self-efficacy) to
apply their knowledge and attitudes through their actions
(practices domain).?®** These three areas are connected
concepts, used to assess gaps when preparing for change
endeavours.*

The final KAP tool consisted of seven items per index
(total possible range: 21-105). Each item is rated on a 5-
point Likert scale from 1 = strongly disagree to 5 = strongly
agree. Knowledge scores were interpreted as less knowl-
edge (strongly disagree/disagree) or greater knowledge
(agree/strongly agree). Attitudes scores were interpreted
as negative attitudes (strongly disagree/disagree) or pos-
itive attitudes (agree/strongly agree). Practices scores
were interpreted as lower practice self-efficacy (strongly
disagree/disagree) or higher practice self-efficacy (agree/
strongly agree). Some items required reverse scoring.

The BETICI tool (File S2) selected items as context
factors relevant to: the inner context — PHC role and ser-
vice levels (workforce positions and, organisational in-
fluences), and the outer context — structural level (policy
and system influences)."” The final 16-item BETICI tool
consisted of eight items related to barriers and eight re-
lated to enablers on a 5-point Likert scale from 1 = strongly
disagree to 5 = strongly agree (total possible range: 16-80).

Respondents were invited to answer three open-ended
questions. These were placed before the relevant quanti-
tative measure, to avoid influencing respondents’ ratings:
(1) Do you have any thoughts or opinions to share on how
your service engages with clients who are parents?, (2) What
are your thoughts or opinions on how your service imple-
ments trauma-informed care for clients who are parents?
and, (3) Thinking about trauma-informed care for clients
who are parents, do you have any thoughts or opinions on
staff training either at your service or in your region? These
questions were designed to capture more detailed infor-
mation in relation to Research Question 2 (What do work-
ers perceive as the barriers and enablers to implementing
trauma-informed care?) and Research Question 3 (What
are rural workforce perspectives on training needs in
trauma-informed care?).

2.7 | Recruitment

Based on our knowledge of the size of rural services and
the specificity of the survey recruitment criteria, we aimed
for a sample size of 100 respondents. A similar workforce
survey in regional Australia reported a sample size of

n = 78.%° The survey link was distributed via email to tar-
geted rural organisations and through professional net-
works. It was therefore not possible to calculate a response
rate. The survey was open for completion from March to
August 2021.

2.8 | Ethical considerations

Ethical considerations included the risk of triggering
trauma-related distress associated with respondents’
personal or work-related experiences, particularly in the
context of the COVID-19 pandemic when uncertainty,
anxiety, isolation and financial pressures were height-
ened.”® To mitigate this risk, we provided a download-
able resource of support strategies and service contacts.
The survey was anonymous, voluntary and no incentives
were offered. This research was approved by the La Trobe
University Human Ethics Committee ID: HEC20531.

2.9 | Data collection and analysis

Survey data were collected via the REDCap platform. All
fields were specified as ‘required’, to prevent missing data.
Quantitative data were analysed using SPSS (version 25).
Respondent characteristics are reported using frequencies
and percentages (rounded). Due to non-normal distribu-
tion of results nonparametric statistics were conducted
and continuous variables are described using median
(Md) and interquartile range (IQR).” In addition to the
planned analyses, we conducted a posteriori analysis
to explore the relationships between KAP and BETICI
scores. Mann-Whitney U-tests were used to examine as-
sociations between groups (i.e. service type, location,
workforce discipline and training) and knowledge, atti-
tudes and practices and barriers and enablers. Effect sizes
were determined using Cohen's criteria (0.10 small effect,
0.30 medium effect, 0.5 large effect). Spearman's (sp) cor-
relation coefficients were used to explore relationships
with KAP and BETICI scores.

The open-ended responses were examined using in-
ductive template analysis by two authors (Carol Reid,
Shannon K. Bennetts) and discussed with a third
(Catherine Chamberlain). Template analysis is a flexible,
qualitative method for organising and analysing textual
data.?® Firstly, Carol Reid and Shannon K. Bennetts inde-
pendently coded the same random 50% subsample for all
three questions. These codes formed a draft template that
was further refined (Carol Reid/Shannon K. Bennetts)
when applied to the full dataset. Carol Reid, and Catherine
Chamberlain examined the coded dataset for patterns and
grouped codes into themes.
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3 | RESULTS

As shown in Figure 1, 63 individuals fully completed the
survey. Only fully completed surveys were included in
analysis of results. Respondents who only completed the
characteristics section were demographically similar to
those who completed the whole survey.

3.1 | Respondent characteristics
Respondents were mainly female (n = 56, 91%), aged
19-67years (Md = 43, SD = 12), and had between 1 and
40years of experience in PHC (Md = 10, SD = 9). Table 1
shows respondent characteristics.

Respondents estimated that two-thirds (67%) of
their service's clients were of lower socio-economic sta-
tus (descriptors used in the survey were unemployed,
poorer housing and lower food security). Client diver-
sity was estimated by respondents as: parents with a
disability (18%); refugee or asylum seeker backgrounds
(7%); and Aboriginal and/or Torres Strait Islander par-
ents (5%). Respondents’ indications of previously re-
ceived training in trauma-informed care are provided
in Table 2.

3.2 | Respondent knowledge, attitudes
and practices in trauma-informed care for
complex trauma (research question 1)

Internal consistency was acceptable for the entire KAP tool
(o0 = 0.77), below acceptable (i.e. <7) for the Knowledge
domain (o« = 0.60) and Attitudes domain (« = 0.62), and
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good for the Practices domain (a = 0.85). Table 3 provides
KAP item scores (frequency, percentage, Md, SD) and for
each KAP domain (Md, SD). Examing for relationships
between groups and the main measures showed practices
was associated with services type. Respondents working
in child and family services (Md = 20, n = 24) were more
likely to report higher practice self-efficacy in trauma-
informed care, compared to the community health services
group (Md = 18, n = 41, U = 717.50, z = 3.11, p = 0.002,
r = 0.39). Practice self-efficacy was also associated with
training. Respondents who had trauma-informed care
training (Md = 20, n = 43) were more likely to report
higher practice self-efficacy compared to the group with
no training (Md = 13.50, n = 20, U = 55.50, z = —5.61,
p = 0.00, r = 0.65). There were no between group differ-
ences in KAP scores for location (i.e. MMM3 or MMM5
groups) or discipline (e.g. the social worker group and
other disciplines).

3.3 | Respondent ratings on barriers and
enablers to trauma-informed care
implementation (research question 2)

Respondents’ perceptions of the barriers and enablers
to trauma-informed care implementation are shown in
Table 4. The table includes the sub-domains of context lev-
els: role and service (inner context) and structural (outer
context). Ratings of barriers were higher at the structural
level (outer context), with large numbers rating neither
disagree/agree for some items (see Table 4). For example,
43% (n = 27) selected neither disagree/agree to the ques-
tion: ‘Most primary care services lack awareness about the
benefits of trauma-informed approaches’.

n =106

Survey records in REDCap

Sections of survey where respondents
discontinued

| §

v

Consent box checked on landing page

n =86

Completed respondent
characteristics

(discontinued = 1)

Section 1: questions on characteristics

I ¢

(discontinued = 19)

estimates
n=72

Completed client as parents

Section 1: Clients as parents, estimated

I £

v

socio-economic status, diversity and mother’'s
age in pregnancy (discontinued = 14)

n =65

Completed main measures

Section 2: KAP (n = 67) (discontinued = 7)

| ¢

v

Section 3: BETICI (n = 65) (discontinued = 2)

FIGURE 1 Respondent flow chart of n=63

Final analytical sample

Section 4: Training (discontinued = 2)

survey completion
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TABLE 1 Characteristics of respondents who completed the survey (n = 63) and those who provided characteristics data only (n = 23)

Characteristics only (N =23) Completed survey (N = 63)

n (%) n (%)
Age (years)
19-29 4(17) 3(5)
30-39 8(35) 21 (33)
40-49 5(22) 15(24)
50-59 4(17) 13 (21)
60 plus 2(9) 11 (18)
Born in Australia
Yes 20 (87) 54(86)
No 3(13) 9 (14)
Location®
MMM 2 (e.g. large regional centre) 2(9) 0(0)
MMM 3 (e.g. regional town) 15(65) 37(59)
MMM 4 (e.g. rural township) 3(13) 0(0)
MMM 5 (e.g. rural community) 3(13) 26 (41)
Setting
Non-government 9(39) 30 (48)
Government 14 (61) 33(52)
Service type
General practice 2(9) 0(0)
Community health 15(65) 41 (63)
Child & family services 5(20) 24 (37)
Maternal & child health services 1(4) 0(0)
Discipline
Case manager (e.g., family violence, AOD support workers) 5(22) 12 (19)
Education, HR and/or administration 3(13) 7 (11)
Nurse (includes MCHN) 4(17) 10 (16)
Allied health (e.g., health promotion, practice support, dietician) 3(13) 13 (21)
Social worker 8(35) 21 (33)
Years in primary care
1-9 11 (48) 26 (41)
10-19 9(39) 26 (41)
20-29 1(4) 6 (10)
30-40 2(9) 5(8)
Years at current service
1-8 20 (87) 43 (68)
9-18 1(4) 14 (22)
19-28 1(4) 5(8)
29-35 1(4) 1(2)

Abbreviations: AOD, Alcohol and other drugs; HR, Human Resources, MCHN, Maternal and Child Health Nurse.
*Location according to Modified Monash Model.

Regarding between group differences: recognition of  care. Those who had undertaken training (Md = 14.00,
barriers to trauma-informed implementation was asso- n = 43), were more likely to identify higher barriers to
ciated with respondents’ training in trauma-informed  trauma-informed care compared to those with no training
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TABLE 2 Respondents' previous training in trauma-informed care (n = 63)

Yes n (%)

Previous training in trauma-informed care 43 (78)
Timing of training undertaken

Current position 34 (54)

Past position/s 29 (46)

When gaining qualifications 20 (32)
Client group focus of training

Children 28 (44)

Adults 29 (46)

Parents 21 (33)

Families 24 (38)

General 19 (30)

Did training improve practice? Yes, alot n (%)

26 (61%)

(Md = 15.50, n = 20 U = 632.50, z = 3.02, p = 0.003,
r=0.038). The recognition of enablers to trauma-informed
care implementation was negatively associated with re-
spondents’ training; those who had undertaken training
(Md = 21, n = 43), identified fewer enablers compared
to those with no training (Md = 20, n = 20, U = 218.50,
Z = —3.18, p = 0.001, r = 0.40). There were no differences
for recognition of barriers and enablers between the
groups of service type, location or workforce discipline.

3.4 | Relationships between KAP and
BETICI scores (posteriori analysis)

Correlations between KAP and BETICI scores ranged from
0.54 to —0.39 (see File S3). Respondents identifying greater
knowledge also had more positive attitudes (ry, = 0.32,
p<0.01). Those with greater knowledge had a negative re-
lationship to enablers (ry, = —0.25, p <0.05), meaning they
identified fewer enablers. Those respondents with higher
practices had a positive relationship to identification of
enablers (rg, = 0.54, p<0.01). Table 3: Frequencies for re-
spondent Knowledge, Attitudes and Practices regarding
trauma-informed care for complex trauma.

3.5 | Opinions on engagement with
parents, trauma-informed care
implementation and perspectives on
training needs (research questions 2 and 3)

Responses to three open-ended questions were analysed:
(1) service engagement with parents (n = 49, 78%, Md word
count 27); (2) service implementation of trauma-informed

No n (%) Cannot remember n (%)
20 (22) 0(0)

26 (41) 3(5)

31 (49) 3(5)

39 (62) 4(6)

35(56) 0(0)

34 (54) 0(0)

42 (67) 0(0)

39 (62) 0(0)

44 (70) 0(0)
Somewhat n (%) Not at all n (%)
16 (37%) 1(2%)

care (n = 32, 51%, Md word count 33) and; (3) service or
regional trauma-informed care training (n = 35, 56%, Md
word count 18). Table 5 provides illustrative quotes of the
four themes and related barriers and enablers.

Recognition and understanding (Theme 1) described
the intersectional needs of clients as parents and PHC
perceptions in recognising and understanding client di-
versity and associated intersectional needs. Barriers were
views of clients as separate from their identity as a par-
ent. Trauma-informed care was enabled when clients
were viewed holistically by PHC workers. Particularly,
when workers connected clients' identity as a parent to
the presenting issue to determine the most appropriate
support required. Illustrative examples include absence
or presence of recognition and understanding of rural
parents’ intersectional needs such as gender, race and cli-
ents experiencing complex trauma (e.g. lack or availability
of trauma-informed care processes and frameworks and
workforce training - preferably tailored approaches).

Access factors (Theme 2) described common access is-
sues exacerbated in rural service settings or more complex
in rural areas such client socio-economic status, availabil-
ity of information, transport, referral pathways, and ser-
vice, programme, or workforce funding. Specific access
areas (absence or presence) relevant to clients as parents
and trauma-informed care were availability of program-
matic or sensitive models-of-care, and the resourcing of
therapeutic ‘time’ (e.g. time to listen, longer appointment
times and scheduling flexibility).

Multidisciplinary and collaborative approaches (Theme
3) described service and interprofessional barriers and en-
ablers to provide support to parents experiencing complex
trauma. It also described perspectives on client-centred
care to build relationships and provide holistic support for
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TABLE 5 Themes identified in open-ended comments, with illustrative quotes of barriers and enablers (research questions 2 and 3)

Engagement of clients as
parents

Service implementation of
trauma-informed care

Service or regional training in trauma-

informed care
1) Recognition and understanding
Ilustrative quotes
Barriers I'm not aware of my organisation offering

No experience of how parents I have no knowledge of this process.

engage though current employer
with pregnancy and age
demographic. (ID 58)

We particularly have a trauma

informed lens and recognise
from referral information
impacts of parental and
intergenerational trauma and
are mindful of this as we engage
with the parents. (ID 76)

(ID 19)

We recognise that if trauma

occurred as a child, we know
and work with the fact that
raising your own child can

be a triggering experience, so

we implement therapeutic
interventions to assist our clients
to heal from this experience. (ID
37)

trauma informed training. (ID 01)

Trauma informed practice would be ideal

to have included in or in addition to
Mandatory Training for all staff. (ID 32)

2) Access factors
Tllustrative quotes

Barriers We used to have a dedicated Limited services available, need Any training needs to be accessible (face to

Parenting Education program
that does not run anymore, 1
think this has created a gap

in supporting parents in our
organisation. (ID 43)

We try to be flexible with

appointment times and dates, try
to co-ordinate care so fewer visits
to the health service are required
(if transport is a problem) e.g.,
schedule various appointments
together, e.g. midwife,
ultrasound, dietician. (ID 34)

more f/ups [follow-ups]
and further support in early
parenting years (ID 66)

Trauma-informed care is integrated

into all aspects of our practice
with parents and children.
Providing support and assistance
through a ‘trauma’ lens enables
us to adapt our practice,
enhance healing and access to
services to meet needs. (ID 30)

face &/or online), affordable and relevant
to local population needs. (ID 02)

Due to COVID many good resources have

been developed for online training which
has made a difference for primary care
providers living in regional areas. (ID 91)

3) Multidisciplinary and collaborative approaches
Illustrative quotes

Barriers Some parts of the service are very Specialised training in this area Training tailored to support health services/

good at this, others see this as
an extra task and not their role.
(ID 103)

We liaise with other services and do

care team meetings/approach
- open-up and maintain
communication with other
service providers and client. We
create goals with her that she
wants to achieve. We do risk
assessments and safety plans
with her. We advocate for her
and her baby. (ID 41)

would be beneficial. Holistically
implemented, general training
and monthly reflective practice.
Setting realistic expectations on
what the service can provide.
(ID 66)

Our service has learning

opportunities for new and
existing staff to hone their
knowledge and skills in the
area of trauma informed care
and as a workforce we are very
knowledgeable. (ID 76)

front line workers to understand trauma
to enable care and curiosity with working
with patients. This would enable a greater
understanding of behaviours that present
as a result of trauma and nursing/health
workers knowing how to appropriately
support, increase safety and care for the
patient. (ID 07)

... more opportunity to bring high quality

intensive training to town, ... to
collaboratively work together ... to bring
training that meets local needs, to in

the long run cuts costs for travel and
accommodation. There is a need to have
training re-run as new people enter the
field and have more advanced training
for those who have been working in the
field for some time. (ID 03)

(Continues)
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TABLE 5 (Continued)

Engagement of clients as
parents

Strengths-based and outcome focused approaches
Ilustrative quotes

Barriers Generally speaking, services tend

Service implementation of
trauma-informed care

The medical model can

Service or regional training in trauma-
informed care

All professional, clinical and community

to engage with parents when
there is some crisis, and/or
when parents are ordered by a
statutory body to engage. (ID 32)

Using a Case Management process

which involves all family
members and is focused on

the safety, well-being and
development of children. (ID 30)

unfortunately be distressing and
triggering for some clients. Our
CAMHS [Child and Adolescent
Mental Health Service] service is
based at the hospital itself which
is not ideal. We should be more
community based. Our systems
and protocols whilst necessary
can sometimes create further
distress. We can be intrusive and
invasive and sometimes when
safety risks occur restrictive
(although last resort). (ID 106)

Whilst witnessing and honouring

a person’s stories and the effects
of past trauma(s) upon them
and their children, we offer
support and ways for them to
experience the memories, digest
them, normalise their responses,

service workers should be trained about
trauma informed practice in our area
because we are a large resettlement area
for refugees, and all refugees have trauma
backgrounds. (ID 83)

Staff training is always encouraged to
provide better outcomes for children and
families in our service. (ID 09)

be grounded and expressive.
Then move to offering ways to
live differently, peacefully, co-
operatively, kindly and safely in
their families. (ID 41)

parents with complex care needs. Examples include atti-
tudes, communication and practice skills and knowledge.

Strengths-based and outcome-focused approaches
(Theme 4) captured descriptions about outcomes and
well-being for parents with complex care needs through
engagement strategies, trauma-informed care imple-
mentation and workforce training. Illustrative examples
describe barriers as narrow system structures and deficit-
based or crises approaches, and enablers as supporting
parent outcomes through positive, goal-orientated and
strengths-based approaches.

4 | DISCUSSION

The goal of this research was to describe workforce knowl-
edge, attitudes and practices and perceptions of barriers
to and enablers of trauma-informed care PHC service de-
livery involving parents. The study found the rural work-
force generally self-rated their knowledge, attitudes and
practices for trauma-informed care as positive. Perceived
barriers were largely external structural factors such as

the availability of universal referral pathways and access
to therapeutic-specific services to support parents experi-
encing complex trauma. The rural workforce perspectives
on training identified a need for context relevant training,
benefits in collaborative approaches and gaps at the struc-
tural and service levels in embedding training into tertiary
curriculums and organisational systems.

This study is unique in connecting both the inner (role
and service) and outer (structural) level contexts of rural
PHC to examine trauma-informed care for clients who
are parents. Workforce awareness of complex trauma
is an important enabler to establish a trauma-informed
culture. However, the absence of broader structural sup-
ports affects workforce and service capacity in rural con-
texts to provide sustainable, wrap-around care for clients
who are parents experiencing complex trauma; these
are significant barriers with implications for PHC policy
decision-making.

The 2021 Royal Commission into Victoria's men-
tal health system noted the experience of poor mental
health and well-being is different in rural and regional
areas and highlighted multiple access challenges such
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as lack of local services, local stigma, workforce and
speciality shortages.” Our findings support the recom-
mendations for strengthening approaches to addressing
trauma and, for improved regional-led commissioning
of services to specifically respond to local rural commu-
nities recognising the unique strengths and challenges
of each region.”

Based on our findings, there is an imperative for a rural
PHC trauma-informed care implementation strategy. We
identified the need to increase recognition and under-
standing, address access factors, aid multidisciplinary and
collaborative approaches, and facilitate strength-based
and outcome-focused approaches in order to develop sus-
tainability in rural contexts.

Training was identified as important at the inner
(role and service) and outer (structural) levels. There
is evidence that one-off, generic trauma-informed care
training is less effective than systemic, context relevant
approaches. A single training session has limited effect on
sustained behaviour change and, there is little evidence of
improved client outcomes.’>* Our findings recommend
that trauma-informed care training should be embedded
in PHC workforce service inductions processes, regu-
larly updated, and with on-going training opportunities
which align with the worker's position and their service
setting. Respondents’ comments support the need for con-
textually specific training relevant to population charac-
teristics which would increase understanding of client's
intersectional needs. Including bicultural workforce mod-
els would build skills in providing social and emotional
care for diverse client groups,* this will require increased
structural level investment. Additionally at the structural
level, trauma-informed care training should be included
when gaining primary health care qualifications and in
higher education curricula.

Our study emphasises the importance of increasing
recognition and understanding of respectful engagement
with diversity across client groups. Engagement is part of
developing a partnership in care and is associated with
increased PHC utilisation and follow-up.® Client diversity
in culture, race, gender and, roles within, such as parent,
carer or community leader impacts effective service sup-
port. Applying an intersectionality lens to service delivery
increases understanding of the intersecting factors of di-
versity to reduce axes of power, oppression and inequality.
This lens fosters client safety and inclusion of client voice,
choice and control when accessing service support.*** A
rural PHC trauma-informed care implementation strategy
would prioritise diversity and the social determinants of
health relevant to people and place. Recognition and un-
derstanding of clients' diversity from PHC organisational
board to reception desk is critical to be responsive to par-
ents’ cultural, historical and gender issues.'

RS WiLey

We identified access factors highly relevant to the
disadvantages of rurality: service availability, adapt-
ability and coordination. These examples are critical in
trauma-informed care to reduce fragmented service and
re-traumatisation, and to enable longer term, safe, and
sensitive relationships with PHC staff.**** Our study
highlights the need for therapeutic service delivery and
therapeutic-specific services for treatment; both are rural
trauma-informed care access factors. The PHC workforce
do not have to be therapists to be therapeutic,'? but need
‘therapeutic time’ built into service delivery processes.
This means resourcing to have the time to listen, be em-
pathetic and show compassion in care interactions. An
important rural structural factor is access to therapeutic-
specific treatment models and specialist trauma expertise.
This requires policy decision-making in equitable coordi-
nation and facilitation to establish system-wide referral
pathways and increased PHC knowledge of therapeutic-
specific services accessible to the rural population experi-
encing complex trauma.

The capacity of the rural PHC workforce is strength-
ened with collaboration and multidisciplinary approaches
by reducing feelings of professional isolation and in-
creasing knowledge and skills as the worker is exposed
to different viewpoints from different disciplines.'>* As
our findings indicate, a rural trauma-informed care im-
plementation strategy would be enhanced through in-
creasing collaborative inter-organisational opportunities
in: sharing of resources and training costs, joint develop-
ment of supervision processes, planning for translation of
trauma-informed care principles to practice and, strategies
for self-care and support for vicarious trauma.*>*® As the
integration of trauma-informed care is linked with health-
ier work environments and increased workforce satisfac-
tion,>® this could assist with workforce recruitment and
retention challenges in rural PHC.

A rural PHC implementation strategy requires en-
gagement with community stakeholders which can be
enabled through collaborative approaches. Consumer
advisory groups are essential for trauma-informed care
implementation.'> Rural PHC involves smaller numbers
of client populations than urban settings hence, these
services could collaborate in seeking and using consumer
feedback. Collaborative mechanisms to gather feedback
reduces client burden, supports the identification of local
needs which can then be collated and used by services
in more robust and innovative ways to address gaps as
perceived by clients. This would help to increase under-
standing of complex care needs in a given location. This
element links to our final finding of strength-based and
outcome-focused approaches.

Our study underlines the importance for rural PHC to
be adequately resourced to implement trauma-informed
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care. As illustrated by the systematic review by Bryson
et al. (2017), important implementation factors which
require resourcing include building leadership skills
within organisations, support for staff, listening to the
client group and program models.”” Rural PHC requires
resource capacity to embed models which facilitate
strength-based and outcome-focused approaches with
clients who are parents and may be experiencing com-
plex trauma. Strength-based approaches view clients as
resilient, bringing their own knowledge and experience
to the care relationship or issue of concern.*®* Strengths
perspectives also recommend using community knowl-
edge to increase awareness and recognition of historical
trauma.*®*? Outcome-focused approaches emphasise self-
determination in care relationships to aid development of
long-term goals to promote healing. The use of these ap-
proaches can be supported in PHC service delivery models
through employing peer support workers and providing
workforce mentoring, and structurally, at the policy level,
by increasing early intervention models-of-care to reduce
crises-driven and deficit-based approaches.*

4.1 | Study strengths, limitations and
future directions

This study used a rigorous stepped process to develop the
main measures for the survey (KAP, BETICI). However,
these tools would benefit from further testing and refine-
ment. The midpoint in the bipolar response scale (nei-
ther disagree/agree) appeared problematic with high
selection for some items. Research suggests the mid-point
can be the ‘hidden don't know’ — a type of socially desir-
able responding.*’ Social desirability bias can reflect lack
of familiarity on a topic or a desire to select an answer,
which is more socially acceptable.”” Thus, the positive
self-reported Knowledge, Attitudes and Practices for our
group of respondents may have been influenced by social
bias amongst PHC peers.

A strength of the study was the multidisciplinary team:
one a rural PHC practitioner (Carol Reid), and the others
are experts in parenting and complex trauma. The study
benefited by combining quantitative and qualitative data,
adding depth and understanding to our findings. We also
acknowledge several limitations, including a relatively
small sample size, and the lack of a known eligible popu-
lation to calculate a response rate.

The extent to which these findings are generalisable to
other rural PHC contexts is unclear. Respondent diversity
was limited with survey completers mainly in direct care
roles and we were not successful in recruiting any gen-
eral practitioners. A significant limitation was the impact
of the COVID-19 pandemic on survey recruitment, with

multiple urgent demands on rural PHC staff occurring
during the data collection period.

A future direction is the tools developed for this
study may be useful for auditing or an initial baseline
activity, either within a single service or a collabora-
tion of rural services. The tools could be employed to
explore and understand barriers to trauma-informed
care implementation prior to undertaking potentially
resource intense change strategies. Our findings indi-
cate further, more extensive rural PHC research studies
are warranted to understand for example, the barriers
to therapeutic-specific services. This is particularly rel-
evant to geographic location and population diversity
(e.g. Aboriginal and Torres Strait Islander and migrant
and refugee communities), and appropriate access and
therapeutic modalities to treat parents with complex
trauma. In addition, there is a need to examine policy
and structural support needs for system-wide integra-
tion of trauma-informed care, such as resourcing for bi-
cultural workforce models.

5 | CONCLUSION

The rural PHC context offers an important opportunity
for services to support clients during pregnancy and
early parenthood who may be experiencing complex
trauma. Structural barriers encountered by rural services
limit trauma-informed care implementation. System ap-
proaches to trauma-informed service delivery however,
have been identified as critical for long-term population
health and well-being. Our findings have policy and re-
search implications in identifying a possible rural PHC
implementation strategy. The existing positive knowl-
edge, attitudes and practices of the workforce could be
leveraged as enablers. However, the barriers of therapeu-
tic access, trauma recognition and understanding across
PHC services must be addressed through collaboration
and strength-based and outcome-focused approaches. The
immediate and long-term training requirements of the
rural PHC workforce must be factored into implementa-
tion planning to offer a whole-of-system approach to sus-
tainable trauma-informed care.
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