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Presentation Notes
I would like to start by acknowledging the traditional custodians of the land we are meeting on – the Bunurong and Woirwurrong-speaking people of the Kulin nations and pay my respects to elders past, present and future and to all of you here today. 
I’m Catherine Chamberlain, descendant of Trawlwoolway people from the North East Coast of Tasmania around the magnificent Bay of Fires area (pictured here), which was named that due to the many fires of Aboriginal people burning along the shores as the European ships arrived in 1788. 
I would also like really like to thank Johanna and the Australian Society of Psychological Medicine for the invitation to present here today. 
I just want to give a bit of context from where I am coming from today and would like to acknowledge up front that I do not have a psychological or mental health background – and I want to acknowledge and pay tribute to your collective expertise in this area. I have worked as a registered midwife for over 25 years, and as a public health researcher for the past 15 years.  Like many of us, I also have my own personal experiences of struggling to deal with impacts of trauma while becoming a parent, as did my parents before me. Going back over 35 years ago, I can still clearly remember my child protection case manager telling me two things (1) “this is a really bad thing to go through, but if you can get through this it will make you strong and you will be able to get through anything else in life,” and (2) “ it is really important to make sure you don’t hit your own kids, as most people who are abused go on to do this to their own kids”. This kind of did help at the time, but now with the benefit of hindsight, I can see this really impacted me when I had my own children. (1) I had a false sense of invincibility – that I could cope with anything – and I was really unprepared for the feelings and emotions I had when I had my own children.  I didn’t look after myself at all, I was obsessed with trying to be a perfect parent, terrified of becoming a child abuser myself as was apparently my destiny, and also tried to juggle ridiculous amount of work and small children. And there was no way I was going to ask anyone for help. I ended up being admitted as an involuntary inpatient to a psychiatric unit with acute psychosis when my children were very young.  Which was catastrophic and like being hit by a bus that I didn’t see coming. Then when I was recovering from the crazy fog, psychologists and psychiatrists started then to ask me about my childhood history, and then told me that may have been a significant factor in my struggles.  Isn’t hindsight an amazing thing? I was also surprised to not know about these risks as I had been working as a midwife for more than 10 years, including managing a maternity unit, and working in evidence-based perinatal care guidelines. I have recovered pretty well – but I certainly don’t feel invincible anymore and take looking after my mental health a lot more seriously. But I really wish someone had of warned me about these risks earlier.  
Most of my public health research, including my PhD, has been around some of the major direct causes of health problems in pregnancy, including smoking and diabetes, and the focus my NHMRC early career fellowship from 2015-2018 was around reducing cardio-metabolic risk for Aboriginal mothers. I spent about two years exploring lots of ‘dead-end trails’ in terms of what might help to reduce cardio-metabolic risk for Aboriginal mothers – so many promising initiatives and then long descriptive outcome papers trying to explain why they failed. I also became aware of the overwhelming evidence regarding ACEs and public health impacts around that time, and the debate around ‘complex trauma’ diagnosis, where proposed diagnostic criteria mirrored some of the qualitative data we were seeing in reports of characteristics of Indigenous people in the ‘failed’ intervention studies, including low self-esteem, emotional dysregulation and relationship difficulties.  I asked an Aboriginal psychology colleague doing his PhD on PTSD in Aboriginal communities (Graham Gee), how many of the people he was seeing were parents and how much of the trauma was childhood related, and he said ‘nearly all of them’. I realise there are lots of things going on with parents, but it is clear that complex trauma is an important piece of a complex mosaic puzzle that we don’t yet fully understand where it fits and how it interacts with other pieces of the puzzle, and importantly, what we can do to address it.  In 2017 I led submission of successful NHMRC project and Lowitja grants with an amazing team of people entitled’ Healing the past by nurturing the future: co-designing perinatal awareness recognition assessment and support strategies for Aboriginal parents experiencing complex childhood trauma.  And I am currently NHMRC Career Development Fellow, and the aim of my fellowship is to progress work around complex trauma in the perinatal period, entitled Developing evidence-based life-course approaches to improve health equity of Aboriginal families during the perinatal period.  
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In the next 50 mins or so I wanted to talk about three main things:

Complex trauma among Aboriginal and Torres Strait Islander communities (Aboriginal) and pubic health life-course and preventive approaches for improving health and health equities.
Perinatal opportunities for healing and prevention, and share some of the main findings from a recent meta-synthesis of the perinatal views and experiences of parents who have experienced child maltreatment.  
And finally, provide an a overview of the healing the past by nurturing the future project, which aims to co-design perinatal awareness, recognition, assessment and support strategies for Aboriginal parents experiencing complex trauma.
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First – its very important to understand the context of complex intergenerational trauma among Aboriginal people in Australia. At the time of colonisation, Aboriginal people were predominantly lean and fit with a thriving art and spiritual culture which had evolved over 40-60,000 years. We have clear evidence that children were far healthier than most of their European counterparts at the time – violence and child maltreatment is NOT part of Aboriginal culture. We do not have a history of sending young children to work in mines or go off to boarding schools at a young age.  Rather, there were strong cultural traditions that demonstrate the importance of nurturing children’s relational development with family, community, the land and the ancestors.  But there have been successive waves of violence since colonisation in 1788.  The most immediate impact started with the introduction of diseases which had a devastating impact in the more densely populated parts of the country, particularly here where we stand today. Disease outbreaks coincided with dispossession of Aboriginal people from their homelands, and often involved conflict and violence and there are chilling reports of massacres, including of women and children. As it became apparent the survival of Aboriginal people was at risk, particularly in Tasmania and Victoria, a number of government Acts were introduced, ostensibly to protect Aboriginal people and promote assimilation – but the aim was genocide. These Acts enabled covert violent structural attacks directly on Aboriginal families.  Most notably are the ‘stolen generations’ with government sanctioned forced removal of over 100,000 Aboriginal children from their families. Children were forcibly removed from their parents, even from hospitals shortly after birth – which has an ongoing legacy for those of us working in perinatal care services today-particularly in a culture where stories are passed down. Aboriginal people were excluded from virtually all aspects of society, with nearly one-third of all ‘registered’ Aboriginal people in south-east Australia living in settlements as recently as 1961.  For lighter skinned Aboriginal people to be granted permission to leave the reservations, they were forced to sign documents declaring they renounce all contact with family in the settlement-further fracturing families. Finally, ongoing psychosocial domination continues to restrict access to the essential ‘social determinants’ for a healthy happy life for Aboriginal people which is reflected in the life expectancy among Aboriginal people which is 10 years less than other Australians and our morbidity and mortality rates are more what you would expect to see in a resource-poor country. And its important to understand how these factors are continuing to compound this historical trauma.


‘Complex trauma’ occurs as a result of cumulative exposure to multiple
traumatic experiences, often involves interpersonal violation within the
child’s care giving system. 2

Current prevalence unknown as no clear criteria?

Aboriginal children 7x more likely to be assessed as exposed to
‘substantiated’ child abuse3 and 10x more likely to be removed from
family* than non-Aboriginal children

Aboriginal people experience as high as 10 -12 different traumatic events
in a life time>®

Elevated rates of PTSD in Aboriginal communities: 58%>, 40%°

1.2 Complex trauma prevalence among Aboriginal | oo
and Torres Strait Islander people

Rate (number per 1,000) @ Indigenous ONon-Indigenous + Rate ratio Rate ratio (diamonds)
250 - - 15
200 - *
* L 10
150 *
100 4
5
S
0 - 0
NSW Vic Qid WA SA Tas ACT NT

Total
States and territories

Children receiving child protection services by Indigenous status, states and territories*

ASPM & RACGP conference 1/6/2019

1. Kezelman C, Stavropoulos P. Practice
Guidelines for Treatment of Complex
Trauma and Trauma Informed Care and
Service Delivery. Sydney: Adults Surviving
Child Abuse; 2012.

2. Cloitre M, Garvert DW, Weiss B, Carlson
EB, Bryant RA. Distinguishing PTSD,
Complex PTSD, and Borderline Personality
Disorder: A latent class analysis. Eur J
Psychotraumatol. 2014; 56.

3. Scott D. The prevalence of child abuse
and neglect. Australian Institute of Family
Studies; 20136. Infant removals: The need
to address the over-representation of
Aboriginal infants and community concern
of another 'stolen generation'.

7. O’Connell et al. 2019.

5. Atkinson, C. (2008). The violence
continuum: Aboriginal Australian male
violence and generational post-traumatic
stress.

6.Gee, G. (2016). Resilience and Recovery
from Trauma among Aboriginal Help
Seeking Clients in an Urban Aboriginal
Community Controlled Health
Organisation..


Presenter
Presentation Notes
So after decades of successive waves of widespread violence and deprivation, we are now dealing with an unprecedented crisis of compounding intergenerational childhood trauma, particularly affecting Aboriginal communities.  We don’t know the exact rates of complex trauma among Aboriginal people as consensus on the diagnostic criteria is still evolving. However we do know that there are very high rates of Aboriginal children being assessed as having experienced ‘substantiated’ child abuse, with children being removed from their families at a higher rate than during the ‘stolen generations’; and that there are high rates of Aboriginal people reporting PTSD-like symptoms. We really need to understand what is going on behind these crude statistics – as these do not represent Aboriginal cultural ways of nurturing children and families that we have had for millenia.  What is going on here?  




. . . . . eoe% " "0

.3 Complex trauma impacts on individual physical, social and :::::o
emotional wellbeing oe e
Health, neural ..‘.Q 0.1
Determinants of Social and Emotional Wellbeing integration, body ...... [
Meaning’ mora“ty................ Ly P L LI R R IS O |ntegr|ty ° ....

existence

Thoughts,
memories, beliefs,
sense of self.
Easily shutdown,
startled.
Dysregulation

Intimate
relationships,
including parenting

Artist: Tristan Schuliz, RelaliveCreative. Reference
on behalf of the Australian Indige:

Gee, Dudgeon, Schulfz, Hart & Kelly, 2013
ous Psychologists Association

Role, purpose,
commun ity Model adapted from blue knot training

ASPM & RACGP conference 1/6/2019 5


Presenter
Presentation Notes
As you all know, child maltreatment and complex trauma can have profound and ongoing impacts on development and every aspect of physical, social and emotional wellbeing. Aboriginal and Torres Strait islander understandings of social and emotional wellbeing are inherently relational and based on connectedness, as illustrated here in this Aboriginal model of social and emotional wellbeing. Here I’ve put the summary of effects from one of the excellent Blue Knot Foundation training sessions onto the Aboriginal model of social and emotional wellbeing and there is clear evidence of effects on many domains considered critical to the social and emotional wellbeing of Aboriginal people. We don’t know the effects on connections to land and culture – probably because nearly all the research so far has only been conducted in non-Indigenous communities and these things haven’t been studied yet. 
I want to really emphasize here that sophisticated understandings of relatedness and connectedness underpin this model. There are several scholars including a Yolnu woman Prof Lawurrpa Maypilima in the NT, and Yorta-Yorta woman Dr Mishel McMahon here in Victoria who have begun to study and report Aboriginal knowledge and ways of nurturing childrens relational development with family, community, culture and country – who are considered sacred at birth.  For instance Mishel talks about relational developmental ‘milestones’ that were celebrated, including recognising particular family members, totems and country. These milestones are a lot more sophisticated than putting red blocks on top of blue blocks. We have rich cultural traditions and practices to support this, which vary by communities, but includes things like creating a safe space at birth on country, placing baby into a coolamon carved by the father, having processes for how babies are introduced to families and communities, sometimes with specific sounds that the child can identify with…and many many more rich practices that I wont go into today – but just to let you know that this is certainly not terra nullius in terms of knowledge held for millennia in Aboriginal communities. 


1.4 Socioecological influences for violence and trau

Poverty Victim of child maltreatment
Hizh cnime levels Psychologicallpersonality
Hizgh residential mobility disordey

High unemployment Alcoholisubstance abuse
Local illicit drug trade History of violent behaviour
Situational factors

Community Relationship Individual

Poor parentmg practices

Rapid social change Mantal discord

Gender, social and econonuc mnequalities Viclent parental conflict
Poverty Low socioeconomic household
Weak ecoromie safety nets status

Poor nale of lawr Friends that engage in violence

Cultaral norms that support violence

A WHO ecological framework illustrating examples of risk factors for violence at every level
Image source (adapted): Violence Prevention Alliance. The ecological framework. Geneva, Switzerland: World Health Organisation; 2016

ASPM & RACGP conference 1/6/2019 6


Presenter
Presentation Notes
The World Health Organisation use a socio-ecological framework to illustrate numerous factors at multiple levels that create an environment which fosters violence. As well as exposing children to increase risks of exposure to trauma and violence, we know that these factors can interact and amplify or counteract the effects of child maltreatment, and that environments in Aboriginal communities generally tend to have a compounding negative effect on the original trauma. 
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So I know you are all very familiar with the population level statistics related to the impacts of child maltreatment and ACEs - from a public health perspective the evidence of impact on the burden of disease across all communities worldwide is alarming. A 2016 English study by Bellis and colleagues estimated 12% of binge drinking, 14% of poor diet, 23% of smoking, 52% of violence perpetration and 38% of unintended teenage pregnancy prevalence nationally could be attributed to child abuse in the UK. Font etal did some modelling suggesting that the effects of child maltreatment outweighed the effect of SES for many of these risk behaviours.  From a public health perspective this is huge as poverty is always the ‘elephant in the room’ with regards to addressing health inequities – clearly a major contributor underpinning all the work on social determinants of health, and such a challenging structural factor to address. And now we can see that child maltreatment is playing an important role too.  We are yet to fully understand exactly how child maltreatment and complex trauma interact as pieces in that complex mosaic puzzle – but there is a prolific volume of research being generated and a challenge is how to synthesize this evidence to tell a cohesive story of how the different pieces interact together.  However it does seem that child maltreatment, ACEs or complex trauma are not only strongly associated with many risk behaviours, but also often reduces the efficacy of health interventions , including for things like smoking, obesity and parenting support programs.  So there is the double whammy effect – which again compounds the effect on health equity. A recent paper by Henry etal 2018 modelling longitudinal data from the Rochester Health study showed child maltreatment has both a direct and indirect effect on health and prosperity – and the authors argue CM should be considered as an additional key social determinant in its own right. 

https://www.ted.com/talks/nadine_burke_harris_how_childhood_trauma_affects_health_across_a_lifetime%20(15
http://www.leedstrinity.ac.uk/blogs/Adverse-Childhood-Experiences-too-High
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As well as an impact on the health of individuals, there is also tragically an intergenerational effect of child maltreatment, as shown here in this slide.  
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The WHO European review of social determinants of health provide a framework for conceptualising the compounding intergenerational effects of complex trauma we are seeing in Aboriginal communities that help to understand the epidemiological story behind the numbers. 
A history of severe exposure to violence, and a higher rate of exposure to violence, including child maltreatment, in communities
A range of socio-ecological influences that compound the effects of violence at individual, relational, community, and societal levels, including poverty, poor quality overcrowded housing, lack of educational opportunities etc.
All leading to increased health risks, and a decreased responsiveness to many preventive health strategies, including some parenting support programs.  This causes both direct and indirect effects through impacts on other social determinants on health and prosperity.
Then there are the intergenerational effects – and you can see the importance of the perinatal period in this model.
All these factors have a compounding intergenerational effect on health equities – both at a societal level between Aboriginal and non-Aboriginal people – which is reflected in those statistics. We are also starting to see growing inequity within Aboriginal communities.  Its great to see many success stories and achievements of Aboriginal people across many areas of society, including business, academia, politics – where these influences have been supportive and positive and many Aboriginal people are breaking free from the harmful legacies of colonisation.  However, we are also seeing areas where the influences have had mostly harmful and compounding effects on health and wellbeing. And its not hard to see how these effects will be intensified when this is happening at a community level. 
I think an additional challenge we have is that we do need a lot of commitment, community goodwill and investment to address these issues, but they are not easy to discuss, people have strong feelings about them, and people who are experiencing complex trauma effects are often not functioning well socially, with really high rates of children and adults affected involved in the justice system.  Its really hard to advocate and lobby for social support and funding for people who break the social rules – and they make easy targets for people who don’t want to change the status quo.  As we have seen with some of the media commentary about Aboriginal children being removed from families like on Sunrise and with the NT intervention. So so many complex challenges at so many levels with this issue of complex trauma.
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So it is clear we need to improve our understandings of what is happening at multiple layers and across generations and develop effective strategies for addressing complex trauma and improving health equities. It can be a little overwhelming to think about how we can effectively address these seemingly intractable, complex or ‘wicked’ problems as some people call them – and I am sorry to do this to you after lunch! But as Prof Alex Brown, one of our Aboriginal research leaders has told us – what’s the point of having universities if we don’t tackle the hard stuff?  Many of the contemporary issues affecting population health seem to be getting increasing complex, so there are evolving methods to help understand and address complex issues.  In research, life course approaches are being increasingly used to understand the causal pathways of health inequities. A ‘life course approach’ involves the study of long-term impacts of early life exposures to identify critical periods of vulnerability and understand pathways to inequities in later life, so that effective strategies for prevention can be understood. It combines both epidemiological (la Bastide-van Gemert et al. 2014) and social policy research (Graham 2002), and increasingly incorporates socio-ecological models to describe multifactorial and intergenerational influences and processes – as shown here in this slide (Ben-Shlomo et al. 2002). This life course approach is in line with recommendations from the Aboriginal Health Plan (Australian Government 2013) which provides a framework for closing the gap. 
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Another relevant public health concept I just wanted to flag is the public health prevention pyramid.  In public health, it has been common practice to categorise the different goals – or levels – of prevention across a ‘stages of disease’ continuum in terms of primary, secondary and tertiary prevention. (1) primary prevention of occurrence (e.g strategies to reduce obesity, or in the context of complex trauma this could be things like support for all families to promote optimal wellbeing and emotional development for children); (2) secondary prevention, for eg. Screening for diabetes, or identifying children who may be at risk and offer preventive support; and (3) tertiary prevention to reduce the consequences and progression of disease and other sequelae, eg diabetes treatment to prevent blindness and other serious consequences, or in the case of trauma, this could be treatment for complex trauma to help manage symptoms to prevent serious impacts on a persons life, or involvement of child protection.  We are going to need a comprehensive range of primary, secondary and tertiary prevention strategies – and as you all know we are already struggling to cope with the crisis at the tertiary level – with limited access to good quality tertiary prevention or mental health treatment services important, horrendous youth suicide rates those awful statistics with so many Aboriginal children being removed from families.  In such as state of crisis, there is a risk that people will be just focussing on the top of the pyramid, which may help to deal with the crisis but it wont reduce the flow. We are going to need multiple strategies at multiple levels to address these issues.  No wonder we feel overwhelmed sometimes – and it is our role in research to try to find ways to support communities and people working in the field better.

https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-017-4502-6
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-017-4502-6
https://www.whiteribbon.org.au/primary-prevention/prevention-pyramid-min/
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Figure 9.3: “Within your service, how significant do you

consider the issues surrounding trauma, stress and grief are

when working with Aboriginal and Torres Strait Islander
women in the perinatal period?”
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Source: Centre of Perinatal Excellence (COPE) Aboriginal and
Torres Strait Islander perinatal mental health mapping project
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So Ide like to talk to you about the importance of the perinatal period now, which is well recognised as a critical time for addressing health inequities more broadly – and offers the opportunity for secondary and tertiary level prevention for the parent and primary prevention for the child.  The perinatal period is particularly important for parents who have experienced child maltreatment or are experiencing complex trauma for a number of reasons:
1. Firstly, there is an increased risk of experiencing distressing triggering of trauma responses  - this can be in response to the intimate nature of some perinatal procedures and experiences associated with pregnancy, birth and breastfeeding; or the attachment needs of the baby may trigger hidden memories of their own needs being unmet.  As this may have happened very early, before memory development in many cases, parents may not understand the cause of these distressing emotions, which can include fight, flight and/or ‘freezing’, and this can be very confusing.  It can also cause difficulties with their caregivers if they don’t understand what is going on either either, for eg – the flight response may impact on attendance at care; the fight response can raise concerns about everyone’s safety, including the child; and if people are ‘freezing’ or dissociating they simply may not be able to understand or remember what is happening or advice they are given.  And rather than helping parents understand and manage these distressing symptoms, sometimes our health care responses are even punitive – eg being referred to CP if people miss antenatal care appointments. Which means we are likely to be causing more harm rather than actually helping.  These responses can also obviously cause difficulties with their other key relationship and importantly, their relationship with their child. 
2. But the really positive and exciting thing that is clearly emerging from the research is that the transition to parenthood offers a unique life-course opportunity for healing and emotional growth for the parent, even after severe trauma. Fava et al. [18] found that post-traumatic changes during the perinatal period were more likely to be exclusively positive, whereas post-traumatic changes at other periods of the life course were likely to have more mixed positive and negative changes. Leonie Segal and colleagues argue that a positive strengths-based focus during this often optimistic period has the potential to disrupt the ‘vicious cycle’ of intergenerational trauma into a ‘virtuous cycle’ that contains positively reinforcing elements through nurturing the love that children bring into the world with them and promote healing through a process sometimes referred to as ‘earned security’. It is this positive concept of the opportunities for healing that has inspired the title for our project – Healing the past by nurturing the future. I know any of you who are parents know how momentous birth is – not just physically and emotionally but also spiritually and this is consistent in every culture. From a public health perspective, there are few other healing opportunities for relational trauma as strong as the transition to parenting during a persons life-course. A longitudinal study of youth after detention By Teplin and colleagues in the US found that parenthood was the only natural ‘turning points’ altering negative life-course trajectories for women. And this was without support, suggesting this is a unique ‘window of opportunity’ for healing.  That same effect was sadly not seen for men – which is interesting to reflect on lots of reasons why that may be and how we can support men to also enjoy the love and joy that children bring into the world with them. Healing at this time also has the potential to improve the health of the family and future generations, and improve health equities. 
3. As well as being one of the few opportunities in the life-course, this is the first time since childhood that most people have frequent scheduled contacts with service providers, which also offers a unique opportunity to ensure the health care contacts are safe and not re-traumatising, identify people at risk and enable support if needed. 
So the perinatal period is a really important time – and we don’t need to convince perinatal care providers working with Aboriginal and Torres Strait islander communities that this is an important issue. As Im sure is the same with you who have given up your weekend to come to this conference.  A recent review of perinatal mental health, conducted by the Centre of Perinatal Excellence, found very little information about any type of perinatal mental health issues among Aboriginal women in pregnancy.  However, a  key finding was that 98% of service providers rated trauma, stress and grief as either very significant (71%) or significant (27%). It was considered the most significant issue for perinatal care providers working with Aboriginal women.  Here in Australia, Stephanie Brown and colleagues found that 41% of all mothers attending Victorian public hospitals reported physical or sexual abuse, and the rates among Aboriginal women are likely to be higher. So what is the evidence about what we can do?



 Theories: Attachment, social learning,

relational-development, family-systems, resilience,
post-traumatic growth, socio-ecological models.

e Observational studies: many

protective and risk factors that mediate or
moderate pathways from parental experiences of
childhood maltreatment to future parental and
child wellbeing

* Intervention studies: No specific

strategies, but some component s within parenting
programs

¢ Qualitative studies: Rich descriptions of

parents view and experiences

Chamberlain C, Gee G, Harfield S, Campbell S, Brennan S, et al. (2019) Parenting after a history of childhood
maltreatment: A scoping review and map of evidence in the perinatal period. PLOS ONE. 2019;14(3): e0213460.
https://doi.org/10.1371/journal.pone.0213460
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Presentation Notes
We have recently published this scoping review and map of perinatal evidence involving parents who have experienced child maltreatment.  We have used this scoping review to refine our search strategy for a series of more comprehensive reviews, so it does not include everything, but we have briefly idenfitied existing evidence around:  Theoretical constructs: attachment, social learning, relational-developmental systems, family-systems and anger theories; ‘hidden trauma’, resilience, post-traumatic growth; and ‘Child Sexual Assault Healing’ and socioecological models. 
Observational studies which illustrate a range of sociodemographic and mental health protective and risk factors that mediate/moderate intergenerational pathways to parental and child wellbeing. 
We found no specific perinatal interventions for parents with childhood maltreatment histories.  However, several parenting interventions included elements which address parental history, and these reported positive effects on parent wellbeing. 
Qualitative studies provide rich descriptions of parental experiences and views about healing strategies and support – and his is what I want to talk about in more detail today. 


During pregnancy, birth and the early postpartum period
(up to six weeks after birth), for parents who are pregnant
who report child maltreatment in their own childhoods:

1. What are their experiences of perinatal care?

2.  What do they describe as barriers and enablers to
improving access and quality of perinatal care?

How do they experience the transition to parenting?
4. What are their aspirations and challenges?

What strategies do they use and/or suggest might
help or hinder healing and ‘breaking the cycle’ of
maltreatment?

Citation: Chamberlain C, Ralph N, Hokke S, Clark Y, Gee G, Stansfield C, Sutcliffe K, Glover K, Brown S, Brennan S for
the Healing the past by nurturing the future group. Healing the past by nurturing the future: a qualitative systematic
review and meta-synthesis of pregnancy, birth and early postpartum experiences and views of parents who were
maltreated in their own childhood. In press.
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Presentation Notes
I want to share some of the key findings from a recently drafted qualitative meta-synthesis of pregnancy, birth and early postpartum experiences of parents who were maltreated in their own childhood.  We know that, despite harrowing statistics, most parents who have experienced child maltreatment provide nurturing environments for their children. Understanding the experiences and examining these ‘cycles of discontinuity’ is critical for contextualising and informing the development of safe and effective perinatal support strategies. These are the review questions we explored.


2.4 Meta-synthesis: Parent profijle ¢

* 351 parents included

e 27 studies (25 involving mothers only, an
mothers and father)

e All CSA in 18 studies; CSA plus other types of
maltreatment in 9 studies
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We screened over 18,000 articles up until June 2018 and included 27 articles, including theses, involving over 350 parents.  Most studies involved mothers, many studies included mothers who reported CSA only, and most studies were conducted in the USA.


.

ASPM & RACGP conference 1/6/2019

2.5 Meta-synthesis: Analytic themes| 22

|  oee®%

New beginnings: Becoming a parent is an opportunity for ‘a fresh stayt’, to putiivgee
ast behind them and move forward with hope for the futur, te a new i S
or themselves and their child.

Changing roles and identities: Becoming a parent is a major i
influenced by perceptions of the parenting role.

Feeling connected: The quality of relationships with self, baby and others has
major impacts on the experiences of becoming a parent.

Compassionate care: Kindness, empathy and sensitivity enables parents to build
trust and feel valued and cared for.

ransition,

Empowerment: Control, choice and ‘having a voice’ are critical to fostering safety.

Creating safety: Parents loerceive the ‘world as unsafe’ and use conscious _
%trgtegles to build safe places and relationships to protect themselves and their
aby.

‘Reweaving’ a future: Manafing distress and healing while becoming a parent is a
personal ongoing and complex process requiring strength, hope and support.
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Parents in this review described positive experiences and hopes for the future associated with becoming a parent.  However, they also described many challenges at multiple levels, including internal distress, interpersonal relationships, interactions in the community, and broader societal factors.  Importantly, parents described many things that help, which parents are currently using and feel will help them to heal and nurture their family. 
The following seven broad analytic themes emerged from the grounded theory and thematic analysis – and I will go through each of these and present some quotes from parents in the following slides – and you will see from these that these experiences are individual and varied:
Now I just want to go through each of these analytic themes and share some of what parents said.


2.6 New beginnings. Becoming a
parent is an opportunity for ‘a
fresh start’, to put the past behind
them and move forward with

hope for the future to create a o _ K y
new life for themselves and their And A BE?CII-{f{fl-[[

child. New Beginning

“I was just happy, like oh my gosh! | didn’t think of it as my world was ending, you
know, or life was ending, | thought of it, you know, as a new beginning for me
and my child.” [61]

“And | think a lot of that was motivated by what happened to me. And | spent a
lot of time thinking about what it meant to be a mother. | spent a lot of time
reading about it as best | could, to try to understand it before | had a daughter.
And because | really wanted to be a good mother”. [53]
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Under this first analytic theme of ‘new beginnings we coded parents views and experiences related to; new opportunities and motivation to change; hopes and dreams for the future; and wanting to parent differently. You can read the quotes, but for many participants, pregnancy and the transition to parenthood was a turning point in their life trajectory, offering a new opportunity or fresh start for positive change and a “normal” life that was distinct from their past trauma. Compared to participants’ past trauma experiences, pregnancy often brought a new found hopes or dreams for the future.


@2.6 cont..... New beginnings: Becoming a
parent is an opportunity for ‘a fresh start’,
to put the past behind them and move
forward with hope for the future to create
a new life for themselves and their child.

“IMy mum] put a lot things in perspective for me. | learned what not to do, who not to be,
and how not to act and what not to do to my own kids, which | kind of am thankful for.”
[64]

“I had gotten pregnant with my second son, | was so afraid. | never sought therapy to sort
myself out, but | was so afraid | was going to end up like my mother. And, or end up with
somebody like my father or whatever. But, that just terrified me and the second time | got
pregnant | thought about having an abortion cause | thought | was doing okay with one,
but | didn’t want to have that added stress, you know?”

“I believe this is true for so many of us, we believe that there is something about us that
made that [abuse] happen and that we are really at high risk... Almost everybody could be
talked into thinking you can’t possibly have children because you will do the same things to
your kids that was done to you.”
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In describing their hopes and desires, some parents expressed highly idealised notions of a ‘perfect’ or idealised family that was distinctly different from their own upbringing. Mothers and fathers described turning their past abuse into a “positive”. Their experiences taught them what not to do as they approach parenthood and instilled a desire to not repeat the past and break the cycle of abuse.  However, parents described a lack of role models, and more about ‘what not to do’ rather than ‘what to do’ – which has implications for us in providing support. Parents also described challenges of feeling a fear of repeating the past – which is compounded by others beliefs that they are a risk to their child.


2.7 Changing roles and

/dentities. Becoming a

parent is a major life BECOMING A PARENT

transition, influenced by D \
perceptions of the  SUDDENLY SEEM

parenting role. TR IR L

e
“When | found out | was pregnant... | was excited and then right away | said, ‘No. |
can’t be. This isn’t right’. | do believe that my reaction relates back to being abused. |
was abused when | was 14 and it put me back in that place. | felt ashamed and that it

was my fault that it all happened. | felt like a little kid, like a young teenager who is
pregnant and should not be.

"I was actually pretty happy. It was the first time that | ever felt good about myself. It's
hard to feel good. Me feeling good means that | have to be punished. Feeling good is
not comfortable. It is extremely uncomfortable."
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The second analytic theme was around the experience of changing roles and identities during the transition to becoming a parent. Women also shared positive accounts of their changing identity, and talked about how becoming pregnancy gave some women a new sense of responsibility or purpose.  




\ .::0':.
2.7 cont... Changing roles and identities: Becoming a Seesse
parent is a major life transition, influenced by LAY ¥

perceptions of the parenting role.

“I don’t know what normal is, but you want to be normal... like everybody else.”

“I think | was conditioned right from an early age, so that programming’s always
gonna be inside me and when someone’s either like threatening my personal like
intimate spaces or hurting me, or telling me to do stuff and I’'m like feeling
threatened, | will do exactly what they say. | will be the best patient they can
possibly have. I'll be that star patient. But I’'m not. I’'m actually screaming inside.
I’'m like absolutely terrified. I’'m expecting them to hurt me. I’'m being good
because | don’t want them to hurt me anymore.”

“I laughed when visitors came and | smiled and I put the right face on. But inside...
(sniffs, four second silence). Inside | was — just silently screaming.”
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Under this theme parent talked about ‘wanting to be normal’, which could make it hard for parents to open up with their care providers as they ‘try to be ‘good or as a parent describes here – be a star patient while she is feels she is ‘screaming on the inside’. Mothers’ described their lack of knowledge and learning about parenting from watching others and reading etc. Parents described how reassurance from others helped them to develop parenting self-confidence and overcome some of the challenges described and achieve their aspirations of a better life for themselves and their child.  





98 Feeling connected: The quality of relationships g&
with self, baby and others has major impacts on M
the experiences of becoming a parent.

“When I found out I was pregnant I was on cloud nine, I was so happy. I said,
little girl. I wanted a girl very badly because I wanted to give this little girl al
everything that I didn 't get. I wanted a little girl for me, so that when she grew up she’d be beautiful
and loving, and we would be friends, a relationship I did not have with my mother. So in a way 1
wanted the little girl to kind of grow up as me.”

“When I was pregnant I felt very proud, real proud of having a baby, I just enjoyed the whole thing. It
made me feel like I am a woman. Like powerful. Yes. I really felt powerful.”

“..and I never did once feel uncomfortable, but then I look back and I think, did I block it because I
wanted this to be a good experience? And, I loved being a mom and I loved being pregnant. Maybe [
didn t allow myself to feel negative thoughts, I just wonder now that I look back if I just didn t want
anything to spoil it ‘cause I had felt like my life up to that point had been spoiled, tarnished, and 1
didn t want anything to (voice breaks) harm my memory.”

“When my son was born I was not able to bond... I just pushed him over to his father. I didnt want
anything to do him, but I wanted to be sure that he was safe and protected, in good hands... but it
needed to be somebody else... not me. Because if it was me, then he... he could possibly be a
pedophile, he could be like my father.”
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The third theme was around the importance of ‘Feeling connected’ : The quality of relationships with self, baby and others has major impacts on the experiences of becoming a parent. Many parents reported excitement about new experiences of love and joy.  But there were mixed feelings reported about relationships, with themselves and their  body (some found it empowering, some felt they were being invaded, and distressing experiences related to previous sexual trauma), including feeling they had been ‘spoiled’. 
Parents described mixed and positive experiences of bonding with their child and breastfeeding.  Parents reported the relationship with their partner and partner support as critical – but many parents reported challenges with their relationships with their partner, including violence and the breakdown of the relationships during pregnancy.
Relationships with their family of origin were also mixed – for some it was a chance for a ‘fresh start’ and ‘letting go’ of the past, whereas for others there were ongoing challenges and conflict, and some new parents set boundaries to protect their child. Support was seen as critical for healing, but many parents reported they lacked support. Which again has implications for us as providers.


% _"_ "0
.9 Compassionate care. Kindness, empathy and ‘ 5:;:.::
sensitivity enables parents to build trust and feel valugd ::.'.'-‘o.-.
[ ]
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and cared for.

“It was very different to become this normal person
going to normal hospital appointments um that normal
people would do I know this is all very normal but um,
it was it was quite a nice experience thinking I'm doing

things that um people will do without mental health
problems.”

“I think I was angry about how I was treated at the
hospital and it took me awhile to think through why I
felt so uncomfortable in the hospital. It wasn t until
Emma was four or five months old that I finally
realized, ‘They had no right to touch my body like that!

They had no right to treat me like that!’”

“It was just the most wonderful, magical experience of
my whole life. I feel like things changed for me right

there.”
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Under the fourth analytic theme of Compassionate care, we coded parent discussions about the importance of: Kindness, empathy and sensitivity in enabling parents to build trust and feel valued and cared for, included descriptions of: provider support, communication and relationships; trauma-informed care and factors which factors which foster safety and enable care; and experiences of care during birth.
Some parents described positive experiences of perinatal care – including of it being ‘normalising’.   However, in line with views that ‘the world is unsafe’ in theme 6, many parents talked about difficulties feeling safe and trusting care providers, and described many challenges related to lack of care, empathy or understanding and poor communication. For some, the perinatal care they received was reminiscent of the childhood abuse they had experienced, including feelings of personal violation and invasiveness, pain, being held down, feelings of lack of control, which could lead to triggering of trauma responses. 
Communication, building trusting relationships and continuity of care were seen to be important in minimising the trauma of the experience. 
Parents also described mixed experiences in birth and breastfeeding – with some finding it empowering, and for others it was distressing.


2.10 Empowerment. Control, choice
and ‘having a voice’ are critical to
fostering safety.

“I felt like I had no choice, it s like whomever came in had a right to t
vulnerable place to be in.”

T ’??. [N
ey \

“Labor was probably my biggest success. I was present all of the time, natural, complete, and
supported... certainly aware of the pain and the changes and all of that, but it was very
empowering because of that ‘hey, I can do this’ feeling. It is maybe the first thing that I can do
completely, be in charge of and that really was a drive for me. It turned out to be positive that |
could focus so clearly on that. I guess my fear before was that I would feel overwhelmed that I
would feel violated, that I would feel this was being done to me and out of control. Those were my
fears around giving birth so by actively working around those issues, that I could turn them
around and that I was able to do that. I could feel that I was being violated somehow but
surrounding myself with a support network and realizing that they were all there honoring what I
was doing it just helped.”

‘It’s all starting to connect for me now... you know, the memories about my abuse and being a
mom. Its beginning to make sense for me why I am finding it so tough sometimes. It's like I don t
know what's normal or not and what s right or wrong. I have always felt like I am half a person
and now I have to connect with the other parts... the dark places that I have been unwilling to go,
at least consciously. Being a mom has made me go there, because I have to... but it hasn 't been
easy. I think talking about it is worthwhile though.”
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In the 5th theme of Empowerment, we coded parent views about how : Control, choice and ‘having a voice’ are critical to fostering safety, and disclosure of abuse history. Feeling a lack of control during pregnancy, birth and the early postpartum period was a very strong theme – and women reported things like being disregarded, vulnerability, shame/humiliation and fear, fear of authority and care provider gender (female usually but not always preferred). Empowerment, choice and control were key to fostering a more positive and less traumatic perinatal experience.  Some parents described having a birth plan or home birth as helpful – and in Aboriginal health that is a key feature of birthing on country models of care. 
Parents described challenges with not talking, and asking about trauma and communicating about it were seen as helpful -  but this was not a ‘one size fits all’ response and there was a lot of variation in both the readiness and timing for parents wanting to ‘tell their story’. Challenges to disclosing their abuse included not being asked and worrying about the impact on their family, fear of losing the child and not being believed (which may have happened as a child), and lack of trust in care providers. Some parents also talked about not wanting to burden others and [again] ‘wanting to appear normal’ to providers. One of the authors, Coles 2009, argued that due to these challenges with disclosure, we should adopt ‘universal precautions’ in perinatal care and provide trauma-informed and safe care for all mothers, as it is likely that many parents wont disclose a history of childhood trauma, particularly if it involves childhood sexual abuse. 


B 11 Creating safety. Parents perceive the ‘world as
unsafe’ and use conscious strategies to build safe
places and relationships to protect themselves and
their baby.

n

change her away from me either—I like to hover".

“The baby was a girl and | knew that | couldn’t take that baby home... because she was a girl,
because she wouldn’t be safe because my daddy lived at home and he was on to my sister at
this time. | just knew that | couldn’t bring that baby home... Most of us women gave up our kids
for adoption... there was no support in the family, you were just fucked up for the rest of your
life just because you were a dirty little slut.”

“I was scared of other people... many people thought | was shy, but it really was not that | was
shy; | just did not trust anyone, and | really did not want to talk to anyone.”

“There was really nowhere that | felt | was safe and where | was loved just for me. Now | have
my own my family. This is my chance to make a safe space not just for my daughter, but for me
and her father, and to create memories that are happy and healthy... not sort of tainted.”

“When | find out that | was pregnant it came as a shock because | didn’t have anywhere to live,
no place to stay. It was hard. No one wants a pregnant woman in their house so the time came
when | had no choice and | went to the children protection services. | looked for my mum but
didn’t find her. She had moved, that’s why | couldn’t find her. | went to the Children’s Protection
Services and they sent me to the care institution.”
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In the 6th theme of Creating safety: many parents perceived the ‘world as unsafe’ and use conscious strategies to build safe places and relationships to protect themselves and their baby. 
Concerns about safety were a major challenge raised by parents in this review. Challenges included lack of safety in disclosing their abuse history and safety or protecting themselves and their baby, which increased hypervigilance and difficulties establishing healthy boundaries, and this could include with their family of origin.  Tragically, some parents even reported giving up their own child for adoption in an effort to protect them from their own family. 
Creating a safe environment and trusting relationships with care providers and others was seen as critical. But many parents described things in their external world that made it harder to create a safe place, including lack of education and employment, financial and housing instability.  Stigma, judgement, racism and discrimination (particularly affecting adolescent mothers) also impacted on parents sense of feeling safe and accepted. All these things make practical support really important, with some parents reporting institutional foster care could be good in that it provided access to food, shelter, transport and bathing facilities, that they would not otherwise be able to receive. 



2.12 Reweaving a future: Managing
distress and healing while becoming a
parent is a personal ongoing and
complex process requiring strength,
hope and support.

“I was very frightened. | was very, very frightened and the thought of going through
childbirth terrified me. The thought of having people examining me terrified me.
Nobody asks you whether it's all right.”

‘I felt like a piece of meat and | felt just like | had when | was being abuse’.”

‘...l was really looking forward to the cuddling time with the baby and breast
feeding...l didn’t expect this whole other ugliness’, and ‘I felt cheated’, and ‘It just

gets exhausting...these flashbacks and stuff...and | just broke down crying...and I’'m
just sick of having to deal with it’.”
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The final theme is ‘Reweaving’ a future: Managing distress and healing while becoming a parent is a personal ongoing and complex process requiring strength, hope and support.  This analogy of ‘reweaving’ was developed by Pitre and refers to a process of reconstructing self and a world that is safe while mothering with a background of childhood violence.  
Transition to parenthood marks a time in a survivor’s life when they themselves are increasingly vulnerable (distress in pregnancy, fear, disempowered in care) and new fears for the safety of their child are exposed. At the same time, pregnancy is often a catalyst for seeking help and an opportunity for healing, to moving forward and making sense, to recovery. Most parents described a wide range of distress symptoms in pregnancy, birth or early postpartum, which were largely grounded in fear.  


@.12 cont Reweaving a future. Managing distress
and healing while becoming a parent is a
personal ongoing and complex process requiring

strength, hope and support. . i

“I was scared. | could hear other women screaming, obviously they were screaming
because they were labouring too. But | didn't scream, | just swallowed all the sobs and cries
because that was the way ... | ... did, as a child, swallowed all the sobs, the cries, when |
was being abused. | was afraid, | was in pain, um... | had a mask over my face and my
husband kept trying to put it on to my face which was again, you know, hands over your
mouth, when you were being abused as a child to stop you shouting for help. So the whole
experience was like being thrust back as an adult but still feeling like that helpless child in
the dark and being so afraid and alone.”

“Knowing myself and being able to connect what | went through as a kid, and process it,
and feel it, and put it out there without judgment, has completely affected who I am as a
parent.”

“I wouldn’t be without any of them now and they’re an absolute god send to me they keep
me alive.” “It is a life changing experience you know having a baby really changes your life
luckily for me it has done for the positive um... it was a journey a good one | wouldn’t
change it for the world.”
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Other feelings described were consistent with complex trauma constructs, including shame, negative self-belief and guilt, anxiety/depression, avoidance or denial, and numbing.  Many women reported re-experiencing triggers, which often caught women by surprise as they weren’t expecting them, intrusive thoughts or nightmares, and some women reporting delayed memories coming back with the experience of triggering during pregnancy and birth. 
Parents also reported using many coping strategies and things that help them to heal and recover or ‘reweave a future’, including making sense of trauma, learning about parenting, seeking support (and pregnancy seemed to be a catalyst for many parents to seek this) with clinical or other types of therapy or in groups.  Allowing time, acceptance and helping others were also seen as helpful for some parents.  


® | See®q

2.13 Parents views discussion eoe o

1. Understanding parents experiences and views of
perinatal care and early parenting is critical for
Informing the development of acceptable and
effective support strategies.

2. Pregnancy birth and the early postpartum period
is a unique life-course opportunity for parents
with a history of maltreatment — filled with hopes,
dreams and ‘beginnings’.

3. Many challenges across multiple levels, so
incorporating socio-ecological contexts is critical.

4, Hope-affirminﬁ strengths based approaches
consistent with PTMF to foster satety and
aspirations of ‘being normal’.

5. Concerns about risks of screening.

6. Urgent need to build evidence of effective
perinatal strategies.
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So in discussion of these parents views:
Understanding parents experiences and views of perinatal care and early parenting is critical for informing the development of acceptable and effective support strategies – and we are using this to ground our work in parents experiences and to inform a comprehensive intervention review, so we can ensure we are looking at interventions that parents say they currently find helpful or think would be helpful, as well as specific clinical interventions. 
The pregnancy birth and the early postpartum period is clearly a unique life-course opportunity for parents with a history of maltreatment. 
There are many challenges across multiple levels, so incorporating socio-ecological contexts is critical.
Our findings support those of Muzik and colleagues in the US calling for ‘hope-affirming’ strengths based approaches consistent with PTMF to foster safety and aspirations of ‘being  normal’.
Concerns about risks of screening are an ever-present challenge and we need to develop strategies to address these – including universal precautions and self-identification tools.
There is an urgent need to build evidence of effective perinatal strategies to support parents at multiple levels. 
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.1 Healing the past by nurturing the future (HPNF): co-designing
perinatal awareness, recognition, assessment and support
strategies for Aboriginal and Torres Strait Islander parents
experiencing complex childhood trauma

Songs of Strength, Ink on paper,
2018 © Shawana Andrews

A father, mother and child wearing
possum skin cloaks and looking to
the ancestors and past generations.
The parents are connected with a
songline which gives them
strength. The stones below
represent a strong foundation and
the stitching on the cloaks
represent the relational
connectedness of Aboriginal people
and worldview.
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Finally, I would like to talk a bit about the work we are doing now with the HPNF project  - where are trying to bring together rich Aboriginal relational knowledge about parenting and wellbeing, public health methods and existing international evidence regarding complex trauma. Aboriginal artist Shawana Andrews has captured these project aspirations for the Healing the past by nurturing the future project, which we literally use as an imprint for all our project materials, including this ppt template, in this image which shows:  A father, mother and child wearing possum skin cloaks and looking to the ancestors and past generations. The parents are connected with a songline which gives them strength. The stones below represent a strong foundation and the stitching on the cloaks represent the relational connectedness of Aboriginal people and worldview. 
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This is the amazing team Im working with on this project, our funders and partners. The majority of our investigator team are Aboriginal, which is unusual in Australia – with a range of skills across perinatal care, mental health, communities and research. And Ide like to acknowledge the important leadership role of our project partners here. And want to also put in a disclaimer that whiel this is alot of people, we only have 2.4 EFT of people actually employed – so we are quite a small project.
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3.3 HPNF Project aims Seeiee

a . . “

The aims of this study are to co-design
acceptable, safe and feasible perinatal
strategies for Aboriginal and Torres
Strait Islander parents experiencing
complex trauma, including:

1. Recognition and assessment.

Safe perinatal =
Trauma- process for
informed identifying parents

perinatal care who may need
more discussion

to minimise

2. Awareness and support

=4 triggers about complex E
g trauma (exposure) =
< &
: :
Value and prInC|p|es 8 Strategies/pathways Process for assessing E
for support complex trauma
1_ Safety* depending on need (impact/symptoms)
and choice.
2.  Trustworthiness*
3. Empowerment*
4. Collaboration*
5. Culture i
6. Holistic
7. Compassion Artwork by Danielle Dyall
8_ Reciprocity Chamberlain C, Gee G, Brown SJ, Atkinson J, Herrman H, Gartland D, Glover K, Clark Y, Campbell S, Mensah F, Atkinson

C, Brennan S, Mclachlan H, Hirvoven T, Dyall D, Ralph N, Hokke S, Nicholson JM. Healing the past by nurturing the
" . Y o future - co-designing perinatal strategies for Aboriginal and Torres Strait Islander parents experiencing complex
National Trauma Guideline Principles trauma: framework and protocol for a community-based participatory action research study. BMJ Open. Accepted

10/5/2019.
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The aims of this study are to co-design acceptable, safe and feasible perinatal* strategies for Aboriginal and Torres Strait Islander parents experiencing complex trauma, including four main domains: 
 Safe Recognition of parents who may benefit from assessment to minimise risks from screening
 Accurate assessment of parents who may benefit from support – which is complex as evolving diagnostic criteria.
 Awareness in perinatal care to minimise risk of triggering and re-traumatisation 
 and support strategies.
We are very mindful of the sensitivity around complex trauma in Aboriginal communities. Including that children are now being removed at a higher rate than during the stolen generations.  Having clear values and principles to guide development of the four mains domains of awareness (trauma-informed care), recognition, assessment and support are critical. To develop these, we have looked at principles from the National Trauma Guidelines, as well as five other trauma frameworks/guidelines, and consultation in the first key stakeholder workshop. We have adapted these 8 Values, which incorporate principles which we see as more detailed descriptions of ways these values will be upheld.  We have adapted and developed questions to go with these to help us reflect on whether these values are being met in any proposed strategies across the four main domains.
We are also using a number of other frameworks, including:
The Power Threat Meaning Framework, which essentially reframes questions about people’s distress as ‘what has happened to you’? Rather than ‘what is wrong with you?’
The WHO population-based screening framework which mandates standards such as ensuring that benefits outweigh any harms, and that you don’t screen people for something if you cant offer effective support. Which is why we are concurrently developing assessment and support strategies in this project.  
And we are also incorporating Indigenous research methodologies.
We have recently published this conceptual framework and overarching protocol with a summary of the main project activities in BMJ Open, and the citation with more detail will be available in the next week or so online. 




3.4 HPNF Safety protocol

Clark, Y., Gee, G., Ralph, N., Atkinson, C., Brown, S., Glover, K., McLachlan, H., Gartland, D., Hirvonen, T., Atkinson, J., Andrews, S.,
Chamberlain, C for the Healing the Past by Nurturing the Future Investigators Group. and Co-Design Group. (in press). The Healing the past by
nurturing the future: Cultural and emotional safety framework. Journal of Indigenous wellbeing. Te mauri-pimatisiwin (accepted 7.5.19)
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The most important value is of course safety, and one of the first things we have done in this is develop a safety protocol, led by Dr Yvonne Clark, which considers issues and strategies to foster safety not only for parents participating in the project, but also for service providers working with parents, for ourselves and our colleagues participating in co-design workshops, as well as for the broader community – as we know there is potential damage if some of the issues we are dealing with are misrepresented in the media and broader society, and we really want to avoid any harm in the way any work emerging from this process is presented.  We definitely don’t want to end up on Sunrise or having any sensitive issues grabbed by some crazy politicians, as we saw with the ‘little children are sacred’ report in the NT and the NT intervention response. The citation for more detail on this work is provided here – and again – we are hoping this will be freely available online soon. 


®)

Ethics:
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3.5 HPNF plan with CBPAR cycles and Intervention Mapping steps
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This is a formative co-design research project. It is process orientated and aims to develop and assess acceptability, safety and feasibility of a plan, rather than effectiveness at this stage. The project is being conducted in only 3 sites (Alice Springs, Adelaide and Melbourne) and we are conscious of minimising the participant burden during this planning phase – but we do have key stakeholders from all jurisdictions involved and are welcome, as we hope to generate information that will be useful to pilot and implement at a later stage – when we would hope we can be more confident that participants may benefit directly then. 
This is our project plan and it looks a bit complex because it is - with a lot of moving parts including concurrent development of strategies in those four domains of awareness, recognition, assessment and support. This slide illustrates:
four community based participatory action research plan, act, observe and reflect cycles; 
with reflection and planning enabled within four key stakeholder workshops aligned with the first four steps of a framework called intervention mapping (orange boxes) – which is a planning model which incorporates consideration of the socio-ecological context and existing evidence.   
We also need to submit three ethics applications following the planning in each workshop
Between each CBPAR cycle and workshop we have some project activities to complete to enable informed reflection and planning in the subsequent workshop (in yellow boxes).  The activities are all interrelated, for example we are using information from the evidence reviews to inform the parent discussions and the key stakeholder workshops.  
We have had a busy first year, supported by the Lowitja Institute, with two key stakeholder workshops, evidence reviews and preliminary discussion groups with a group of senior Aboriginal women (Deadly Nannas). And we are now half way through the second year preparing the preliminary assessment questions (with involves a comprehensive scoping process, language development and preliminary assessment of face validity), conducting the first round of discussion groups with Aboriginal parents about things they think would help using a tree of life approach, and preparing for a third key stakeholder workshop in Mid November 2019, as well as training and preparation for the psychometric assessment in phase 3. 
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3.6 Workshop 1 summary: Evidence and goals ::::':.:
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Most important aspects of the project:

* Being involved with an Aboriginal-led CBPAR
project

* ‘Making a difference’, hope and opportunities for
healing

* Creating clear evidence-based tools and
resources

 Embedding culture in strategies and
incorporating Aboriginal and Torres Strait Islandet
knowledge

e Better outcomes for kids

Concerns about:

* Risks of screening, negative diagnostic and
triggering punitive child protection responses.

* Need to ‘care for the carers’, provide ‘holistic’
care and consider different needs of different age
groups.
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So just to share a little of the flavour of some of the discussions so far: Over 40 key stakeholders attended the first workshop in Adelaide in March 2018, of whom the majority were Aboriginal. We presented a summary of the evidence and findings from the scoping review. 
When asked, the most important aspects of the project included:
Being involved with an Aboriginal-led CBPAR project
‘Making a difference’, hope and opportunities for healing 
Creating clear evidence-based tools and resources
Embedding culture in strategies and incorporating Aboriginal and Torres Strait Islander knowledge
Better outcomes for kids (most important)
There were concerns about:
Risks of screening, including applying negative diagnostic labels to parents and triggering punitive responses from the child protection system. 
The need to ‘care for the carers’ (ie staff), provide ‘holistic’ care for individuals and consider different needs of different age groups (e.g. teenagers and grandparents). 



.
3.7 Workshop 2: Summary

Recognising and assessing trauma:

* Important to ask about trauma-related areas of distress
(11 items), but concerns about WHY, WHO, WHERE AND
HOW parents are asked.

 Critical pre-requisites: Trust, relationships, safety A
(including from CP), skills and capacity to respond, Workshop 2 claywork:
incorporate non-direct enquiry Future Dreaming by Shelley Torcetti

Awareness and support: ‘tree of life’ scenario discussion:

* Important to draw on strengths (eg Togetherness/relationships/connectedness, skills, hopes
for the future)

e Concerns about Child Protection
* Many lifestyle and trauma effects on parents

* Parents need support but perception service gaps getting wider, including various therapies,
community volunteers

* Engagement, education and teaching parenting skills is needed
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57 service providers, academics and community members attended the 2nd key stakeholder workshop in Alice Springs in September 2018. 
We discussed 11 core trauma domains that had been identified through a process of scoping and reviewing over 30 existing screening tools for recognising and assessing trauma: Core domains included all 7 of the WHO/ITQ domains of intrusive thoughts, negative thoughts, negative self-beliefs, avoidance, anxiety, managing difficult emotions, difficulty maintaining relationships, as well as 4 additional cultural domains identified by Carlie Atkinson – of community connection, loss of identity, grief and loss, and other personal and cultural impacts. There was general agreement that it was important to ask about complex trauma, but the ‘how, who and where’ is ABSOLUTELY CRITICAL. Participants said that:
1. Trust and relationships are a fundamental and essential pre-requisite prior to undertaking an assessment regarding complex trauma
2. Safety (which includes an understanding of risks of harm and strategies to mitigate these) is also critical, including risk of harm from inappropriate CP involvement, labelling as ‘mentally deficient’, and judgement in relation to parenting capacity. 
3. People conducting complex trauma assessment must have skills and capacity to respond appropriately, including ‘holding the space safely’ (eg. Daddirri- which is a cultural way of ‘deep listening’), cultural safety, and able to provide and/or facilitate access to appropriate support.
4. Assessment should include a process of gentle enquiry and indirect methods to understand where the parent is in relation to some of these issues, including ‘educaring’, using genograms, pictures, observing body language and responses etc. 
In terms of awareness and support strategies: 
Preliminary themes from discussion groups with Deadly Nannas and stakeholders piloting ‘tree of life’ scenario discussion included: 
Importance of drawing on strengths (eg Togetherness/relationships/connectedness, skills, hopes for the future) – not just distress items
Again - Concerns about Child Protection was a big theme raised
Many lifestyle and trauma effects on parents
Parents need support but perception service gaps getting wider, including various therapies, community volunteers
Engagement, education and teaching parenting skills is needed
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3.8 Project structure and communication

E: hppf@Latrobe.edu.au W: https://www.latrobe.edu.au/jlc/rese

Pl
a mg—the—past.o.

Fu:uLy/mc:nthh,r

newsletters and website
information

Invited to attend four

co-design workshops
across project

Invited to every fourth

monthly meeting
(last Tues 12.30-2.30pm)

Invited to monthly

meeting (last Tues
12.30-2.30pm)
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Community and broader stakeholder
group (national and international)

I

Key stakeholders

s

I

Critical friends

Investigator governance group

I

Investigator and project staff
operational group
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We are a collaborative project so there are different levels of participation and ways to join in and we’de love to hear from you if interested.  These include:
Monthly operational group meetings for people employed on the project
Investigator meetings 3 times a year for investigators and project partner representative and critical friends.  We hope to send out newsletters at the same time for everyone on our mailing list – please contact us at this email to sign up if you are interested in receiving these. And our website address is also listed here which has more information about the project, including a recent 10 min video we have developed for community members and service providers about the importance of complex trauma in the perinatal period and some strategies.  We have just put this onto a u-tube platform and should be in our website in the next week or so.  Please feel free to use and share this with parents.
Four key stakeholder co-design workshops and we are sending out invitations for workshop 3 now.

mailto:hpnf@Latrobe.edu.au
https://www.latrobe.edu.au/jlc/research/healing-the-past
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3.9 Healing the past by nurturing the future (HPNF): co-desi
perinatal awareness, recognition, assessment and support
strategies for Aboriginal and Torres Strait Islander parents OO~
experiencing complex childhood trauma

Cultures Child, Ink on paper, 2018 © Shawana Andrews
A father, mother and child wearing possum skin cloaks
sitting by a myrnong daisy, the father holds the stem and
looks to the daisy as it holds history and knowledge of
the ancestors, this gives him strength. The mother holds
a newborn and rests against the stem, it supports

her. Mother and father are on different sides of the
stem representing their different paths and roles in
caring and nurturing for children. The daisy is in flower
but also has a new bud and speaks of future generations
and continuity. The stones below represent a strong
foundation of many generations and the stitching on the
cloaks represent the relational connectedness of
Aboriginal people and worldview. The mother's hair
blows in the wind, representing change.
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So in summary the Healing the past by nurturing the future project uses public health approaches that brings together western research evidence and Indigenous knowledges using comprehensive socio-ecological and participatory planning models, as well as relevant frameworks such as the PTMF and population based screening framework.  Our aim is to co-design perinatal awareness, recognition, assessment and support strategies for Aboriginal and Torres Strait Islander parents experiencing complex childhood trauma.  Which is again all represented much more nicely in this beautiful artwork and story from Shawana.
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Presentation summary 23230

1. Complex trauma has an |
enormous impact on health and "
compounding intergenerational
effect on health equity
impacting on Aboriginal
communities.

2. Many challenges in perinatal
period, but this is also a unique
life-course opportunity for
healing and ‘re-weaving’ a
future.

3. Strategies for improving
awareness, recognition,
assessment and support for all
parents, and particularly

Aborlgl nal pa rentsl IS U rgently Lankin 2012: https://www.catsinam.org.au/static/uploads/files/kildea-

N eed e d . van-wagner-birthingoncountry-maternity-models-2012-
wftwpxnxkgmr.pdf
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So we’ve been through a lot in the last hour, but in summary: 
Complex trauma has an enormous impact on health and compounding intergenerational effect on health equity impacting on Aboriginal communities.  There are many complex interactions which social determinants and factors at multiple socioecological levels, creating a compounding intergenerational effect. Comprehensive life course approaches and multi-level prevention strategies are needed to address the current crisis.  We also believe that Aboriginal relational concepts of health and wellbeing are important and highly relevant for complex trauma – for our communities and possibly for others.
Many challenges in the perinatal period, but this is also a unique life-course opportunity for supporting parents hopes and dreams for healing or ‘reweaving’ a future for themselves and their child.
Effective strategies for improving awareness, recognition, assessment and support for all parents, and particularly Aboriginal parents, is urgently needed. We are trying to combine western evidence and Aboriginal knowledges in the health the past by nurturing the future project. I have pasted here some artwork by Margaret Lankin, depicting some stories around birthing on country – which is a holistic model of nurturing care that has been provided for millenia in Australia that we also want to learn from. 



Thankyou
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Finally, Ide just like to acknowledge and thank all of you for giving up your weekend and coming along today.  As primary care providers, GPs and midwives  - I believe we all can play an important role in supporting parents who are experiencing complex trauma.  But we know that no one support strategy will suit all parents, and people needs change over time, and it is our relationships with people that are critical.  I think we also need to recognise the enormous scale of the issue we are dealing with – and that as important as individual care and support is, particularly during the perinatal period– it is not going to be enough to help all parents overcome so many other challenges at multiple levels.  So we all need to work collectively – including through groups like the RACGP and ASPM, PSANZ, ACM and CATSINAM and others to use our well-earned respect in the community to educate, advocate and lobby for action to address things at a community and societal levels, including housing, education, employment, community safety, compassionate and effective trauma-informed justice systems, reducing stigma, discrimination and racism.  So thankyou again to the organisers and to you all for listening  - its been a real pleasure to talk to you today. 
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