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Executive Summary / Summary 

Background 

Trauma Informed Care (TIC) is a strengths-based framework that is responsive to the impact of trauma, focusing on 

physical, psychological and emotional safety for both service providers and users.  It encourages survivors of trauma 

to rebuild trust and a sense of control. This framework is underpinned by a comprehensive understanding of the 

neurological, biological, psychological and social effects of trauma.  TIC is founded upon the key principles of safety, 

trustworthiness, choice, collaboration and empowerment (MHCC, 2018) which align with recovery-orientated 

practices.    

 

It is widely recognised that there is a high incidence of trauma within the general population and that exposure to 

trauma contributes to high rates of complex mental illness (Zarse et al., 2019). Isobel (2016) estimates that up to 

90% of people accessing acute mental health services have experienced a traumatic event at some point in their 

life. TIC aims to reduce coercive and restrictive practices, such as seclusion and restraint, and to ultimately prevent 

re-traumatisation and improve consumer experiences of care (Sweeney et al., 2018).  

 

TIC also recognises that staff may have exposure to experiences of trauma at service, team, individual and personal 

levels. Integration of this awareness TIC has been shown to prevent attrition rates from burnout, vicarious trauma, 

secondary trauma and compassion fatigue (MHCC, 2018).  

 

The project 

Metro North Mental Health Royal Brisbane and Women’s Hospital (MNMH-RBWH) received funding from the Office 

of the Chief Nursing and Midwifery Officer (OCNMO) to improve the capacity for nurses working in mental health 

by incorporating a TIC framework into service provision. The project was undertaken by two Clinical Nurse 

Consultants who filled Project Manager positions and was supported by the local nursing executive Lisa Fawcett, 

Director of Nursing, MNMH/Operations Director MNMH-RBWH, and Nathan Dart, Nursing Director MNMH-RBWH, 

as well as members of the TIC Working Party. 

 

To guide the project’s direction and tasks the Mental Health Coordinating Council’s (2018) Trauma Informed Care 

and Practice Organisational Toolkit (TICPOT) audit was completed. This audit identified service gaps and informed 

deliverables for the remainder of the project activity. Outcomes from this audit identified four key areas. These 

four areas have been outlined together with actions taken to address these: 

 

Education and awareness:  

• A four-hour education package was developed on TIC and delivered to 416 staff across MNMH, with 77% 
of inpatient nurses at MNMH-RBWH receiving training.  

• An additional introductory package was developed for Service Line Orientation to be commenced post 
project close.  

• A ‘Trauma Informed Care – For Consumers and Carers’ brochure was developed in collaboration with 
persons of lived experience as consumers and carers, aimed to provide information on TIC, what can be 
expected from a trauma informed service and provide a variety of resource options for further information 
or support. 

• TIC resource folders were created for clinical areas which include a summary of key TIC concepts, 
connection between practical approaches and tools available to clinicians in mental health, as well as 
providing information and access to existing internal and external resources.  

Policy and documentation 

• A Trauma Informed Care Guideline for MNMH-RBWH was developed, with intent to provide a reliable and 
standard reference for health professionals of MNMH services, promote consistency of care, improve 
experiences and outcomes for all consumers of mental health services. 

• A ‘Trauma Informed Care – Nursing Framework’ was developed, outlining nursing practice capabilities 
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along a continuum, applicable to all nurses working within MNMH Services. The framework provides a 
professional development pathway intended to strengthen and provide consistency in our approach to 
engaging and working therapeutically with consumers, carers and the wider workforce. 

• The project worked collaboratively with the MNMH Recovery Committee to include a recognition of 
experiences of trauma that is now included in the acknowledgement and recognition statements in all key 
meetings and events within MNMH.   

Workforce planning 

• The existing recruitment/interview questions in MNMH were reviewed against TIC principles and found to 

align with a trauma informed approach.  

• The MNMH role description template was reviewed and additions pertaining to TIC recommended. These 

recommendations were received by MNMH Executive and changes successfully adopted. 

Staff support measures 

• A Staff Debrief Tool was developed to provide support and guidance for clinicians to engage in debriefing 
post any incidents that may occur in the work area. 

• TIC representatives were recruited with the purpose and intent to provide support to their clinical area on 
the ongoing education and implementation of TIC, as well as role modelling, orientating new and existing 
staff to relevant resources, including promoting use of the Staff Debrief Tool. 

Evaluation 
Assessment of the project was measured through staff surveys, evaluation forms and focus groups. Further 
evaluation methods were planned, however due to delays in the project timeline resulting from COVID-19, several 
outcome measures were not able to be completed within the time constraints of the project.  
 
Evaluation found a high level of acceptability of the TIC model with clinicians, staff strongly identifying with the 
relevance and benefit of the model to their current work. Early signs of awareness and adoption of the model was 
generally evident in evaluations, with a theme of clinicians demonstrating understanding of the key concepts from 
the TIC education package. A level of feasibility was found with TIC being compatible through existing practices 
within the service including Safewards, recovery and strengths orientated practices and sensory modulation. 417 
staff completed the TIC education package, including 77% of inpatient nursing staff, which indicates a level of 
feasibility due to compatibility through existing practices, including Safewards, recovery and strengths-oriented 
packages and sensory modulation. Furthermore, TIC demonstrated it had achieved workforce saturation and 
efficacy within the project timeline.    
 
Recommendations and future direction 
Due to the project delays and impacts collecting evaluation data, it is recommended MNMH-RBWH continue to 
measure outcomes at regular intervals (i.e. six, twelve and twenty-four months) to continue to evaluate the 
permeation of TIC and effects. Additionally, it is a recommendation that the service repeat the TICPOT audit that 
was undertaken at project commencement. It is hoped this would provide further clarity as to effects of the project 
as well as ongoing service gaps, providing direction for nursing leadership on the ongoing implementation and 
embedding of TIC within the service.  
 

While a saturation point of the current nursing workforce was achieved, ongoing education was thought to be 
integral to ongoing service provision and workforce integration being trauma informed. Target points of orientation 
of all new staff members to the service and ongoing refreshers via an online module have been identified and key 
strategies suggested. Additionally, it is recommended that the 4-hour TIC education package continue to be 
delivered biannually, as well as incorporated in the Transition Support Program (TSP) education days to ensure all 
new staff have access to the education.  
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Overview 

1.1 Project background and policy context 

Contemporary Australian and international healthcare policies recognise the importance of Trauma Informed Care 

(TIC) across the health care continuum.  It is included as a priority in the fifth National Mental Health and Suicide 

and Prevention Plan (Council of Australian Governments, 2017) and the Australian Commission on Safety and 

Quality in Health Care Standards -NSQHS standards (The Australian Commission on Safety and Quality Health Care, 

2020).  In addition, The ‘Shifting Minds’ Stategic Plan by the Queensland Government Mental Health, Alcohol and 

Other Drugs Department (2018) explicitly indicates the need for its workforce to be responsive to consumer needs 

and be able to provide care that is trauma informed (Queensland Mental Health Commission, 2018).  

The Nursing Leadership Team at MNMH-RBWH identified an opportunity to improve TIC capability within the 

service and successfully applied to the OCNMO EB 10 Innovation fund for funding.  TIC aligns with and complements 

current contemporary MNMH focused initiatives by providing an overarching framework for existing approaches 

including Safewards, recovery and strengths orientated practices and sensory modulation. As a nurse led initiative, 

the project recognises the value of the role of nurses, as the largest workforce in health care in leading trauma 

informed approaches in healthcare (Isobel, 2015).  

1.2 Project aim 

The objective of the project was to introduce a TIC model of care based upon a quality improvement process that 

met the quadruple aim of the OCNMO Innovation fund; improved patient (consumer) experiences, improved health 

outcomes, improved staff experiences and cost efficiency. A trauma informed model of care meets this quadruple 

aim as it aims to: 

• reduce restrictive and coercive practices, 

• improve consumer experiences of care,  

• prevent re-traumatisation within health services (Sweeney, Filson, Kennedy, Collinson, & Gillard, 2018); 

and  

• acknowledge staff well-being through acknowledging the impact of vicarious trauma (MHCC, 2018).   

In line with the fundamental principles of TIC, representation of lived experience perspectives and collaboration 

through the MNMH Consumer and Carer Engagement and Partnership Services were central to the outcomes of 

this project.   

1.3 Description of the project 

Project management was undertaken by two Clinical Nurse Consultant/ Project Manager positions funded through 

the OCNMO EB10 Innovation fund. Due to unforeseeable circumstances there were changes in the project team 

mid-way through the project. Project Managers were supported by the TIC Working Party and by program directors; 

Lisa Fawcett, Director of Nursing, MNMH/Operations Director, MNMH-RBWH, and Nathan Dart, Nursing Director, 

MNMH RBWH.   The TIC Working Party members consisted of: 

• Director of Nursing / Operations Director, MNMH 

• Nursing Director, MNMH –RBWH 

• CNC Project Managers, MNMH –RBWH 

• Nurse Unit Mangers and/or senior nurse representation from each unit, MNMH-RBWH 

• Consumer / Carer Consultant or representative, MNMH-RBWH 

• Nurse Researcher, MNMH 

• Nurse Educator, MNMH-RBWH 

• CNCs from community teams, MNMH-RBWH 
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• Allied Health representation, MNMH 

• Senior nurses / TIC champions 

The project commenced with the completion of the Trauma Informed Care Project Organisational Toolkit (TICPOT) 

audit to identify service gaps and inform the subsequent direction and development of the project. The audit was 

undertaken with the aid of the TIC Working Party who provided guidance and informed critical decision making for 

project direction.  The audit was completed on the MNMH-RBWH inpatient units, the Psychiatric Emergency Centre 

(PEC) and the Continuing Care Team – Northern (CCT-N). Outcomes from this audit identified four key areas to 

address: 

• Education and Awareness 

• Policy and documentation 

• Workforce planning 

• Staff support measures 

 

Education and Awareness 

The TICPOT audit recognised that there were varying levels of knowledge and understanding of TIC throughout 

the organisation and no formalised TIC education currently available for mental health nurses within MNMH. 

Through extensive research on available literature and consultation with key stakeholders (including the TIC 

Working Party), an education package was developed. This was initially delivered to the MNNH-RBWH TSP and 

select members of the TIC Working Party. Feedback was consolidated and incorporated into the final education 

package.  The subsequent four-hour education package comprised of three hours of TIC education and one-hour 

of sensory modulation training.  The sensory modulation training was delivered by various senior occupational 

therapists within the service. A total of thirty-one four- hour education sessions were subsequently delivered to 

MNMH-RBWH staff during the project. 

Nursing responses to the education were significantly positive, leading to permission being sought to extend this 

training to the broader MNMH nursing workforce, and four additional education sessions provided for MNMH 

nursing staff at The Prince Charles Hospital and Caboolture Hospital campuses. This education package was 

designed to be scalable and reproducible, as TIC is translatable to all consumer services in healthcare. Due to 

interest raised from this project, an additional brief education session was provided to the RBWH Clinical Council, 

with further requests raised including MNMH-RBWH grand rounds, RBWH medical grand rounds and RBWH 

Emergency and Trauma Centre unable to be attended within project timeframe. An introductory TIC package for 

Service Line Orientation (SLO) was developed for inclusion in all future SLOs, ensuring a standardised introduction 

to TIC for all MNMH-RBWH staff on commencement.  

Resources for both staff and consumer groups were developed to support the ongoing awareness and education 

on the key concepts of TIC:  

• A co-design workshop was held with a group of people with lived experience as consumers and carer. A 
‘Trauma Informed Care – For Consumers and Carers’ brochure was developed in this workshop to provide 
a resource of information on what trauma is, what can be expected from a trauma informed service and a 
provide a variety of further information and support options.  

• Resource folders were created for clinical areas with feedback incorporated from staff and the TIC 
working party. These folders include summaries of the TIC concepts, connect a variety of existing internal 
and external resources, practical approaches, education resources and self-care information.  

Policy and documentation 

The TICPOT audit identified that there was no consistent approach to the inclusion of TIC within policies, 

procedures and guidelines in the service.  
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A TIC Guideline for MNMH-RBWH was developed by the project managers utilising contemporary literature, 

feedback from the TIC Working Party and review of comparable existing frameworks in other Queensland Health 

services. This guideline was intended to integrate with existing policy, procedure and guidelines to provide a reliable 

and standard reference for health professionals of all MNMH services, promote consistency of care and improve 

experiences for all consumers of mental health services. 

The development of the TIC Guideline identified the need to review existing policy, procedure and guidelines with 

a trauma informed lens, provide adaptions and (when applicable) add the TIC Guideline as a related document.   

A Trauma Informed Care – Nursing Framework was developed with consideration and acknowledgement to existing 

practices and documents of South East Queensland Hospital and Health Services. This Framework outlines nursing 

practice capabilities along a TIC continuum and is applicable to all nurses working in MNMH services. The 

Framework provides a professional development pathway intended to strengthen and provide consistency in our 

approach to engaging therapeutically with consumers, carers and the wider workforce.  

The project also worked collaboratively with the Consumer and Carer Services and the MNMH Recovery Committee 

to include a recognition of experiences of trauma that is now included in the acknowledgement and recognition 

statements in all key meetings and events within MNMH.  The recognition of lived experience statement was 

amended to state:  

Metro North Mental Health recognises the lived experience of people living with mental illness, problematic 

alcohol and other drug use, as well as those impacted by suicide and trauma, their families, carers and 

support people. We respect and value their opinions and their input into service delivery and change.  

 

Workforce development planning 

The TICPOT review identified that TIC principles were not consistently applied to all aspects of workforce 

planning.  

A review of the existing recruitment interview questions in MNMH found that questions aligned with the principles 

of TIC.  

The MNMH role description template was reviewed with additions pertaining to TIC recommended. These 

recommendations were received by MNMH Executive and changes adopted.  

Staff are expected to possess knowledge of, or have the ability to acquire knowledge of, principles of patient-

centred care, recovery-focussed care and trauma-informed care.  

These measures along with the TIC Nursing Framework support the inclusion of TIC within workforce planning 

through Professional Development Plans and succession planning strategies.  The TIC Nursing Framework supports 

workforce development by identifying practice capabilities, clear pathways for professional development as well 

as consistency in directing staff toward progression of the trauma informed approaches. This professional 

development is supported by access to both in-person and online TIC education as well as providing a standard 

embedded into policy, procedure and guidelines. 

 

Staff support measures 

The TICPOT audit identified that there was no consistent approach to staff debriefs and other support measures 

in the workplace. 

A Staff Debrief Tool was developed to provide support and guidance for clinicians to engage in a debriefing post 

any incident that may occur in their work areas. The tool was developed in conjunction with the Absent Without 

Approval Committee and has recently been finalised for trial. It is anticipated that its use will serve to embed TIC 

principles into clinical practice, as well as provide a practical tool to support TIC clinical practice. 
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TIC representatives were recruited for each clinical area through an expression of interest. The purpose and intent 

of these roles were to provide support for ongoing education and implementation of TIC, role modelling the trauma 

informed approach, orientating new and existing staff to relevant resources including the Staff Debrief Tool. 

Commencement of a Peer Support Service was another recommendation identified in the initial stages of this 

project. Due to a pilot of this model already being in progress at another MN site at the time of TIC project 

commencement, action of this item was delayed. Considering the psychological pressures on healthcare due to the 

COVID-19 pandemic, this became a priority area for the wider service and a variety of peer support service 

initiatives were in progress at the time of project close.  

1.4 Purpose and scope of the evaluation 

The project evaluations were designed to assess several pre and post implementation measures.  An application 

was made to RBWH Human Research Ethics Committee (HREC) for ethics exemption on this quality improvement 

project. This was approved on the 13 January 2020, reference number LNR/2020/QRBW/60762. The Project 

evaluation measures are outlined in Table 1.  

Table 1 – evaluation measures 

Pre-implementation  Primary data Staff Surveys 

Secondary data Inpatient nursing sick leave; attrition; and WorkCover 

Seclusion and restraint data 

Post- implementation 

 

Primary data Staff Surveys 

Education evaluations 

Handover Audits 

Focus Groups 

Consumer Surveys 

Secondary data Inpatient nursing sick leave; attrition; and WorkCover 

Seclusion and restraint data 

 

The COVID-19 pandemic caused public health measures including periods of cancellation to non-essential training 

during this project, which delayed commencement of the training phase. These delays meant that it was no longer 

possible to complete the post implementation assessments in the planned project timeline, requiring the project 

to submit an amendment to HREC to reflect the following changes in outcome measures; delays to post 

implementation consumer and staff surveys. Subsequently there was an adaption made to collect preliminary post 

implementation staff data immediately following clinician education sessions.  

2. Methodology / Conceptual approach to the evaluation 

This chapter provides an overview of the conceptual approach to the evaluation, including a summary of the 

program logic and how it aligns with the Quadruple Aim, and the evaluation questions guiding the key lines of 

evaluation inquiry. 
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2.1 Program logic -  
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2.2 Evaluation domains and questions 

Table 1 Evaluation domains and questions  

Domain Evaluation questions 

Implementation 

Acceptability Do all clinicians equally perceive that the model of care is appropriate to service 
provision? 

Awareness To what extent do clinicians understand the model?  

Adoption To what extent are clinicians engaging in the training? 

To what extent is the model of care being applied by clinicians in service areas?  

Feasibility How is the model compatible with other interventions?  

Penetration To what extent is the model being used?  Awareness/implementation/immersion 

Costs What are the costs?  

Sustainability To what extent will the model be implemented into business as usual ongoing? 

Outcome 

Effectiveness To what extent does the model improve patient reported outcomes? 

Efficiency Were resources optimally utilised? 

Equity Were consumers from all areas/wards engaged with to provide feedback.   
Was this identified in the evaluation? 

2.3 Data collection 

Data was collected using both primary and secondary sources and measured both pre and post implementation 
(Table 2 & 3).  

Table 2 Primary data sources used to inform the evaluation 

Primary data 
collection tool Description Timing for administration  

Responsible for design of 
tool and administration  

Survey Staff survey Pre   TIC team 

Survey Staff survey Post TIC team 

Evaluation form Post – training evaluation form Post TIC team 

Interviews Focus groups Post TIC team 

Survey Consumer survey Post TIC team + senior nursing 
staff 

Handover audits Observe language used in 
handover in line with TIC 
principles.  

Post TIC team 

TICPOT audit Organisational Audit Pre TIC team 
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Table 3 Existing data sources used to inform the evaluation 

Existing data 
source Description Timing for collection Responsible for collection 

Workforce data Attrition  Pre and post TIC team 

Length of stay Consumer length of stay Pre and post TIC team 

Restrictive 
practices 

Seclusion and restraint events Pre and post TIC team 

Work cover Staff incident related injury Pre and post TIC team 

Injury/sick leave Staff incident related injury Pre and post TIC team 

 
Staff surveys 
Staff surveys were developed to ascertain changes in nurses’ knowledge, attitudes and practice following education 

delivered on Trauma Informed Care. The survey tool was developed using the Delphi method, this involved Project 

Managers developing the tool and incorporating three rounds of feedback from the TIC Working Party (Appendix 

1).  

Staff surveys were provided pre and post training to MNMH-RBWH nursing staff of all inpatient wards, the 

Psychiatric Emergency Centre, Continuing Care Community Team and Community Care Unit. The pre survey was 

made available in staff areas of each clinical team for nursing staff to optionally complete. A total of 63 (n=63) pre-

survey responses were received. 

The post implementation staff survey was intended to be distributed replicating this pre implementation survey 

method, after education saturation of staff was achieved. The post survey data intended to ascertain the retention 

of knowledge and changes in attitudes or practice. This plan required reconsideration following project 

interruptions due to COVID-19 delaying the timeline of achieving staff saturation goals. Consequently, the post 

implementation staff survey was instead made available for staff to complete at the conclusion of their education 

session.  A total of 83 (n=83) post implementation staff survey responses were received. The increase in responses 

attributed to the more targeted recruitment methods.  

Evaluation forms 

Evaluations forms on the content of the TIC education were made available for staff to complete at the conclusion 

of their TIC education. This was developed from a standard evaluation tool used for all education sessions delivered 

at MNMH-RBWH (Appendix 2), including both Likert scale and qualitative responses. These forms were made 

available to all staff attending the TIC education with a total of 117 evaluations completed. Nil further responses 

were sought following this as the data collected and collated indicated achievement of response saturation.  

 

Focus Groups 

Focus groups were conducted to understand staff experiences of the implementation of TIC. Focus groups were 

advertised to all clinical areas, verbally and via email, and opened to all disciplines who had attended TIC education. 

Content was semi-structured, based on a list of pre-determined questions (Appendix 3). Three focus groups were 

conducted, with a total of eleven participants across these three groups. This included eight nurses, two recovery 

workers and one allied health clinician. Participation in the focus groups was voluntary and a consent form was 

completed prior to participation.  

 

Secondary data sources 

Secondary data was planned to be collated from existing sources, including restrictive practice occurrences, nursing 

workforce sick leave, separation and WorkCover data. This was from the same work locations where staff had 

participated in the staff surveys.  While pre-implementation for these areas was able to be obtained, due to delays 

in the project the post implementation data was not able to be collected prior to project close. It is recommended 
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secondary data continue to be collected and evaluated at regular intervals to understand the ongoing impact of 

TIC.   

 

Consumer surveys 
The consumer surveys were designed to be distributed post implementation once saturation of staff had attended 
TIC education and there had been time for the concepts to be transitioned into practice. At the time of project 
close, as a result of the training timeline delays, insufficient time did not allow for their completion. It is 
recommended the service complete this task post project close to understand consumer reported experiences of 
the TIC model implementation.  

Handover audit 

Handover audits were intended to assess the degree of adoption of TIC in practice through the use of language at 

nursing handover. The assessment planned included use of language, identification of history of trauma and 

acknowledgement of TIC principles utilised. This tool was developed by the initial project team. Following saturation 

point of staff training, the project officers trialled the handover audit tool developed for this project and found 

limitations in the tool. 

2.4 Ethical considerations 

Ethical consideration was given toward the development and evaluation of this project. A HREC ethics exemption 
was sought as this was assessed to be a low or negligible risk quality improvement project. Risks involved time 
commitment from participants and potentially distressing content at the discussion of trauma within the surveys. 
The latter risk was mitigated by all survey completion being an opt in process and providing contact details for 
support services should participants be distressed by survey content. An application was made to RBWH HREC for 
ethics exemption which was approved on the 13th January 2020, reference number LNR/2020/QRBW/60762. 

3. Implementation evaluation findings 

3.1 Acceptability 

3.1.1 Do all clinicians equally perceive that the model of care is appropriate 
to service provision?  

To understand acceptability of the project we sought to understand if clinicians equally perceive the trauma 
informed care model as appropriate to service provision. This information was collected through both staff focus 
groups and evaluation forms.  

81% of the focus group participants (9 out of 11) reported the training to be valuable, elaborating that it was not 
new information, but provided a refresher of valuable concepts and encouraged reflection.  Staff identified TIC 
being important to mental health, but also to all aspects of health care delivery. Staff identified the need for ongoing 
education and training to further embed the key principles of TIC in service delivery. 

Nursing staff were asked about the adoption of a TIC Nursing Framework to support their practice. Nurses agreed 
this would be beneficial with one person identifying how this would be helpful for professional development. The 
importance of nursing staff being aware of the TIC Nursing Framework was highlighted during the focus group 
discussions.  

Evaluations completed by staff on the TIC education showed an overall rating of 4.62 out of 5-point scale. Notably 
ratings for two specific questions showed acceptability of staff on the implementation of TIC; 

• Overall, the content of this program was relevant to my role within the organisation – 4.70 

• The content presented has improved my understanding of the topics – 4.48 

This was supported by the qualitative responses; 
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• Very relevant to job role and health work in general 

• All of the information was relevant. It was useful to relate it back to current practice while also giving 
evidence and reasoning 

• The whole session was beneficial as it was particularly practical in what we can do as clinicians for 
consumers 

• Highlighted 5 domains where clinicians can actively assist consumers around trauma informed care to 
hopefully prevent re-traumatisation of our consumers during their admission 

• All sessions were relevant to my needs with working on an inpatient unit  

3.2 Awareness and adoption 

3.2.1 To what extent do clinicians understand the model? 

Results show that knowledge and awareness of trauma and Trauma Informed Care has increased modestly post 
implementation of the education. Results indicated high existing knowledge levels of TIC concepts prior to 
implementation. To understand this, we examined knowledge surrounding consumer impact and clinician impact 
and evaluated data from focus groups and surveys. 

 

Consumer care 

Focus groups identified that clinicians felt they were practicing according to the 5 principles of TIC prior to receiving 
the TIC education. Conflictingly, the majority reported not being able to recall what the 5 domains are.  

I remember the general concepts through approach and engagement but can’t really remember the exact 
terms/domains. – Focus group participant 

Participants identified stronger awareness and consideration of a person’s history of trauma, compared to prior to 
education exposure.   

We need to think in our mind about what they have been through – I really read their notes, will continue 
in future to more consider the trauma background. We need to listen to what they [consumer] are saying 
and not consider behaviours as silly – is there something else going on? – Focus group participant 
 

Building that rapport, having that awareness [of trauma]. Reading the patient [consumer] chart more, 
understanding their histories and trigger point. Using empathy and intervening a lot faster. Address things 
before they feel so overwhelmed that they aren’t in control. – Focus group participant 

The surveys asked multiple choice questions to understand clinician knowledge of TIC key concepts: the 5 principles, 
intergenerational trauma, the window of tolerance, burn out and clinical supervision. The post survey found a 
modest increase in knowledge, with six out of the eleven questions showing increased correct answers, three 
remaining the same and two showing fewer correct answers (Figure 1). The modest demonstration of increase in 
knowledge may be attributed to clinicians having a level of knowledge of these topics prior to implementation. It is 
also of note that some clinicians were reported to have displayed interest in TIC at the point of the pre survey 
distribution, with some clinicians reported to have researched concepts prior to completing the pre-survey, possibly 
inflating the levels of awareness indicated by the pre surveys. While admirable that staff were enthusiastic about 
the framework being introduced, this is likely to have impacted on data.  

  

Needed to google the information to complete survey – Staff survey response 

 

Of note were the areas that showed low scores and little improvement in TIC awareness. This highlights areas to 
focus on for future direction. One possible explanation for this is the survey tool itself, developed using the Delphi 
method, the measures have not been tested for validity or reliability. An examination of the multiple-choice 
questions identified some questions with multiple correct answers, which presented a limitation in interpretation 
of the survey data.   
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Figure 1 – responses to multiple choice survey questions 
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The survey assessed clinician knowledge by asking participant agreeance with certain statements, followed by a 
space for a free text response. Clinicians were asked to define trauma, with findings identifying responses were 
more detailed in the post survey measure, with higher rates of participants identifying the following key 
components: it is an event or experience; it is individual; and it has impact on a person. This is consistent with the 
definition provided in the education package: Trauma is uniquely and individually defined, occurring from a single 
or repeated event and experienced as physically or emotionally harmful or threatening (Bryson et al., 2017; 
SAMHSA, 2014) 

 

I have knowledge about identifying or how to identify if someone has experienced trauma 

 

 
Figure 2 – participant responses 

 

Clinicians were asked about their knowledge of confidence in identifying if a person has experienced a trauma and 

there was marked increase of confidence or agree responses from pre (69%) to post (92%) (Figure 2).  

Free text responses showed more detail provided in the post survey. For example, the pre-responses identified 

clinicians would engage in discussion with the consumer, however, post responses articulated that integral to this 

was providing one-to-one time, building the therapeutic relationship and asking people about their trauma history. 

This reflects staff understanding of a key principle of TIC, trustworthiness, and awareness that time is required to 

develop a therapeutic alliance with consumers.   

Also evident within the post implementation staff responses was the new knowledge gained following attendance 

at the education session. Thirty percent (30%) of the responses provided by clinicians were directly related to the 

content covered within the TIC training. These responses were varied but included; asking “what has happened to 

you?” (10%), understanding behaviours as a result of neurological changes (10%), enabling the 5 domains (4%), 

understanding hypo and hyperarousal (4%) and identifying 90% of mental health patients have experienced trauma 

(6%). For example,  

what has happened to you” asking the questions. Understanding how behaviours can be driven by 
neurological changes etc.  – Staff survey respondent 

 

Trauma can have a significant impact on a consumer’s presentation 

Pre

Disagree Neutral Agree Strongly Agree

Post

Disagree Neutral Agree Strongly Agree
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Figure 3 – participant responses 

Knowledge on the impacts trauma has on a consumer’s presentation showed similar rates of clinicians agreeing 
with this statement (Figure 3). Free text responses in the post survey provider greater detail, indicating a stronger 
knowledge that trauma impacts on all aspects of a person’s life.  

A new theme apparent in the post surveys was identification of the developmental and neurobiological changes 
that happen as a result of a traumatic event (26%), indicative of new knowledge gained through the TIC training.  

 

Trauma can impact a consumer’s relationships 

 

 
Figure 4 – participant responses 

Respondents had equally high agreeance with the statement ‘trauma can impact a consumer’s relationship’ in 
both the pre and post survey measures, noting the increase in the strength of the agreements in responses 
(figure 4).  

The free text responses post education indicated a higher rate of clinicians acknowledging the impact trauma has 
on a person’s ability to trust and how this then impacts relationships. 

Past experiences affect trust, ability for intimacy, ability to interact socially. – Staff survey respondent 

 

I understand the concept of self-care  

 
Figure 5 – participant responses 
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Post
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Evaluating clinician knowledge of self-care was significant, with clinician impact being a substantial aspect of TIC. 

The pre and post staff surveys found a high rate of clinicians identifying they understand the concept of self-care, 

with the post survey having a swing towards more clinicians strongly agreeing with this statement (Figure 5). The 

decrease in clinician agreement with this statement could potentially be attributed to a shift in understanding of 

self-care after attending the session. This is evidenced by a stronger focus on work self-care within the free text 

responses which detailed; engaging in clinical supervision, debriefs, reflective practice, self-awareness, taking 

breaks, annual leave and accessing RDOs.  

Self-care and self-awareness can increase our capacity to provide optimal and safe care. – Staff survey 

respondent 

 

3.2.2 To what extent is the model of care being applied by clinicians in 
service areas?  

To understand adoption of the TIC model and the extent of its use in clinical areas, information was evaluated from 
focus groups and staff surveys. Application of the model across all aspects of the service was considered (including 
interactions with staff, consumers and others).  Given data collection methods were completed immediately post 
TIC training limitations to measuring changes in practice are acknowledged.  

Consumer care 

Focus group responses identified key themes in understanding the extent to which the TIC model has been 

implemented. Clinicians discussed their own practice change: 4 out of 9 participants identified the change observed 

in communication, particularly in handovers. Participants also identified their consideration of the personal 

experience of individuals, acknowledging trauma histories and trigger points. This directly relates to the positive 

words intervention of Safewards. 

In handover reminding each other that she (the consumer) is going through a lot and managing grief and 

they need to support her through this rather than focus on the behaviours and challenges. This leads to 

positive response. – Focus group participant 

Another theme in the focus groups was identification that TIC has started a conversation amongst staff that enables 

them to question and discuss decision making and care planning processes for people with a trauma background. 

One person elaborated on this:  

(TIC meant) Communicating with our male colleagues better about why the person may be a female 

focal (nurse allocation), as they will engage with the patient [consumer] at some point i.e. entering the 

bed area to do IVOs, when that may be their safe space. – Focus group participant 

I conduct assessments/interview/MSEs in a private location away from other staff or consumers 

 
Figure 6 – participant responses 

The survey asked clinicians if they conducted interviews in a private location, assessing the application of TIC 

principles of safety and trustworthiness. The pre and post survey showed high rates of clinicians completing this at 

Pre

Not often Sometimes Most of the time Always

Pre

Never Not often Sometimes Most of the time Always
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least most of the time, noting however, the overall rate decreased (Figure 6). This change may be indicative of 

greater staff awareness of the consumer perspective.  

The free text responses in pre and post survey responses mirrored each other with clinicians identifying they do 

this wherever possible while acknowledging limitations to this.  

The post staff surveys had an emerging theme (33%) of clinicians considering the key principles of TIC including; 

identifying consumer choice, building a rapport and maintaining person-centred care.  

Patient [consumer] privacy is imperative. Appropriate environment encourages openness and trust. – Staff 

survey respondent 

 

Clinician Care 

Self-care discussions within the focus groups provided conflicting responses amongst participants. Two of the 11 

participants reported no change in these practices and that self-care is not supported or encouraged, two reported 

they are more aware of prioritising their self-care and three reporting they already engage in adequate self-care 

practices. There was a theme of individuals being aware of promoting their colleagues’ self-care, and ensuring their 

colleagues feel supported.  

I’m more aware of my colleagues, ensuring the entire team is feeling supported, because I notice when 

someone is struggling and might need more help. Has to be a team effort and we have to support each 

other.  – Focus group participant  

Self-Care is encouraged in my workplace 

 
Figure 7 – participant responses 

Clinician self-care was explored in the survey (Figure 7). A change in participant responses to this statement is noted 

here. While disagree responses remain the same, there is a shift from agree to neutral stances in the post surveys.  

Free text responses in the pre surveys identified the theme that self-care is not encouraged.  

Free text responses in the post survey identified how workplace culture has a strong impact on this (52%), including 

having supportive colleagues, meal breaks, RDOs and annual leave being encourage and also by having access to 

the Employee Assistance Scheme (EAS). Supervision and debriefs were identified as a means for staff self-care 

(38%). For example,  

Limitations and barriers to accessing self-care were acknowledged in the responses (38%), including workload 
impacts and views that it is not adequately prioritised. 

 

During staff meetings and other work-related meetings, all contribution are regarded with the same 
level of importance and value 

Pre

Strongly Disagree Agree Neutral Agree Strongly Agree

Post

Strongly Disagree Agree

Neutral Agree
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Figure 8 – participant responses 

The survey sought to understand the perceived value of staff contributions in work-related meetings, with little 
change in pre and post survey responses (Figure 8). Free text responses identified in both pre and post surveys 
that it was often dependent on leadership, who was present in the meetings and staff experience or confidence.  

 

Barriers 

Potential barriers to the adoption of any model of care are important to consider. This was explored during the 

focus group with three main themes identified: acuity and time; resources; and consistency of staff.  

Consumer acuity was identified by 3 of 11 participants, acknowledging that the increasing complexity of 

consumers presentations often does not permit adequate time with individuals due to other workload demands 

such as rostered duties (i.e. visual observations and high dependency unit allocations). It was identified by two 

participants that time was required to establish trust.  

Sometimes the time of the admission they are too unwell. It’s remembering to persist and try again at 

having those conversations (once the person is less unwell). Collaboration is hard when they come in on a 

TA and might not know where they are – but focusing on the little choices and remembering to be ready 

to try again. - Focus group participant 

Inconsistency within teams was also identified as a barrier to implementing TIC by the focus group participants. 

This was elaborated on as follows: 

• each staff member has their own unique approach; 

• some staff fall back into previous patterns (i.e. using negative language in handover); and  

• some staff have a less open attitude towards adopting TIC into practice (identified to be a minority of 

staff).  

3.3 Feasibility 

3.3.1 How is the model compatible with other interventions?  

TIC aligns with and compliments the current MNMH initiatives including Safewards, recovery and strengths 
orientated practice and sensory modulation. The survey assessed clinician’s use of some of these interventions pre 
and post TIC integration.  

Recovery model 

I refer to a consumers Recovery plan to inform my practice 

Pre

Never Not Often Sometimes

Most of the time Always

Post

Never Not Often Sometimes

Most of the time Always



 

Nurses and Midwives EB10 Innovation Fund – Evaluation Report – Trauma Informed Care - 21 - 
  

 
Figure 9 – participant response 

Clinician’s use of recovery plans to inform practice was explored within the staff survey. Figure 9 outlines clinician’s 
responses to this statement and identifies a conservative change in post data, from disagreeing to agreeing with 
this statement. Limitations were acknowledged given the survey distribution occurring immediately post education 
with clinicians not having the opportunity to implement changes to practice prior to data collection. Free text 
responses showed greater detail in clinicians identifying the Recovery Plan as a consumer centred tool. They 
identified increased benefit in understanding a person’s recovery goals (35%) and recovery plans as a helpful 
collaborative tool with consumers (26%). Collaboration is key domain in TIC and serves to strengthen recovery 
orientated practices.  

This is important to understand our consumer and provide person orientated care… by referring 
to it and collaborating with the consumer and health care team. – Staff survey respondent 

Another theme within staff survey responses was acknowledgement of limitations to Recovery Plans (42%). This 
was identified as content being inadequately expressed, consumer choice not to complete them and time 
constraints of workloads impacting completion.  

TIC provides an overarching philosophy which can be implemented alongside recovery oriented practice. It assists 
clinicians to understand the profound effects of trauma on individuals and provides a biopsychosocial perspective, 
considering individualised mechanisms to support recovery (Isobel & Edwards, 2017). By recognising the effects of 
trauma, TIC encourages consideration and approaches to support consumer safety, well-being and recovery. 

Safewards 

I thoroughly explain ward processes and mutual expectations to consumers and their families 

 
Figure 10 – participant responses 

 

Safewards interventions align with TIC, with focus on the reduction of coercive and restrictive practices (Bowers, 

2014). One item on the survey explored clinician use of the Safewards intervention mutual expectations. A 

conservative shift towards agreeing with this statement was observed post TIC education. The free text responses 

Pre:

Strongly Disagree Agree Neutral

Agree Strongly Agree

Post

Strongly Disagree Disagree Neutral

Agree Strongly Agree

Pre
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Post
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in both the pre and post survey data showed high frequency of clinicians attending this task, utilising supporting 

written materials available. Notably in the post survey responses was an emerging theme of clinicians having higher 

value of and a person-centred approach to this action. Responses show increased focus on taking time to discuss 

mutual expectations, to encourage and answer questions (26%) and demonstrate honest, clear and consistent 

approaches (11%).  Additionally, there was an emerging theme of being adaptable to individual needs, assessing 

and adapting to their level of understanding, and revisiting if unwell at the time of admission (13%).  

I explain expectations at beginning of each shift and repeat as necessary. I try to be polite and use 

language that is at appropriate level. – Staff survey response  

Providing explanation of ward processes for both consumers and families aids in developing trust, one of the key 
principles of TIC. 

 

Sensory Modulation 

I refer to a consumer’s Personal Safety Plan throughout their admission to inform my practice 

 
Figure 11 -   

TIC and sensory modulation align well, as they both serve to reduce restrictive practices. While TIC provides an 

overarching philosophy, sensory modulation provides an evidence-based strategy to decrease distress and reduce 

use of restrictive interventions including chemical and physical restraint (McEvedy, Maguire & McKenna, 2017). 

The survey explored clinician use of Personal Safety Plans (PSP), which inform sensory modulation practices (figure 

11). Similarity of responses were found in the pre and post survey data, which could be attributed to the time frame 

of data collection. The free text responses found an increased percentage of staff reporting the tool is helpful post 

survey (48%) comparative to pre (23%). Reponses in post surveys identified that 10% respondents identifying the 

tool to be helpful in building trust and empowering the consumer, aligning with TIC principles.  

It is empowering for the client to identify skills and strategies to inform safety – Staff survey response 

Able to engage in strategies offered by the patient [consumer], build rapport, reduce PRN, seclusion, 

restraint – Staff survey response 

It is important to acknowledge 33% respondents identified limitations for use of the PSP; it is not always 

completed due to consumer choice and barriers of workload related time constraints impacting pursuit of 

completion.  
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Often Always

Post

Never Not often Sometimes

Often Always
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3.4 Fidelity –  

3.4.1 To what extent was the program delivered to what was originally 
developed?  

The pandemic of COVID-19 and related public health interventions placed significant limitations and alterations on 
the delivery of the TIC project, as a result there is variance in what has been delivered from what was originally 
developed.  

The delivery of education was delayed by approximately two months as a result of restrictions on non-essential 
training within the service. When education recommenced the room capacity limits, competing clinical work 
demands and other education requirements resulted in an increased number of training sessions being delivered 
over a longer period, running up until 1 September 2020. This made collecting evaluation data post project 
unachievable due to project closure occurring on the 13th September 2020. While the education was not delivered 
as per the initial timeline, the project team was able to successfully deliver the TIC education package to 317 
participants across 31 sessions at MNMH-RBWH. The initial scope of the project was delivery to MNMH-RBWH 
nursing staff, however with OCNMO support and approval the project was able widen this scope and deliver four 
sessions across TPCH and Caboolture campuses, reaching an additional 99 staff. 
 
The quality of the program was delivered to a high and consistent standard, with the three project managers that 
delivered training collaborating closely, sharing reliable values of key concepts in the TIC framework and education 
approaches. This high quality is reflected within the evaluations completed by participants, with an average 
response of 4.62 out of 5.  

While the project was able to successfully deliver the education package to nursing staff saturation, the timeline 
changes resulted in program differentiations; delays in staff support measures, collection and analysis of evaluation 
data.  
 

Staff support measures 

Part of the original project outline was the development of an approach referred to as Trauma Informed 
Conversations. This measure intended to provide a space for clinicians of various settings to come together 
regularly for discussions surrounding events occurring in clinical practice. This was initially planned be developed 
and facilitated by the TIC Representatives. Delays in project timeline delayed recruitment of these roles and 
therefore exploration of feasibility and development of structures for these discussions. As such this measure is 
recommended to be reconsidered post project close.  

Evaluation data 

Delays in the implementation phase of the TIC project impacted on the evaluations planned. This included: 
handover audits, consumer surveys and secondary data collection.  
 
Handover audits using a specifically designed TIC handover audit tool were planned and later evaluated by the 
project teams. The project officers found a low rate of inter-rater reliability in use of the handover audit tool, 
particularly in measuring the use of language surrounding key principles. The ongoing use of this tool was discussed 
within the wider project team and consensus reached to discontinue with the tool given its limitations and the time 
constraints in the project. It is recommended that integration of TIC principles be considered into the existing 
handover audit tool utilised, to evaluate changes in clinical practice related to use of staff handover language. If 
this project was being replicated in another service, it would be recommended that any handover audits be 
completed pre and post implementation to measure changes. 
 

Anecdotal evidence of changes in staff language, approaches and treatment were expressed by staff who attended 
the focus groups.  Focus group participants identified some change in handovers, with clinicians more frequently 
considering the personal experiences of individuals, acknowledging trauma histories and trigger points. 
Consideration in any future reproductions of this project could be given to evaluation methods of trauma informed 
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language in handovers, with the suggestion of considering pre and post data collection, or incorporation of TIC 
elements into existing handover audit tools  
 

The altered timeline did not allow for access to consumer survey data and secondary data post staff saturation.  
This data remains important to evaluate to understand the ongoing impacts of TIC on service delivery and care 
planning. It is recommended MNMH-RBWH continue to measure these outcomes at regular intervals (i.e. six, 
twelve and twenty-four months) to evaluate the effectiveness of TIC implementation. 

3.5 Penetration 

3.5.1 To what extent is the model being used?  

Findings show early indications the TIC model is being adopted by clinicians, see section 3.2 in this document. This 
is seen primarily in form of relating the key principles of TIC into practice.  

The project considered ways in which the model would be embedded in practice beyond education, and 
approached elements of workforce planning, staff support measures and policies, procedures and guidelines. This 
was done through development of: 

• TIC Nursing Capability Framework 

• MNMH RBWH TIC Guideline 

• Amendment to the recognition of the lived experience statement to include those impacted by trauma  

• Consideration and adaption of recruitment role descriptions and questions  

• Consideration and adaption of local policy and procedures 

• Staff resource folders for clinical areas 

• Consumer and carer resource developed on TIC 

• Staff Debrief Tool  

• TIC representative roles recruited for each clinical area 

3.6 Costs  

3.6.1 What are the costs? 

Costs are considered in two aspects; the cost of the project to date and the anticipated ongoing cost to support 
the TIC model.  

Cost of the project to date included;  

• CNC project manager roles x 2 

• Backfill costs to promote feasibility of staff attendance at TIC education  

• Online education package - purchase and adaption to purpose costs 

• Items to support learning utilised in education provision- including infection control requirements and 
sensory items 

Anticipated ongoing costs; 

• Ongoing training delivery – staff facilitator and attendee costs 

• Ongoing evaluation of data – clinician time for collection, input and analysis 
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 It is important to acknowledge the anticipated long-term impacts of implementing TIC and cost savings it 
can potentially create. Anticipated to be visible in the form of reduction in staff sick leave, attrition, 
access to WorkCover and notably decrease of seclusion and restraint events (Sweeney et al., 2016).  

3.7 Sustainability 

3.7.1 To what extent will the model be implemented into business as usual 
ongoing 

Several measures have been implemented to ensure TIC will be incorporated post project close. This has been 
seen through the projects focus on process, policy, procedure and guidelines, including;  

• Nursing Capability Framework  

• TIC Guideline  

• Review of current relevant policies  

• Amendment to the recognition of lived experience statement to include trauma 

• Amendment of the MNMH role description template to include TIC 

• Staff resource folders for clinical areas 

• Consumer and carer resource developed on TIC 

• Staff Debrief Tool  

• TIC representative roles recruited for each clinical area 

Integral to the implementation of TIC is adapting policy to embed this practice. Completing these measures serves 
to modify language used in service delivery, as well as provide guidance in the ongoing delivery of the key 
principles (SAMHSA, 2014).  

TIC Working Party meetings were held monthly for the duration of the project to guide and support the 
development of the project. This will not be continued post project close however TIC will be incorporated into 
the Community of Practice (CoP) meetings, held monthly with the MNMH-RBWH nursing leadership group.  

The Staff Debrief tool was developed in conjunction with the Absent Without Approval Committee. This tool has 
recently been finalised for trial commencement and as such feedback on its use was not available prior to project 
close. It is anticipated that its use will serve to embed TIC principles into clinical practice and providing a measure 
to support TIC practice. The need to have TIC principles embedded into core business was identified in the focus 
groups, where one participant articulated how the need for repletion of exposure to the key concepts and 
suggesting regular use where possible. 

As 77% of our target clinicians have now received training, the high frequency of TIC education sessions provided 
during the project will not be sustained. Ongoing education is integral to ongoing service provision and workforce 
integration with targets of; orientation of all new staff, nursing Transition Support Programs, biannual training 
sessions and an online refresher module. A training module with this content was purchased and adapted to 
purpose by the project managers for the local platform Talent Management System (TMS).  

  
TIC education is planned to be offered biannually post project to capture staff who have not attended the training, 
including new starters to the service. This will continue to be delivered in a four-hour session format, following a 
four-hour session of Safewards, as the two complement one another. Additionally, the four-hour TIC session will 
be incorporated into the TSP face to face education program, with an additional half-hour introductory package 
developed for SLO. Coordination and delivery of the TIC education packages will be handed over the Nurse 
Education team.  
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It is recommended that evaluation data continue to be collected to assess the ongoing effectiveness of the model 
at regular intervals (i.e. 12 and 24 months post project close). In the context of this, a repeat TICPOT audit to 
understand differences in service delivery from the initial baseline audit would serve to inform nursing leadership 
in ongoing strategic direction and further implementation of TIC. Recommendation from the initial literature 
review also included a peer support program. At project commencement it was noted that this was already in a 
pilot phase at another Metro North site but future consideration of extending this to the MNMH-RBWH has 
evidence base.  
 
Given the roles of the Project Officers will be dissolved post project close this responsibility will be handed over to 
members of the CoP, the Nurse Education team and Nursing Director. It is recommended that TIC is transitioned 
into a portfolio to sit with one of the Nurse Educators within the service. This would enable a consistent point of 
contact for the TIC representatives, consistency in the delivery of the TIC education package and review of TIC 
education and documents content (including the resource packages, education packages, online module, TIC 
Guidelines and Nursing Capability Framework). 
 

4. Outcome evaluation findings 

4.1 Safety  

4.1.1 Is the model safe for delivering care to consumers?  

A foundational principle of TIC is ensuring physical and psychological safety for all those engaged with the service: 
consumers, carers and staff (Isobel & Delgado, 2017). As such it is widely supported within the literature how 
implementation of a TIC model promotes safety in delivery of care to consumers.  

TIC is associated with (Agency for Clinical Innovation, 2019):  

• Decrease in seclusion, restraint and coercive practices  

• Reduced length of stay  

• Improved consumer reported outcomes 

• Fewer staff injuries      

These findings within the literature support the safety of the TIC model. The initial project evaluation planned to 
collect secondary data to understand if this association was evident for the project, including pre and post 
implementation data of: 

• Seclusion 

• Physical restraint 

• Nursing separations 

• Nursing sick leave 

• Nursing Workcover cases  

Due to delays in the project timeline it was not possible to obtain post implementation secondary data due to 
minimal time (two weeks) between completion of education and project close. This meant that the project was 
unable to evaluate if data demonstrated translation into practice. It is acknowledged that ongoing efforts toward 
embedding TIC into service delivery is likely to show an association in these measures over a longer time frame. It 
is also acknowledged that potential effects of the COVID-19 pandemic may impact on the consumer acuity, length 
of stay and restrictive practices data. It is recommended that data continue to be collected post project and 
evaluated at regular intervals to attempt to comprehend any correlations.  
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4.2 Effectiveness 

4.2.1 To what extent does the model improve patient reported outcomes? 

The evidence base of the TIC model identifies improvement in consumer reported outcomes (Agency for Clinical 
Innovation, 2019). Evaluation of this was intended to occur in the form of consumer surveys, assessing for change 
in nursing practice, knowledge and attitudes. Given the delays in the project timeline this was not able to be 
measured prior to project close.  

It is consistent within the literature that knowledge and awareness of TIC has a direct positive impact on care 
provided to consumers (Isobel & Delgado, 2017). From evaluation data collected to date the project has accepted 
increased knowledge and awareness of TIC, and clinician acceptance of the value of this model. While data 
collection was not able to be collected directly from consumers on service experiences since implementation, 
visible changes within clinician knowledge suggest that this would improve consumer reported outcomes as 
occurred in comparable literature. This measure is encouraged to be pursued post project close for clarity.  

4.3 Equity 

4.3.1 Were staff from all areas engaged with to provide feedback? 

A range of clinical areas and disciplines were invited to join the working party, including representatives from 
inpatient, community and recovery services. Feedback and input on the development of the project was also sought 
by Multicultural and Indigenous Liaison teams.  

Staff from all target areas were invited to provide feedback and valuable evaluation data at various project points. 
The target population of the project were inpatient nursing areas. The pre and post surveys were made equally 
available to all inpatient nursing staff. Demographics were not sought on the surveys, however an indication of the 
distribution of nurses who completed the post survey could be extrapolated from attendance records for the 
education. Education was made available to all clinical areas, both inpatient and community, and to all disciplines 
including administration, security, allied health, recovery support teams and medical. Figure 12 outlines the 
distribution of staff who attended separated by ward area. The focus groups were advertised to all inpatient areas 
and offered to other disciplines, including Allied Health and Consumer and Carer Services.   
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Figure 12 – inpatient attendance for ward areas 

4.4 Efficiency 

4.4.1 Were resources optimally utilised? 

Efficiency, service demands, and staff leave impacted education attendance particularly in the inpatient clinical 
areas. Of 31 MNMH-RBWH training sessions provided, a total of 317 staff attended. 159 of these attendees were 
inpatient nursing staff, translating to a total of 77% of MNMH-RBWH inpatient nursing staff.  

Initial room capacity was 12 per session, however as COVID -19 public health restrictions were eased, we were able 
to facilitate up to 20 people per training room. This enabled us to open our remaining education seats to other 
services and teams, including TPCH, Caboolture, Consumer and Carer Services, Administration Officers and Mental 
Health Security Officers.   

Additionally, we were able to widen the project scope and deliver four sessions to TPCH and Caboolture hospital 
sites reaching an additional 99 nursing staff. Following on from this, interest was expressed from the site Nurse 
Educators and Nursing Directors in to incorporating TIC into their model of care, resulting in a train the trainer 
session being held for the MNMH nurse educators to share the priorities, learnings and feedback of the training 
package.  

5. Recommendations 

1) Ongoing evaluation  
COVID-19 caused delays in the education delivery and evaluation data timelines. It is recommended MNMH-RBWH 
continue to measure outcomes at regular intervals (i.e. six, twelve and twenty-four months) to continue to evaluate 
the effectiveness of the implementation of TIC.  

 

2) TICPOT audit 
It is recommended the service complete a repeat TICPOT audit post project to understand changes in service 
delivery from the initial baseline audit and to inform nursing leadership for ongoing strategic direction of TIC into 
service delivery. 

 
3) Handover audits 

is recommended that TIC themes be added to the existing handover audit tool be considered to evaluate changes 
in clinical practice related to use of staff language in handovers. If this project was being replicated in another 
service, it is recommended handover audits be completed pre and post implementation to measure changes.  

 
4) Ongoing education  

Integral to ongoing workforce integration, education targets have been recommended; orientation of all new 
staff members through ‘An introduction to Trauma Informed Care’ added to the Service Line Orientation (thirty 
minute training session), biannual ‘Trauma Informed Care’ (four hour training), delivery of ‘Trauma Informed 
Care’ (four hour training) in the nursing Transition Support Program and a ‘Trauma Informed Care refresher’ via 
online module on the Talent Management System (TMS) platform. 

 
5) Peer support service 

A recommendation from the literature review, a pilot program was in its initial phases at another Metro North 
site during this project and the model has gained in awareness with COVID-19 events. It is recommended that this 
program be considered for extension to the MNMH-RBWH site when appropriate.   
 

6) Ongoing management of TIC model 
TIC is to be transitioned into a portfolio sitting with one of the Nurse Educators within the service. This enables a 
consistent point of contact for the TIC representatives and ongoing work, consistency in the delivery and review of 
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the TIC education package and documents. it is recommended this transition to and ongoing item in the forum of 
the MNMH-RBWH Nursing Community of Practice (CoP). 
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Acronyms 

Term Description 

CCT-N Continuing Care Team – Northern 

CNC Clinical Nurse Consultant 

CoP Community of Practice 

HREC Human Research Ethics Committee 

MNMH  Metro North Mental Health 

RBWH Royal Brisbane and Women’s Hospital 

PEC Psychiatric Emergency Centre 

PSP Personal Safety Plan 

SLO Service Line Orientation 

TIC Trauma Informed Care 

TSP  Transition Support Program  

TPCH The Prince Charles Hospital 
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Appendix 2 
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Appendix 3 – Focus group – semi structured interview questions 

 


