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Trauma in Transition

The research

This report has been produced with the support of the Plymouth Trauma Informed Network
with specific guidance and contribution from members of the Lived Experience Sub Group
(??). The authors would like to thank both the Network administrators and its members for
this support and guidance.

Increasing numbers of organisations are seeking the contributions of people who have
experienced trauma in order to develop their services and support. The aims of this piece of
research were to understand the lived experiences of trauma. In particular, how policy and
decision makers can best learn from people with lived experiences of trauma to improve
their service design and delivery. The overall ambitions of the research team in relation to
this piece of work are to produce accessible knowledge that can be used to inform future
research and the way in which trauma can be better accounted for and supported in both
the design and delivery of services. This report represents a first step towards achieving this
aim and further work is necessary to fully explore these important issues.

Introduction

Trauma can be defined as an event(s) or circumstance(s), experienced either emotionally or
physically by an individual which is life threatening or emotionally and psychologically
harmful, and has lasting adverse effects on the individuals emotional, physical, social,
spiritual, or mental well-being (Chaudhri et al., 2019; SAMHSA, 2014). There has been an
expansion in the awareness of trauma, not only with its relation to care but also its effects
and prevalence within other specific areas such as physical health care, education, military,
alongside society more broadly (Becker-Blease, 2017). The growing interest and
acknowledgement towards the impact and prevalence of trauma (Harris and Fallot, 2001),
has bought with it the increased awareness and practice of a trauma-informed approaches.
These approaches recognise the existence of trauma and the multitude of responses and
adjustments used to cope with trauma (Levenson, 2017; Smeaton, 2021), whilst
emphasising emotional, psychological, and physical safety through the empowerment of
individuals. This has been achieved in some areas through the modification of practice
structures, shifting from solely medical and psychological perspectives to include both a
psycho-social and recovery orientated framework (Plymouth.gov.uk, n.d). Trauma is
ubiquitous (Kilpatrick et al., 2013), however, individuals and communities who are
disproportionately burdened and exposed to isolation, poverty, and violence are more likely
to experience traumatic circumstance(s) or event(s), as well as systemic discrimination due
to their social and economic position (Chaudhri et al., 2019). Due to the cumulative effects
of trauma (Shevlin et al., 2008), individuals who have experienced elevated levels of trauma
throughout their life are more likely to access mental health services (Kessler et al., 2010).



The impact of trauma

The impacts of trauma are varied and multiple and can cause symptoms such as fear,
depression, anxiety, anger and the need for hypervigilance due to the perception that there
is a risk of re-experience (Kleber, 2019). An individual’s response to trauma can be complex
and is often dependent on factors such as personal resources and the presence of
supportive communities, with future vulnerabilities exasperated for those who experience
trauma throughout childhood (Kimber and Wheeler, 2019). In addition, Greenberg et al.,
(2018) highlight that for some trauma survivors, there can be the development of
heightened pro-social behaviours and compassion. Trauma exposure varies in relation to
demographic factors such as poverty, sexual orientation, gender, and socioeconomic status,
with adults who have an intellectual disabilities experiencing heightened trauma exposure
(SAMHSA, 2014). For individuals who have experienced trauma whether in childhood or
adulthood, there is a strong association with the development of decreased physical health,
eating disorders, suicidal behaviour, sexually transmitted diseases, reduced engagement in
healthcare services, chronic diseases, and the increase in harmful behaviours such as drug,
alcohol, and tobacco use (CDC, 2017; Chaudhri et al., 2019; Fuemmeler et al., 2009;
Levenson, 2017; Mauritz et al., 2013; SAMHSA, 2014; Thordarson and Rector, 2020). The
reason for substance misuse has been explained as an act to ‘sedate’ the effects of trauma
and to suppress the feelings associated with adverse situations (Dye, 2018). Furthermore, it
has been found that the impact of trauma can cause individuals to have a negative view of
themselves and the world around them, displaying acts of hypervigilance and self-blame
(Dye, 2018; Friedman, 2013). Additionally, survivors of trauma can potentially be “triggered”
in both unconscious and conscious ways (Raja et al., 2015). The provocation of traumatic
memories can often occur during a survivor’s experience with a service provider, primarily
due to the inherent power imbalance, thus the need for a compassionate, understanding
and trauma-informed approach (Kimber and Wheeler, 2019).

Service interaction

It is the combination of systemic discrimination and the continual stressors experienced by
trauma survivors that can impede an individual’s ability to communicate, regulate emotion
and manage conflict scenarios. This can be seen throughout service user interactions with
care providers, and if left unaddressed can disintegrate the therapeutic alliance and
truncate the quality of care provided (Rich et al., 2009). Subsequently, survivors of trauma
often utilise relatively anonymized services such as emergency departments in order to limit
the potential for follow-ups or further engagement (Chaudhri et al, 2019; Frank et al., 2014).
For many individuals, the participation in non-trauma-informed services can lead to
inadequate treatment, instability, heightened reactivity, and aggression (Thordarson and
Rector, 2020). It has been shown that trauma can be detrimental not only in human, but
also economic terms. The economic impact includes loss of employment, a decrease in
productivity and the increased financial cost of additional mental health and support
services (Sweeney et al., 2018). Many studies have examined the effectiveness of trauma-



informed approaches, particularly in healthcare services, evidencing an improvement in
physical health and coping skills, a reduction in the use of restraints and seclusions and the
most poignant result, a depletion in the number of in-patient stays and an elevation in
treatment retention for trauma survivors (Sweeney et al., 2016).

A trauma-informed approach

Within its ideology, the trauma-informed approach aims to transform the experiences of
survivors when accessing and engaging with services, primarily by changing the current
paradigm of practitioners from questioning ‘what’s wrong with’ to ‘what’s happened to’
individuals (Elliot et al., 2005). Trauma-informed practices acknowledge how an individual’s
political and socio-economic context can shape past and current behaviours (Sweeney et al.,
2018). Additionally, the approach notes that an individual’s behaviours can signify the
coping and adaptation mechanisms for trauma, further highlighting the need to understand
the triggers, responses, and effects associated with a traumatic experience(s). This
understanding therefore needs to be encompassed into professional programmes, conduct
and services (Levers, 2012), with trauma-informed perspectives contributing to care
providers understanding of survivors acts of impulsivity, aggression, heightened reactivity,
self-injury, perceived shaming, and power differentials (Thordarson and Rector, 2020). A key
principle of trauma-informed care is comprehending that all actions and behaviours have
purpose and may be the response to additional issues which have been concealed due to an
individual’s discomfort, secrecy, and shame (Felitti and Anda, 2010). Within trauma-
informed systems such acts can be reduced through the mitigation of harm and reduction in
re-traumatisation at all levels (Muskett, 2013). Every employee/member of an institution or
organisation must understand the plethora of ways in which trauma can affect an individual.
This can aid in a more sensitive service delivery, reduce the potential for re-traumatisation
and assist with recovery (Elliott et al., 2005). In addition to the individual effects, it is also
important to understand the impact that an environment can have on a survivor of trauma.
Entering any service or organisation can instil feelings of hopelessness, vulnerability and
exposure thus triggering the development of traumatised coping mechanisms. Therefore, it
is essential not only employees and members adopt a trauma-informed approach, but that
the associated workplace and social contexts be adjusted to create safer, more peaceful
settings for their users (Miller and Najavits, 2012).

Trauma-informed approaches are built upon principles of respect, choice, empowerment,
trustworthiness, safety, and collaboration (Chaudhri et al., 2019; Harris and Fallot, 2001).
They offer the possibility to improve individuals lives, however, such progress can only occur
within systems or institutions that do not hold the potential to re-traumatize (Thordarson
and Rector, 2020). Historically, trauma is inextricably linked to systems of power and
oppression, with many survivors having their experiences denied in a plethora of ways. As
such it is argued that a trauma-informed approach can bolster great potential for good
(Becker-Blease, 2017). Unlike trauma-focused therapy, the trauma-informed approach does
not seek to directly confront past trauma, but simply responds to a client exhibiting



problems through the context of their trauma (Brown et al., 2012; Levenson, 2017). By
delivering a service which recognises the vulnerability of a trauma survivor, organisational
members/employees can avoid inadvertently replicating traumatic interactions and
dynamics within their assisting relationship (Elliott et al., 2005; Harris and Fallot, 2001;
Knight, 2015; Levenson, 2017).

The development of a stable, trustworthy relationship between service user and
professional can help expand a survivor’s coping strategies through the promotion of self-
determination (Elliott et al., 2005) and the practice of new skills (Levenson, 2017). In order
to address any inherent power differentiation between professional and users of a service,
the incorporation of a collaborative approach helps to create an alliance in the healing
process (Fallot and Harris, 2009). A truly collaborative relationship within a trauma-informed
approach, further allows for the combination of professional knowledge and unique trauma
narratives experienced by the client. Subsequently, the client is able to determine the
course of intervention thus empowering them to respond adeptly to challenges, by
reframing their trauma responses as standard reactions to threatening situations (Levenson,
2017). It is important to understand and acknowledge the link between personal
experiences of trauma and the extensive social systems which exacerbate trauma and
oppression (Gomez et al., 2016). Regularly society appears alarmed at trauma survivors and
their behavioural coping mechanism, more so than the traumatic event(s) themselves
(Becker-Blease, 2017). This emphasises the need for trauma-informed interventions not
only at an individual level but throughout all policies and responses that aim to address
inequalities and decision-making (McKenzie-Mohr et al., 2012). In order for any community
or system to become trauma-informed it can be beneficial for them to follow the 5Rs
approach. This is to;

e realise the extensive impact of trauma and the multitude of ways for recovery,

e recognise the signs and coping strategies of trauma in survivors, communities, and
organisations,

e respond by utilising knowledge of trauma-informed approaches and implement
them within procedures, practice, and policies,

e resist re-traumatising individuals and communities through the avoidance of
interactions and scenarios whereby traumatic memories may be re-triggered and

e to build resilience for both communities and individuals so that they may adapt to
adversity (Mentalhealth.org, 2015).

If such practices and trauma-informed principles are not implemented or upheld, then the
chances of trauma survivors accessing and maintaining engagement with services will
reduce significantly (Elliot et al., 2005).

In order to reduce the risk of re-traumatisation, it can be beneficial to implement a trauma-
informed approach within research. By collaborating with participants throughout the
research process, to shape the purpose, approach and interpretation of findings can help to



ensure the safety, wellbeing, and empowerment of trauma survivors (Smeaton, 2021). The
treatment, research and knowledge extraction of trauma are regularly accompanied by an
increased sense of exposure, particularly during the personal recollection of their
experience(s). Whilst it has been argued that continual exposure can increase tolerance for
trauma triggers, the repetitive story telling can cause latent traumatic effects, with survivors
often feeling afflicted before experiencing any benefits from sharing their narrative (Kawam,
2015). As a result, it is imperative that both service and community responses work to
ensure not only resilience but also to prevent further harm. Adapting community-based
services to facilitate the needs of trauma survivors can help to increase engagement and
strengthen connections for individuals, further offering an innovative opportunity to heal
the damage caused by trauma (Chaudhri et al., 2019).

Plymouth

Plymouth, as a trauma-informed city aims to engage with the local community to strengthen
their resources in order to prevent the conditions of adversity. This is done through the
utilisation of a trauma-informed approach to support carers, parents, and communities to
have the capacity to develop resilience (Plymouthscb.co.uk, 2021). It is during the initial
stages of this research that the city of Plymouth experienced a collective trauma. On the
12t of August 2021 five individuals lost their lives during a mass shooting and two others
were injured. Witnessed by an estimated 300 members of the community, Plymouth as a
trauma-informed city has been able to consider the subsequent consequences of an event
so traumatic and has therefore engaged in the development and provision of further
support and collaboration with the wider community (hansard.parliament.uk, 2021). It is
therefore an optimum time to consider the effects of trauma and how individuals with lived
experiences perceive and interact with services, as well as how these experiences may be
utilised to aid further development of policy and support services.

The Harms narrative

Criminology is a social science concerned with understanding the world and how it is
constructed in order to acknowledge and explain harm in society (Hall and Winlow, 2015).
This is done through the analysis of events; experiences; and structures which aid in the
construction and drive of society (Lloyd, 2019). By adopting a social harms perspective,
criminology can assist in situating trauma into a sociocultural context that explores the link
between lived experience and the prevailing political economy, communities, and social
organisations (McBride, 2019; Winlow and Hall, 2016). This perspective highlights how any
individual is neither good nor evil (Winlow and Hall, 2016), but their interpretation and
understanding of self is malleable (Hall 2012; Johnston, 2008) and constructed in
relationship with the wider context. In contemporary society, this is arguably a necessary
human trait as it allows us to adapt in a plethora of environments, further suggesting that
individual action can be determined from the relationship between a person and their
surroundings (Wakeman, 2017). In a contemporary context, this means that individuals’



sense of self is formed in interaction with the neoliberal consumer capitalist society. In this
context community and society are erased with the emphasis placed on the individual as
responsible for their own success or failure and ‘good citizens’ defined as those that do not
burden the state for support (even when their circumstances are a result of state policies
and practices). Harris, Walgrave and Braithwaite (2004) emphasize the negative impact of
personal and psychological trauma, upon the ability for an individual to ‘flourish’.
Individuals, therefore, respond to this highly competitive environment by engaging in
complex processes of daily management and risk assessment activities (McBride, 2019). This
has implications for how people with lived experiences may feel compelled to act in ways
that ensure they avoid the castigation of the state and its agents as a ‘drain’ on societies
limited pubic resources and/or to engage in the development and delivery of services that
meet their needs in the absence of appropriate support and care being otherwise available.
These scenarios have impact on individuals living with the impact of trauma creating
additional labour and can lead to re-traumatisation as a result.

Often the full range and extent of harms experienced by individuals in society goes
unacknowledged with emphasis placed on visible, physical harms. Efforts to rectify this
within academia have led to the adoption of a model of human flourishing based on work
undertaken by Honneth in the 1990s (Honneth, 1996). Yar (2012) developed this model of
human flourishing to highlight how denials of these fundamental human needs manifest as
harm. For example, where there is a lack of recognition from others, including family, peers,
agencies and the state, an individual cannot achieve a self of self-worth and this lack
manifests as harm or trauma. It has been argued that in order to ‘flourish’, individuals must
construct a positive sense of self (Yar, 2012b) which is achieved in interactions with others
who provide love, esteem and respect (McBride, 2019; Yar, 2012a). Achieving recognition as
a valued individual and member of a community allows for the development of healthy and
positive future relations, self-esteem, trust in one’s own instincts as well as a sense of
security in an individual’s surrounding environment (Honneth, 1996).

Methodology

As noted by Tseris (2013), the engagement in any research for trauma survivor’s which does
not participate within the realms of the trauma-informed movement, holds the risk of
perpetuating the same victim-blaming, silencing, shaming, and retraumatizing practices.
Therefore, it proved imperative that this research use a trauma-informed and highly
collaborative approach throughout. It is due to the vulnerability of this demographic that
Participants were recruited through their affiliation with the Trauma Informed Network
Plymouth. In order to deploy a considered trauma-informed approach, 9 one-to-one, semi-
structured interviews with individuals who self-reported lived experience(s) of trauma were
carried out throughout 2022. The interview schedule was developed in consultation and
collaboration with Network members and explored how policy and decision makers might
best learn from people with lived experiences of trauma to improve their service design and
delivery. The participants all resided in England and consisted of 2 males and 7 females



between the ages of 30 and 65. Each interview lasted between 1 and 3 hours, covering a
range of topics, including experiences of support services and importantly the impact of
sharing their experiences of trauma with individuals further discussing the developments
and changes they would like to see in both policy and practice. The subsequent transcripts
were then reviewed by the appropriate participant, prior to data analysis in order to ensure
comfortability of content and the emphasis of co-production.

Research Findings
The Impact of trauma

As noted by Kleber (2019), the impact of trauma can be detrimental, complex and
multitudinous, with the ability to affect a person’s sense of safety, wellbeing and can even
lead to feelings and acts of anger. Throughout this research, all the participants disclosed
different traumatic experiences, and as acknowledged by Levenson (2017) and Smeaton
(2021) the diversification of experiences, reflects the response to, and impact of such
traumas. This further highlights the individualistic nature of trauma and its affects. For Ryan,
the experience of physical and emotional trauma at the hands of his father throughout
childhood, could potentially be illustrative of the refusal to grant love and respect.
Therefore, dependency upon and the continual misuse of drugs and alcohol played a vital
role in their adult life.

‘I didn’t have a drug problem, | had a life problem, and that all stemmed from the
way | was treated when | was a kid and the drugs protected me, well, they hurt me,
they kept me isolated from everybody’. — Ryan, 52

It was stated that these substances provided a means of escapism for Ryan and prevented
them from acknowledging their childhood experiences. This further illuminates the
influence of societal causes upon individuals. Ryan’s experiences can be deemed as
secondary symptoms to their situation, combined with neoliberal consumer capitalisms lure
towards self responsibilisation and blame. Thus, a further motivation for the use/misuse of
these substances, as they appeared to provide a ‘protective’ (Dye,2018) element from
previous and potentially future harms. Experiences of isolation were not uncommon and
throughout the research several participants disclosed that they felt ‘alone’, or that they felt
more comfortable being by themselves. As highlighted by Miller and Najavits (2012), the
environment that individuals find themselves in can be potentially triggering and exacerbate
feelings of vulnerability. It is due to these feelings that individuals found themselves ‘hyper-
vigilant’ and ‘risk managing’, bound in a routine of daily management (McBride, 2019), in
order to protect against any potential harm that may occur:

‘...always risk managing, totally.” — Corrinne, 61

‘If I get on a train or a bus, | will sit next to the exit or sit in a seat that | know if the
train crashes, if I’'m at the back, the coaches will have less of an impact. | don’t drive.
I’'ve never had children. It’s all about risk assessment for me.” -Amy, 43



Furthermore, the need to manage possible harms is also an act of self-preservation that
extends to one that seeks to protect others.

‘I hate unfairness. | hate bullying, anything that people are vulnerable, I’'m all over it.”
—-Amy, 43

‘If | see something or someone says something to someone, | may be read too much
into it. If | see the reaction of the other person and it hurt them, then I’m going to
stand up to that person.” — Ben, 36

Whilst it has been stated that those who have experienced trauma may participate in acts of
hyper-vigilance and risk management, it has also been considered that trauma survivors
display heightened pro-social behaviours and acts of compassion (Greenberg et al., 2018) as
evidenced by Amy and Ben. Such preventative measures appeared to extend further for
participants with children. Both Corrinne and Ben, as with other participants, shared
experiences of complex childhood trauma, including physical and emotional harms. For
these individuals, there was an apparent acknowledgement that ‘history can repeat itself’
and due to this, some participants chose to limit their own and their child’s contact with
their perpetrator:

‘He did see his grandparents, but they were never left alone with him. — Corrinne, 61

Uh my step mum, she met when she was 3 months old, but she didn’t touch her, hold
her, I’d never allow that. | don’t want them to have a relationship with her. I’'m
getting married soon, they’re not coming and that’s because of my story.’ Ben, 36

This hypervigilance illustrates some of the effects of trauma highlighted by Dye (2018) and
Friedman (2013). However, when negative situations arise, it becomes apparent that the
impact of trauma and its propensity to generate feelings of self-blame and negative self-
evaluation can lead to further negative effects on mental health and personal wellbeing:

“..Like I got a bit teary talking about my kids, but that’s something that | felt | failed
at. That was something that | felt | could’ve had more control over and when you
think you’re doing the right thing in the moment, and it turns out that it’s not ...
Leah, 34

‘I think it’s hard to trust people and obviously your self-esteem and your self-worth
and how you see yourself is low because basically you’ve just been pushed down all
the time and treated like crap, so you just ... like | always put myself last in the family.
If things are needed to be done ... it sounds silly, but it’s me that will go without a
shower or it’s me that will not have dinner if there’s not enough, whatever it is.” -
Talitha, 36

As acknowledged by Talitha, the impact of their trauma has caused negative perceptions of
themselves, particularly due to the lack of respect and recognition from others (Harris,
Walgrave and Braithwaite, 2004). However, it was also shared that they feared their



children would begin to notice the paucity of their self-worth and thus begin to mirror or act
in ways that affirmed their negative self-image. Such behaviours are manifestations of
internalised harms that facilitate the transmission of inter-generational trauma associated
with an historic event (Yehuda and Lehrner, 2018).

Service interaction

The participants experience with mental health and support services varied throughout.
Although all of the individuals were able to recollect a time in which they felt let down by
the systems, for some, the empathy and compassion previously displayed by the
participants extended to individuals who work within the support and mental health sector.

‘I think that they do the best they can.... All of them, but | think every person in the
mental health industry at some point has felt, including me, more could’ve been
done, more could’ve been prevented or better service’ — Camila, 28.

‘I was talking to a mate who works there over lockdown, and she said to me that the
level of phone calls they were getting, sharing trauma experiences, was horrific,
devastating, distressing, traumatising, upsetting, every possible fucking negative
word you can think of, and because of COVID, supervision wasn’t in place either and
they were often on their own or with a volunteer.” — Amy, 43

‘They don’t have the resources, they’re underfunded, their workloads are outrageous
and there’s no support network or training in place for them really. | can sit here and
blame things like social services, but they haven’t got the resources, but also, they
haven’t evolved.’” - Ben, 36

Highlighting the influence of neoliberal ideology, Ben’s understanding of the practices and
limitation of services, such as social services highlight the normality of neoliberal ideology
and the scarcity of resources which facilitate individual competitive consumerism (McBride,
2019). The emphasis on lack of resources further perpetuates the sense of unworthiness, as
well as the removal of their right to be adequately supported and respected (Yar, 2012a)
throughout their interactions. Although understanding was portrayed by a plethora of
participants, a strong sense of injustice was felt by many. For Camila, their experiences with
support services are extensive. They stated both positive and negative interactions and have
relationships with several companies and services, including present volunteering roles.
However, they are still reflecting upon their interactions with sectors, such as social services
and the negativity encompassed with that experience:

‘They should at least be mindful that they do not cause harm because when it goes
wrong, it really does and with me, that’s one of the outcomes. At the moment I’'m still
searching for justice.” — Camilla, 28

‘I told them that their dad had raped me and that that was the reason why | was
saying that | couldn’t look after my child.... | told them that their dad had raped me
and that he was very violent, they basically told me ... they were very cold. They said
it was about the child and not me. For me, that was really difficult. It was like
meeting yourself with something like a stone wall that’s concrete.” - Camila, 28



This is further demonstrated by Ben, who stated that they had not accessed any services
throughout adulthood due to the negative experiences held through childhood. For them
there appeared no compassion or understanding and therefore they have been reluctant to
seek support:

‘A stranger asking me questions I’d think they don’t really care and they’re just doing
a job. That’s how I see the social workers as well. They don’t really care; they’re just
doing a job.” - Ben, 36

This negative view of the care sector further exemplifies the daily management and risk
assessing of individuals who have experienced trauma (McBride, 2019). It is through non
engagement that participants such as Ben have been able to protect themselves from
further disappointment as well as the potential of further emotional harm from the
revisiting of past events. In contrast, Ellen, an individual who has experienced secondary
trauma through their child’s experiences of trauma and foster care, as well as child to
parent interpersonal violence, has found that when interacting with support services for
their child that the approach was not concise enough, and therefore their child, was not
able to engage with services that may have proved beneficial to their development.

‘My child did have a therapist from a company in Cornwall because that’s where they
were living and she came up to see him, but they really didn’t participate in the
therapy very much and it was all very light, you know, getting them to draw things.
All of their life with me, my child has struggled to accept any help. People can get so
far with him and then he sabotages it when the hard stuff comes. So, unless people
are willing to ... if people are airy-fairy therapists, [inaudible] they will allow things to
tick along on my child’s terms.” - Ellen — 50

As with the disparate nature of interaction experiences, Amy highlighted the subjective and
at times, retraumatising (Tseris, 2013) nature of some services:

‘I had social workers come to the house and you know, the social worker was lovely,
she was. It was things like, well, normally we would ask to look in people’s fridges,
but we’re not going to do that with you because we can see the house is nice, it’s
tidy, we’ve spoken to your children, they’re well turned out and things. That was a
massive, massive relief, a massive relief. But what happens if you go, well,
tomorrow’s actually my shopping day, so my fridge is pretty empty at the moment
and then you’re already worried about that and someone says, you don’t have
enough food in your fridge, so we’re going to have to take this further. It’s that re-
awakening of the trauma again and again and again, and that sense of inadequacy
and not being able to do things yourself.” — Leah, 34

Negative experiences with support services, particularly in a scenario such as Leah’s has the
ability to further perpetuate feelings of inadequacy (McBride, 2019) and have further
negative impacts upon self-esteem (Yar, 2012a) and trust in their own ability (Honneth,
1996).
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Sharing of experience

It has been acknowledged that for survivors of trauma, that repeating their experiences can
have negative effects, including the feeling of affliction, before any benefits may be seen
(Kawam, 2015). However, many of the participants disclosed positive feelings in relation to
disclosing and sharing their trauma, such as Corrine and Ryan:

‘Il feel quite liberated actually’- Corrinne, 61

‘I'll leave here, and I'll feel buoyant about it. It’s getting all the stuff out that I’'ve kept
up here (points to head)’ — Ryan, 52.

For many of these individual, this was not the first time sharing their experiences. For
instance, Ryan volunteered and participated with numerous organisations, sharing his story
as a way of inspiring others who may be going through a similar experience. It is these
positive connotations which were further acknowledged by Nicola and Amy:

‘I don’t think you can underestimate how that sharing of experience can be really
powerful for some people in their recovery.’ - Nicola, 51

In my opinion, asking lived experience people is empowering, it’s validating, it’s
meaning making for them, its knowledge, it’s allowing them to vocalise because
obviously our brains process the spoken word different to the written word.’- Amy, 43

However, it is imperative for organisations who wish to utilize a person’s lived experience,
that they do it in a safe manner, one which does not require additional unacknowledged
labour or inflict further harm on the individual sharing their trauma. For some, the
extractive nature of such approaches can be detrimental (Kawam, 2015). As with Ryan,
Camila has also shared her experiences with organisations that she works with. Her
experiences are shared and used as a means for learning and development, however, these
experiences have not always been positive, and some negative effects have been
experienced:

‘I’'m just used to sharing my details, my story and sometimes it’s difficult. Sometimes
when | share things, in psychotherapy especially, it gets really deep and can be really
difficult because I’'m left with thoughts and things...... automatically | keep it very
short when | speak about things. | do keep a summary of the main things, but | keep
it quite short. | don’t go into details, but | think that through art it’s more possible to
express things that have been repressed.’- Camila, 28.

Kimber and Wheeler (2019) denote that such feelings may be due to the inherent power
imbalance that can manifest between a service provider and service user, it is important to
note however, that using lived experiences can be beneficial for organisations as evidenced
by Ellen and Talitha:

‘What everybody has said is, they benefit from the reality of it. You know, it’s having
that reality sat in the room with them and talking about our experiences as a family.’
- Ellen, 50
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‘I think if somebody was able to share their experiences, it’s really powerful to hear
someone’s voice when that person’s right in front of you.” — Talitha, 36

For Talitha, who is a social worker, using her experience has helped her throughout her
work, and it could be suggested that the services which interact with Ellen, do so in a
compassionate and trauma-informed way (Kimber and Wheeler, 2019). An approach which
emphasises respect, safety, empowerment, and trustworthiness (Chaudhri et al., 2019;
Harris and Fallot, 2001). These are key aspects of the trauma-informed approach, with the
Plymouth Network’s vision being to create a city whereby individuals are able to trust one
another and learn reflectively and collaboratively in order to empower each other in the
aims of making a difference (Plymouthscb.co.uk, 2021). Subsequently, it could be suggested
that by being a part of the trauma informed network that these individuals have begun to
develop their resilience and self-esteem, therefore allowing them to feel comfortable and
more secure in sharing their experiences with others. However, Nicola notes a potential
issue with organisations utilizing lived experiences:

‘Yeah, and | think services, well there’s always that tendency to identify really
palatable tendencies which are typically, white women who are articulate, and
articulate things in a certain way and are interesting in becoming a part of the
service so aren’t always necessarily really critical, or disenfranchised voices and |
think that’s with lived experience work, can be really problematic.’- Nicola, 51

Furthermore, the participants were also able to acknowledge the diversity amongst trauma
survivors and the differences in their needs and stages:

‘Not everybody’s thing is talking. People have experienced much harder trauma than
I have. I’m not sure that | would want to talk about that.’ -Ellen, 50

It is due to the multiple and complex experiences of trauma, that other methods of sharing
experiences have been recognised, as well as the need to develop and review the current
use of lived experiences in order to ensure the safety and wellbeing of trauma survivors.

Policy development

For many of the participants, there is a desire for the current policies and practices amongst
many organisations to be modified. For Ben this has transpired into a desire to use his
experience to aid such a transition.

‘I want to do something with my experiences that help others, and show people, |
suppose ‘in the power’ that their lack of involvement, or that they think they’ve got
the right type of involvement, that uh, they just don’t know. They’re following
documents, policies, requlations but they’re not fit for purpose in my opinion and
based on my experiences.” — Ben, 36

This was mirrored throughout the interviews, with Amy stating the belief that individuals
who have been affected by trauma are the experts due to their first hand, lived experiences
or otherwise understood in a healthcare context as ‘Experts by Experience’ and how they
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may be beneficial in the construction of both policy and practice throughout a range of
settings and delivery organisations:

‘So, you know, | think that’s been a big difference and | think encouraging lived
experience into the mix and creating that peer support and the lived experience
policy sort of impact has widened that. However, | do think experts in this field are
people affected by trauma and they’re not included because they’re problematic
sometimes or they’re difficult or they don’t rock up or ... however, it takes one to
know one with trauma.” — Amy, 43

It has been suggested that there are benefits to the incorporation of individuals with lived
experiences, due to their potentially heightened levels of compassion (Greenberg et al.,
2018). This is something that Leah felt strongly about, particularly when the topic of trauma-
informed training was raised:

‘Yes, you can educate people, but can you really teach them how to be
compassionate? It’s a difficult area.” — Leah, 34

Both the occurrence and effects of trauma are complex and widely experienced as
highlighted by Nicola:

‘Although trauma is very unique, over the course of a lifetime its common’. — Nicola,
51

It is due to this that many of the participants felt that the incorporation of trauma-informed
practice and policy were not widespread enough, and as with the aims of the Plymouth
Network (Plymouthscb.co.uk, 2021), Leah and Amy were able to articulate the need for a
widespread and comprehensive approach to trauma-informed training and practice:

‘Yeah, yeah, and | think to be trauma aware, at least, it should be a community
project. It should be something that everybody knows about. If you’re going to say
we’re a Trauma Informed school, well, why are you Trauma Informed? How are you
Trauma Informed? What do you do? How do parents know what you do?’ — Leah, 34

‘Trauma Informed training, as an organisation, should be done from the cleaner to
the cook to the whatever. Everyone should be Trauma Informed and live it day to
day. The manager of the organisation should instil Trauma Informed practice day to
day. So yes, you’ve the training, you’re not Trauma Informed yet, but you’re certainly
trauma aware’. — Amy 43

It is due to the expansive knowledge and lived experiences that Nicola has that through the
discussion of training Nicola was able to offer a critical insight into the appropriate and at
times questionable practices of organisations and their learning ‘tools’:

‘I’'ve gone to conferences where there has been lived experiences and yes it has had
an emotional wallop, but they’re not talking about their learning or what could be
different. That for me feels like it could have been potentially traumatic for them and
actually triggering for audiences. So, | think if you’re going to do that individual
sharing you need to be really clear on ‘what is the learning here and is there going to
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be any change?’ and if there isn’t, the risk of re-traumatisation seems higher than
any potential benefits. So, | think it needs to be carefully done, | see a lot of stuff
which people called lived experience and I’m thinking it’s pretty exploitative’. —
Nicola, 51

This highlights the potentially detrimental effects of utilizing individuals and their lived
experiences through speech. This is not only for the sharing individual, but also for the
audience. As previously stated, it is due to the commonality of trauma that there is a risk of
traumatisation to the listeners of the experience. This is due to the sensitive, emotive and at
times startling nature of trauma, and although it has been argued that there may be
potentially positive outcomes, these approaches need further consideration to the safety
and wellbeing of all that may be involved. This has been summarised by Ben, who shared
some of the recent events and some acts or experiences which have the ability trigger him
and the recollection of his trauma:

‘I think there’s got to be different mediums. Some are great in training, and it can set
the tone for what is going to be discussed, others may get more from reading a story,
they can really visualise it. Or even a film, there are a lot of things | don’t watch
because they trigger me but there are loads of mediums that | think would help
based on the audience.” — Ben, 36.

Conclusion

The individual testimonies highlighted throughout this report demonstrate important
illustrations of the impacts of trauma. The number of interviews completed as part of this
introductory piece of research were small but even within this sample of experiences the
unique and nuanced nature of trauma is evident. The findings also emphasise the role that
the wider context and social environment play in prolonging or alleviating the impacts of
individual’s trauma as they navigate the world. It is imperative, to acknowledge the benefits
that have been experienced by our participants and others through sharing their trauma
experiences and the benefit of a community approach to trauma informed practice, which
has evidently aided in the security and wellbeing of our participants. However, where the
impacts of trauma go unacknowledged or individuals are insufficiently supported there is
evidence that the internalised harms associated with trauma can be generative of further
trauma of younger generations as feelings of inadequacy and unworthiness transmit
through generations in such a way as to impinge upon the ability to form loving and valued
relationships with children and other loved ones.

The nature of this research and its collaborative co-production with members of the
Plymouth Trauma Informed Network influenced the types of experiences individuals
reported having with service providers in the process of seeking care and support but also in
terms of their experiences of sharing their experiences as a learning tool for the
development of better trauma-informed provision. The experiences reported here
demonstrate the existing of re-traumatising practices but also highlights important ways in
which individuals can be supported to safely engage with service development and
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improvement in a positive way and empowered to use their experiences for these purposes.
The experiences of the participants of this research also point towards the need for further
future developments to the modes through which Experts by Experience might be
supported to share experiences that provide vital insights into the impact of non trauma-
informed service provision, for example by exploring more creative means of recording and
communicating experience as reported by Camila.

Finally, there was also important reference to the need to ensure that the experiences and
learning being sought by policy makers and organisations is drawn from a representatively
diverse range of Experts by Experience. This point identifies another area in need of further
research and points towards areas of development that public sector and large private
sector delivery organisations should already be conscious of under their Public Sector
Equality Duties of the Equality Act (2010).
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