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Abstract
Introduction

Psychological and psychosocial impacts of major trauma, defined as any injury that has the potential
to be life-threatening and/or life changing, are common, far-reaching, and often enduring. There is
evidence that these aspects of major trauma care are often underserved. The aim of this research
was to gain insight into current provision and operationalisation of psychological and psychosocial
aspects of major trauma care across the UK and Ireland.

Methods:

A cross-sectional online survey, open to health professionals working in major trauma network
hospitals was undertaken. The survey had sixty-nine questions across six sections: Participant
Demographics, Psychological First Aid (PFA), Psychosocial Assessment and Care, Assessing and
Responding to Distress, Clinical Psychology Services, and Major Trauma Keyworker (Coordinator)
Role.

Results:

There were 102 respondents from across the regions and from a range of professional groups.
Survey findings indicate a lack of formalised systems to assess, respond and evaluate psychological
and psychosocial aspects of major trauma care, most notably for patients with lower level distress
and psychosocial support needs, and for trauma populations that don’t reach threshold for serious
injury or complex health need. The findings highlight the role of major trauma keyworkers
(coordinators) in psychosocial aspects of care and that although major trauma clinical psychology
services are increasingly embedded, many lack capacity to meet demand.

Conclusion:

Neglecting psychological and psychosocial aspects of major trauma care may extend peritraumatic
distress, result in preventable Years Lived with Disability and widen post-trauma health inequalities.
A stepped psychological and psychosocial care pathway for major trauma patients and their families
from the point of injury and continuing as they move through services towards recovery is needed.
Research to fulfil knowledge gaps to develop and implement such a model for major trauma
populations should be prioritised along with development of corresponding service specifications for
providers.
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Introduction

Each year in the UK, injury from trauma causes an estimated 1.5 million Years Lived with Disability
(YLDs)! and only a third of trauma survivors fully recover within a year of their injury?. Psychological
and psychosocial impacts of major trauma, defined as any injury that has the potential to be life-
threatening and/or life changing, are common, far-reaching, and often enduring. Major trauma
survivors report experiencing psychological®**>and psychosocial distress® in prehospital and acute care
periods. Posttraumatic distress in the peri-traumatic period is an important risk factor for later
development of PTSD’-°. Approximately a third of survivors will develop depression, and more than a
quarter, posttraumatic stress disorder (PTSD)¥. Psychosocial impacts are felt in social and family
life>112, work®3-*> and school life?, as well as economically?®.

Since 2010, major trauma care in the UK and Ireland has been increasingly operationalised through
regional, hub and spoke major trauma care networks, with the most seriously injured cared for in
specialised Major Trauma Centres (MTCs)"22, Although major trauma policy documents across the
UK and Ireland (ibid) incorporate psychological and psychosocial aspects of care, the level of detail
across them varies. There is evidence that these aspects of major trauma care are often underserved
in the UK. Although major trauma networks may operate differently, the aim of this research was
to gain insight into current provision and operationalisation of psychological and psychosocial aspects
of major trauma care for survivors and their families across the UK and Ireland.

Methods

A cross-sectional, online survey of psychological and psychosocial aspects of major trauma care was
conducted to identify and describe current practices, including assessment, intervention and
evaluation, and education and training. Survey design drew on policy documents and practice
knowledge and was designed and tested by a multi-disciplinary research team that included public
and patient advisors. Ethical approval was granted from the [Anonymised] Ethics Review Panel
(Reference ID: HEALTH 0144).

Hosted on Qualtrics® Survey Software (Provo, UT, USA), the survey (Supplementary 1) had sixty-nine
guestions grouped into six sections: Participant Demographics, Psychological First Aid (PFA),
Psychosocial Assessment and Care, Assessing and Responding to Distress, Clinical Psychology Services,
and Major Trauma Keyworker (Coordinator) Role. Psychological First Aid was defined as ‘psychosocial
care to recognise mental health impacts, promote wellbeing, and help people in the immediate
aftermath of an emergency event’. The survey was open from 25th February to 31st March 2021 and
hospital-based professionals working in major trauma were invited to participate via opt-in invitation
distributed by email and social media to major trauma research groups, professional networks, and
stakeholder organisations. The invitation contained a link to an information sheet from which
participants could access the survey after completing a digital consent form. Survey responses were
monitored and recruitment was targeted to groups and regions with low or no response.

Analysis

Survey data were exported from Qualtrics® into Microsoft Excel (Version 2108, Microsoft Corporation,
Redmond, WA, USA) and Statistical Package for the Social Sciences (SPSS, Version 27, IBM Corporation,
Armonk, NY, USA) for analysis. Descriptive statistics were used to summarise the data. The survey had
filter questions; therefore, the number of responses varies across questions. Percentages are reported



according to the number of responses for each question and were rounded. Work areas with similar
characteristics were grouped into five units of analysis:

o Emergency Department and Theatres (ED&T): clinical areas providing initial reception and
stabilization for short periods of time

e Major Trauma Wards and Services (MT): specialist major trauma clinical areas and services

e Acute Care Areas (ACA): clinical areas in which major trauma forms only part of the caseload
(e.g., surgical, high dependency or intensive care units)

e Rehabilitation and Specialist Centres (Rehab&SC): specialist trauma care services likely to
have longer term care relationships with patients and families

e Outpatient (OP): clinical areas providing follow-up care after discharge

Results

Respondent demographics are described first followed by presentation of the results for Psychological
First Aid, Psychosocial Assessment and Care, Assessing and Responding to Distress, Clinical Psychology
Services, and Major Trauma Keyworker Role.

Survey Respondents

There were 102 respondents, though one response was removed from the dataset because their
responses were not about hospital-based major trauma care (n=101). Responses covered England,
Ireland, Northern Ireland, Scotland, and Wales, however response across them varied and some
regions are over-represented (Supplementary 2). Most respondents worked in designated MTCs
(n=84), 46 in adult MTCs, 9 in children’s MTCs and 29 in combined MTCs. Fourteen worked in hospitals
designated as Trauma Unit (TUs) and three worked in non-trauma designated Emergency
Departments. Respondents were from a range of professional groups including doctors (n=23), nursing
(n=20), physiotherapy (n=17), major trauma practitioners (n=15), clinical psychology (n=13),
occupational therapy (n=7), and speech and language therapy (n=2) (missing data n=4). Three-
quarters were from in-patient settings, and those working in Major Trauma Wards and Services
formed the largest respondent group, followed by Emergency Department and Theatres,
Rehabilitation and Specialist Centres, Acute Care Areas, and Outpatients (Table 1).

Table 1. Participants’ primary work area grouped into work area units for analysis (n=101

Participants’ Primary Work Area Work Area Units for Analysis
Emergency department 17 ] Emergency Department and Theatres 23
Theatres and surgery 6 (ED&T)
Maj_or trauma services or co- 13 Major Trauma Wards and Services
ordination (MT) 43
Major trauma ward 30
SosTalEE] \{vard_ : : 9 Acute Care Areas
Neurological injury unit 4 (ACA) 14
Intensive care or high dependency 1
Rehabilitation, general 10 habilitati q i
Rehabilitation, neurological 7 Rehabilitation and Specialist Centres 18
- — . (Rehab&SC)
Spinal cord injury unit 1
g Outpatient

Outpatient department

utpati p 3 (OP) 3




Psychological First Aid (PFA)

Less than half of respondents (n=44/101, 44%) reported staff in their work area were trained in
Psychological First Aid (PFA) (Table 2). Respondents working in rehabilitation and specialist centres
and outpatients reported highest rates of PFA training (67%) followed by major trauma areas (53%),
acute care areas (29%) and emergency department and theatres (13%).

Table 2. Percentage of staff trained in Psychological First Aid by Work Area (n=101)

Work Area Al .staff Somg 2 Not trained | Don’t know Total
trained trained
ED&T 0 (0%) 3(13%) 16 (70%) 4 (17%) 23
MT 0 (0%) 23(53%) 17 (40%) 3 (7%) 43
ACA 0 (0%) 4(29%) 8 (57%) 2 (14%) 14
Rehab&SC 1(6%) 11(61%) 4 (22%) 2 (11%) 18
oP 1(33%) 1(33%) 0 (0%) 1 (33%) 3
Total 2 (2%) 42 (42%) 45 (45%) 12 (12%) 101

Psychosocial Assessment and Care

Less than a third of respondents reported there was a policy on their unit for assessing major trauma
patients’ psychosocial needs (Table 3). However, most reported some degree of psychosocial
assessment (77%), whether this was for all patients (13%) or only some (64%).

Table 3. Psychosocial assessment (responses n=101)

Yes, policy for Patients are assessed Patients

Work area psychosocial On ad If severely | If indicating Routinely not
assessment hoc basis injured need assessed

ED&T 3 4 0 3 1 15
(n=23) (13%) (17%) (0%) (13%) (4%) (65%)
MT 16 6 1 28 5 3
(n=43) (37%) (14%) (2%) (65%) (12%) (7%)
ACA 4 1 0 6 3 4
(n=14) (29%) (7%) (0%) (43%) (21%) (29%)
Rehab&SC 7 3 1 10 3 1
(n=18) (39%) (17%) (6%) (56%) (17%) (6%)
OP 0 1 0 1 1 0
(n=3) (0%) (33%) (0%) (33%) (33%) (0%)
Total 30 15 2 48 13 23
(n=101) (30%) (15%) (2%) (48%) (13%) (23%)

Timing of psychosocial assessment varied from being done within 24 hours (n=9/76, 12%) to within
72 hours of admission (n=29/76, 38%) or on an ad hoc basis (n=38/76, 50%). Participants (n=78)
reported psychosocial assessment was most frequently undertaken by clinical psychologists (n=48,
62%), followed by nurses (n=33, 42%), occupational therapists (n=28, 36%), physiotherapists (n=27,
35%), and psychological wellbeing practitioners (n=4, 5%). Few reported staff had training in



psychosocial assessment (n=14/78, 18%). Participants were asked to select the types of psychosocial
care interventions available where they worked (Table 4).

Table 4 Psychosocial interventions available* in frequency order

Psychosaocial intervention Responses %
n=/101

Information giving: support groups 71 (71%)
Information giving: traumatic injury 70 (70%)
Emotional support 69 (69%)
Referral to social services 68 (68%)
Referral to trauma specialist 65 (65%)
Family support 50 (50%)
Practical support: social and housing 49 (49%)
Practical support: spiritual 45 (45%)
Psychoeducation 43 (43%)
Practical support: financial 37 (37%)
Practical support: legal 35 (35%)
Psychological First Aid 34 (34%)
Referral to family liaison 26 (26%
Practical support: family relations 23 (23%)
Practical support: other 12 (12%)
Other 8 (8%)

* Participants could select multiple responses from drop-down list

The most frequently reported interventions were information giving about support groups and about
the injury, provision of emotional support, referrals to social services and trauma specialists, and
family support. Lower frequency interventions were financial and legal support and Psychological First
Aid. Free text ‘other’ responses included psychological therapy and vocational rehabilitation.

Assessing and Responding to Distress

Similarly, few reported having a policy for assessing major trauma patients' distress (n=21/101, 21%)
(Table 5), though many respondents (61%) reported distress was assessed in practice, most commonly
on an as needed basis. Routine distress assessment for major trauma patients was reported by 15%
(n=9/61) of respondents and assessment was reported as most frequently undertaken by clinical
psychology (n=42/61), and followed by, trauma specialist staff from nursing (n=26/61), physiotherapy
(n=24/61), medical, and occupational therapy (n=21/64).

Table 5 Distress assessment by work area

. Patients were assessed .

Yes, policy for If hiah risk Patients

Work area distress On ad hoc | If signs of 9 . not
. : for PTSD/ | Routinely
assessment basis distress . assessed
depression

ED&T 1 5 0 0 1 17
(n=23) (4%) (22%) (0%) (0%) (4%) (74%)
MT 14 7 15 7 4 10
(n=43) (33%) (16%) (35%) (16%) (9%) (23%)
ACA* 2 1 4 0 1 7
(n=14) (14%) (8%) (31%) (0%) (8%) (54%)
Rehab&SC 4 2 6 2 3 5
(n=18) (22%) (11%) (33%) (11%) (17%) (28%)




oP 0 0 3 0 0 0

(n=3) (0%) (0%) (100%) (0%) (0%) (0%)

Total 21/101 15/100 28/100 9/100 9/100 39/100*
(21%) (15%) (28%) (9%) (9%) (39%)

*One respondent did not enter response for which patients undergo distress assessment

Participants were asked to select interventions available for responding to distress from a multi-option
list. Higher frequency interventions included referral to mental health (n=40/61) and clinical
psychology services (n=38/61), emotional support (n=39/61), information giving about the injury
(n=39/61) and support groups (n=37/61). Lower frequency interventions were Psychological First Aid
(n=30/61), practical support including social and housing (n=29/61), financial (n=27/61), spiritual
(n=22/61), legal (n=19/61), and family support (n=28/61). Nearly one third reported there was a
clinical pathway that followed distress assessment (n=19/61, 31%), one third didn’t know (n=20/61,
33%), and just over a third reported there wasn’t a pathway (n=22/61 36%).

Psychological and Psychosocial Assessment Tools

Participants were asked about psychological and psychosocial assessment tools used in their work
area on three occasions in the survey: the psychosocial section, the distress assessment section, and
the major trauma clinical psychology services section. Respondents could select from a multi-option
list as well as entering names of tools used. Table 6 is an amalgamation of these results, produced to
identify the type and range of tools used across different regions. Responses indicate a variety of tools
in use both within and across regions with the IES-r, PAS, Distress Thermometer, PHQ9, GAD7 most
widespread. Single entry ‘Other’ measures were appearance-related concerns scale; health locus of
control scale; communication tool; observations; clinical judgement; and child appropriate. Some
regions had more respondents than others, and this may explain differences in the range of tools
reported.

Table 6 Tools in use by region

. CORE- None/
Region DT IES-r | ITSS | PAS | GAD7 | PHQY9 | PHQ4 | HADS 10 PCL5 | rarely
used
North West v v N v v v v v
North East N v v
East Midlands N4 v
West Midlands N v v v v
Yorkshire & Humber v v v v
South West v v v v v v v v
South East v v v v v v
East of England
Greater London v N4 v
Scotland v
N. Ireland N
Wales v
Ireland v
Number of regions 4 8 2 7 5 6 1 2 4 1 3

Key: DT Distress Thermometer; IES-r Impact of Events Scale-Revised; ITSS Injured Trauma Survivor Screen;
PAS Post Traumatic Adjustment Scale; GAD7 General Anxiety Disorder-7; PHQ9 Patient Health Questionnaire-9;
PHQ4 Patient Health Quaestionnaire-4; HADS Hospital Anxiety and Depression Scale;

CORE-10 Clinical Outcomes in Routine Evaluation-10



Major Trauma Clinical Psychology Services: Accessibility

Approximately 60% of participants (n=60/101) reported there was a Major Trauma Clinical Psychology
Service in the hospital where they worked, 35% reported there wasn’t (n=35/101) and 7% (n=7/101)
didn’t know. Of those reporting a Major Trauma Clinical Psychology Service (n=60), most reported the
service was open to all major trauma patients (n=45, 75%), there was access to both clinical psychology
and neuropsychology (n=46, 77%), and information about the service was available to patients and
families (n=39, 65%). Most had a referral process for the service (n=53/60, 88%), and nurses (n=49/60,
82%), physiotherapists (n=46/60, 77%), occupational therapists (n=45/60, 75%), and medical staff
(n=48/60, 80%) could refer to it. Pre-referral psychological screening was most often not required
(n=47/60, 78%) and more than half reported no eligibility threshold (n=33/60, 55%, though many
didn’t know (n=23/60, 38%). Those reporting eligibility thresholds (n=4/60, 7%) identified these as:
admission to the major trauma ward (n=1); injury pattern and complexity (n=1); distress related to the
major trauma (n=1); and not being able to accept patients who were suicidal (n=1).

Respondents also indicated there may be groups of patients that may not know about or be able to
access clinical psychology services (n=12/60, 20%), the reasons for which were: patients admitted to
non-major trauma areas (n=3) or discharged directly from the emergency department (n=1), and the
service only funded for traumatic brain injury or spinal cord injury (n=3). Over half of respondents
(n=33/60, 55%) felt the major trauma clinical psychology service lacked resources to meet demand,
and this was explained in terms of: understaffing (n=19), underfunding (n=4), lack of major trauma
neuropsychologist (n=1) and no clinical psychologist in post (n=2).

Major Trauma Clinical Psychology Services: Scope of Role

Participants were asked about the role and responsibilities of the Major Trauma Clinical Psychology
Service (Supplementary 3). Higher frequency responses (>60%) were that clinical psychologists were
part of major trauma patients’ multi-disciplinary team, undertook psychological assessments,
provided psychological therapies, contributed to rehabilitation prescriptions, provided out-patient
follow-up, provided psychological support for families, and were a source of clinical advice for staff.
Fewer (<50%) reported the service provided staff training in psychosocial and psychological aspects of
care, though more than a third didn’t know.

Named Major Trauma Keyworker (Coordinator) Role

Two-thirds of respondents reported major trauma patients had a named major trauma keyworker
(n=65/95, 68%). Participants were asked to enter examples of the role in relation to patients’
psychosocial care into a free text box. Responses from 56 respondents were collated into Care
Coordination activities and Care Intervention activities (Box 1).

Box 1 Psychosocial Aspects of Major Trauma Keyworker (Coordinator) Roles

Care Coordination Care Intervention

e Coordinating care ¢ Signposting to services including legal

¢ Contact for families services and citizens advice

¢ Overseeing the rehabilitation pathway and e Making referrals, e.g., to clinical
responsibility for patients’ rehabilitation psychology, mental health team and
prescription psychiatry




o Attending weekly multidisciplinary team ¢ Providing Psychological First Aid,
meetings emotional support, psychoeducation

¢ Key link with psychosocial services (coping strategies, emotional wellbeing,

« Repatriation of patients from MTCs to local flashbacks, managing reactions to
hospitals traumatic events) and discussing worries

¢ Planning for home or ongoing destination, and concerns
discharge, school reintegration e Providing information

e Inputting data into TARN (Trauma Audit and | * Monitoring, assessment, and observation
Research Network national trauma registry) of psychosocial care needs

Just over half of respondents stated major trauma keyworkers (coordinators) followed up with
patients after the patient was discharged (n=36/64, 56%), though nearly a quarter didn’t know
(n=14/64, 22%). Timings of major trauma key worker follow-up were reported as occurring initially at
two (n=16) or four weeks (n=3) post-discharge, and second follow up varying from 6 weeks, 3 months,
to 6 months, or on an as needed basis. One respondent reported follow-up may continue for two years
and another reported possible continuation for up to three years.

Discussion

In this section results are contextualised with reference to policy documents, practice guidelines and
previous research. A discussion of models of psychological and psychosocial care follows, bringing
together survey findings, highlighting gaps in provision and concluding with priorities for future
development.

Psychological First Aid

Psychological First Aid (PFA) has gained traction as a term describing psychosocial care in the
immediate and early period following a traumatic event?*. PFA bridges the intervention gap between
traumatic event and specialised psychosocial and psychological assessment and intervention’. The
principles of PFA aim to promote feelings of safety, calm, self-efficacy, connectedness, and hope®.
Trauma survivors have reported feeling safe and cared for when staff were empathetic, kept them
informed and gave reassurance®®, thus illustrating the relevance of PFA for major trauma populations.
Though PFA was advocated in the Major Trauma Clinical Advisory Group Report?’, the findings of this
survey indicate it has not been widely embedded. There are numerous models of PFA, having been
adapted for different settings, although evidence of effectiveness of PFA in reducing distress and
enabling adaptive strategies after traumatic events is limited?.

Distress and Psychosocial Assessments and Response Pathways

The survey results illustrate processes for distress and psychosocial assessment and response were
not formalised in practice and largely undertaken ‘as needed’. Ad hoc approaches may introduce
cognitive bias that neglect less obvious risk factors for distress such as being treated outside one’s
area®® and pre-incident risk factors?’. The survey also found that distress and psychosocial assessments
were undertaken by many professional groups, though which group had overall responsibility is not
clear. Low levels of training in PFA and psychosocial assessment introduces uncertainty about the
quality of assessments, emotional support given, and information provided. The findings identify gaps



in current provision, and which may lead to detrimental variation in practice?, as early predictors and
intervention for the causes of distress could be missed.

Major Trauma Clinical Psychology Services

The findings indicate major trauma clinical psychology services are growing and that where they do
exist formalised systems (e.g., referral processes) are embedded. Major trauma service specifications
for patients with serious injury (Injury Severity Score >8) in England!® and Wales?? list clinical
psychology services as a major trauma centre co-located specialty. Importantly, 22% of respondents
who did not know (n=4) or answered no (n=18) to having a major trauma clinical psychology service
worked in Trauma Units (n=14) or non-trauma designated emergency departments (n=3), and/or
regions (n=6) not covered by these service specifications. Still, even in areas covered by the service
specification, provision is not yet universal. Respondents also reported insufficient capacity to meet
demand, limited population eligibility and long waiting lists for post-discharge services. The scope of
clinical psychology services likely reflects capacity with patient and family facing services and clinical
advice for staff widely reported but education and training activities less so.

Psychological Screening Tools

Several validated tools for identifying risk of development of PTSD and depression?>3°, posttraumatic
stress3!, generalised anxiety disorder®?, and depression®*3* and that would from part of clinical
psychology assessments were in use. The Posttraumatic Adjustment Screen has demonstrated
reasonable accuracy in a UK population for early identification of patients at risk of later posttraumatic
stress and depression following major trauma®® . The Distress Thermometer, a single item tool
favourably validated to assess distress and psychosocial needs of cancer patients®, was in use in some
regions. The appeal of the distress thermometer is its rapidity and ease of administration by trained,
but non-specialist staff. Although likely transferable to non-cancer populations, the distress
thermometer has not been validated for major trauma populations. Overall, the findings indicate
there may be variation in tools being used. A consensus and common language around assessment
and screening tools so it is clear which tools are most useful, for which patients, for what purpose,
and what they may lead to would help underpin a joined up psychological and psychosocial care
pathway for trauma patients as they move through services.

Named Major Trauma Keyworker (Coordinator) Role

The widespread introduction of the major trauma keyworker (coordinator) role identified in this
survey is a likely a consequence of their inclusion in service specifications across all countries’®?2, In
England, this role is described as “a named member of clinical staff (a key worker, often a senior nurse)
assigned at each stage of the care pathway who coordinates the patient's care”3®. A previous study of
trauma nurse coordinator activity in 2013% revealed the role involved clinical work, trauma registry
data collection, quality improvement, administrative tasks, and education, research and outreach
work. This survey has unpacked clinical aspects of the role in relation to psychological and psychosocial
major trauma care and echoing international research® found they are often central in major trauma
survivor (and family member) care experiences and outcomes.



Models of Psychological and Psychosocial Care

A personalised Rehabilitation Prescription (or Rehabilitation Plan) for patients with serious injury is a
key performance indicator for major trauma service providers across UK and Ireland'®%2,
Rehabilitation Prescriptions follow a biopsychosocial model in which information about psychological
(mental capacity, emotional state) and psychosocial (activities of daily living, housing, social support,
vocational activities) situations can be recorded®. They incorporate higher level specialist
psychological and psychosocial care (e.g., formal family support, psychology, and psychiatry).
Recognising that the rehabilitation pathway for people with less severe injury was less well defined,
the recent ‘Rehabilitation after Traumatic Injury’ guideline®®, published after this survey was
undertaken, targets a broader population of people admitted to hospital after trauma but who
nonetheless have complex rehabilitation needs (defined as involving coordinated multidisciplinary
input from at least two allied health professional disciplines). This new guidance calls attention to
acute stress responses, psychological and emotional support, and psychological and psychosocial risk
factors, however there is little detail for operationalising these in practice. The survey findings reflect
current policy and practice guidance, in that higher level care provision, such as those embedded in
the Rehabilitation Prescription or specialist clinical psychology services are more likely to be
formalised in practice, whereas systems to guide lower level psychological and psychosocial care were
less so.

The 2010 NHS Clinical Advisory Group Report for Regional Networks for Major Trauma®’ proposed a
stepped model of psychosocial and mental health care commencing at the point of injury. In this
model, responding to distress through social support, Psychological First Aid, and welfare (financial,
legal, social) aid were universal components delivered by staff in pre-hospital and immediate care
periods, and progressing as needed to specialist care. It is not clear why this model was not
incorporated into subsequent major trauma policy documents and guidance. However, there is
increasing evidence of effectiveness of stepped psychological and psychosocial approaches in major
trauma care in terms of improving longer term outcomes*, reducing posttraumatic psychological
distress symptoms and identifying those at risk of developing PTSD, anxiety and/or depression®*2,
Recent NHS guidance? describes a graduated psychological and psychosocial response and
intervention pathway for people affected by incidents and emergencies. This guidance, focussed on
major incident and community health threat events, provides operational considerations about
planning, resources, and training for service planners and commissioners, although operational detail
for assessment and response within the pathway is less well defined.

Limitations

The survey was conducted during a period of Covid-19 lockdown and immense health service
pressures which likely affected response rate. Responses in some demographic variables were low
and responses may not be representative. Some regions were over-represented in the overall survey
response, and it is possible that some hospitals may also be over-represented within regions. An
alternative would have been to ask one person from each major trauma network hospital to complete
the survey. However, we decided against this approach because major trauma care is a pathway rather
than a discrete discipline, not all MTCs have designated major trauma units, major trauma patients
may be admitted to other speciality units (e.g., plastic and reconstructive surgery, neurosurgery etc..),
and some may have a general ward placement for all or part of their admission. We aimed to reach
respondents from across this spectrum and which may have been missed if one person from an
organisation had been asked to complete. It is also not possible to report a response rate because the



number of people that could have responded is indeterminate. Survey responses regarding capacity
shortages may also have been affected by the ongoing Covid-19 pandemic, which alongside the
enormous personal and professional strain staff were experiencing®® also led to increased demands
on clinical psychology services*.

A strength of the survey was that responses were received from all regions and from a range of
professionals. However, this is also problematic because of differences across major trauma networks
and service specifications. However, in recognition of the advancing specialisation of major trauma
care and the operational interconnectedness across the five countries, the goal of this survey was to
generate exploratory insights about psychological and psychosocial aspects of major trauma care
across the UK and Ireland.

Conclusion

This survey of practice has generated a first insight into psychological and psychosocial aspects of
major trauma care in the UK and Ireland. Survey findings indicate a lack of formalised systems to
assess, respond and evaluate psychological and psychosocial aspects of major trauma care, most
notably for patients with lower level distress and psychosocial support needs, and for trauma
populations that don’t reach threshold for serious injury or complex health need. The findings
highlight the role of major trauma keyworkers (coordinators) in psychosocial aspects of care and that
although major trauma clinical psychology services are increasingly embedded, many lack capacity to
meet demand. The strengths and limitations of current practice reflect existing service specifications,
drawing attention to their importance as levers of change and quality improvement.

Neglecting psychological and psychosocial aspects of major trauma care may extend peritraumatic
distress, result in preventable years lived with disability and widen post-trauma health inequalities. A
stepped psychological and psychosocial care pathway for major trauma patients and their families
from the point of injury and continuing as they move through services towards recovery is needed.
Building on psychological and psychosocial care pathways from parallel fields, research to fulfil
knowledge gaps to develop and implement such a model for major trauma populations across the UK
and Ireland should be prioritised along with development of corresponding service specifications for
providers. This would pave the way for more efficient service planning, improve outcomes and reduce
health inequalities after trauma.



References

1.

10.

11.

12.

13.

14.

15.

16.

17.

Lyons RA, Kendrick D, Towner EM, et al. Measuring the Population Burden of Injuries—
Implications for Global and National Estimates: A Multi-centre Prospective UK Longitudinal
Study. PLoS Med. 2011; 8: €1001140.

Kellezi B, Barnes J, Coupland C, et al. The impact of psychological factors on recovery from
injury: a multicentre cohort study. Soc Psychiatry Psychiatr Epidemiol 2017; 52: 855—-866.
Sandstrém L, Nilsson C, Juuso P, et al. The helicopter as a caring context: Experiences of people
suffering trauma. Int Emerg Nurs 2017; 32: 34-38.

Cullinane JP, Plowright Cl. Patients’ and relatives’ experiences of transfer from intensive care
unit to wards. Nurs Crit Care 2013; 18: 289-296.

Visser E, den Oudsten BL, Traa M, et al. Patients’ experiences and wellbeing after injury: A focus
group study. Plos one 2021; 16: e0245198.

Kellezi B, Earthy S, Sleney J, et al. What can trauma patients’ experiences and perspectives tell
us about the perceived quality of trauma care? a qualitative study set within the UK National
Health Service. Injury 2020; 51: 1231-1237.

Vance MC, Kovachy B, Dong M, et al. Peritraumatic distress: A review and synthesis of 15 years
of research. J Clin Psychol 2018; 74: 1457-1484.

Memarzia J, Walker J, Meiser-Stedman R. Psychological peritraumatic risk factors for post-
traumatic stress disorder in children and adolescents: A meta-analytic review. J Affect Disord
2021; 282: 1036-1047.

Garfin DR, Thompson RR, Holman EA. Acute stress and subsequent health outcomes: A
systematic review. J Psychosom Res 2018; 112: 107-113.

Muscatelli S, Spurr H, O’Hara N, et al. Prevalence of Depression and Posttraumatic Stress
Disorder After Acute Orthopaedic Trauma: A Systematic Review and Meta-Analysis. J Orthop
Trauma 2017; 31: 47-55.

Jones S, Tyson S, Yorke J, et al. The impact of injury: The experiences of children and families
after a child’s traumatic injury. Clin Rehabil 2021; 35: 614—625.

Kulnik ST, Wulf A-K, Brunker C. Experiences of long-distance visitors to intensive care units at a
regional major trauma centre in the United Kingdom: A cross-sectional survey. Intensive Crit
Care Nurs 2019; 55: 102754.

Bridger K, Kellezi B, Kendrick D, et al. Patient Perspectives on Key Outcomes for Vocational
Rehabilitation Interventions Following Traumatic Injury. Int J Environ Res Public Health 2021; 18:
2035.

Kendrick D, Dhiman P, Kellezi B, et al. Psychological morbidity and return to work after injury:
multicentre cohort study. Br J Gen Pract 2017; 67: e555—-e564.

Spreadborough S, Radford KA, das Nair R, et al. A study of outcomes of patients treated at a UK
major trauma centre for moderate or severe injuries one to three years after injury. Clin Rehabil
2018; 32: 410-418.

Gabbe BJ, Sleney JS, Gosling CM, et al. Financial and employment impacts of serious injury: A
qualitative study. Injury 2014; 45: 1445-1451.

NHS Clinical Advisory Group on Trauma. NHS Clinical Advisory Group on Trauma. Regional
Networks for Major Trauma. NHS Clinical Advisory Group on Trauma. Regional networks for
major trauma - NHS Clinical Advisory Groups report, Sept2010
(https://www.kcl.ac.uk/cicelysaunders/about/rehabilitation/The-NHS-Clinical-Advisory-Group-
Report-on-Regional-Networks-for-Major-Trauma-(2010).pdf ) pp1-137 (September 2010,
accessed 21 February 22).



https://www.kcl.ac.uk/cicelysaunders/about/rehabilitation/The-NHS-Clinical-Advisory-Group-Report-on-Regional-Networks-for-Major-Trauma-(2010).pdf
https://www.kcl.ac.uk/cicelysaunders/about/rehabilitation/The-NHS-Clinical-Advisory-Group-Report-on-Regional-Networks-for-Major-Trauma-(2010).pdf

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

NHS England. NHS Standard Contract for Major Trauma Service (All Ages): Schedule 2 The
Services A. Service Specifications. London, England: NHS England. d15-major-trauma-0414.pdf
(england.nhs.uk) (2013, accessed 21 February 2022).

Health Service Executive. A Trauma System for Ireland: Report of the Trauma Steering Group.
Dublin, Ireland. https://www.hse.ie/eng/about/who/acute-hospitals-division/trauma-
services/further-information-and-documentation/report-of-the-trauma-steering-group.pdf
(2018, accessed 22 August 2022).

Health and Social Care. Northern Ireland Major Trauma Network Annual Report 2018-19.
https://online.hscni.net/partnerships/majortrauma/ (2021, accessed 22" August 2022).

Public Health Scotland. Key Performance Indicators for the Scottish Trauma Network. Edinburgh,
Scotland https://www.stag.scot.nhs.uk/docs/2020/KPIs-for-the-Scottish-Trauma-Network-V7-
5.pdf (2020, accessed 22 August 2022).

Public Health Wales. Service specifications: Specialised Services Service Specification: CP188
Major Trauma Centre. Cardiff, Wales. https://whssc.nhs.wales/commissioning/whssc-
policies/major-trauma/major-trauma-centre-service-specification-cp188-february-2021/ (2021,
accessed 22 August 2022).

Olive P, Hives L, Wilson N, et al. Psychological and psychosocial aspects of major trauma care in
the United Kingdom: a scoping review of primary research. Trauma 2022: OnlineFirst:
https://doi.org/10.1177/14604086221104934

Shultz JM, Forbes D. Psychological First Aid. Disaster Health 2014; 2: 3—12.

Hobfoll SE, Watson P, Bell CC, et al. Five Essential Elements of Immediate and Mid-Term Mass
Trauma Intervention: Empirical Evidence. Psychiatry 2007; 70: 283-315.

Johnson L, Lodge C, Vollans S, et al. Predictors of psychological distress following major trauma.
Injury 2019; 50: 1577-1583.

NHS England and NHS Improvement. Responding to the needs of people affected by incidents
and emergencies: Guidance for planning, delivering and evaluating psychosocial and mental
healthcare. London, England. https://www.healthylondon.org/wp-
content/uploads/2021/03/Responding-to-the-needs-of-people-affected-by-incidents-and-
emergencies-.pdf (2021, accessed 22 August 2022).

Sutherland K, Levesque J. Unwarranted clinical variation in health care: Definitions and proposal
of an analytic framework. J Eval Clin Pract 2020; 26: 687—696.

O’Donnell ML, Creamer MC, Parslow R, et al. A Predictive Screening Index for Posttraumatic
Stress Disorder and Depression Following Traumatic Injury. J Consult Clin Psychol 2008; 76: 923—
932.

Hunt JC, Herrera-Hernandez E, Brandolino A, et al. Validation of the Injured Trauma Survivor
Screen: An American Association for the Surgery of Trauma multi-institutional trial. J Trauma
Acute Care Surg 2021; 90: 797-806.

Beck JG, Grant DM, Read JP, et al. The Impact of Event Scale-Revised: Psychometric properties
in a sample of motor vehicle accident survivors. J Anxiety Disord 2007; 22: 187—-198.

Spitzer RL, Kroenke K, Williams JBW, et al. A Brief Measure for Assessing Generalized Anxiety
Disorder: The GAD-7. Arch Intern Med 2006; 166: 1092—-1097.

Barkham M, Bewick B, Mullin T, et al. The CORE-10: A short measure of psychological distress
for routine use in the psychological therapies. Couns Psychother Res 2013; 13: 3—13.

Spitzer RL, Kroenke K, Williams JB. Validation and utility of a self-report version of PRIME-MD:
the PHQ primary care study. Primary Care Evaluation of Mental Disorders. Patient Health
Questionnaire. JAMA 1999; 282: 1737-1744.



https://www.england.nhs.uk/wp-content/uploads/2014/04/d15-major-trauma-0414.pdf
https://www.england.nhs.uk/wp-content/uploads/2014/04/d15-major-trauma-0414.pdf
https://www.hse.ie/eng/about/who/acute-hospitals-division/trauma-services/further-information-and-documentation/report-of-the-trauma-steering-group.pdf
https://www.hse.ie/eng/about/who/acute-hospitals-division/trauma-services/further-information-and-documentation/report-of-the-trauma-steering-group.pdf
https://online.hscni.net/partnerships/majortrauma/
https://www.stag.scot.nhs.uk/docs/2020/KPIs-for-the-Scottish-Trauma-Network-V7-5.pdf
https://www.stag.scot.nhs.uk/docs/2020/KPIs-for-the-Scottish-Trauma-Network-V7-5.pdf
https://whssc.nhs.wales/commissioning/whssc-policies/major-trauma/major-trauma-centre-service-specification-cp188-february-2021/
https://whssc.nhs.wales/commissioning/whssc-policies/major-trauma/major-trauma-centre-service-specification-cp188-february-2021/
https://doi.org/10.1177/14604086221104934
https://www.healthylondon.org/wp-content/uploads/2021/03/Responding-to-the-needs-of-people-affected-by-incidents-and-emergencies-.pdf
https://www.healthylondon.org/wp-content/uploads/2021/03/Responding-to-the-needs-of-people-affected-by-incidents-and-emergencies-.pdf
https://www.healthylondon.org/wp-content/uploads/2021/03/Responding-to-the-needs-of-people-affected-by-incidents-and-emergencies-.pdf

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

Jacobsen PB, Donovan KA, Trask PC, et al. Screening for psychologic distress in ambulatory
cancer patients : A multicenter evaluation of the distress thermometer. Cancer 2005; 103:
1494-1502.

National Institute for Health and Care Excellence. Major Trauma Major trauma: service delivery.
Major trauma services: Service delivery for major trauma. NICE Guideline NG40 Methods,
evidence and recommendations. London, England: National Institute for Health and Care
Excellence. Major Trauma Services (nice.org.uk) (2016, accessed 20 February 2022).

Crouch R, McHale H, Palfrey R, et al. The trauma nurse coordinator in England: a survey of
demographics, roles and resources. Int Emerg Nurs 2015; 23: 8-12.

Curtis K, Lien D, Chan A, et al. The Impact of Trauma Case Management on Patient Outcomes. J
Trauma 2002; 53: 477-482.

British Society of Rehabilitation Medicine. Implementing the Rehabilitation Prescription.
London, England: The British Society of Rehabilitation Medicine. dw-rp-4web--13-07-14-final-
[ts-4.pdf (bsrm.org.uk) (2013, accessed 21 February 2022).

National Institute for Health and Care Excellence. Rehabilitation after traumatic injury (NG211).
London, England: National Institute for Health and Care Excellence. Overview | Rehabilitation
after traumatic injury | Guidance | NICE (2022, accessed 21 February 2022).

O’Donnell ML, Lau W, Tipping S, et al. Stepped early psychological intervention for
posttraumatic stress disorder, other anxiety disorders, and depression following serious injury. J
Trauma Stress 2012; 25: 125-133.

Pham CH, Fang M, Nager J, et al. The role of psychological support interventions in trauma
patients on mental health outcomes: A systematic review and meta-analysis. J Trauma Acute
Care Surg 2019; 87: 463—-482.

Newman KL, Jeve Y, Majumder P. Experiences and emotional strain of NHS frontline workers
during the peak of the COVID-19 pandemic. International Journal of Social Psychiatry. 2022;
68(4):783-790.

NHS Employers. Staff psychological support response to COVID-19. London, England: NHS
Employers. https://www.nhsemployers.org/case-studies/staff-psychological-support-response-
covid-19 (2021, accessed 30 September 2022).



https://www.nice.org.uk/guidance/ng40/evidence/full-guideline-pdf-2313258877
https://www.bsrm.org.uk/downloads/dw-rp-4web--13-07-14-final-lts-4.pdf#:~:text=Implementing%20the%20Rehabilitation%20Prescription%20This%20document%20sets%20out,pathway%20and%20associated%20local%20rehabilitation%20services.%20Please%20note%3A
https://www.bsrm.org.uk/downloads/dw-rp-4web--13-07-14-final-lts-4.pdf#:~:text=Implementing%20the%20Rehabilitation%20Prescription%20This%20document%20sets%20out,pathway%20and%20associated%20local%20rehabilitation%20services.%20Please%20note%3A
https://www.nice.org.uk/guidance/ng211
https://www.nice.org.uk/guidance/ng211
https://www.nhsemployers.org/case-studies/staff-psychological-support-response-covid-19
https://www.nhsemployers.org/case-studies/staff-psychological-support-response-covid-19

Supplementary 2 Responses by region, n=100*

WEST

MIDLANDS EAST OF
ENGLAND

GREATER

*One respondent did not specify their region



Supplementary 3 Major Trauma Clinical Psychology Services: Scope of Role (n=/60 unless
specified)

Aspect of role Yes No Don’t know
Part of major trauma patients' multi-disciplinary team 56 3 1
(93%) (5%) (2%)
Undertake psychological assessments for major trauma 56 1 3
patients (93%) (2%) (5%)
Provide trauma-focused cognitive behavioural and/or other 41 1 18
psychological therapies for major trauma patients (68%) (2%) (30%)
Contribute to major trauma patients' rehabilitation 37 12 11
prescriptions (62%) (20%) (18%)
. : . . 40 5 15
Provide outpatient follow-up for major trauma patients (67%) (8%) (25%)
Provide psychological support for families of major trauma 37 8 15
patients (62%) (13%) (25%)
. - : 50 4 6
Provide clinical advice and support for staff (83%) (7%) (10%)
: e 34 11 15
Provide critical incident stress management for trauma staff (57%) (18%) (25%)
. . . . . - 30 12 18
Design and deliver Psychological First Aid training for staff (50%) (20%) (30%)
Design and deliver psychological and psychosocial 26/59 12/59 21/59
assessment training for staff (44%) (20%) (36%)
Design and deliver staff training on psychosocial and 23/59 15/59 21/59
psychological care for major trauma patients (39%) (25%) (36%)
Design and deliver staff training on psychosocial and 23/59 15/59 21/59

psychological care for major trauma patients' families (39%) (25%) (36%)
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