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Abstract

This epidemiological study explores the relationships between

exposure to traumatic events, the prevalence of Posttraumatic Stress Disorder

(PTSD), and alcohol abuse in two remote towns and surrounding communities

in Central West region of Western Australia. There is ample evidence from

the literature indicating that people who are exposed to traumatic events suffer

from PTSD, and are more likely to abuse alcohol and other substances.

Despite data indicating that Aboriginal people have been exposed to traumatic

events at rates higher than the national average, the prevalence of PTSD and

its relationship to alcohol abuse has not been investigated adequately. This

study explores this relationship using four different instruments: the Composite

lnternational Diagnostic lnterview (ClDl); the lmpact of Events Scale (lES); the

Alcohol Use Disorders ldentification Test (AUDIT); and the lndigenous Trauma

Profile (lTP). A total of 221 subjects, consisting of 104 men and 117 women,

took part in the study.

The study found that 973% of subjects were exposed to traumatic

events and 55.2o/o met the DSM-IV diagnostic criteria for PTSD. The majority,

73.8o/o met DSM diagnostic criteria for alcohol abuse and 33.5% of subjects

met criteria for alcohol dependence disorder. Cannabis abuse accounted for

23.5o/o of subjects while 5.9o/o met criteria for cannabis dependence and 2.7o/o

had abused inhalants. A proportion of subjects also met criteria for mood

disorder, including major depressive disorder, recurrent (20o/o) and single

XVII



episode 2.3o/o, and dysthymic disorder 1.8o/o and anxiety disorders were

17.2o/o of subjects. Within the latter group, specific phobia is 47.4o/o, general

anxiety disorder accounts for 26.3o/o, agoraphobia and panic disorder were the

third largest with rate of 7 .9o/o respectively.

The findings establish a relationship between exposure to traumatic

events, prevalence of PTSD and alcohol abuse. ln subjects with PTSD 91%

have alcohol abuse disorder. This accounted for 68.10/o of the alcohol abusing

population. ln this group, onset of PTSD symptoms preceded the onset of

alcohol abuse in 67.6% of subjects, evidence of the hypothesis that alcohol

abuse is self-medication to suppress symptoms of PTSD. Onset age analysis

showed that 69.1o/o of all PTSD cases and 67.1o/o of all alcohol abuse cases

were identified by the age of 20. This high rate for both PTSD and alcohol

abuse at a younger age group indicates exposure to traumatic events at an

early age. The study also found that a significant group had subclinical PTSD

symptoms: intrusion 76.90/o, avoidance 78.7% and hyperarousal 90'04% as

shown in IES results.

ln conclusion, the rate of exposure to traumatic events and the

prevalence of PTSD are higher in these communities than the recorded

prevalence in the general population. There is a strong relationship between

exposure to traumatic events and prevalence of PTSD and alcohol abuse'
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Ghapter 1 : Outline

'Very generally supposed that negroes feel pain to a less degree

than Europeans...Their skin seems not so sensitive".Aborigines
having a much less developed nervous system, feel pain to a much

less extent than we do' (Reynolds, 1996a, 121 ).

R.W.Fetkin, Natatie Robads and H. Pitts made the above remarks

in tate 19th and earty 2dh century.

1.1. lntroduction

This epidemiological study explores and describes the relationship

between exposure to traumatic events, alcohol abuse and prevalence of

posttraumatic stress disorder (PTSD) in two remote Aboriginal communities in

Central West region of Western Australia. The specific names of these

communities is suppressed to protect their reputation as required in the

application to the Western Australian Aboriginal Health lnformation and Ethics

Committee for ethics clearance of the study.

The method of the study is quantitative. Data collection is by means of

a semistructured clinical interview and suryey questionnaires. The theoretical

and philosophical underpinning of the study derives from Pierre Janet's

(1925) work on traumatic memory. ln this chapter, the author discusses the

background and significance of the study, as well as its aims and objectives.

The hypotheses of the study are stated and a brief outline of the thesis is

provided.
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1.2. Background

The author has been fascinated about human suffering and people's

capacity to deal with, overcome and survive tragedies of a catastrophic

nature, and the skills and ability human beings employ to cope with state-

sanctioned violence. Understanding the effect of colonisation on Aboriginal

people's health and wellbeing has attracted the interest of many, including

health professionals. ln spite of Australia's well-funded and advanced health

care system, it has been noted that poor health, poor access to education,

high unemployment and complex psychosocial health problems exist in the

Aboriginal population. These are understood aS consequences of

colonisation, which exposed indigenous people to a string of traumatic events

(discussed in Chapter 2).

During his undergraduate program the author wrote an assignment

ti¡ed "Why the Australian heatth sysfem has failed to improve the Aboriginal

people's health", as a part of a primary health care unit' This provided an

opportunity to research some relevant literature (Franklin and White, 1991;

Broome, 1982; Byrnes, 1983; Stanner, 1974,1979). The literature suggests

a history of domestic violence, interpersonal violence and government

sanctioned systematic violence against Aboriginal people. However, there

was no mention of posttraumatic stress disorder (PTSD) or other psychiatric

disorders relating to this history of violence. This was attributed to the

limitation of the subject and the scope of the paper the author was expected

to write.
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It was an eye-opening work and soon the author wanted to work in

Aboriginal communities with the view of learning more about their culture, way

of life and history. Meanwhile he continued reading about Aboriginal people.

ln the late 1990s an opportunityto work in remote Aboriginal communities in

Western Australia arose. ln taking up the position, the author lived in

Aboriginal communities and socialised with Aboriginal people, and found a

quality of gentleness, a willingness to share with and care for others once

trust was established. This was in contradiction to some of the literature that

deSCribed them aS "Savage," "primitiVe" and "UnCiviliSed", and the way the

media portrayed Aboriginal people (Reynolds, 1996a; MacKenzie, 1928)' On

the other hand, a very high level of alcohol abuse, resultant violence and its

sequelae in these communities were evident. The literature indicated a

history of trauma and retraumatisation generation after generation (Hunter,

1993a, 1996, 1998a; Atkinson, 1999; O'Shane, 1995; Peters, 1995; Horton,

1gg4). This raises the question: why are these people engaged in excessive

alcohol consumption and carry out violence against each other?

Evidences from literature show disproportionately high prevalence of

both traumatic experiences and alcohol abuse in Aboriginal communities

(Horton, 1994; Holland, 1992; Hunter, 1993a, 1993b, 1998a; Atkinson, 1991)'

but fail to indicate causal link. Other studies have reported over-

representation of Aboriginal people in police custody and the prison system

(Crime Research Centre, 1997,1999). However, there was no evidence of a

systematic research in terms of psychiatric mortality and morbidity in general

and prevalence of PTSD in particular.
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It goes without saying that there is abundant evidence within the

literature that exposure to traumatic events can cause PTSD as well as other

psychiatric disorders (Yehuda, 2002; APA, 1994, 2000; WHO, 1992)'

Following primary exposure to traumatic events (such as violence, rape,

threatened death, kidnapping, military combat and natural disasters) and

secondary exposure (for example witnessing a traumatic event), PTSD

emerges in between 15-30% of individuals (Yehud a, 2002; McFarlane, 1998;

Kessler, Sonnega, Bromet, Hughes and Nelson, 1995; Wilson, 1989).

ln addition it is well established that victims and survivors of traumatic

experiences, and sufferers of PTSD abuse alcohol and other substances

(Begic and Jokic-Begic, 2002; Maes, 2000; George and Crystal, 2000). lt

appears that alcohol and substance abuse are forms of self-medication that

serve to control the PTSD symptoms: intrusive thoughts, avoidance and

hyperarousal. This in turn contributes to further traumatisation of that person

and those around him or her due to the violence associated with alcohol

abuse (Begic and Jokic-Begic, 2002; Maes, 2000; Hunter, 1993a). The

resultant dependence on alcohol and the development of other disorders

related to alcohol abuse are thus major sequelae of the PTSD (McFarlane,

1998). One or more of these secondary consequences may appear to be the

principal presenting condition, resulting in misunderstanding and

mismanagement of the underlying PTSD. ln light of the available literature,

this could very well be the case with Aboriginal people.

Due to the absence of research-based evidence, the authår felt that

there is a need to record the types of traumatic events experienced by

4



Aboriginal people and its effect on their lives. There is also a need to

establish links between exposure to traumatic events, the current epidemic of

alcohol abuse and prevalence of PTSD. Finally, the question narrowed down

to: is there a relationship between exposure to traumatic events, alcohol

abuse and PTSD in Aboriginal communities? As there is no answer to this

question in the extant literature, the author concluded that this study should

be undertaken.

The study specifically investigates the relationship between exposure

to traumatic events, alcohol abuse and prevalence of PTSD. lt hypothesises

that these are common in Aboriginal communities. lt is anticipated that the

findings of this study will contribute to the development of prevention and

intervention programs that aim to address the complex relationship between

these three: exposure to traumatic events, prevalence of PTSD and alcohol

abuse in Aboriginal communities. Effective outcomes are likely to require

more than strategies that address violence and alcohol consumption in

isolation. Thus the need to focus on a broad range of factors that might

decrease rates of violence and accidents, and provide effective treatment and

rehabilitation programs, with the full involvement of Aboriginal people.

1.3. Significance of the studY

Epidemiological approaches provide valuable data in understanding

the current problem of alcohol abuse, and predicting the potential sequelae of

5



this problem in the future. Population studies are a key instrument in health

care planning and developing preventative measures.

Although it has been noted that Aboriginal people have been one of

the most investigated or researched people on Earth (Horton, 1994), a

literature search failed to identify any study that had covered specifically what

this thesis is aiming to achieve. This is despite the existence of several

research programs, which indicate that Aboriginal people have been exposed

to major traumatic events and continue to be traumatised at rates higher than

the national average (Hunter, 1998a; Horton, 1994; Atkinson, 1990a, 1990b,

1991). Similarly the rates of alcohol abuse are a matter of considerable

concern (Blagg, 1999; Hunter, 1993a). There is sufficient prima facie

evidence to warrant exploration of the hypothesis that the higher rate of

alcohol abuse in Aboriginal communities is strongly linked with exposure to

traumatic events and prevalence of PTSD (Hunter, 1996, 1998a; Atkinson

and Ober, 1995; Franklin and White, 1991).

1.4. Aims of the study

The broad aims of this studY are:

1. To study the relationship between exposure to traumatic events,

prevalence of PTSD and alcohol abuse in indigenous Australians;

2. Provide a body of evidence that may be used to increase awareness of

social and health policy makers about the prevalence of various types of

6



traumatic events, the prevalence of PTSD and its relationship to patterns

of alcohol abuse and further violence in an Aboriginal community;

3. To contribute to the body of knowledge on these conditions in the field of

mental health; and

4. More generally, to contribute to reconciliation from the health

professionals' perspective.

1.5. Objectives of the study

The specific objectives of the project are:

1. To study the prevalence of traumatic exposure in remote Aboriginal

communities;

2. To study the prevalence of PTSD in these Aboriginal populations;

3. To study the prevalence of alcohol abuse in Aboriginal communities; and

4. To identify possible relationships between exposure to trauma, alcohol

abuse and PTSD in this communities.

1.6. Hypotheses

The study poses two sets of interrelated hypotheses, stated as

directional hypotheses (not null hypotheses).

A) Hypothesised prevalence:

1. The rate of exposure to traumatic events will be higher in these

communities than the national average.
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2. The prevalence of PTSD is higher in these communities than the

prevalence recorded in the general Australian population.

3. The rate of alcohol abuse in this community is higher than the

prevalence recorded in the general Australian population'

B) Hypothesised relationships:

1. There is a positive correlation between exposure to traumatic events,

PTSD, alcohol abuse and retraumatisation.

2. Alcohol is used as self-medication to suppress symptoms of PTSD.

These hypotheses will be tested on the assumptions that firstly, there

will be an increased risk of alcohol abuse by individuals who were exposed to

traumatic events, and secondly, alcohol abuse increases risk of engaging in

violent activities. These issues complement each other, where the cycle of

violence maintains alcohol abuse and vice-versa.

1.7 . An overview of the thesis

The thesis is organised into eight chapters. Chapter Two focuses on

the traumatic experiences of Aboriginal people. lt reviews the historical

background of the traumatic events experienced generally by indigenous

people of Australia. lt appraises pre-colonial Aboriginal history and moves on

to the beginning of European colonisation. The chapter argues that the

starting point of the Aboriginal people's problems was the beginning of

colonisation. lt attempts to cover the major traumatic events experienced by

8



Aboriginal people throughout the history of colonisation. The chapter also

discusses the consequences of these events.

Chapter Three reviews the literature regarding PTSD. lt takes a

historical perspective on the background of PTSD as a clinically acceptable

diagnosis. Two diagnostic systems are compared and the symptoms of

PTSD are outlined. Aetiology and risk factors to PTSD are discussed.

Ethnocultural aspects of PTSD are also discussed.

Chapter Four focuses on the theoretical and philosophical

underpinning of the study. Pierre Janet's theory of traumatic memory and its

relevance to the traumatic experience of Aboriginal people is explored. A

diagram presenting the author's model of transgenerational trauma is

presented.

Chapter Five outlines the methodological approach to the study.

Specific approaches - method, instruments, target population, access to

target population and sample selection procedures - are described. The

reasons for the choice of methodolgy are discussed. Administration of the

instrument, pilot study and ethical implications of the study are summarised.

Chapter Six analyses and presents the findings of the study, including the

analysis of primary data. This is followed by Chapter Seven, which engages

in a critical discussion of the findings. Chapter Eight concludes the thesis

with recommendations.
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Ghapter 2: Aboriginal People's Exposure to Traumatic
Events

2.1. lntroduction

The focus of this chapter is to review the literature regarding the

traumatic experience of Aboriginal people. The review will be divided into

three main sections: the historical perspective; the major traumatic events

experienced by Aboriginal people; and the consequences of these events.

The historical perspective covers pre-colonial society, the beginning of

colonisation, Europeans' impressions of Aborigines, and the Aboriginal

people's reaction to invading Europeans, the deterioration of race

relationships and the escalation of conflict.

Major traumatic events experienced by Aboriginal people include the

removal of children from their parents, relocation of families to reserves and

missions, massacres and killings, dispossession of land, humiliation and

continuing and relentless racism. The third section will review the

consequences of exposure to these events. ln this section alcohol abuse,

family and domestic violence, violence in general, and crime rates will be

covered.
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2.2. Historical perspective

The British sailor William Dampier reported the existence of Australia

in the late 17th century. Captain James Cook confirmed the existence of "the

big island" in 1770 (Reynolds, 1996a, 1996b, 1999; Mattingley and Hampton,

1998). The eighteenth century was a difficult time for Britain. The lndustrial

Revolution had resulted in significant social problems; murderers and many

other criminals were packed in to the British prison system for the most petty

misdemeanours. Captain Cook reported to the British government the

exciting discovery of Australia, and it was quickly proposed to establish a

penal colony there. This resulted in the planned colonisation of Australia,

which changed the history of Australia's Aboriginal inhabitants. Before

delving deep into the review of literature on colonisation, an historical

overview of pre-colonial Aboriginal society is offered below.

2.2.1. Pre-colonialAboriginalsociety

While the origin of Aboriginal people is not the focus of this study, it is

worthy of mention that some historians believe that Aborigines came to

Australia from South East Asia (Franklin and White, 1991; Broome, 1982).

Other historians went further by adding that some groups of Aboriginal people

might have migrated from Africa. lt is likely that they crossed from other parts

of the world before the sea level rose. Historical records show that low sea

levels were experienced about 20,000 to 120,000 years ago (Franklin and
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White, 1991; Broome, 1982). There is no doubt, however, that Aborigines

occupied this country for tens of thousands of years ahead of the Europeans.

The discovery of 30,000 year old human remains at Lake Mungo in NSW and

4S,O0O year old bones at Keilor near Melbourne indicate that Aborigines

occupied Australia for at least 50,000 years (Broome, 1982). The discovery

of charcoal at Lake George with an estimated date of 100,000 years pushes

this estimation back even further (Broome, 1982).

As there was no written account of Aboriginal history of pre-settlement

society, European explorers, the first settlers, and historians' interpretation of

information provided by Aboriginal elders were used to describe Australia's

pre-colonial history. While there were many different cultural and linguistic

groups that comprised the Aboriginal population of Australia, there were also

some general features that applied throughout. ln Aboriginal society elders

were sources of history, passing information to younger members of the

community by means of story telling. As Europeans did not have full

exposure to Aboriginal elders due to a lack of trust and communication

problems, the historical documents composed by non-Aboriginal writers do

not contain a complete account of the Aboriginal people's life and history. lt

may also be an account of personal interpretation and reaction to previously

unknown people and their way of life. The information presented in this

section is based on those accounts and may not represent the pre-colonial

history of Aboriginal society in its entirety, but it covers issues relevant to this

study.
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The Aranda people of Central Australia believed that sometime in the

far distant past, ancestral beings who were at the same time human and

animal, crossed through the surface of the Earth, which was lifeless (Broome,

1982). They believed that these great ancestors breathed life into them and

their surrounding environment. Another group of Aboriginals, the Arnhem

Land people, believed that their life began when the Djanggawul sisters and

their brother came across the sea carrying their sacred mat and dilly-bag from

which life was born (Broome, 1982). These belief systems, which were

slightly different just in these two groups, inform us that there were great

variations in this creation theme in over 500 tribes and dialects when

Europeans first arrived in 1788 (Broome, 1982). They also inform us that

there are strong bonds within these different groups that gave them one

identity - Aboriginal. Broome (1982,21) summarised the bonding as follows:

The 500 separate traditional communities in which the Aborigines
lived for over 2000 generations were small scale societies in which
everyone knew everyone else. Each group was marked by a strong
solidarity based on kinship ties which provided security and intimacy.
Each Aboriginal community was held together not by the economic
usefulness of the members to each other as in our society, but
because all the individuals in the group shared the same world view
and meanings about what life should be. These social features, the
Aborigines' intimate relationship with nature, and their non-
materialistic philosophy, made it truly an admirable culture.

Although influenced by a materialistic worldview and the economic rationalist

philosophy and policy of mainstream Australian society, Aboriginal society still

holds to this belief system. While the above is a brief overview of the

Aboriginal society in pre-colonial Australia, what was their health status?
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2.2.2. Aboriginal people's health in pre-colonial Australia

While volumes have been written about Aborigines since colonisation,

information about their pre-colonial society remains limited and inconclusive.

Especially relevant to this study is their health status in pre-colonial Australia.

Due to absence of a written account of population profile data before

colonisation, information about Aboriginal people's health in their long history

of occupation of this continent is unclear. European historians documented

information obtained in early encounters and interpreted the Aborigines to be

very fit at the time of initial contact and in the early years of colonisation

(Franklin and White, 1991; Swan, 1992: Reid and Trompf, 1991; Broome,

1e82).

ln pre-colonial Australia, the Aboriginal people's economy was based

on hunting and gathering. Franklin and White (1991 , 3) state, "At the time of

the arrival of the first fleet, the Aboriginal people have developed an

economy, based on gathering and hunting and a technology and way of life

finely tuned to their environment". When Europeans colonised Australia,

Aboriginal people lived in numerous small tribes in hunter-gatherer societies

and occupied designated territories. They appeared to be healthier than the

Europeans at the time (Franklin and White, 1991 ; Swan, 1992; Broome, 1982;

Stone, 1974).

Through their chosen lifestyle and harmonious manipulation of their

environment, they were healthy, their food was nutritional and they did not

have kind of health problems they have today. Although William Dampier's
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assessment was negative (see 2.2.4.1), James Cook's Summary implied that

the Aboriginal people had a better mental health status than Europeans at the

time (Stone, 1974). According to Stone (1974, 15) Captain Cook noted that

"...they are far more happier than we Europeans, being wholly unacquainted

not only with the superfluous, but with the necessary conveniences so much

sought after in Europe". Others also suggested that they were physically,

socially and emotionally healthier than most Europeans of the time (Reynolds,

1999; Winch, 1989; Franklin and White, 1991 ; Thomson, 1990, 1991 )'

2.2.3. Aboriginal population

The first consequence of colonisation was decline in the Aboriginal

population. lt is widely accepted that the Aboriginal population dramatically

decreased between the 1770s and 1950s. While there is no accurate figure,

the Aboriginal population was estimated as ranging from 250,000 to

1,000,000 in 1788 (Franklin and White, 1991), though some historians have

argued that the figure was higher. Based on an estimated population of

250,000 to 1,000,000 in the immediate pre-colonial era, if annual population

growth was only 2o/o, by the year 2000 the Aboriginal population would have

been 20,285,000 to 81 ,147,000. The 1996 report of the Australian Bureau of

Statistics report shows that the Aboriginal population was 314,120 (ABS,

1996). Now, Aborigines are one of the fastest growing sections of Australia

population (ABS, 1 998).
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There are many factors believed to be responsible for population

decline. They include massacres and killings, confining Aboriginal people to

missions and reserves, removing children from their parents, dispossession of

land, introduction of previously unknown diseases coupled with a lack of

immunity and in adequate treatment for those diseases, and changes in diet

(Clarke, Harnett, Atkinson and Shochet, 1999; Hunter, 1998a; Franklin and

White, 1991; Binn, 1945). Those events contributed not only to population

decline, but also to a poor mental health outcome for those who survived.

The rapid decline of the Aboriginal population led the Federal

Government by the 1930s to assume that Aboriginal people would die out

(Reynolds, 1999; Horton, 1994; Franklin and White, 1991). A statement at a

Federal Ministers'meeting in 1937 concluded that "as the uncivilised full

bloods [sic] were dying out, all that was needed to be done was to establish a

few inviolable reserves" (Franklin and White, 1991, 18). These are some of

the core issues faced by Aboriginal people as a result of colonisation. A brief

review of the beginning of colonisation would provide a clear understanding of

the Aboriginal people's experience.

2.2.4. Beginning of colonisation

What is colonisation? How did it start in Australia? What was the

Aboriginal people's response? Colonisation is the action of controlling

political, economic, social and military power of another country by a military

force to exploit its natural resources and human potential. Very often,
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colonisers have attempted to destroy the culture, values and beliefs, as well

as the socio-economic and socio-political system of the colonised people and

replace it with their own. Winch (1989, 53) emphasises that "colonisation is

exploitation of people and resources". While this is its direct aim, it destroys a

people's way of life, disempowers them, and takes away their dignity, self-

esteem, self-confidence, self-respect, and human and socio-economic

productivity. The impact of these losses on the psychosocial health of nations

subjected to colonisation is enormous. Aboriginal people are one of many

groups of people who suffered at the hands of colonisers.

ln May 1787 a British fleet sailed for Port Jackson, now Sydney, with

over a thousand people including convicts, sailors, officers and other

members, led by Captain Arthur Phillip. They arrived on January 26th 1788,

to establish what was claimed to be a "self-supporting prison" (Reynolds,

1996a, 1996b, 1999; O'Donoghue, 1993; Franklin and White, 1991; Broome,

1982). Under the British system, the continent was not inhabited and the land

was declared terra nulla. The rationale for this was that there were no

permanent buildings and no agricultural industries. When the Europeans

arrived in 1788, Aboriginal people did not have a national leader who could

organise a defence force and provide political and military leadership. At the

beginning, the British colonial force encountered little or no armed resistance

by Aboriginal people. ln fact Aboriginal people treated them as guests for the

first few months. Convicts, settlers and the accompanying armed forces

encountered minimal challenge in taking control of Aboriginal people.
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What was the impression that these vastly contrasting groups of

people made on each other? This question needs to be broken down into two

sections. What was the European impression of Aboriginal people? What

was Aboriginal peoples' impression of the Europeans on their arrival? An

overview of the European impression of Aboriginal people is provided below.

2.2.4,1. European ¡mpress¡ons of the Aboriginal people

The impressions of two famous European explorers shaped the

subsequent policy development and official approach of colonial authorities to

Aboriginal people. Those views also shaped the political landscape in terms

of the white-black relationship in this country. William Dampier had described

Aboriginal people as follows:

The inhabitants of this country are the miserablest people in the
world ... [they] have no houses and skin garments, no sheep,
poultry, and Fruits of the Earth, ostrich Eggs etc... and setting aside
the Human Shapes they differ but little from the Brutes ... they have
no clothes ... their only food is a kind of fish...(Stone, 1974, 15).

This damning and dehumanising assessment and interpretation of a society

with a distinct culture and a way of life set the tone for discriminatory policies

of successive authorities and shaped public attitudes towards Aborigines. No

doubt, for Aborigines this statement, which labelled them as sub-humans in

the scale of species, was humiliating (Reynolds, 1996a; Broome, 1982;

Stone, 1974).

ln describing the communication difficulty experienced when he

encountered Aboriginal people, Dampier further stated, "...all the signs we
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could make were to no purpose, for they stood like Statues, with no motion

but grinned like so many monkeys, staring one upon the other..." (Stone,

1974, 15). Such views may have led Europeans to use pseudo-scientific

justification for the subsequent ill treatment of Aboriginal people over the past

two centuries (Reynolds, 1996a, 1996b, 1999). For the generations that

followed, the white-black relationship was marked by prejudice and injustice,

and was largely influenced by the beliefs of Dampier and others like him. The

medical profession had articulated similar beliefs, in many publications of the

Australian Journal of Medicine until the early 1950s (Franklin and White,

1991 ; MacKenzie, 1928).

ln contrast to those views, what appears to be a fair and pragmatic

assessment of Aboriginal people also started with the beginning of

colonisation. This school of thought appears to have followed Captain James

Cook's impression of Aboriginal people. Unlike Dampier, Captain Cook

described Aboriginal people more sympathetically:

I have seen of the Natives of New Holland, they may appear to some
to be the most wretched People upon Earth; ... [but] they live in a
tranquility which is not disturbed by the inequality of condition. The
Earth and sea of their own accord furnishes them with all things
necessary for life ... they live in a warm and fine climate, and enjoy
every wholesome air (Stone, 1974, 15).

Captain Cook's description of the Aboriginal people, their way of life and

culture was in a huge contrast to William Dampier's views.

Throughout the history of white and black Australians, it appears that

the above two first impressions of Europeans formed a parallel ideological

line. On the one hand, those who believed in their elimination tried to support

the ill treatment of Aborigines using Charles Darwin's theory of evolution; and
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on the other hand those who agreed on dispossessing and controlling the

Aboriginal people took a moderate stance in terms of how to treat them.

These views clearly emerged at an early stage of the colony and continued

throughout its history. While the Europeans drew their own opinions on

Aboriginal people, what was the Aboriginal people's reaction towards the

Europeans?

2.2.4.2. Aboriginal people's reaction to the invaders

Aboriginal people did not know that they would experience

unprecedented violence, not only within the life span of that generation, but

also for many generations to come. Not knowing that the Europeans were

coming to occupy their land permanently, Aboriginal people offered a great

deal of hospitality, beyond the expectation of the colonisers themselves.

Governor Arthur Phillip, commander of the First Fleet was "impressed by the

behaviour of the Aborigines who greeted the ships" (Stone, 1974,17). The

initial positive reaction of the Aboriginal people towards their invaders

continued across the continent, suggesting that generally speaking, they were

friendly and gentle. According to Stone (1974, 17), "Those who contacted

tribesmen in the interior [part of the continent] continued to be impressed by

their [Aboriginal people's] generosity and intelligence".

Europeans who had little knowledge of the continent exploited the

friendly and gentlemanly manner of the Aboriginal people. Aborigines helped

them discover grazing and farming land and helped them with hunting and
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fishing. Documents written by Governor Phillip indicate that despite being

anxious about those "strange people", Aborigines remained friendly during

the first few months (Stone, 1974). However, this friendly relationship did not

last long. The deterioration of the white-black relationship and beginning of

the conflicts will be discussed in the following section.

2.2.4.3. Deterioration of white - black relationship and start
of conflicts

The tranquillity and relaxed environment of the Aborigines faced

unprecedented attacks that started to cause discomfort to the original

inhabitants (Stone, 1974: Mattingley and Hampton, 1998; Rosewarne, 1976).

As there WaS no sign of the "guests" leaving and not knowing what was

happening, Aboriginal people increasingly became anxious about their

"visitors". According to Stone (1974, 17), "As it became apparent that the

settlement was permanent, that bush was being cleared, native animals were

being dispersed, and fish was caught, misunderstandings and anxiety

between the two races grew". Once they understood that the Europeans

were not going away, Aboriginal people started resisting occupation of their

land. On the other hand, already suspicious convicts and settlers started

feeling insecure and responded with violent provocation to Aboriginal people's

discomfort (Reynolds, 1996a, 1996b, 1999; Horton, 1994', Stanner, 1979;

Stone, 1974). This was against the instructions given to Governor Phillip by

the British government.
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Governor Phillip was instructed to treat Aboriginal people with civility

and respect. The instruction to Governor Phillip states:

You are to endeavour by every possible means to open an
intercourse with the natives, and to conciliate their affections,
enjoining all our subjects to live in amity and kindness with them.
And if any of our subjects shall wantonly destroy them, or give them
any unnecessary interruption in the exercise of their several
occupations, it is our will and pleasure that you do cause such
offenders to be brought to punishment according to the degree of the
offence. You will endeavour to procure an account of the numbers
inhabiting the neighbourhood of the intended settlement, and to
report your opinion to our secretaries of the state in what manner our
intercourse with the people may be turned to the advantage of this
colony (Stone, 1974, 19).

Having enjoyed being treated as a guest, Phillip was pleased with Aboriginal

people and reaffirmed his commitment to the non-violent approach. His

response to the British government was, .W¡th respect to the natives, it was

my determination from my first landing that nothing less than the most

absolute necessity should ever make me fire upon them, and tho' preserving

in this resolution has at times been rather difficult, I have hitherto been so

fortunate that it never has been necessary" (Stone, 1974,19).

The above statement clearly suggests that the British government's

instruction to Governor Phillip was based on the condition that if Aboriginal

people accepted the colonisation of their land and associated losses without

resistance, he would treat them fairly. However, he was free to shoot them if

they resisted. This view was unrealistic, as no human group ever accepts the

invasion of its territory. Phillip's response exposed the actual content and

underlying principles of the instruction he was given by George lll's

government.

On another front, the conflicts between Aborigines and European

invaders took the shape of open warfare (Stone, 1974). Despite the
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increasing conflicts, Governor Phillip continued to hold a somewhat moderate

view. However, after losing his own personnel in skirmishes with Aborigines,

and also owing to increasing pressure from the settlers and convicts, and

having located rivers, grazing lands and access to important parts of the

country, Phillip felt that their friendship was not important for the settlement's

survival. He lost sympathy for them and instructed "ten natives caught to be

beheaded" (Stone, 1974). This was a turning point in the history of black-

white relations. However, some groups of Aborigines still remained friendly

with settlers and Governor Phillip contended that Aboriginal people were

friendly and trusting (Stone, 1974).

2.3. Major traumatic events experienced by Aboriginal
Australians

Traumatic events confront people with both an external and internal
reality which attack ideals and beliefs about safety and personal
control. The external reality is of danger and uncontrollable events
that may kill, maim, brutalise or destroy. Disaster, war, rape,
assault, motor vehicle accidents and predatory violence also
generate an internal reality of fear, horror and helplessness. The
person is often affected more by the harrowing memories than the
event itself. This leads to a sense of recurrent trauma, triggered by
even the most subtle of stimuli (McFarlane and Raphael,2001, 149).

The history of Aboriginal people is one of violence and horror.

Aboriginal people have been exposed to numerous traumatic events since the

beginning of colonisation and continue to be alienated. The major traumatic

events experienced by Aboriginal people include "massacres, dispossession

of land, relocation of individuals and families to missions, forced removal of

children from their family into white families, institutions and unrelenting
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racism" (Clarke et al., 1999, 6; White and Franklin, 1991 , 5). Hunter (1998a),

Peters (1995), O'Shane (1995), Franklin and White (1991), Broome (1982)

and Stone (1974) hold similar views.

Once the initial trauma had taken place, attempts by successive

governments to undo what was done resulted in further retraumatisation. The

major traumatic events were state-sanctioned and misinterpreted by the state

either out of a genuine lack of knowledge or a deliberate attempt to deny

responsibility. ln either case this results in a misunderstanding of the issue by

the wider society.

The Aboriginal people's health and wellbeing seemed to have been

crippled first by the colonial authorities and later by Federal and State

government policies for over two centuries. There is sufficient evidence to

suggest that the current Aboriginal generation is suffering from a combination

of the effects of the traumatic events experienced by past generations and

those of its own. This process has resulted in what is proposed in this study

as "transgenerational trauma". Massacres and killings are one of the most

traumatic experiences, and will be discussed below.

2.3.1. Massacres and killings

Aboriginal culture... is a history of brutality and bloodshed. The
assault on Aboriginal people includes massacres, diseases,
dispossession and dispersal from the land. Aboriginal people were
not only dispossessed of the land, but also much of the traditional
culture and language was taken from them. For many years, in many
parts of Australia, Aboriginal people were herded onto reserves and
missions (O'Donoghue, 1993, l4).
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As reported earlier in this chapter in section 2.2, it has been well

documented by historians that the reaction of Aboriginal people to their

encounter with Europeans was friendly. The relationship between the two

races quickly degenerated into hostility and confrontation. As Europeans

settled on the land, Aboriginal people were restricted in their right of

movement for hunting and gathering (Franklin and White, 1991; Clark, 1989)

with severe physical and psychological consequences.

Authorities subjected Aboriginal people to massacres in an attempt to

eliminate rebellion and failed to protect them from the brutality of settlers

(Reynolds, 1996a, 1996b, 1999; Mattingley and Hampton, 1998; Horton,

1994; Franklin and White, 1991 ; Broome, 1982). The colonial system turned a

blind eye to harsh and punitive measures taken by settlers against Aboriginal

people (Reynolds, 1996a; 1999). Broome (1982,30) cites a European's

statement in 1835: 'l have heard again and again people say they

[Aborigines] were nothing better than dogs and that it was no more harm to

shoot them than it would be to shoot a dog". This statement suggests that

brutalities towards Aboriginal people were meant not just to control them, but

also served as leisure activities. Picture 1 illustrates the manner in which

attacks against Aboriginal people were carried out.
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Picture 1: Attack ainst inalfami

Source: Mattingley and Hampton, 1998
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The above picture illustrates settlers preparing to attack Aboriginal families in

the camp. Henry Reynolds reported a letter that appeared in a local

newspaper in Queensland in 1867:

The first surmise was that it was some early kangaroo hunter, but
the crack was too sharp for that, and the number of discharges too
numerous to allow of such a supposition bearing a second thought,
and a rush in the direction of the camp was immediately made by
those who were so early a-foot, where a scene presented itself alike
brutal on the part of the perpetrators, and revolting to the feelings of
those who saw it. The native camp was deserted, but around the
fires nearest to the township lay the scanty garments of men, gins
and piccaninnies, and many of them saturated with blood, while the
track of the fugitives could be easily traced by the trail of blood
leading from the fires in every direction. At the fire nearest the
Creek, which separates the camp from the township, and around
which a number of blacks apparently had been sleeping, two pools
of blood and brains showed where foul murder had been
perpetrated, and a gin's clothing, all stained with blood, was also
exactly as if the unfortunate black had just left the articles on finding
herself wounded. A little further on, close to the fire, where one
person, probably an old man, had passed the night, another puddle
of blood and brains was found, the surrounding ground bore all the
traces of the flights of wounded men, and of dead bleeding bodies
having been dragged over it (Reynolds, 1999, 105).

Unlike other developing countries colonised by European powers, the

absence of organised military resistance by Aboriginal people led the British

forces, convicts and settlers to believe in elimination instead of "control and

exploit" (Clarke et al., 1999; Franklin and White, 1991;Stone, 1974). When

there is armed resistance, there is a degree of loss on both sides and as a

result both sides experience trauma. ln the case of Aboriginal Australians

versus Europeans, the burden of loss and trauma lay on the Aboriginal

people alone (Hunter, 1998a). This makes the impact of trauma worse. lt

becomes even worst when a traumatic event is designed, planned and

systematically executed to cause maximum damage. One of the most

effective means of maintaining trauma was the herding of Aboriginal people

onto missions and reseryes with escapees being killed (Clarke et al., 1999;
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O'Shane, 1995; Franklin and White, 1991;Broome, 1982). The process of

colonisation is aimed to induce serious physical, psychological, emotional,

political, economic and cultural consequences on the people subjected.

Some aspects of Australian settlement were equivalent to what are

now being regarded as 'crimes against humanity', 'genocide' and 'ethnic

cleansing' (Hunter, 1996; O'Shane, 1995; Peters, 1995). They breached

various international charters, conventions, declarations and United Nations

rulings, most of which Australia was signatory to. ln one report survivors

provided graphic details of massacre:

People were camped by the billabong at Burarr. After breakfast, the
men on horseback went off through the camp and started collecting
the spears and breaking everyone. They kept breaking them, on
and on, until one man said, 'hey, why are you breaking our spears?
What are you up to? What are you going to do to us?' So one man
turned round and picked up the rifle and he hit with the rifle butt on
the forehead. The man who was hit by the gun was my [Birrikitji's]
gathu [nephew], Pangaypangay. He dropped to the ground. His
children were shocked to see their father fall down. They cried out,
'our father's down!' So everyone turned round and ran for their
spears. Before they could reach them, the other men tried to shoot
them with guns so they didn't have a chance to get them.
The second one down was Gudaltji, whom I call mari [grandfather].
Then, my other mari called Birrkuda, was the third down.
Wangarnruiryuna was the fourth down (he was mari too). Then they
turned and shot my ngapipi (mother's brother), Mirringini. After
Mirringini, they shot Djewiny, then Wuliwuli, my mukul (aunt), who
was a Gumatj woman. They threw them all in the water. They killed
almost everyone in the camp. The women and children were
frightened, and some of them ran and hid in the big thick jungle of
Rupawiliya. One man escaped: he dived into the water and stayed
under. When he came up for air, they'd shoot, and he'd go down
again. He finally came up in a cave at the side of the creek where
he was safe. Djulama was taken away...They got one other lady
from Burarr, where they shot everyone, and took her too, and her
name was Bunuthul, my mukul. And they took another woman, too,
from the Djambarrpuyngu clan, and [the white man] took her, too;
she's a sister of my galay (cousin), Barpar. He got three women and
took them away... From Roper, through all those [named] places to
Biranybirany and other places, and shot all these Yolngu and from
Biranybirany back to Bal, and then he came back to Banggawupa,
shooting people, not visiting. At Banggawupa, that's where he wiped
out everybody. Nobody wanted to go back there (Franklin and
White, 1991,4).
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ln this manner, people were hunted and killed. For those women who were

abducted the possibility of being subjected to physical abuse, sexual

exploitation and slavery was high. The above-mentioned survivor's last

words, "Nobody wanted to go back there" are a clear indication of a severe

traumatisation and one of the main symptoms of PTSD, suggesting that the

suryivors attempted to avoid an external cue that symbolised the traumatic

event.

There were a number of massacres reported almost in every colony.

The Risdon massacre of Tasmania took place in May 1804, which was one of

several in the colony (Ellis, 1981 ; Horton, 1994). While there was no accurate

figure provided, it is estimated that 50 people were killed (Horton, 1994).

Another incident was the Cape Grim Massacre, which took place in 1827 and

a total of 30 men, women and children were killed (Reynolds, 1996a; Horton,

1994; Mulvaney, 1969).

ln the Northern Territory, several massacres and sporadic killings were

carried out over many decades. One of the most well known was the

Coniston massacre in 1928 in which 17 Aborigines were killed when attending

a traditional ceremony (Michaels and Kelly, 1984). Queensland was well

known for its campaign of terror, humiliation, massacres and sporadic killings.

One of the earlier massacres was the Cullinlaringgo Massacre, which

happened in October 1861, and resulted in the deaths of 70 Aboriginal

people. Another massacre in Queensland was the Battle of Camp on 3'd

September 1873 (Holthouse, 1967). The Hornet Bank Massacre, which

29



represents a series of massacres, was carried out by pastoralists from 1853

to 1858 (Elder, 1988; Franklin and White, 1991 ; Stone, 1974)-

ln Victoria two major massacres were recorded as occuring in

February and March 1840, both involving the Konongwooting Gunditj clan

and known as the Fighting Hills Massacre and Fighting Waterholes Massacre

(Clark, 1990). ln the first incident, an estimated 80 people were killed. ln the

latter the number of deaths was not known, but it was reported that a group of

old men, women and children were slaughtered'

ln Western Australia, the Battle of Pinjarra was one of several major

conflicts and claimed the lives of up to 80 Aborigines (Green, 1984). Another

major incident was the Forrest River Massacre, which took place in May

1926. This one represented the state's worst slaughter of Aboriginal people.

It followed an incident where a settler on horseback lashed an elderly

Aboriginal man 30 times. The elderly Aboriginal man speared and killed the

settler. As a result this elderly man and up to 30 other Aborigines were all

arrested and chained. Ten of those were shot in police custody (Wood,

1927). Another massacre that resulted in the death of almost an entire clan

was Convincing Ground Massacre, which took place in Portland around

1833/34 (Clark, 1988, 1990).

ln New South Wales, several massacres took place. One of those was

the Myall Creek Massacre, which occurred in 1838 and resulted in the killing

of 28 Aborigines, mainly women and children (Atkinson and Aveling, 1988;

Horton, 1994). The figures reported in this section are merelythe tip of the

iceberg on a scale indicating hugely significant loss of lives.
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2.3.2. Forcible removal of Aboriginal children

H. Meyer, a German missionary, was impressed with way in which

the Aborigines treated their children, who were 'brought up with
erally to of the Poor
erved in ild cried it is
another oothed, and
nurse rs together

(Reynolds, 1 996a, 1 00).

The above quoted parenting quality did not matter; Aboriginal parents

were regarded as not fit to care for their children. This resulted in the forcible

removal of children for'their own good' (Biles, McDonald and Fleming, 1989;

Reser, 1989; Kennedy, 2000). Forcible removal of children was one of the

most distressing of all traumatic events experienced by Aboriginal people.

This had multiple impacts not only on the direct victims, but also on the entire

Aboriginal society. lt was official government policy that resulted in the so-

called stolen generation:

Until very recently, Aboriginal children were taken away from their

mothers, placed in institutions and in some States used as cheap

labour. I cannot overstate the traumatic consequences of policy and

the destruction of Aboriginal and community life that resulted. lt

seems incredible now, but it was the policy of successive
governments to destroy Aboriginal family life under the banner of
assimilation (O'Donoghue, 1993, 14).

Forcible removal of Aboriginal children from their parents had devastating

multiple impacts on Aboriginal people's culture, future generations' health and

wellbeing and most importantly on the lives of the direct victims. lt is also one

of the most politicised traumatic events alongside the dispossession of land.

According to O'Shane (1995) the removal of Aboriginal children began

in 1813 when Governor Hunter of NSW took away six boys and six girls. The
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state mandated abduction of Aboriginal children and the systematic disruption

of indigenous family life has continued until very recently. This was despite

Australia being a signatory to the United Nations Convention on Genocide

(1948), in which genocide is defined to include forcibly transferring children of

one group to another group (Hunter, 1998a; Human Rights and Equal

Opportunity Commission, 1997; Peters, 1995; O'Shane, 1995).

Aboriginal children were taken away from their parents by "reason of

their race, Aboriginal families were considered to be incompetent parents,

neglectful to their children, from whom the children had to be removed if they

were to be worthwhile adults" (O'Shane, 1995,26). Consequently, they lost

traditional family values and morals, which resulted in a massive exposure to

psychosocial health problems (Franklin and White, 1991; Thomson, 1991;

Stone, 1974). The Human Rights and Equal Opportunity Commission (1997,

37) concluded that "between one in three [to] one in ten indigenous children

were forcibly removed from their families and communities in the period

approximately 1910 to 1970" . The consequences of those events are multiple

and have a generational impact. Parents of those children taken away

become traumatised as a result of the actual removal and re-traumatised

when denied access to their children. The children, who were taken away,

also suffered from loss of an important bonding for psychological

development and sense of security.

The children were brainwashed - told that they were there because

their parents did not want them, did not care for them, their fellow Aboriginals

out there were bad people and their culture was not good either - not to go
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back to their home and think of their parents. The acceptable way was to

behave and to dress like white people (O'Shane, 1995; Peters, 1995)' Once

the brainwashing process was completed, by the age of 15, children were

effectively denied their Aboriginality, and then they were distributed for

domestic work and at times sexual exploitation (Hunter, 1998a; O'Shane,

1995; Peters, 1995). One victim revealed to the National lnquiry on the

Stolen Generation:

I remember when my sister come down and visited me and I was

reaching out. There was no-one there. I was just reaching out and I

could sêe her standing there and I couldn't tell her that l'd been

raped. And I never told anyone for years and years' And l've had

thís all inside me for years and years and years and years. l've

[been] sexually abused, harassed, and then finally raped, y'know,

ãnd I've never had anyone to talk to about it ... nobody, no father, no

mother, no-one. We had no-one to guide us. I felt so isolated,

alienated. And I just had no-one. That's why I hit the booze' None

of that family bonding, nurturing - nothing. We had nothing. Human

Rights and Equal Opportunity Commission (1997' 138).

Another victim described the brainwashing process of a stolen child:

"we were told that the only proper way was to dress and act like white people'

Once we were removed, we were not allowed contact with our families, if they

came looking for us, they were told we were not there" (Peters, 1995' 17)'

Another survivor described forcible removal: "We still had our place there.

We were only on loan to the government for an experiment that went horribly

wrong - the experiment being genocide" (Peters, 1995, 19).

Children were subjected to physical abuse and unpaid labour. lt was

reported that: "when anybody come to pick up a worker they used to line us

up and they'd make you flex your muscles. lf were big and strong they'd pick

you - like a slave market. I was sent out at [age ofl 11. I worked there for

Seven and a half years, never got paid anything, all that time. We used to
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bring the cattle in we didn't get nothing" (Human Rights and Equal

Opportunity Commission, 1997, 83). Physical abuse was common' One

victim revealed to the inquiry into the stolen generation: "l've seen girls naked,

strapped to chairs and whipped. We've all been through the locking up

period, locked in dark rooms. I had a problem of fainting when I was growing

up and lgot belted everytime lfainted... I have seen my sisterdragged by

the hair into those block rooms and belted because she's trying to protect

me... How could this be for my own good? Please tell me" (Human Rights

and Equal Opportunity Commission, 1997, 119). The victim's question

remains unanswered.

The impact of this on the direct victims and their children was

enormous and left permanent psychological scars on those who were taken

away. lt has also affected the wider Aboriginal community with far-reaching

consequences for generations to come. This is a leading cause of PTSD,

other psychiatric disorders, alcohol abuse and related legal, social and health

problems.

One survivor described the consequences of being a stolen child: "...all

I focused on was looking after my children. You see the word welfare was

still indented in my brain, and I made a pact with myself that nobody was

going to take my children away" (Peters, 1995, 17). This hypervigilance and

avoidance seems to be an indication of the level of psychological damage

sustained by Aboriginal people as a result of being a stolen child or having

lost a child to the authorities. Continued fear, feeling as if the event is

recurring, intrusive thoughts and preoccupation with the traumatic event are
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symptoms of PTSD (DSM-IV and ICD-10). As these symptoms have not

been given due attention or misinterpreted by health professionals, which has

resulted in only limited positive intervention, Aboriginal people continued to

use self-medication to control their feelings.

2.3.3. Dispossess¡on of land

The problems confronting us is that of two very different cultures
...for Aborigines the meaning of life is based on their relationship to

the land ...for white people land is generally seen as a means of
livelihood to be developed and appropriated for economic gains...for
Aborigines (this is) continuous theft of their livelihood, their health...
allthat is sacred to them (K¡dd, 1998,2).

Alongside the removal of children, dispossession of land also resulted

in severe psychological and cultural disruption, and remains one of the major

traumatic events affecting Aboriginal people. Dispossession of land also

removed the resilience factors necessary to deal with other traumatic events.

As Aboriginal people have attached a special meaning to land, its loss has

multiple effects. Pointing to these effects from a contemporary economic

point of view, O'Donoghue (1993) stated:

The loss of the land has meant the destruction of the Aboriginal
economy, the result of which has been poverty and a dependency
on handouts and welfare (O'Donoghue, 1993, 14).

One of the most traumatic experiences that have been engraved in the

memory of every Aboriginal person is the dispossession of land. Aboriginal

people have formed a very strong and unique attachment to land, linking it to

their religion, culture and way of life. Dispossession of land amounted to an
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attack on their fundamental social fabric, religious beliefs and way of life and

removed one of the core resilience factors. The basis for dispossession was

Aboriginal people's lifestyle. The total isolation of the continent, the

unsuitable plant and animal life and Aboriginal people's customs and lifestyle

at the time did not allow farming to develop, and hence there was no need to

build tenements of any permanence. This gave the Europeans an excuse to

claim that prior to their arrival humans did not inhabit Australia.

ln contrast, Aboriginal tribes claimed defined geographic areas and

attached significance to land, linking it to Dreamtime mythology. To the

Europeans, the absence of human dwellings meant total non-attachment of

Aboriginal people to land. With the European advance to the interior part of

Australia and consequently taking possession of more land, Aboriginal people

were displaced from their tribal homes or designated territories and herded

onto reserves and missions (Franklin and White, 1991;Hunter, 1996, 1998a;

O'Donoghue, 1993). Dispossession of land also contributed to other

disasters, such as loss of independence and economic resources'

When Aboriginal land was used for various purposes including atom

bomb tests, there is no evidence suggesting that Aboriginal people's safety

was taken into account. Aborigines were powerless to prevent the

environmental damage to their sacred land, but were also exposed to

dangerous health hazards. Picture 2 shows a nuclear bomb test in the 1950s

on the land that was once populated by Aborigines'
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Picture 2: Nuclear test in the 1950s

Source: Mattingley and Hampton, 1998

For Aboriginal people, land is not only an economic resource; it is also

specifically linked to health (Franklin and White, 1991; Johnson, 1992)'

Therefore, "land right" is a right to health (Johnson, 1992)' This makes the

1
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loss of land a leading traumatic event and a contributing factor to several

other health problems. Franklin and White (1991, 7) argue "although they

[Abòrigines] might have moved camp often each group hunted and gathered

within a set area, usually returning to a particular place at the same season

each year". The Europeans saw land aS a resource to be explored and

exploited. ln contrast, Aboriginal people have a special attachment to their

land (Stanner, 1979). They love it, respect it, they care for it and it is a source

of their life and spiritual belief. ln describing their attachment to land, Stanner

summarised:

No English words are good enough to give a sense of the links

between an Aboriginal group and its homeland. Our'home', warm

Aboriginal would speak of 'earth' and use the word in a richly

symbolic way to mean his 'shoulder' or his 'side'. I have seen an

Àboriginal embrace the earth he walked on. To put words 'home'

and 'land' together in 'homeland' is a little better but not much. A
different tradition leaves us tongueless and earless toward this other
world of meaning and significance (Stanner, 1979, 230).

Since the High Court decision on Mabo and subsequent native titles cases,

the term 'land' as used by politicians is still compounded with political and

economic factors. ln contrast, when Aboriginal people talk about land rights,

they mean right to life, right to have a spiritual belief, a right to better health,

etc.

Its loss means a dramatic change in diet, resulting in poor health

outcomes. Hence they attach significant meaning to land; the extent of

trauma associated with its loss is enormous, deeply ingrained and can
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contribute to widespread psychological disorders including PTSD. lt is the

meaning, which the Aboriginal people attached to land that makes its loss

traumatic. Dispossession of land thus played an important role in the

destruction of Aboriginal culture.

2.3.4. Destruction of culture

Aboriginal culture has been subjected to the most profound shocks
and changes. lt is a history of brutality and bloodshed (O'Donoghue,
1993,14).

Systematic destruction of Aboriginal culture took place as a

consequence of institutionalisation of Aboriginal people, dispossession of land

and forcible removal of Aboriginal children from their parents. The process

included negative propaganda about Aboriginal culture and brainwashing of

children that their culture was inferior and they should act like white people

(Hunter, 1998a; Peters, 1995; O'Shane, 1995; O'Donoghue, 1993)'

Aboriginal culture has remained relatively intact only in some outback-

remote communities. One of the survivors of the stolen generation described

her feelings: "l am sad and angry thinking how they robbed me of my years

with my family. Why, they called us savage. I have found out that my people

are a gentle race, So why?" (Peters, 1995, 18). Aboriginal people's culture in

most major cities and towns is distorted and those who are trying to maintain

it are facing an enormous challenge. This challenge is a product of historical

factors that have impacted on Aboriginal people's values, beliefs, culture and

way of life.
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Destruction of culture was done through violence. Dislocation of

Aboriginal families onto reserves, restriction of movement and forcible

removal of children from their parents and teaching them how bad their

Aboriginality was (Hunter, 1998a, 1998b; Franklin and White, 1991; Stone,

1974). These and other attacks on Aboriginal culture resulted in loss of

identity, loss of pride in the community as a societal entity and poor health

(Franklin and White, 1991; Stone, 1974: Peters, 1995; O'Shane, 1995).

Today, the effects of these are evident in the daily lives of significant section

of Aboriginal population. The outcome, especially for those who went through

the stolen generation process and their children, is being trapped between

two opposing cultures. A society without culture is a soldier without a gun in

the middle of a battlefield.

2.3.5. Terror and humiliation

Franklin and White (1991 , 9) report that: "The government policies from

the 1790s, and conditions on the Australian frontier, had conspired to arm the

settlers and encouraged them to engage in innumerable petty, private wars

with the Aborigines". Reynolds (1996a, 1996b, 1999) also reports

widespread frontier violence against Aboriginal men, women and children.

Once the land was controlled and those Aboriginals engaged in guerrilla

warfare were wiped out, the colonists used terror and humiliation to brutally

exploit the remaining Aboriginal people. Franklin and White (1991, 8)

reported a South Australian police constable's statement in 1891:"No matter
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what it is, these poor creatures have to submit to, ...it is simply through fear

...it is the one word fear all through". lt was further reported that:

Police occasionally arrested 'town blacks', marched them a mile or

two down the road and shot them... ln April 1861 Sub-Lieutenant
Bligh led his troopers into Maryborough to disperse the town blacks.
A couple were shot in the street; others were picked off while

swimming in the river. By then a crowd had gathered to witness the

spectacle...Townspeople undertook their own vigilante action to
capture presumed offenders or to drive the local blacks out of town
(Franklin and White, 1991 , 8).

These examples of terror, fear and brutality were deliberately

administered well into the 2Oth century. The impact of brutality during these

years can provoke emotional and psychological reactions from anyone. lt is

reasonable to assume that Aboriginal children have lived with significant

psychological and emotional scars. Other punishments including threats of

death was also documented. One observer of such brutality stated:

I have seen Aboriginal men living under such extraordinary
terrorism; many of them fine athletic fellows who could in case of a
row have settled with their terrorisers in a very summary fashion.
But many of them had long been treated as dogs are treated and

were scared into a belief that their employers wielded the power of
life and death (Franklin and White, 1991 , 8).

Aboriginal people were described aS "uncivilised" [sic], "Savages" [S¡c],

and the British colonial rulers inflicted heavy damage on Aborigines under the

cloak of civilisation. ln fact, it was the Aborigines who treated the Europeans

with civility and respect as they thought that they (Europeans) were passers-

by. The Europeans' treatment of Aborigines Showed Savagery, absence of

any respect for humanity, and there was no sign of civilisation at all. lf the

manner in which Europeans treated Aborigines is to be regarded as a

practice of a civilised society, then we still have a long way to go to
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distinguish civilised from uncivilised and savages from gentles. Picture 3

amply demonstrates how colonial authorities treated Aborigines.

Picture 3: Aboriginal men on neck chain

Source: Mattingley and Hampton, 1998.

Describing the treatment of Aborigines, Holland (1992) stated that

"they were treated like war criminals". The above picture shows the situation

was far worse than the treatment of war criminals. Even those who submitted
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to force and rendered domestic services in the form of slavery did not escape

violence. lt was systematic terror. "Aborigines died from injuries received

while being 'disciplined' [sic] with whip, fist and boot" (Franklin and White,

1991, 4). Aboriginal people who were forced into domestic slavery had no

rights, let alone saying, "looking a white man straight in the eye [and]

assuming a facial expression [were] considered inappropriate for a 'nigger'

[sic] - each one merit a fist in the face, a boot in the balls or a stockwhip

around the shoulders" (Franklin and White, 1991 , 9)'

Aboriginal people were exploited, physically abused and emotionally

humiliated, and did what their masters asked them to do. Their names were

changed to'nigger', 'coon', 'boong', 'abo' and 'jacky' [sic] (Franklin and White,

1991, g). This sort of practice not only forced Aboriginal people to submit to

exploitation, but also disarmed them emotionally and psychologically, and

eroded their confidence. lt was destined to have a long-term impact on the

Aboriginal people's emotional strength. These terms have been banned

since the introduction of the Equal Opportunity Act and Anti-Discrimination

Act. However, it appears that private feelings remain significantly negative

towards Aborigines. This was evident in the emergence and popularity of the

One Nation Party, which campaigned for discriminatory policies against

Aborigines (Reynolds, 1 999).

Until recently, public opinion has continued to humiliate Aboriginal

people. Expressions like "keep them under, keep them down [and] keep

them in their place" have been uttered and set back the relations between

black and white.
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[The] outback settlers did not look upon the flogging of a black girl or
the ill treatment of a black boy as anything wrong ...these things to
them are only discipline [Sic], only means of improving the race.

Heavy physical attack was commonly chosen means of "punishing"

Aboriginal people. One settler stated that "it was no use to hit a
black fellow with your first, he won't feel it ... heavy boot or a stout
stick, or an iron bolt or a stockwhip, were legitimate and suitable
instruments for hortatory or punitive purposes (Franklin and White,
1e91,9).

These types of brutalities continued for generations with serious

consequences for Aboriginal people's health and wellbeing.

These acts and other prior victimisation have been responsible for

various psychological problems, resulting in alcohol abuse as a means of self-

medication. lt is no doubt that those individuals who were subjected to those

events were tormented and haunted by the memories of these experiences.

It has been documented that they passed the information of their experiences

to their children, thus creating an inheritance of traumatic memory (O'Shane,

1995; Atkinson, 1999). This facilitated the development of transgenerat¡onal

trauma.

Aboriginal people were subjected to violence, terror and other abuses

capable of evoking fear, hopelessness and humiliation. As a result of these

historical events and trauma that they are encountering in their day-to-day

life, significant numbers of Aboriginal people have resorted to destructive

means of relieving their psychological pain. ln this study it is assumed that

PTSD is one of the major psychiatric problems affecting Aboriginal people,

and is further complicated by alcohol and other substance abuse. The core of

Aboriginal people's trauma has been a matter of political debate rather than

practical solution.
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2.3.6. lnstitutionalisation

From the beginning of colonisation in Australia, institutionalisation was

used on the one hand to control, reduce and eliminate Aboriginal resistance

to occupation, and free the land for settlers, and on the other hand to destroy

culture (Reynolds, 1999; Horton, 1994; Franklin and White 1991). lt took

place in the guise of "protecting them", "civilising them", "solving their

problems" and "providing them with a better future" (Horton, 1994). Picture 4

shows a marked contrast between what was said and what actually

happened.

Picture 4: "Native stockman in neck-chain after sudden mental derangement in 1935"

Source: Mattingley and Hampton, 1998
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lnstitutionalisation targeted children with a view to changing their

Aboriginality. Adults were confined to reserves and missions and those who

were regarded as uncontrollable were treated as shown in Picture 4 in a more

barbaric manner. One person described the effects of events like these: "my

father, seeing him getting beaten with a stockwhip. He was chained to a tree"

(Atkinson, 1999,40).

Until recent decades, Aboriginal people were partially or wholly

institutionalised, either out of conviction that they were not able to manage

their own affairs, or literally, out of a genuine disposition of government that

they required protection and care (Hunter, 1996, 1997, 1998a, 1998b;

O'Shane, 1995; Peters, 1995; Franklin and White, 1991; Winch, 1989; Stone,

1g74). Australia's proud motto of a "fair go" was unthinkable when applied to

Aborigines. They were treated as not being fully adult or able to care for

themselves and their families. Neither political leaders nor neither religious

figures advocated for them. ln fact, they colluded against Aboriginal people

and herded them onto camps and reserves. lt was reported that:

families to the convenience of Europeans (Franklin and white, 1991,

11).

While herding of Aboriginal people was introduced as early as the late 18th

century, three methods were introduced in the form of official government
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policy. These were Protection, Assimilation and lntegration (Horton, 1994;

O'Donoghue, 1993).

Assimilation is the process by which a dominant cultural group absorbs

a suppressed group into its society and ultimately destroys the subjugated

group (Horton, 1994). The process of assimilation involved two methods: 1)

absorbing those who were capable of being "civilised" [sic] into general

society; and 2) herding in reserves those who were deemed "unsuitable" [sic].

These strategies were based on the assumption that those who were in

reserves would eventually "die out" and those who were absorbed into

general society would eventually "breed out", and that would solve the

problem (Horton, 1994). Governor Hindmarsh of South Australia made the

following remark in his speech to Aboriginal people: "Black men, we wish to

make you happy. But you cannot be happy unless you imitate white men.

Build huts, wear cloths, work and be useful. Love white men, learn to speak

English" (Horton, 1994, 69).

Despite all the efforts, including forcible removal of Aboriginal children,

the assimilation policy failed to achieve its desired goal and was abandoned

by the 1970s and replaced by lntegration as an alternative social policy

(Horton, 1994). The only change that was delivered here was halting the

official removal of Aboriginal children from their parents. During the policy of

integration and multiculturalism, the suffering of Aboriginal people has

continued as previous harsh policies have resulted in more complicated

health and social disadvantages. State and Federal governments appear to

have failed to deal with the real issues that are affecting Aboriginal people.
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At every available opportunity, Aboriginal people pointed out that

alcohol and other drug abuse, violence and juvenile crime are the result of

past injustice, and need a systematic approach in order to resolved'

However, this has attracted a strong criticism by senior politicians calling on

"Aboriginal people to stop blaming past injustices for family dysfunction" (The

West Australian, Aug. 22, 2003, 4). The lack of understanding of how

Aboriginal people were affected by past injustice and society's failure in

general and governments in particular to deal with it is a major obstacle in the

process of addressing Aboriginal people's health and social concerns. This

failure originated from institutionalisation itself, where authorities took the

paternalistic view that "we know what is good for you".

lnstitutionalisation meant that Aborigines were prevented from leading

an independent life. They became dependent on handouts and prevented

from utilising available resources on the land that had been taken over by

white farmers (Thomson, 1991; Franklin and White, 1991; Stone, 1974)'

They were humiliated and terrorised. While those who were chained

humiliated and terrified, the message to the rest of the population was very

clear, "if you don't do what we want you to do, this would be your fate". For

today's generations, seeing photographs such as Picture 5 below can be

heart breaking and may contribute to the ongoing mistrust between the two

races. When there is no genuine acknowledgement and apology about what

had happened in order for the healing to begin, this will continue to be the

case
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Picture 5: Aboriginal men and children [boys] in neck chain

b-
Source: Mattingley and Hampton, 1998

While adults were mistreated as shown in Picture 5 above, children

were removed and institutionalised under the guise that "Aboriginal parents

were incapable of caring for their children" (Clarke et al., 1999; Peters, 1995;

Franklin and White, 1991). Adults were relocated onto reserves and

missions, and restricted from movement under the policy of "protection"

(Clarke etal., 1999; Hunter, 1998a; Franklin and White, 1991;Stone, 1974)'

lnstitutionalisation is believed by many to have dispossessed Aboriginal
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people of their identity, self-esteem, and personal and collective

independence.

2.4. Gonsequences of exposure to traumatic events on
Aboriginal people

2.4.1. Health and wellbeing

The impact of exposure to traumatic events has had Severe

consequences on the health and wellbeing of Aboriginal people. While the

list of consequences is ongoing, the most relevant to this study are alcohol

abuse and domestic and other violence. Compounded by socio-economic

disadvantage, these consequences promote traumatisation and increase the

vulnerability of Aborigines to poor health outcomes. The problems being

encountered by Aboriginal people have a long history. According to Atkinson

(1999,39):

ln tracing some of these experiences, I found patterns that I began

to call trauma lines, running through particular families across five or
six generations became apparent. These trauma lines show the
increase of so-called mental illness, alcohol and d¡ug misuse, sexual
and physical abuses and suicide attempts of
people's lived experiences today. These are he

individual and the collective. The common is

the pain and behaviours arising from the pain, there is the pain of
violation and loss, pain of anger, pain of feeling helpless an
powerless, pain of despair and fear of more pain. Such family and

community trauma has repercussions on the total well-being of
Aboriginal families and communities across generations as people

feel bad about who they are, what has been, and is being done to
them, what they do to themselves, and to others.
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The negative effects of traumatic experiences over many generations have

many layers of traumatic memories and manifest themselves in many forms

of retruamatisation.

Today Aboriginal people's health status is at the bottom of the scale

and their mental health is at crisis point as a result of continued traumatisation

and associated alcohol abuse, which is maintaining the status quo and

contributing to a vicious cycle of violence (Spencer, 1983; Kyaw, 1993; Swan

and Raph ael, 1995; Mckenderick, 2000, 2001; Peace, 2000). Johnson (1992,

53-55) pointed out that:

It has been well tabulated that any group of people subjected to

colonialism and destruction of culture have travelled down the same
road of ill health and early death due to powerlessness and sense of
loss.

ln comparison to Aboriginal people's health status in pre-colonial era

(see section 2.2.2), their current health status can be described as the

poorest of the Third World. Many authors attribute Aboriginal people's poor

health to exposure to major traumatic events, which occurred as a result of

colonisation (Horton, 1994; O'Donogue, 1991; Franklin and White, 1991;

Winch, 1989; Swan, 1992; Stanner, 1979; Byrnes, 1983; Broome, 1982).

Byrnes (1 983, 20) predicted:

An Aboriginal child borne in 1980 is four times more likely to die
before the age of one, twenty times more likely to have a chronic
skin infection, twenty times more likely to have trachoma. The same
child would be liable to suffer from diarrhoeal diseases, ongoing
behavioural problems, and diseases such as pneumonia, influenza
and measles. As an adult, the person would [be]: three times likely
to go blind from preventable causes, twenty times more likely to
have diabetic conditions, more likely to contract leprosy, TB, VD and

to have heart disease or hypertension.
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Specific consideration of Aboriginal mental health shows complications with

alcohol abuse, which is the manifestation of the past and present traumas. ln

the current approach to Aboriginal mental health concerns, there appears to

be a systemic conflict, arising from differing belief held by Aboriginal people

and service providers. Aboriginal people consider health holistically and

define it as follows: "health does not just mean the physical wellbeing of the

individual but refers to the social, emotional and cultural wellbeing of the

whole community" (Johnson, 1992, 156). They also see mental health from

this holistic view. National Aboriginal Community Controlled Health

Organisation (1993) summarised mental health:

For Aborigines, mental health must be considered in the wider
Aboriginal concept of wellbeing context of health and wellbeing.
This requires that this health issue be approached in the social
emotional context and that both social emotional health and
psychiatric disorders encompass oppression, radicalism,
environmental circumstances, economic factors, stress, trauma,
grief, cultural genocide, psychological processes and ill health.

This view is contradicted in our current approach, which is established in the

form of specialised mental health services and focuses on treatment and

rehabilitation of an individual rather than family and community as a whole.

The current provision of specialised mental health services to Aboriginal

people is not utilised sufficiently because it generates stigma and also

contradicts their fundamental belief system about health and wellbeing. Swan

and Raphael (1995) highlighted the need to develop an integrated mental

health programs for Aboriginal people.
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2.4.2. Domestic violence and violence in general

lndigenous domestic violence ...[is] an epidemic without root in

Aboiiginal culture. Violence in Aboriginal families was a direct result

of Auõtralia's colonial history (The West Australian, August 22' 2003'
40).

The above statement was made by Jacky Huggins, historian and co-

Chair of Reconciliation Australia and appeared in The West Australian

newspaper. lt was in response to comments made by the Premier of Western

Australia about a car crash involving Aboriginal children. The issue of

domestic violence in the Aboriginal community is misunderstood and as a

result, interventions by law enforcement agenc¡es and social services have

produced little result. Misunderstanding has resulted in failed intervention.

For example, domestic and community violence are often interpreted in the

context of Aboriginal culture - that "violence is a part of their culture", "they

are aggressive people", "they usually hit each other", etc. ln fact the

gentleness and generosity of Aboriginal people were well documented by

early colonisers (see section 2.2.). Today, the violent crime rate in Aboriginal

communities is higher than the national average (Crime Research Centre,

1997,1 999).

ln Western Australian rural towns, where the presence of Aboriginal

people is relatively high, both seriousness and rates of crime are higher than

metropolitan areas. For example, the Midwest region is second to Perth,

followed by the Goldfield region and Kimberley region in terms of property

crime (Crime Research Centre, 1997). The Kimberley region leads the state

in violent crime, followed by Pilbara, Gascoyne, Goldfield and Midwest' This
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clearly suggests that there is a need for better understanding of the

underlying issues to address those problems'

The high rate at which Aboriginal people are incarcerated in the prison

system indicates the underlying factors contributing to their vulnerability. One

study summarised the impact of Aboriginal people's contact with the legal

system:

of course, it is well understood that Aboriginal contact with all parts

of the criminal justice system is much greater than that of non-

Aboriginal contact and that, consequently, we can expect official

crime figures, arrest data, court business and so on to be markedly

higher in areas where there rate relatively high Aboriginal
populations (Crime Research Centre, 1997, 11).

The study further highlighted the higher rates of domestic and family violence

among Aboriginal populations. ln violent crime Kimberley took first place

followed by Pilbara and then Gascoyne. A similar finding is observed for the

drug crime rate; Goldfields and Esperance took first place while Wheatbelt

occupied second place followed by Pilbara. This interesting trend indicates

that the Aboriginal people have a greater risk than white people for exposure

to traumatic events, alcohol abuse and retraumatisation. However, there is

no establ¡shed rate of PTSD.

To address these problems, several underlying factors need to be

identified and understood. This increased level of violence both at domestic

and community levels may be manifestations of prior victimisation. Begic and

Jokic-Begic (2002) pointed out that victims of violence are likely to become

violent themselves. The risk factors of violence include: childhood abuse and

neglect (Di Lillo, Giuffre, Tremblay and Peterson, 2001; Sumner, 1995);

alcohol and drug abuse; low socio-economic status; low intellectual threshold;
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and psychiatric disorders (Bassuk, Dawson, Perloff and Weinreb, 2001;

Maes, 2000). Again pointing to links between prior victimisation, PTSD and

violence as well as alcohol abuse as a mediating factor in further violence

(Begic and Jokic-Begic (2001), cultural differences and ethnicity (Pole, Best,

Weiss et al., 2001), and gender are also risk factors.

Di Lillo et al. (2001) found that people with a history of child sexual

abuse had relationship problems and likely to be abused further. Begic and

Jokic-Begic (2002) argued that exposure to violence leads to PTSD and other

disorders, and some of the PTSD symptoms include violence. Begic and

Jokic-Begic (2001) reported that up to 95% of all combat veterans with PTSD

have symptoms of aggressive behaviour. Begic and Jokic-Begic (2002,625)

concluded that resilience factors such as "longer education, family and marital

status, status, social support, and a higher socio-economic status play some

kind of protective role in the occurrence of PTSD". Any attempt to address

those problems in Aboriginal communities needs to coordinate various

sectors to establish a healthy partnership with them. Health outcomes are

strongly linked with employment, recreation and sports, and education.

These need to be coordinated. Mere implementation of community policing to

minimise crime will not produce desirable outcomes.

2.4.3. Alcohol abuse

Alcohol and other drug abuse are common problems in the Aboriginal

community as the people continue use of them as a means to relieve their
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inner pain and suffering at times of despair. Despair, accompanied by a

dangerous reliance on alcohol and other drug abuse, is causing serious

damage to the future of Aboriginal society (Australian lnstitute of Welfare,

2003). The above national average alcohol and other substance abuse in

Aboriginal communities are due to exposure to traumatic events and

consequential self-medication. Chilcoat and Breslau (1998) noted that PTSD

predates the onset of substance abuse in those who were exposed to

traumatic events. Various factors that contribute to excessive alcohol

consumption include the need to suppress feelings associated with traumatic

experiences, getting relief from intense inner pain, and gaining temporary

energy to confront the reality of trauma.

ln Aboriginal people's case, core contributing factors are linked to

everything that has had happened to them due to colonisation and the

development of modern, industrialised Australia. The other issue is what was

done in the name of protection. Aboriginal people were denied access to

alcohol, while at the same time some settlers supplied alcohol to them in the

form of salary for cheap labour and exchange for sexual privilege (Hunter,

19g3a; Broome, 1982). Aboriginal people were prohibited from accessing

alcohol until 1957 in Victoria, 1963 in New South Wales, 1964 in the Northern

Territory, 1971 in Queensland and South Australia, and 1972 in Western

Australia (Hunter, 1993a). The prohibition was so appealing; no one could

argue it was bad legislation.

However, prohibition means that Aboriginal can only watch their white

counterparts drink alcohol and socialise. The social role of alcohol and
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prohibition of it to Aboriginal people gave the impression that it is also one of

the many things that Aboriginal people had lost as a result of colonisation.

Hence gaining access to alcohol amounted to having equality and certain

rights (Hunter, 1993a). Once it was legalised for Aboriginal people, alcohol

provided a means for self-expression and demonstration of power in a

drunken state. This may have changed the meaning and value of alcohol.

Alcohol also provided a forum for socialisation. "White fella" as a role model -

socialising when using alcohol - is an important factor. As alcohol is one of

the many consequences of colonisation, there was no Aboriginal law to deal

with its effects and the elders may have had little role to play (Hunter, 1993a;

Broome, 1982; Stone, 1974). There have been a number of factors

contributing to problem drinking:

1. Alcohol suppressed the feelings associated with trauma, loss,

deprivation of right and denial of equality;

2. Prohibition and then permission to drink alcohol implied that it was a

hard earned right for Aborigines; and

3. Social opportunity came with drinking alcohol'

The above three factors may have played an important role in the

excessive consumption of alcohol in Aboriginal communities. A number of

studies reported a high level of drinking affecting a significant proportion of

the indigenous population. For example, a Western Australian study, which

surveyed a group of Aboriginal people consisting of 44 males and 54 females,

found that 86% reported that they drank one to three days per week (Sambo,

lgSB). Another study in a remote town of Western Australia surueyed 121
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Aborigines (60 men and 61 women) and found thal STo/o of men and 67% of

women consumed an average of 120 grams of alcohol the day prior to

interview and 411 grams in a typical drinking session (Smith, Singh and

Singh, 1987). Of the total participants 7o/o of men and 11o/o of women were

ex-drinkers (Smith et al., 1987).

A Queensland survey involving a large sample - 1 158 respondents -

found that of 60% of participants were drinkers. From this group ,85o/o of men

and 64% of women consumed a minimum of 7 alcoholic drinks per session

(Harrold, 1989). Watson, Fleming and Alexander (1988) reported a Northern

Territory study, which surveyed 1764 Aborigines and found 68% of all female

drinkers and 69% of all male drinkers consumed alcohol at harmful levels.

Alcohol-related problems are becoming a national concern. However,

the proportion of affected people in Aboriginal communities is particularly very

high due to multiple risk factors (Pearson, 2002). Those factors are

associated with colonisation and need to be addressed in a systematic and

coordinated involving a genuine political approach that will result in better

social and health policies and their implementation.

2.4.4. Transgenerat¡onal trauma

Transgenerational trauma is a relatively new concept to be recognised

in the field of trauma. However, it is not new for Aboriginal people. lt can be

defined as a spiral of traumatic events that started in past generations and
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continues to this day. lt can also be referred to as a trauma that is passed

onto children in the form of story telling'

One may argue that a trauma ends with a person who is involved as a

primary or secondary victim. Regarding Aboriginal people's experience, this

may not be the case (Atkinson, 1999; Hunter, 1998a). For many reasons the

suffering of Aboriginal people has not ended with those who were subjected

to cruelty and brutality in the 19th century and the first half of the 20th century.

It continues to affect the children of those who were subjected to violence

(Hunter, 1998a; Clarke et al., 1999; Peters, 1995, O'Shane, 1995). Some of

the reasons for this are that the trauma was well planned, politically

engineered, and carried out systematically to produce a long-lasting impact'

The children of those who were subjected to an organised and planned

traumatic event were informed of the horrifying experience of their parents as

a family history. One survivor stated that, "...people think the suffering stops

with me. But I have passed these feelings, teachings on to my children not

realising what lwas doing" (Peters, 1995, 18).

The quest for the truth, the quest for an explanation and sense of guilt

of surviving while others did not, continues to make those people angry,

frustrated and at times feel helpless and fearful as if the situation is recurring.

Some survivors work hard to provide extra protection (remain on guard) due

to the fear that their children could be taken away (O'Shane, 1995). There

has been no formal acknowledgment to help Aboriginal communities to deal

with what had happened and embark on rehabilitation from the effects of the

past trau matic experiences.
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School texts designed for non-Aboriginal children told of the "primitive

stone-age ancestors of Aboriginals" or provided excuses for the ill treatment

of Aboriginal people and did not teach what actually happened and the

injustices inflicted (Reynolds, 1996a; Franklin and White, 1991; Stone, 1974;

MacKenzie, 1928). This has drawn criticism because society is deceived into

thinking that Aboriginals are unproductive and do not make any contribution

to Australia's social and economic development. ln other words, they are

dependent. This social and economic dependence is largely related to the

traumatic events they have experienced and continue to experience.

2.5. Misunderstanding of Aboriginal people and their
exper¡ence: role of science and medicine

[when trauma is left unaddressed] it can be driven further into our

souls and it colors all aspects of our life. Without healing, it will

destroy the human soul as any other illness left untreated will in time

cripple and killthe body (Napolean, 1991, 1).

Either out of18th century European ignorance or an analytically limited

way in considering societies with different ways of life, culture, values and

beliefs, the Aboriginal people were misunderstood from the very beginning of

colonisation. The British considered agricultural development and permanent

housing as the only indicators of the usage of land. The absence of these

indicators meant that the land was not owned by anyone; therefore Australia

was declared "terra nullius" (Reynolds, 1996b). This was the basis for

dispossessing Aborigines of their land. The British regarded Aborigines as

60



subhuman. This belief played an important role in the violence against

Aboriginal people.

Science and medicine formed a foundation for this belief and

subsequent discriminatory policies and practices (Hunter, 1998a; Reynolds,

1996a; MacKenzie, 1928). Reynolds (1996a, 112) reported that the English

scientist W. Lawrence said in his 1819 lecture on Comparative Anatomythat

differences between racial groups "both in bodily formation and in the

faculties of the mind, are so striking, that they must have attracted the notice

even of superficial obselers". According to Reynolds (1996a) an American

scientist, S.G. Morton, who classified racial groups by measuring the volume

of skulls, regarded Aborigines as the lowest group of mankind.

ln the early 20th century, an organisation called "Congress of the

Australian Association for the Advancement of Science" reported that

Aboriginal people were insensitive and do not feel pain as developed races

do (Reynolds, 1996a). Hence science consistently argued that not only

Australian Aborigines but also all blacks in other parts of the world were

inferior in mental capacity. Religious groups also shared this view. For

example, an organisation known as the "society for the Propagation of

Christian Knowledge" asserted that "having a much less highly developed

nervous system, [Aborigines] feel pain to a much lesser extent than we do"

(Reynolds, 1996a, 121).

Directly implicating medical science in this race debate Professor

William Colin MacKenzie stated during the Joseph Bancroft Memorial Lecture

in 1928:
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Remember that primitive man, with abducted lower limbs and

sagging knees, had a fight to maintain the erect posture. The

Aboriginal with his thin legs and long arms is nearer to these people

than we and his so-called laziness has a physiological basis. The

Aboriginal boy sitting at school on seats without backs, directs only
part of his attention to lessons; the rest is devoted to keeping himself
erect (MacKenzie, 1928, 429).

This statement could affect not only medical practice, but also education and

other institutions dealing with Aboriginal people. This had a negative impact

on the relationship between mental health services and Aboriginal people.

Aboriginal people responded to mental health intervention in the country

sector by stating "we were bad, now we are mad"'

Adding we¡ght to this belief, Charles Danryin's theory of evolution had a

wide-ranging influence not only within the scientific communities, but also on

ordinary citizens and social policy makers. Denied their humanity by science,

Aboriginal people were subjected to abuse of power and trust by successive

authorities, abuse of knowledge by conservative socio-political think tanks

and policy makers, and deprived of basic and fundamental rights that are

essential for the development of a cohesive society'

Both in medicine and psychiatry, a lot has been done since Professor

MacKenzie's lecture and the relationship is now much better than it was about

75 years ago. However, health professionals are still limited in understanding

Aboriginal people and quick to make a diagnosis at face value' Some of

these diagnoses are what mainstream society thinks of an Aboriginal person,

i.e. "alCOhOliC", "Violent", "irrational", etc. lt iS time tO mOVe frOm these SOrtS Of

generalisations to understand of Aboriginal culture and history as a whole

(Brown and Larner, 1992).
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During a presentation of this study the author encountered the

following question from an audience of professionals: "if they have been living

with this trauma for generations, how can they have PTSD?' The classic

example of the old scientific explanation that "Aborigines are less sensitive to

pain" still circulates in the minds of some professionals. A similar view

echoed elsewhere in regards to PTSD implying that the disorder affects these

who are socially privileged and have economic advantage ,(Summerfield,

2OO1). This simply suggests that we have a long way to go in terms of

understanding Aboriginal people in order to serve them effectively.

The political controversies surrounding the Aboriginal people's

experiences appear to have made any attempt to address the current issues

as controversial as the actual event. A recent newspaper headline carrying

the statement of a senior politician calling on "Aboriginal people to stop

blaming past injustice and get on with life" (The West Australian, Aug. 22,

2003) is indicative of the failure of current government approaches or an

attitude that still exists in the community that Aboriginal people are "less

sensitive to pain". They are, therefore, less likely to sustain emotional and

psychological scars for what happed.

There is a need to understand those factors influencing Aboriginal

people's health and lifestyle in general and mental health in particular. Any

attempt to address current health concerns, including alcohol misuse needs

to take into account the historical factors. lt is important for professionals and

service providers to stop having a 'blame the victim' attitude and acknowledge

that Aborigines'feelings and difficulties have legitimate sources.
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This 'blame the victim' attitude has shaped the destructive behaviour

being observed in Aboriginal communities. They feel it is their failure to

consume alcohol excessively, to be poor, to be unemployed, not to be

educated, etc. Historical documents show that authorities in the past

promoted negativity about being an Aboriginal person and strongly linked it

with failure (Stone, 1974: Franklin and White, 1991). Attempts by authorities

in the past to divert responsibility and lay the blame on victims have

contributed to Aborigines' current psychosocial health problems. This

misunderstanding about Aboriginal people's feelings is preventing them from

dealing with current realities in any systematically organised way.

2.6. Summary

The literature suggests that there are many issues to be uhderstood

and responding effectively to Aborigines' health concerns has failed due to

misguided socio-economic policies and political processes. The nature of

authorities' involvement in the lives of Aboriginal people had negative

consequences. This added to already internationally recognised legal and

financial controversies surrounding PTSD. Evidence suggests that Aboriginal

people's trauma has been politicised and not dealt in a manner that promotes

recovery and healing.

Another controversy is associated with complications related to

diagnosis, management and treatment of people suffering from this condition.

The complication is primarily linked to this population's effort to self-medicate,
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using alcohol and other substances. ln addition, this group of people is likely

to be involved in retraumatisation as perpetrator or victim. These and other

issues divert the focus of both professionals and organisations away from the

reality of PTSD in Aboriginal communities. The lack of PTSD studies with

regard to Aboriginal people has made the application of the international

diagnostic criteria for PTSD (lCD-10 and DSM-IV) very limited in the context

of trauma. Partly, retraumatisation is the result of intervention to fix past

problems. This in turn resulted in the minimal identification of PTSD as a

major disorder in this communitY.

For example, despite the enormity of the trauma experienced by

Aboriginal Australians, the study of PTSD in Australia concentrated only on

war veterans, motor vehicle accidents, natural disasters, sexual crime victims,

and refugees and migrants (Silove, 2000, 2002; Silove, Steel and McGorry,

2002; Steel, Silove, Bird and McGorry, 1999; Cunningham and Cunningham,

1997; Kinzie and Fleck, 1987). The absence of a study on the clinical aspect

of PTSD in the Aboriginal population is disappointing. lt has resulted in a

somewhat incomplete understanding and at times misrepresentation of

Aboriginal people's mental health.

While the clinical aspect of PTSD in Aboriginal people has attracted

little research attention, there were several studies that documented the

social and political aspects of the traumas experienced by the Aboriginal

people (Hunter, 1995, 1996, 1997 , 1 998a; Clarke et al., 1999; Fredericks and

Atkinson, 1998). Others documented the political nature of a wide range of

traumatic events and their impact on Aboriginal people's life and mental
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health (Biles et al., 1989). lt seems that while those reports prepared by

government bodies and Aboriginal organisations hightighted the political

aspect of such trauma, there are limited scientific studies on PTSD as a

clinical condition. This may be out of fear that the findings from a clinical

study could be used for political purposes or financial benefit, or as the basis

of compensation by interest groups.

This study attempts to explore the links between these experiences,

alcohol abuse, and prevalence of PTSD. However, undoubtedly this raises a

number of questions. Can the Aboriginal people's experiences cause PTSD?

Can those events fit in to the diagnostic criteria outlined in DSM and ICD? To

address these questions one needs to understand the pathway of PTSD. The

following chapter reviews the literature on PTSD from a global perspective.

It should be noted that this study by no means intends to ignite legal

and political controversies over what has happened to Aboriginal people. The

study merely explores and describes the impact of those events in the context

of prior victimisation, resultant PTSD and alcohol abuse. lt aims to contribute

to the existing body of knowledge and fill the gap that has resulted due to the

lack of research in this arca.
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Ghapter 3: Posttraumatic Stress Disorder

Nineteenth century views about the serious consequences to the

individual exposed to emotional-psychological trauma still remain

with us. We continue to hear opinions that no clinical entity exists as

the consequ that those who complain of
continuing cal distress from such

experiences uch views are held even by

some who a learned (Kolb, 1993' 293).

3.1. lntroduction

As shown in Chapter Two, Aboriginal people are one of the most

traumatised people on earth. Their current mental and general health status

indicates traumatisation of generations. However, it is rare to see an

Aboriginal person diagnosed with PTSD. On the one hand political and

medico-legal concerns may have played a key role, ¡n terms of identifying the

impacts of accumulated traumatic experiences. On the other hand Aboriginal

people's traumatic experiences such as removal of children, massacres and

killings that had occurred several decades or even over a century ago fall

outside the range of diagnostic criteria listed in DSM and ICD (APA, 1994;

lCD, 1gg2). This raises questions like: where does the Aboriginal people's

traumatic experience fit? Are the Aboriginal people's current conditions

indicative of a widesPread PTSD?

ln this chapter, the literature about PTSD will be reviewed. Areas

covered in this chapter include historical perspectives, diagnostic criteria in

DSM and lCD, limitations of DSM and lCD, aetiology of PTSD and
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epidemiology. Co-morbidity and dual diagnosis also will be discussed.

Ethnocultural concepts of PTSD will be covered in the latter part of the

chapter.

3.2. Historical persPective

The history of civilisation has been marked with national, regional and

international conflicts and natural disasters (Zwi, 1991 ; lnternational

Federation of Red Cross and Red Crescent Societies, 1993; Wilson and

Raphael, 1993). Exposure to a severe traumatic event can result in a serious

psychological reaction and may cause a number of psychiatric disorders

including PTSD. One of the most likely psychiatric disorders to emerge after

exposure to traumatic event is PTSD (McFarlane, 1996, 1998; Yehuda,

McFarlane and Shalev, 1998). Until the 20th century, if a person did not

sustain physical injury - cuts or bruises or loss of limb - little attention was

given to identify any psychological damage and by large the society assumed

that none was required.

Now it is understood that symptoms similar to PTSD were documented

as early as the 17th century (Daly, 1983). However, until the second half of

the 19th century, medicine had little concern with effects of trauma on psyche

and soma of the victims (O'Brien, 1998; Young, 1995,2000; Erichsen, 1859,

1866, 1872, 1883). ln the second half of the 19th century John Erichsen

encountered victims of a railway accident with complicated symptoms, similar

to PTSD. lt was all confusing and unclear. Erichsen summarised it as

follows:
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We do not know how it is that when a magnet is struck a heavy blow
with a hammer, the magnetic force is jarred, shaken, or concussed
out of the horseshoe. But we do know that it is so, and that the iron

has lost its magnetic power. So, if the spine is badly jarred, shaken,
or concussed by a blow or a shock of any kind communicated to the
body, we find that the nervous force is to a certain extent shaken out
of the man (Erichsen, 1866,95).

During this period, the impact of exposure to stressful events appeared to be

confusing and was subject to debate (Young, 1995).

As the debate on this issue progressed and attracted further research,

medicine in the late 19th and early 2oth centuries started giving some

attention to the treatment of conditions following traumatic incidents (Young,

1995; Janet, 1901, 1925). However, its focus remained on physical injuries

and once the physical condition was treated it was assumed that the patient

had fully recovered.

Four hundred years after the symptoms were first noted, in the iate 20th

century it was understood that a significant number of survivors of traumatic

events suffer from what now is understood as PTSD. The symptoms of PTSD

include intrusive flashbacks of the Stressor, vivid memories,

nightmares/dreams, deliberate avo¡dance of events that are associated with

the stressor, difficulty in sleeping, irritability, poor concentration and

hypervigilance (APA, 1980, 1987, 1994,2000; WHO, 1992). A significant

number of sufferers of this condition consume excessive amounts of alcohol

as a means of self-medication to control these symptoms (Chilcoat and

Breslau, 1998).

Although, the effect of exposure to traumatic events was clear, a

definite description of the syndrome was not established until 1980. Up until
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then, several different terms were used to refer to the disorders arising as a

result of exposure to traumatic events. For example, in the late 19th century,

terms such as railway spine, compensation neurosis and hysteria were used

to refer to conditions arising following exposure to traumatic events (Dean,

1993; Kolb, 1993; Kardiner, 1941 , 1947 , 1959; Peterson, Prout and Schwarz,

1991). Following World War lthe term "shell-shock" was used and in 1941

Kardiner put forward the term "traumatic neurosis". Kardiner further pointed

out that wartime traumatic stress is different from the trauma of civilian conflict

and proposed "physio-neurosis of war" to refer to war-related traumatic

disorders.

Prior to and during World War ll, American psychiatry used terms like

"minor personality disturbances, psychosomatic reactions, neurotic symptoms

and reactions to combat stress" (Brett, 1996, 1 18). ln 1948 the World Health

Organisation (WHO) published the lnternational Statistical Classification of

Diseases, lnjuries and Causes of Death, ICD-6 (WHO, 1948), which included

mental disorders in its listing. Both the American and lnternational system

used different diagnostic terms to refer to the condition later registered as

PTSD in DSM-lll (APA, 1980) and in ICD-10 (WHO, 1992). Table 1 provides

a comparison of diagnostic terms in reference to posttraumatic stress before

the inclusion of PTSD in the American and lnternational diagnostic systems.
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Table 1: DSM and ICD references to PTSD before it's listinq in DSM-Ill

lnternational American

rcD-6 (1948)
Acute situational maladjustment
disturbance

Gross stress reaction
Adult situational reaction
Adjustment reaction of:
lnfancy
Childhood
Adolescence
Late life

rcD-8 (1968)
Transient situational disturbance
lnfancy

Childhood
Adolescence
Late life

rcp-g (1977)
Acute reaction to stress:
With predominant disturbance of emotions
With predominant disturbance of consciousness
With predominant of psychomotor disturbance
Other mixed
(APA, f 952, 1968;WHO; 1948, 1968, 1977)

As shown in Table 1, description of the syndrome following exposure to

traumatic event was ¡nconclusive and unclear. However, it should be noted

that the nosology evolved together with the discipline of psychiatry. lt

indicates that the diagnostic criteria have been evolutionary and left the door

open for further improvement by taking into account new knowledge in the

field.

The spread of political and military conflicts, as well as natural

disasters in many parts of the world, resulted in a dramatic increase in the

number of people who suffer from the condition we now know as PTSD.

While the impact of World War ll gradually became evident, Korean and

Vietnam War Veterans' issues resulted in a more significant and aggressive

approach to the treatment and management of PTSD (McFarlane and de

psM-l (1952)
Transient situational personality

psM-il (1968)
Adjustment reaction of:
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Girolamo, 1996; Roszel et al., 1991; Kulka, Schlenger, Fairbank, Hough,

Jordan, Marmar and Weiss, 1990). Pressure was exerted on the specialty of

psychiatry to diagnose the problem and come up with effective treatment and

management plans (Dean, 1993; Rosenheck, Fontana and Errera, 1997).

The second half of the 20th century saw concerted efforts by psychiatrists and

mental health professionals to arrive at a meaningful understanding of PTSD

and to develop treatment and management strategies (Brett, 1996; Wilson

and Raphael, 1993). However, PTSD was not included in the list of

psychiatric disorders in DSM-|, DSM-Il and ICD (APA, 1952, 1968; WHO,

1e68).

PTSD was first listed in psychiatric diagnosis in the Diagnostic and

Statistical Manual, DSM-Ill (American Psychiatric Association [APA], 1980).

Despite the official recognition of the condition as a psychiatric disorder,

political, medico-legal and economic concerns seem to have overshadowed

the diagnosis, management and treatment of PTSD. Sufferers appear to

have been subjected to the opinions of non-medical personnel (McFarlane,

2OO4). Financial compensation remains a dominant concern for

governments, organisations and companies in terms of dealing with the truth

of trauma. ln fact it seems rather obvious that the government's reluctance to

deal with Aboriginal people's traumatic experiences and address its impacts

is influenced by economic and political concerns.

ln summary, following exposure to traumatic events individuals may

develop changes in personality, behaviour and social life, at times resulting in

impairment of social and physical functions. The two existing diagnostic
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SyStemS, the lnternational Classification of Diseases, of Europe, and the

Diagnostic and Statistical Manual of North America, adopted differing

diagnostic terms such as acute situational maladjustment (lCD-6), transient

situational personality disturbance, gross stress reaction, adult situational

reaction and adjustment reaction (DSM-1). ln the 1960s it was referred to as

transient situational disturbance (lCD-8) and adjustment reaction (DSM-Il). ln

the 1970s, the ICD-9 introduced acute reaction to stress with emotional,

consciousness and psychomotor disturbances. Finally, the DSM-lll

introduced PTSD as a diagnosis of the condition following exposure to

traumatic events and provided detailed diagnostic criteria. A decade later,

ICD-10 adopted the same diagnostic term with similar criteria. The current

diagnostic criteria of PTSD in both the American and European systems will

be compared and discussed in the following section.

3.2.1. Diagnostic criteria for PTSD

The term Posttraumatic Stress Disorder (PTSD) was adopted and

specific diagnostic criteria were outlined in DSM-Ill (APA, 1980). While this

edition provided a foundation and framework for assessment and diagnosis of

PTSD, it was narrow in its scope of definition of the stressor and the

symptomatic evidence that is required to establish the diagnosis. Subsequent

editions provided broader definitions of traumatic events and diagnostic

criteria in DSM-lll-R, DSM-lV, DSM-IV-TR and the ICD-10 (APA, 1980, 1987,
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1994,2000; WHO, 1992).

detailed diagnostic criteria

(A) The person has been exposed to a traumatic event in which both of
the following were Present:

(1) The person experienced, witnessed, or was confronted with
an event or events that involved actual or threatened death or
serious injury, or a threat to the physical integrity of self or
others; [and]

(2) The person's response involved intense fear, helplessness, or
horror. Note: ln young children, this may be expressed
instead by disorganized or agitated behaviour'

(B) The traumatic event is persistently reexperienced in one or more of
the following ways:
(f ) Recurrent, intrusive and distressing recollections of the event,

including images, thoughts, or perceptions. Note: ln young

children, repetitive play may occur in which themes or
aspects of the trauma are expressed.

(2) Recurrent distressing dreams of the event. Note: in children,
there may be frightening dreams without recognisable
content.

(3) Acting or feeling as if the traumatic event were recurring
(includes a sense of reliving the experience, illusions,
hallucinations, and dissociative flashback episodes, including
those that occur on awakening or when intoxicated). Note: ln

young children, trauma-specific reenactment may occur.
(4) lntense psychological distress at exposure to internal or

external cues that symbolise the aspect of the event.
(5) Physiological reactivity on exposure to internal or external cues;

(c) Persistent avoidance of stimuli associated with the trauma and

numbing of general responsiveness (not present before the

trauma), as indicated by three (or more) of the following:
(1) Efforts to avoid thoughts, feelings, or conversations

associated with the trauma
(2) Efforts to avoid activities, places, or people that arouse

recollections of trauma
(3) lnability to recall an important aspect of the trauma
(4) Markedly diminished interest or participation in significant

activities
(5) Feeling of detachment or estrangement from others
(6) Restricted range of affect (e.9., unable to have loving feeling)
(7) Sense of a foreshortened future (e'9., does not expect to

have a career, marriage, children, or a normal life span)

(D) Persistent symptoms of increased arousal (not present before the

trauma), as indicated by two (or more) of the following:
(1) Difficulty falling or staying asleep
(2) lrritability or outburst of anger
(3) Difficulty concentrating
(4) Hypervigilance; and
(5) Exaggerated startle response.

The DSM-IV-TR (APA, 2000, 467-468) prov¡des

Details are as follows:
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(E) Duration of the disturbance (symptoms in criteria B, C, and D) is
more than 1 month.

(F) The disturbance causes clinically significant distress or impairment
in social, occupational, or other important areas of functioning.

Acute:
Chronic:
Delayed:

if duration of symptoms is less than 3 months
if duration of symptoms is 3 months or more
if onset of symptoms is at least 6 months after the stressor

(APA, 1 994, 427 -429, 2000, 468-469).

There is no significant difference between ICD-10 and DSM-IV (APA, 1994;

WHO, 1994). The core principles of the criter¡a rema¡n the same in both

systems. The difference is that the DSM text provides more detailed

information than the lCD. The ICD-10 PTSD diagnostic criteria are:

A. The patient must have been exposed to a stressful event or
situation (either short- or long-lasting) of exceptionally threatening
or catastrophic nature, which would be likely to cause pervasive
distress in almost anyone.

B. There must be persistent remembering of 'reliving' of the stressor
in intrusive 'flashbacks', vivid memories or recurring dreams, or in

experiencing distress when exposed to circumstances resembling
or associated with the stressor.

C. The patient must exhibit an actual or preferred avoidance of
circumstances resembling or associated with the stressor which
was not present before exposure to the stressor

D. Either of the following must be present:
(1) lnability to recall, either partially or completely, some

important aspects of the period of exposure to the stressor;

(2) Persistent symptoms of increased psychological sensitivity
and arousal (not present before exposure to the stressor), as
indicated by any two of the following:
(a) Difficulty falling or staying asleep
(b) lrritability or outburst of anger
(c) Difficulty concentrating
(d) Hypervigilance
(e) Exaggerated startle response.

E. Criteria B, C and D must all be met within 6 months of the stressful
event or of the end of a period of stress (WHO, 1994, 169)

The essential criterion listed in both systems is that the person is exposed to

a traumatic event. Both systems also point out the importance of criteria
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listed in A, B and D diagnosing a person with PTSD. The important aspects

of these criteria are that the "person's response involved intense fear,

helplessness, or horror".

These phenomena - fear, helplessness and horror - are subjective.

This subjective response is to be validated by a professional person. Some

people can be fearful, helpless and easily horrified than others. Therefore,

the underlying vulnerability of an individual involved in a traumatic event

becomes one key factor in the development of PTSD. By listing those

subjective phenomena, the diagnostic criteria in both systems are

acknowledging the individual's strength, weakness, and prior exposure as risk

factors.

Some of the difficulties with both systems are, for example, in ICD

criteria "the patient must have been exposed to a stressful event or situation

(either short- or long-lasting) of exceptionally threatening or catastrophic

nature, which would be likely to cause peruasive distress in almost anyone"

(APA, 1994; WHO, 1992). This is subject to professional judgement where

the social and political atmosphere of the time would play a key role.

PTSD is one of several disorders that are likely to develop following

exposure to traumatic events. The difference in the relationships between

exposure to traumatic events and development of PTSD, and other disorders

is that disorders other than PTSD can develop without existence of a

traumatic event, while PTSD cannot.
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Traumatic events as well as the individual response to a stressor differ in

many dimensions. Wilson (1989) listed 11 dimensions, which are believed to

be essential factors in the development of PTSD. These are:

The degree of life threat;
2 The degree of bereavement or loss of significant others;
3 lmminence of the rate of onset and offset of the stressors;
4 The duration and severity of the stressors;
5 The level of displacement and dislodging of persons from their community;
6) The exposure to death, dying, injury, destruction, and social chaos;
7) The degree of the moral conflict inherent in the situation;
S) The role in the trauma (agent versus victim);
9) The location of the trauma (eg. home versus elsewhere);
10) The complexity of the stressor (single versus multiple); and

1 1) The impact of the trauma in the community (eg. a natural disaster).
Wilson (1989, 8-9)

Wilson's classification outlines important aspects of traumatic events in the

context of factors that can contribute to the development of the PTSD. Some

of these points, which are relevant to this study, are "the complexity of the

stressor and the impact of the trauma in the commun¡ty". Repeated exposure

to a traumatic event is one of the risk factors, in which case it is well

documented that the history of Aboriginal people is shaped by continuous

trauma (Reynolds, 1999; Hunter, 1996; Horton, 1994; O'Donoghue, 1993).

Wilson (1989) also pointed out the importance of the impact of trauma on a

community. Here it appears Wilson was emphasising natural disaster.

Worthy of mention are that traumatic events such as politically motivated

state-sanctioned violence and oppression can have a far-reaching impact on

the community (Hunter, 1996, 1998a; O'Shane, 1995; Horton, 1994; Franklin

and White, 1991;Thompson, 1991).

Van der Kolk and McFarlane (1996, 6) underlined that "the critical

element that makes an event traumatic is the subjective assessment by

1
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victims of how threatened and helpless they feel. So, although the reality of

extraordinary events is at the core of PTSD, the meaning that victims attach

to these events is as fundamental as the trauma itself." lt is that meaning and

perception which results in PTSD rather than the event'

3.2.2, Limitations of DSM and ICD diagnostic criteria

Recognition of PTSD as a psychiatric disorder has provided several

advantages both to victims and mental health professionals. Firstly, ¡t

supplied the victims with justification and legitimisation of their suffering as a

result of exposure traumatic event. Secondly, it equipped psychiatry and

other mental health professions with diagnostic guidelines and details of the

condition. lt allowed a systematic analysis and exploration of the impact of

the traumatic experience on the psyche and soma of the sufferers. Thirdly, it

facilitated a method of management and development of means of treatment.

Despite this important contribution, both diagnostic systems show a

great deal of limitation in the context of indigenous people's experiences,

culture, values and beliefs. Despite continued improvements in the diagnostic

criteria for PTSD (DSM-Ill, DSM-lll-R, DSM-IV and ICD-10), it is recognised

that they remain limited in their scope (Friedman, 1998; APA, 1980, 1987,

1994) in cultural settings. Nevertheless, those diagnostic tools have covered

an important diagnostic gap in the clinical practice of psychiatry (Friedman,

1gg8). However, the application of diagnostic criteria remains handicapped in

the context of different cultural groups.
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For example, application of, the diagnostic criteria outlined in DSM-IV

and ICD-10 to assess and treat PTSD in Aboriginal people is very difficult.

The Aboriginal people's experience does not fall within the timeframe that is

given in those diagnostic tools. Assessment of an Aboriginal person for

PTSD needs to take into account the traumatic experience of this generation

and at least the past three generations. Destruction of Aboriginal culture,

values and beliefs together with atrocities, dislocation of family, dispossession

and forcible removal of Aboriginal children are not directly experienced by the

people born after the event.

However, those events have had wider community implications. They

also can have a serious psychological impact on the children of those who

were removed from their family. The difficulty is when one assesses an

Aboriginal person who may have been exposed to those historical traumas or

descendants of those who were exposed to these events, the event may not

reconcile with criteria outlined in DSM or ICD criteria (APA, 1994; WHO,

1gg2). lf longstanding traumatic events are to be taken into account,

Australian psychiatrists need to propose the next edition to allow the

consideration of trans-generational trauma.

Aboriginal people's traumatic experience is unique and its impact is

compounded with ongoing traumatisation. As shown in Chapter 2, lhe

traumatic experience of Aboriginal person does not die with the victims, but is

inherited by the following generation. An Aboriginal person is not suffering

only from the impact of his/her own traumatic experiences, but suffers from

the combination of inherited trauma and one's own. The combined effect of
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past and present traumatic experience increases complication and severity of

the condition. Today, Aboriginal people exhibit very complex psychiatric

problems, for which past events and present traumas are contributing factors.

With the current diagnostic criteria, which require experiencing a traumatic

event within a limited timeframe, there is a technical problem in assessing

symptoms arising as a result of traumatic experience of many years. The

Aboriginal people's traumatic experience cannot fall in acute or chronic or

delayed category.

According to DSM-IV (1994) PTSD acute is coded 308.30 and PTSD

chronic or delayed is coded 309.81. The PTSD acute can be diagnosed if

there have been: a) onset of symptoms within six months of trauma, and b)

duration of symptoms is less than six months. PTSD chronic or delayed type

is characterised by: a) duration of symptoms of six months or more (chronic),

and b) onset of symptoms at least six months after the trauma (delayed).

Aboriginal people's experience dispossession of land, dislocation of

families, removal of children from their Aboriginal parents, persistent racism

and massacres and killings - and symptoms arising as results of those events

do not fit in the DSM-IV and ICD-10 description of traumatic events that can

lead to PTSD.

3.3. Definitions of traumatic events

What makes an event traumatic? What criteria are used to exclude or

include an event in the category of traumatic event? According to DSM and
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ICD an event is traumatic if it provokes fear, or horror, or helplessness, or

generated an intense emotional response (APA, 1994). World Health

Organisation (1992, 147) defined an event that could lead to the development

of PTSD as one that either is short- or long-lasting in terms of timeframe and

is of "an exceptionally threatening or catastrophic nature, which is likely to

cause pervasive distress in almost anyone". All of those variables are

subjective and vary from person to person. This subjectivity forms the core

body of current debate about PTSD diagnosis being invalid in ethnic

communities (Summerfield, 2001 ).

Generally speaking, traumatic events are divided into two groups,

natural disaster and man-made violence (WHO, 2002). While both categories

can cause PTSD, the latter has greater impact and is in fact responsible for

the majority of PTSD cases and is the focus of this study. Encountering a

stressor that is outside the range of commonly experienced events usually

evokes significant symptoms of distress in most people. Exposure to a

traumatic event may involve only one person. These types of traumatic

events include rape, physical assault and motor vehicle accidents. Some

traumatic events may involve a group of people or a larger community'

Examples of these types of traumatic events are war and natural disaster -
cyclone, earthquake, flood and fire, aeroplane crash, motor vehicle and

industrial accidents. lf the traumatic events cause a permanent physical

damage, the trauma is made worse (Van der Kolk, McFarlane and Hart,

1ee6).
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There is a range of man-made violence affecting a single person to as

many as an entire nation. Variables such as sexual violence, robbery, motor

vehicle accidents, etc can lead to both physical and psychological injury and

can affect a single person or a group. War is one of the most disastrous

examples of man-made violence that affects group, community and nation at

large. Zwi (1991) reported that 21.8 million deaths as direct result of 127

wars since WW ll. ln contrast the lnternational Federation of the Red Cross

(IFRC) estimated that 40 million people have been killed by wars since WW ll

(lFRC, 1993). Since this report was released, several wars, including

conflicts in Eastern Europe, former Soviet Republics, Gulf war, Asia and

several conflicts in Africa have taken place. Most recently, a string of terrorist

attacks and anti-terror wars have inflicted heavy casualties with the potential

to make PTSD a single psychiatric condition affecting more people than any

other psychiatric d isorder.

The traumatic events listed above are of events regarded as capable of

causing serious psychological problems. What really makes the event

traumatic is the subjective response of the victim - perceived level of threat,

sense of loss, and its significance than the objective measurement by an

observer or bystander.

3.3.1. Prevalence of traumatic events

As our civilisation continues to expand industrially and technologically,

changes including economic rationalism and globalisation are occurring at
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breath-taking speed. Advances in military science are in turn contributing to

ongoing wars, thus increasing the chances of exposure to traumatic events

on a scale that has not been witnessed in the past. Through advanced

communications technology, people are witnessing disaster; destruction,

atrocities and horrific crimes are live on television screens. Listening to

reports about rogue states possessing Weapons of Mass Destruction

increases the level of fear. All these make the likelihood of being exposed to

traumatic or distressing events almost certain.

Broadcasting the horror of war, terrorist actions (for example the

hijacked aeroplanes crashing into the twin towers of the World Trade Centre),

natural disasters and other accidents can Serve aS a reminder of any

individual's previous traumatic experiences and may trigger existing

symptoms of trauma or just a new emotional response (Lee, lsaac and Janca,

2OO2; Yehuda, 2002; Jehel, Buchet, Patereniti et al., 2001)' Most recently,

the "lraqi resistance forces" abduction of Japanese citizens was broadcast

internationally showing heavily armed militia wielding swords on their

captives' necks and watched by millions around the world.

Traumatic events have been part of world history. Our world has been

changing constantly and many of these changes have been achieved through

wars and destruction. Furthermore, the world has also had to deal with many

natural disasters. Although the concept of traumatic event was shaped in the

field of psychiatry as partly a new emerging body of knowledge in PTSD, it

has also been a part of human society. However, it attracted the attention of

the scientific community by the late 19th century. Even with the emergence of
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pTSD as a new clinical challenge for psychiatry in particular and mental

health professionals in general, the prevalence of traumatic events has not

been fully recorded and understood. This is because of the socio-cultural,

socio-political and socio-economic factors influencing the occurrence of

traumatic events in populations such as the Aboriginal Australians'

War is a man-made disaster and devastates a large population. On

the other hand some natural disasters such as famine and drought have had

human contribution in the form of economic and environmental

mismanagement. Famine and drought have forced millions of people into

starvation for prolonged periods of time where parents helplessly watch the

slow death of their beloved children. ln this scenario, natural disasters with

human input are a daily phenomenon.

Besides war, the world has witnessed many massacres without a war

formally declared. Some massacres are reported and attract the attention of

local and international communities while others have been carried out

without anyone taking notice of their occurrence. Victims and survivors are

left with little or no help. For example, the Rwandan massacres and the

Bosnian massacres were widely reported. On the other hand, various

massacres in many African countries such as Ethiopia are silently occurring

phenomena (Tola, 1998).

Another type of traumatic event is criminal victimisation, which occurs

everyday. This includes violence, rape, physical and sexual abuse of children

occurring at a greater frequency than other traumatic events. These events

pass unnoticed in some parts of the world. Therefore, the prevalence of
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these events often reflects those of Western democratic societies with

effective judicial and legal systems.

A frequently occurring traumatic event is the motor vehicle accident.

This type of traumatic event also occurs every day and reported accurately

due to effective traffic and legal systems, and victims needing treatment. The

existence of this traumatic event has been understood long ago. The

development of a new form of war, terrorism, has added a new dimension to

the list of traumatic events. Especially the new types of weapons used -
aeroplanes and motor vehicles - have increased not only the occurrence of

terrorist attacks, but also induced greater fear than any other events.

Terrorism is more frightening due to the emergence of suicide bombers, in

which human beings become walking destructive weapons. These latest

developments in trauma have weakened our reliance on fellow humans at a

time of disaster and tragedY.

3.4. Aetiology of PTSD

It is not a subject for argument that some people develop PTSD

following exposure to traumatic events. The argument is why some develop

PTSD while others do not. This is explained in the context of risk factors

contributing to the development of PTSD. Explanations are drawn from a

number of approaches used by scientific communities. These risk factors are

associated with biological vulnerability, and psychosocial and cognitive
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behavioural concepts. These will be discussed in this chapter. Firstly, the

overall risk factors will be discussed below.

3.4.1. Risk factors

As with any other medical or psychiatric condition, there are risk factors

for the development of PTSD. lt is not a cause for argument that PTSD is

caused following exposure to a traumatic event. However, it has been

reported that not everyone exposed to traumatic event'develops PTSD

(Creamer and O'Donnell, 2002; Yehuda, 2002; Orcutt, Erickson and Wolfe,

2OO2; Bernat, Ronfeldt, Calhoun and Arias, 1998; Hermann, 1992). Several

studies reported that a staggering one-third of the US population is likely to be

exposed to a life-tlireatening situation at least once in their lifetime

(McFarlane et al., 1998; Breslau, Kessler, Peterson and Davis 1999).

Regional terror and conflict have been translated to a global scale.

The recent terrorist attacks in various parts of the world and counter attacks

by the anti-terrorist coalition may have exposed a majority of the world

population directly and indirectly to traumatic events through electronic and

print media. lf exposure to traumatic events alone were responsible for

PTSD, all of the above reported population would have developed the

condition. So, why do some people develop PTSD while others do not, after

exposure to a traumatic event? What makes one more susceptible than

other?
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creamer and o'Donnell (2002, 164) stated, "lt appears that the

development of PTSD is dependent on a complex interaction of pre-trauma,

peri-trauma, and post-trauma variables". Pre-trauma risk factors include

previous traumatic exposure - childhood physical and sexual abuse, and pre-

existing psychiatric illness are believed to be increasing the likelihood of

developing PTSD (Hill, 2003; Creamer and O'Donnell, 2002; Bassuk et al',

2OO1; Maes,2000; Kessler, Sonnega, Bromet, Hughues, Nelson and Breslau,

1999; Yehuda, 1998; Horowitz, 1993). Peri-trauma risk factors include the

severity of the trauma, the degree of threat and intensity of the victim's

response (Creamer et al., 2OO1; Brewin, Andrews and Valentine, 2000;

Yehuda, 1999; Young, 1995; Wilson, 1989).

Post-trauma risk factors include: poor social network, absence or lack

of family support, physical disability from trauma and the degree of loss which

may determine the likelihood of the development of PTSD following exposure

to a traumatic event (Creamer and O'Donnell, 2002; Begic and Jokic-Begic,

2002; Creamer, Burgess and McFarlane, 2001; Maes, 2000; Ford and Kidd,

lgg3). Other mediating factors include premorbid personality, social class

and socio-economic status, educational status, cultural background and

ethnicity, and gender (Hill, 2003; Begic and Jokic-Begic, 2002', Creamer et al.,

2001).

Halligan, Yehuda and Sinai (2000) outlined PTSD risk factors including

environmental, demographic, prior psychiatric and personality dimensions,

cognitive risk factors, biological risks, and genetic risk factors. McFarlane

(1997) proposed psychosis-induced PTSD, again pointing to prior psychiatric
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illness as a risk factor. Yehuda (1998) pointed to environmental and

demographic factors including personality, prior psychiatric illness,

dissociation, and cognitive and biological and genetic or family history. ln

Yehuda's list of risk factors, family history is very relevant to this study,

because a majority of the subjects have a family history of exposure to

traumatic events.

Prior exposure to traumatic events is reported as being one of the

important risk factors (Davidson, Hughes, Blazer, Peterson and George,

1991). Echoing a similar view, Bremner, Southwick, Johnson, Yehuda and

Charney, (1993) underlined the importance of childhood exposure as a risk

factor. However, Breslau et al. (1999) while agreeing on the importance of

the prior traumatic experience, also added that type of trauma is a potent risk

factor. Solomon, Mikulincer and Avitzur (1987), and King, King, Foy and

Gudanowski (1996) have emphasised family instability and poor social

networking as a risk factor, Furthermore, Breslau, Chilcoat, Kessler,

Peterson and Lucia (1999) noted the significance of gender, â9ê, socio-

economic status and ethnicity may make one more susceptible to PTSD.

McFarlane (1992) noted that when trauma is deliberately produced to

cause maximum damage, its impact is greater compared to a natural disaster

affecting a larger group. The difference between these two types of traumas

is that while victims of a natural disaster attract wider community support, the

victims of a man-made disaster may be subjected to judgement. They are

also likely to be blamed for triggering or provoking a violent response from

perpetrators and may not attract the sympathy attached to victims of a natural
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disaster. Furthermore, a natural disaster is unlikely to result in

retraumatisation in the form of retribution.

Alcohol and other substance abuse is also a risk factor as it can

increase exposure to trauma. Xian, Chantarujikapong, Scherrer, Eisen,

Lyons, Goldberg, Tsuang and True (2000) investigated the overlap of these

factors in PTSD and substance abuse in 3304 monozygotic and dizygotic

male-male twin pair members who were Vietnam veterans. There is a degree

of shared genetic vulnerability to both PTSD and alcohol abuser twins.

However, there are important environmental factors contributing significantly

to the onset of these disorders. These results suggest that PTSD and alcohol

abuse have some shared aetiological factors and also have significant

genetic and unique environmental contributions in common. Mcleod,

Koenen, Meyer, Lyons, Eisen, True and Goldberg (2001) looked at these

issues in more detail and found that the existence of a shared vulnerability

model for the aetiology of PTSD symptoms and alcohol abuse.

However, specific unique environmental factors were more important

than genetic factors for PTSD symptoms, and both factors were equally

important for alcohol use. They provide a matrix, which suggests that on

these criteria there is an aetiological association between exposure to

traumatic stress, PTSD and alcohol abuse. This is not a simple relationship

but it remains after considering the possible increase of rates of

traumatisation because of the association with violence and accidents in

heavy drinkers (Kessler, 2000).
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These risk factors pointed out above are primary characteristics of the

subject population of this study. Aboriginal people are at risk of being

exposed to trauma and developing PTSD as the result of environmental,

social, economic and historical factors. These form multiple risk factors and

lead to continued traumatisation.

3.4.2. Genetic and environmental risks

Genetic or biological vulnerability is not a focus of this study; therefore,

it is not a matter for great review. However, the author wishes to note the

existence of this model to explain the development of PTSD. Brown and

Wolfe (1994) stipulated that both PTSD and substance abuse are

multifactorial in aetiology and believed that biological, physiological and

environmental variables may have a role. Other studies also found both

genetic and environmental influences in the development of PTSD as well as

alcoholc abuse (Yates, Cadoret, Troughton and Stewart, 1996; Bremner,

Southwick, Darnell and Charney, 1996). This explanation has an important

significance to this study.

Xian et al. (2000) examined a large group of twins and found that

O1.g% of twins with PTSD had alcohol dependence disorder and 24.7% had

other drugs dependence. They arrived at the conclusion that there is a

genetic influence in the development both PTSD and alcohol abuse. Another

study examined the physiological effect of trauma and observed startle eye-

blink response in traumatised children as evidence of psychophysiological
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abnormality associated with PTSD (Ornitz and Pynoos, 1989)' The effect of

these on memory and information processing is discussed in Chapter Four.

3.5. EpidemiologY

Epidemiological studies in PTSD have concentrated on specific

populations - war veterans, soldiers who took part in a particular military

mission, refugees, natural disaster victims and victims of small scale but daily

occurring traumatic events such as motor vehicle accidents, sexual abuse,

domestic violence and other criminal victimisations (Bryant and Harvey, 2002;

McFarlane, 1988, 1992, 1998, 2002; Dunmore, Clarke and Ehlers, 2001;

Epstein, Fulerton and Ursano, 1998; De Girolamo and McFarlane, 1996;

Kulka et al., 1990; Figley, 1978). This is despite an unprecedented increase

in the scale of exposure to traumatic events, which can affect larger

populations.

Several epidemiological studies have targeted victims of specific

events and identified the scale of psychological effect on people encountering

traumatic events. For example, Kulka et al. (1990) examined 3016 subjects

and found 15% met the diagnostic criteria for PTSD. An earlier study by the

Centre for Disease Control Study examined 2490 Vietnam War veterans and

1170 soldiers who were not involved in this war and found that 15% had

PTSD after the war. However, only 2.2% were suffering from PTSD at the

time of the study.
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Yehuda, McFarlane and Shalev (1998) reported that 35% of United

States citizens are likely to be exposed to a life threatening traumatic event at

least once in their lifetime. This suggests that we have entered an era of

unprecedented violence. The schools, playgrounds, family home,

neighbourhood, places where we work, streets we walk and the communities

we live in are no longer safe places (Jehel et al., 2001) and the impact can be

lifelong (Joffe, Broday, Luscombe and Ehrlich, 2003; Janet, 1925). These are

turning PTSD into a global epidemic. The September 11,2001terrorist attack

alone resulted in the death of thousands and has affected millions of people

around the world (Yehuda, 2002). Subsequent terrorist attacks and anti-

terrorist measures have induced worldwide fear. These attacks in various

parts of the world are increasing the number of people with PTSD.

Lee, lsaac and Janca (2002,633) predicted, "28-35 percent of people

exposed to terrorist attacks may develop PTSD". They reported that over 40

percent of people across the USA experienced a significant level of

symptoms of stress, putting this group of people at risk of developing PTSD in

the event of further exposure to violence. ln terrorist attacks elsewhere, 41

percent met the criteria for PTSD at six months, while 34.4 percent continued

to meet the criteria at 18 months (Jehel, Buchet, Patereniti et al', 2001).

Another study reported the prevalence of PTSD in the general

population (Yehuda, 2002). Prior to the September 11,2001 terrorist attack,

5 to 6% of men and 1O to 1 4% of women had PTSD, which made it the fourth

most common psychiatric disorder in the United States (Yehuda, 2002). The

impact of a traumatic event and the development of PTSD varied according to
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the severity of this event. For example, while 55% of rape victims developed

pTSD, the rate was 7.5% for subjects involved in motor vehicle accidents

(Kessler et al., 1995; Breslau et al., 1999). Kulka et al. (1990), in their study

on St. Louis, observed 3.5o/o for civilians who were exposed to a physical

attack and 6.3% for Vietnam War veterans. However, Cottler, Compton,

Mager, Spitzangel and Janca (1992) found a lower rate, 1.3% in a similar

group of people.

ln a US survey of 1,007 randomly sampled subjects aged 21-30, it was

found that 39% had lifetime exposures to a traumatic event and PTSD was

documented as one of the common psychiatric disorders (Breslau, Davis,

Anderski and Peterson, 1991). Lima, Pai, Santacruz and Lozano (1991)

studied 500 subjects and found a 42% PTSD rate in subjects exposed to the

same event. A study of the Buffalo Creek disaster survivors found a greater

rate, 597o lifetime prevalence and 25o/o met diagnostic criteria of PTSD at the

time (Green, Lindy, Grace and Leonard, 1992). A study of rural communities

tornado survivors found a similarly high rate of PTSD (Madakasira and

O'Brien, 1987).

ln contrast, Riggs, Dancu, Gershuny, Greenberg and Foa (1992),

Bownes, Ogorman, and Sayers (1991), Dahl (1989) and Burge (1988) studied

rape and sexual assault victims and found rates ranging from 25o/o to 70o/o

lifetime prevalence of PTSD. Studies of former prisoners of war and political

prisoners (Basoglu, Paker, Ozmen, Marks, lncesu, Sahin and Sarimurat,

1994; Sutker, Allain and Winstead, 1993; Kuch and Cox, 1992; Mellman,

Randolph, Brawman-Mintzer, Flores and Milanes, 1992; Kluznik, Speed, Van-
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Valkenburg and McGraw, 1986) found a PTSD rate of 50% to 70%. lt

indicates the vulnerability of this group to developing PTSD and the severe

impact of human engineered traumatic events.

3.5.1. Gomorbidity

It has been well reported during the last two decades that PTSD is not

the only disorder following exposure to traumatic events (Shalev et al., 1998;

McFarlane, 1998, 2002; Kessler et al., 1995; Breslau et al., 1999; Kulka et al.,

1990;). Other psychiatric disorders also occur alongside PTSD or alone and

are further complicated by alcohol and substance misuse. The latter are

mainly in the form of self-medication. Several studies have identified that

following exposure to traumatic events although PTSD is uniquely linked,

other disorders such depression, various anxiety disorders and amnesia can

also occur (Blanchard and Veazey, 2001 Driessen, Meier, Hill, Wetterling,

Lange and Junghanns, 2001', George and Krystal, 2000; Andrade, 2000;

Maes, 2000; Shalev, Freedman, Peri, Brandes, Sahara, Orr and Pitman,

1998;). Shalev et al. (1998) investigated in lsrael,2l1 subjects admitted to

Hadassah emergency room as a result of exposure to a traumatic event, and

found that 68% (141) did not develop any psychiatric conditions in follow-up

after four months. Of the remaining subjects, 17% met the diagnostic criteria

for PTSD , 14Vo met diagnostic criteria for major depression and 15% met

criteria for other anxiety disorders. This indicates that not everyone develops

94



PTSD after exposure to traumatic events, while clearly suggesting that PTSD

is the psychiatric condition most likely to develop.

Studies of Vietnam veterans have demonstrated high rates of

comorbidity (Blow, Cook, Booth, Falcon and Friedman, 1992). Roszel et al.

(1991), found that alcohol abuse was the second most coexistent disorder

with PTSD occurring in 33% of cases. The Vietnam Veterans Adjustment

Study of Kulka et al. (1990) revealed a lifetime PTSD prevalence of 31o/o

among veterans and 73% had a comorbid diagnosis of substance abuse, the

most common comorbid disorder.

Another major epidemiological study carried out by the Centre for

Disease Control (19S8) indicated that 39% of veterans diagnosed with PTSD

had a comorbid diagnosis of alcohol abuse or drug dependence. ln a disaster

population, comorbidity has been examined in three groups. Following the

Buffalo Creek disaster (Green et al., 1992) it was found that substance abuse

was significantly associated with PTSD, although it only existed in 10% of the

subjects. The survivors of the Herald of Free Enterprise ferry disaster

(Joseph 2000) there was a significantly increased consumption of a variety of

prescribed and non-prescribed medications. By using the General Health

Questionnaire and the lmpact of Events Scale, he concluded that in general,

self-reports of increased substance abuse were associated with higher

psychological d istress.

ln a population of volunteer fire fighters, 30% of those with PTSD

shared an increased pattern of drinking in contrast to 9% of that population

who did not have PTSD (McFarlane, 1998). The study of Fullilove et al.
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(1993) indicated that in a clinic of women drug abusers, 59% suffered from

PTSD. A study of 600 homeless men and 300 homeless women in St. Louis

(North and Smith, 1992) indicated that PTSD was the most common

psychiatric diagnosis among the women, followed by major depression, drug

abuse and alcohol abuse.

ln general, it appears that there is both a high level of comorbidity of

substance abuse in populations who are defined as having PTSD and equally

in substance-abusing populations who have high levels of PTSD. This mutual

comorbidity implies a significant causal interaction, although there is a variety

of other vulnerability factors such as family history, which may contribute to

the presence of substance abuse in an individual'

One of the main debates has been whether many of the symptoms in

chronic substance abuse are due to the substance abuse rather than the

underlying disorder. For example a patient suffering from depression may

use alcohol as a means of self-medication. The work of Chilcoat and Breslau

(1998) with a longitudinal sample of young adults in Detroit indicates

substantial evidence for the self-medication hypothesis rather than the

reverse. A variety of different mechanisms for the onset of substance abuse

was examined in this population. The conclusion consistently pointed in the

direction of self-medication. This is an important issue when examining

populations many years after traumatic exposure such as that experienced by

Aboriginal people.
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3.6. Ethnocultural asPect of PTSD

Culture plays an important role in the construct of trauma as well as in

dealing with its effects. lt shapes the meaning of trauma, either making it

significant or insignificant requiring attention. This is very important, as the

effect of trauma is limited to the meaning an individual attaches to it (Bracken,

2OO1; Young, 1995; McFarlane, 1996; Hough, Canino, Abueg and Dusman,

1996; Cawte, 1976). The meaning and individuals' response, appraisal and

adaptation in the aftermath of a traumatic event are influenced and shaped by

culture, values, beliefs, norms and society's expectations (Kessler, 2000;

Bracken, 1998, 2OO1', McFarlane, 1996; Bolton and Hill, 1996; Marsella,

Friedman, Gerrity and Scurfield, 1996; Dinicola, 1996).

Communities rally behind the victims to fulfil their responsibilities

arising from tradition, culture and norms. The importance of culture in

shaping responses and establishing a mechanism to deal with trauma and

promote healing was summarised by McFarlane (1996):

Culture provides a frame of belief, which assists in dealing with

illness and traumatic events as well as their causes. This function
has a dimension, which persists and does not disappear with

treatment or reconstruction of the damage after a disaster.
Traumatic events do have predictable consequences, which are

unavailable, although they can be minimised through preparation,

training and risk appraisal. Distress, loss and sickness must
therefore be managed and adapted to by both individuals and
groups. Culture is the vehicle, which embodies the values enriching
these processes and the rituals contributing to healing (McFarlane,

1996,188).

When a traumatic event involves assaults on the culture itself, the impact can

be very severe. Attack on culture is attack on the coping and defence

mechanisms of victims. This worsens the consequences of trauma.
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McFarlane (1996, 188) stated, "lndividuals strongly identified with a culture

and its values are protected and buffered by the support and sense of identity

which it provides, particularly at times of trauma". ln the event of a major

traumatic event, people bound by a culture respond automatically to manage

the crisis, leaving aside any group or/and personal differences, interests and

prejudices, and stand together to assist victims of trauma. Culture also sets a

standard and guidelines for the process of responses to individuals and

groups.

However, culturally adopted standards and guidelines may conflict with

or even hinder individuals' ways of response, self-expression, freedom,

treatment-seeking behaviour and acceptance of efernal help. This is where

the culture sets itself a challenge - a challenge to provide protection, care and

a positive framework aimed at its own development, and the community's

sense of security. ln addition a culture can in fact promote a certain form of

traumatic event and impose silence on its members. For example female

genital mutilation, child sexual abuse, rape and physical abuse of women are

some of the traumatic events many cultures have failed to address. Such an

imposed silence can be detrimental not only to the victim's search for truth,

treatment and ability to deal with the impact of the traumatic event, but also to

the continued existence of the culture itself. Kirmayer (1996) highlighted how

culture can influence the presentation of victims of trauma'

The other issue is the attempt to westernise PTSD. For example,

Summerfield (2001) suggested that PTSD is a western concept and its

diagnosis does not apply to non-western cultural groups' This concept
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ignores the reality of the disorder. Types of traumatic events may differ from

culture to culture, mainly influenced by the scale of socio-economic

developments (Abueng and Chun, 1996). On the other hand, response to

certain forms of trauma may be constrained by culture and norms. However,

the core symptoms of PTSD - intrusive thoughts, avoidance and hyperarousal

- remain universal.

3.7. Summary

Psychiatric manifestation following exposure to traumatic events was

identified in reference to the context in which the event had occurred. Some

of the terms include railway spine, shellshock, combat fatigue, etc. lt was first

recognised by the American Psychiatric Association in 1980 as PTSD. The

WHO listed it in its 1992 edition of the lnternational Classification of Diseases.

Extensive research in this field during the last two decades also identified that

other psychiatric disorders can develop following exposure to a traumatic

event.

Nevertheless, PTSD is the only condition having exposure to a

traumatic event as prerequisite, while other conditions such as depressive

disorders can develop without exposure to traumatic events. Traumatic

events are also classified as being beyond normal human experience and

distressing to anyone. PTSD is characterised by'recurrent, intrusive and

distressing recollections of events, nightmares and dissociative flashbacks.

The symptoms also include avoiding any external cue that may resemble the
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traumatic event, diminished social activities, anger, irritability and difficulty in

concentrating. Several writers emphasised the importance of meaning that

the victim attaches as a key contributing factor to the development of PTSD.

It has been emphasised that the subjective response of the victim - fear,

helplessness and horror - determines the outcome of the trauma.
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Ghapter 4: Theoretical and Philosophical Underpinning

4.1. lntroduction

All the famous moralists of old days drew attention to the way in
which certain happenings would leave indelible and distressing

memories, memories to which the sufferer was continually returning,

and which by he was tormented by day and by night (Janet' 1925'

58e)

The theoretical and philosophical underpinning of this study is based

on Pierre Janet's theory of traumatic memory. Pierre Janet was a French

psychiatrist who highlighted the importance of traumatic memory in the

development of psychiatric morbidity. ln this chapter, society and trauma will

be discussed in a general context. lmportantly, Janet's theory of traumatic

memory will be reviewed in the context of this study. The relevance of the

theory of traumatic memory to the Aboriginal people's will be examined.

4.2. Society and trauma

Trauma and development of society are two sides of the one coin.

Development is through change and change is driven by conflict. Van der

Kolk and McFarlane (1996, 3) summarised the historical relationship of

traumatic experience to the development of society: "experiencing trauma is

an essential part of being human, history is written in blood". The impact of
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this bloody history has never received a fair recognition. One part of society

unleashes violence against its fellow citizens and those who are socially and

militarily are continuously victimised. Those responsible always have an

excuse, being 'provoked'. A classic example is the recent terrorist attacks in

various parts of the world and attempts made by terrorist leaders as well as

the 'coalition of the willing' to justify their actions'

Some of those subjected to traumatic events overcome their difficulty

and lead a normal life while others continue being haunted by their traumatic

experience and relive the past. Van der Kolk and McFarlane (1996' 3)

summed up that "throughout history, some people have adapted to terrible life

events with flexibility and creativity, while others have become fixated on the

trauma and gone onto lead traumatised and traumatising existence".

Traumatised existence of one generation can impact on the health and

wellbeing of the following generation. This is the case with Aboriginal

people's traumatic experience and continued traumatisation (Hunter, 1993a,

1996, 1998; Peters, 1995; O'Shane, 1995; Franklin and White, 1991)' Even

for those who managed to survive and adapt, the trauma shakes up their

biological and psychological foundation and significantly impacts on the

suryivors'social equilibrium (Van der Kolk and McFarlane, 1996). Experience

shapes the way humans behave, relate to fellow humans, adapt to the

environment and the way one conceptualises and perceive the world. For

example, a person brought up in a violent environment and who may never

have the opportunity to feel safe may think that violence is a normal social

behaviour.
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For some individuals, once exposed to a major traumatic event,

dealing with memory of trauma is difficult and they may continue to be

preoccupied with the past. Following exposure to traumatic events, the ego

becomes hardened; the person becomes preoccupied with past experience,

working hard to build defence mechanisms. Shapiro (1965, 7) stated, "Earlier

conflict is transformed into chronic automatic mode function detached from

the content of infantile conflict. Once hardened, character continues to have

a protective function. lt binds impulses in stable ways, limits flexibility, and

constitutes an armour against the external world".

As time paSSeS, Some trauma survivors restore their psyche, while

others dive into the deep sea of the past. They develop a hardened ego and

change their attitude. Pictures of past events form on the memory tape and

the person's thinking starts revolving around the traumatic event. The

memories of the traumatic event fail to blend with past experience, live

independently, and are replayed as a current experience. This in turn

prevents the person from dealing with day-to-day reality. People who are

exposed to trauma find it difficult to be flexible and adapt to their

surroundings. They become fixated with the past and continue fighting past

bat1es. The memory tape that is replayed involuntarily gives the impression

that the past still continues to exist.

When this happens, the individual's behavioural and physiological

response to the impression is influenced by social and cultural expectations.

lf the individual is able to adjust to these expectations and the culture is

strong enough to promote a safety net, recovery and healing, the process of
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dealing with trauma is relatively easy (Van der Kolk and McFarlane' 1996).

However, when there is conflict between socio-cultural expectations and the

individual's desired way of dealing with the trauma, recovery and healing can

be further complicated. This is so especially when there is a culturally

imposed silence on certain forms of traumatic experience. This can only

make the situation worse for the sufferer. Culturally imposed silence only

attempts to shape a physiological and social response in the victim, but

cannot assist in dealing with the traumatic memory. The following section

explores traumatic memory and its importance to this study.

4.3. Theory of trauma

For the development of contemporary theory of trauma Pierre Janet's

work during late the 19th and early 20th centuries played important role and lay

the foundation for later theories, which are used to explain trauma (Janet,

1901, 1925). Since Janet first explained the link between exposure to

traumatic events and development of psychiatric conditions by using

traumatic memory aS a pathway, several more theories have emerged'

These are: traumatic memory model; information processing model; and

biological model of traumatic memory.
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4.3.1. Traumatic memory model

What is traumatic memory? What is the difference between traumatic

memory and memory of trauma? Traumatic memory is the earliest theory

that linked exposure to traumatic events to psychiatric conditions, including

pTSD (Janet, 1925). The originator of this theory, Pierre Janet (1925) did not

define traumatic memory. However, Janet gave detailed information about

what constituted traumatic memory (1901 , 1925). ln this study traumatic

memory can be defined as a cluster of unprocessed information related to

trauma, which stays separate from pre-existing and processed information.

This cluster of information remains independent and represents itself

involuntarily as a current. The person loses control over recollection of this

memory. This is where it produces intrusive thoughts, hyperarousal and

avoidance.

Contemporary cognitive theories are based on Pierre Janet's work on

traumatic memory. Diagram 1 illustrates the role of traumatic memory in the

development of PTSD, alcohol abuse and retraumatisation.

Diag raml: Traumatic Memory link to PTSD and Alcohol abuse

Traumatic memory

Traumatic event
PTSD

Alcohol abuse
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Conversely, memory of trauma can be defined as detailed processed

information about a particular happening and recollected when it is required.

This provides personal analysis of the event where the person reviews what

had happened without feeling distressed.

Janet's theory of traumatic memory has played a pivotal role in the

development of contemporary theories of trauma. Janet's theory originates

from the work of Charcot (1889), who proposed that some events could make

a pathogenic impression on the mind of those who were exposed to it (Janet,

1g2S). Janet believed that an emotion, disquietude and grief resulting from

some particular happening could induce many neuropathic disorders.

Moreau, de Tour Baillarger and Briquest's insistence upon the pathogenic

influence of grief and similar emotions reinforced Janet's belief about the role

of traumatic memories in the development of various psychiatric disorders.

ln the late 1880s and early 1890s, Janet proposed that certain

hysterical symptoms are expressed as bodily modifications connected with

the ideas and memories of certain traumatic experience. This was based on

Charcot's idea that "we must ascribe considerable importance to the

memories left by the accidents, to patients' ideas and disquietudes anent the

untoward experience" (Janet, 1925,590). Janet expanded on this notion and

added:

Neuropathic disorders of the same kind might arise in consequence
of happenings, which were not accidents in the colloquial sense of
the term, which had not caused any obvious material injury, but had

simply induced moral perturbation. The memory of what had

happened persisted in the same way as the memory of material
accident (Janet, 1925, 590).
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This notion is particularly relevant to the Aboriginal people's traumatic

experience, Some of which are not material injuries. For example, loss of

land, destruction of culture and forced removal of children were traumatic but

the action itself may not have produced a material injury. Many believe these

events have caused victims to deeply have ingrained psychological injuries

with far reaching consequences.

Pierre Janet proved this notion in a clinical setting, by observing a

young woman who suffered from convulsions and delirium every month

during menstruation. As described in Janet (1925,590-591), Marie - a girl of

nineteen - suffered every month during menstruation from serious crises,

attended by convulsions and delirium, which lasted for several days.

Menstruation would begin in normal fashion, but after a few hours the patient

would complain of feeling very cold and would have a characteristic shivering

fit. Thereupon the menstrual flow would cease and the delirium would begin.

ln the intervals between these crises, the patient was liable to attacks of terror

in which she had a hallucination that there was "a pool of blood before her

eyes". She also had a number of stigmata of hysteria, among which may be

mentioned "anaesthesia" of the left side of the face with "amaurosis" of the left

eye.

The case study/life history of the woman revealed that those symptoms

originated from relevant traumatic memory. lt was revealed that when she

first had menstruation, she checked herself by getting into a cold tub in which

she experienced shivering and delirium. She also witnessed an old woman

fall down the stairs causing the stairs to be covered with blood. As a child,
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she shared a bed with another child whose left side of the face was covered

with scabs of impetigo. The patient's symptoms corresponded with those

experiences. After observing many cases over the years, Janet concluded

that the "traumatic memory must be regarded as an important factor of

neurosis" (1925,593).

Furthermore, Janet (1925, 608) proposed that "traumatic memories,

and the tendencies and ideas connected therewith, are extremely distressing

to the subject's mind; they jostle against his sensibilities or conflict with his

moral ideas". This can disrupt proper information processing - the person

may keep replaying the traumatic memory, which may prevent new ideas and

experiences from being processed. Following exposure to a traumatic event,

survivors experience hyperarousal as a response to the memory disturbance

related to trauma. This disrupts information processing on a verbal and

symbolic level, preventing memories from integrating with consciousness and

keeping it somatically. These memories are replayed as physiological

reactions, emotional states and visual images in the form of re-enactments'

4.3.2. Information process¡ng model of traumatic memory

The PTSD as a new research area in the field of mental health has

contributed to a diversity of theories and conceptual models in understanding

its management and treatment (McFarlane, Yehuda and Clark, 2002;

Prigerson, Narayan, Slimack, Beery and Jacobs, 1998). One of the influential

models of PTSD is the information-processing model, which was introduced
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by Horowitz (1979, 1986). Horowitz's model is strongly linked to Pierre

Janet's work and transformed it into contemporary theories of trauma, and

has placed a significant emphasis on information processing and cognitive

theories of emotion (Peterson et al., 1991). The information processing

theory contributed to the development of a personal communication model

proposed by Keane (1987), again pointing in the direction of traumatic

memory.

Traumatic memory interferes with proper information processing,

diminishes decision-making ability and diverts attention away from current

events. Horowitz summarised that:

The recurrence of a familiar non-stressful event is likely to be quickly
y assimilated. The will be

the information in a will be

d. The information events,
be Processed raPid relative

completion is not achieved, and the active memory retention is not

terminated, wrth relevant coding of information remaining in active

storage (Horowitz, I 986, 95).

When new information is processed, coded and integrated with existing

information, it becomes available for voluntary recollection. Contrarily, when

it remains active, it presents as new information and gives the impression that

the event is current.

The "new information" results in the disruption of thought processes,

which is exhibited in the form of hyperarousal. Van der Kolk and Saporta

(1989) proposed that:

memory disturbance that
information processing on

uses memories to sPlit off
somaticallY. Fragments of

these visceral memories return later as physiological reactions,

emotional states, visual images, or behavioural re-enactments (Van

der Kolk and SaPorta , 1989,22).
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The appearance of old information as new creates an emergency situation

without existence of an emergency. ln explaining this effect on the function of

the brain, McFarlane et al. (2002,256) proposed "some neural networks is

top-down activation, a process in which dominant or inflexible networks can

prime or bias brain activation towards stimuli relevant to certain memories".

This impacts negatively on a person's ability to appraise the current reality

and environment. Any current concerns are dealt with in the context of the

past, resulting in neurobiologic malfunction. McFarlane et al. (2002) linked

symptoms of PTSD to the process of iterative learning and top-down

activation.

4.3.3. Biological model of traumatic memory

It should be noted firstly that it is not the intention of this study to

examine the results of CT Scan or X-ray or any other laboratory test results to

explain the biological effect of trauma. However, it is worth noting that recent

studies have observed change in brain physiology and function following

exposure to traumatic events (Liebezon, Taylor and Amdur, 1999). A review

of the biological model may explain why some people develop PTSD while

others do not after exposure to trauma (McFarlane et al', 2002)'

Alternations in brain structure and function have been noted in PTSD

sufferers. Yehuda (2002) reported increased circulating levels of

norepinephrine and increased activities of alpha2-adrenergic receptors.
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Furthermore, Lieberzon et al. (1999) highlighted structure - amygdala and

hippocampus - change in the brains of patients with PTSD. Behavioural

alteration is a reflection of the individual's perception and response to

environmental and physiological factors. ln this case the symptoms of PTSD

are a manifestation of alteration in brain structure, which produces

physiological responses.

McFarlane et al. (2002) further proposed that the pathway to the

exacerbation of PTSD symptoms indicates a change in neural networks as a

result of "pruning" and "top-down activations". Further linking traumatic

memory to the biological model, McFarlane et al. (2002) attribute the

individual's impairment of cognitive and affective adaptability to the

dominance of internal memories.

4.4. Relevance of theory of traumatic memory
to Aboriginal people's exper¡ence

What is the relevance of theory of traumatic memory to Aboriginal

people's experience and mental health? For Aboriginal Australians who were

born to traumatised parents, in traumatised communities, brought up and

lived a traumatised life, most probably for their entire life, the memory tape is

full of traumatic events. lnvoluntary replay of the tape can produce an

ongoing psychological and emotional emergency. This is because the replay

of memory poses both the internal and external environment as imminently

dangerous. Janet (1925) believed that a response to a traumatic event

accounted for the ongoing emergency reaction to subsequent stresses.
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The experience of one traumatic event could lead to over-reaction and

intense emotional response to a subsequent stressful event. Depending on

an individual's coping ability and support network, the first event can leave a

permanent inner scar and steal the person's emotional strength and

physiological security. Kolb and Multipassi (1982) emphasised that

"traumatised individuals are likely to fail physically and emotionally with their

problems because of sense of inner insecurity. ln losing control over their

bodily functions, they are not the competent people as they were before".

Aboriginal people who have been subjected to continuous traumatic events

have lost their psychological and physiological strength:

A stimulus impinging on the mind can be conceived as behaving like
a... raindrop landing on a terrain of hill and valleys. The drop
moves generally downhill until it ends up at the bottom of a nearby
valley. The deeper the memory basin and the steeper the memory
walls, the more likely the terrain of associations is likely to end up tn

it. ln PTSD the traumatic event may be conceptualised as

occupying... a Dead Sea of memory, into which all of the patient's

associations inexorably flow (Tank and Hopfield, 1987, 106).

This is evident in Aboriginal people's history. An Aboriginal person's

traumatic memory basin is deeper, and contains traumatic experiences of

one's great-grandparents, grand-parents, parents and community. For

example, an Aboriginal person may recall the history of his/her grandparents'

traumatic experiences, then his/her parents' and connect those with that of

his/her own traumatic experience. Personal traumatic experience is a likely

reminder of the trauma of past generations.

Aboriginal people's traumatic experience is complex and multi-factorial.

It is not a mere reflection of the individual experience of traumatic events, but
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a combination of past and present generations' exposure to trauma and

continued traumatisation. Diagram 2 illustrates this assumption'

Diagram 2: Conceptual Model of Transgenerati onal Trauma and retraumatisation

Social, economic, environmental legal and
political disadvantages

Traumatic events
experienced by Past
generations

Alcohol
abusePTSD &

other
disorders

Violence
Removal from
family home
Dispossession of
culture, land
lmprisonment
Massacres
Forced relocation

Retraum-
atisation

Learned historical traumas, domestic violence, sexual

abuse, child abuse, police brutality, imprisonment and other
interpersonal violence

As presented in the above diagram, the subject is heavily engaged with past

experiences - not only with one's own experience, but also that of his/her

parents', grandparents' and great-grandparents' traumatic experiences.

Memories of the past are revived in the context of current traumatic

experience. To suppress the memory, the person engages in alcohol abuse

as self-medication, which leads to further traumatisation.

When the situation gets out of personal control, the person loses

confidence and trust in one's self and others. He/she would See danger
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everywhere in internal and external environments. Van der Kolk, McFarlane

and Hart (1996) stated:

people with PTSD experience their internal world as a danger zone

that is filled with trauma-related thoughts and feelings. They seem

to spend their energy on not thinking and planning. This avoidance

of emotional triggers further diminishes the importance of current

reality, and, paradoxically, increases their attachment to the past

(Van der Kolk et al., 1996,419).

The personal meaning of the traumatic experience involves working overtime

trying to comprehend the impact of trauma, and often includes feelings of

irritable loss, anger, betrayal and helplessness. lt becomes incomprehensible

when a traumatic event is repeated. Exposure to multiple events complicates

the recovery process:

One of serious complications that interferes with healing is that one
particular event that activate other, long-forgotten memories of
previous traumas, and create a domino effect: A person who was not

previously bothered by intrusive and distressing memories may, after

exposure to yet another traumatic event, develop such memories of
earlier exper'tences (Van der Kolk and McFarlane, 1996, 9-10)'

This is a daily exper¡ence of Aboriginal people. For example, an Aboriginal

person who encounters a minor stressful event may see it in the context of

the past experience instead of dealing with current issue. This is because the

past experience has changed their personality and the new event they

encounter symbolised the past, an external cue of trauma:

Despite the human and adapt, traumatic

experiences can alter al, biological, and social

equilibrium to such a ory of the one particular

event comes to taint spoiling appreciation of
the present. This tyranny of the past interferes with the ability to pay

attention to both new and familiar situations. when people come to
concentrate selectively on reminders of their past, life tends to
become colorless, and contemporary experience ceases to be a
teacher (Van der Kolk and McFarlane, 1996,4).
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Aboriginal people's ability to deal with current issues is limited or literally

taken over by the tyranny of past experiences.

Anyone who was exposed to a trauma executed systematically and left

unacknowledged and unaddressed is fixated with the past, and may continue

fighting past battles, only to find the inner wound bleeding again and again.

This is where the difficulty of understanding Aboriginal people's trauma lies.

For Aboriginal people, loss of land, removal of children from their parents,

being herded onto reserves and missions and being denied basic rights

including denial of citizenship in one's own country, carry a significant

emotional burden.

4.5. Gonclusion

Exploration of the theory of traumatic memory revealed that past

experience could continue to live and influence an individual's psychosocial

equilibrium once exposed to traumatic events. ln the late 19th and early 20th

centuries, Pierre Janet explored the origins of symptoms of some psychiatric

conditions. Case studies of patients revealed that some symptoms were

directly linked to traumatic experiences. As this evidence was repeated in

clinical settings, Janet concluded that traumatic memory plays an important

role in the development of a psychiatric condition. His work laid the

foundations for the theory of Posttraumatic stress Disorder.
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Ghapter 5: Methodol

5.1. lntroduction

ln this chapter, methodology - the instrument used to collect the

relevant data, target population and its profile, access to the population and

sample selection methods - will be described. Choice of instrument and its

administration, pilot study and data analysis will be outlined. Ethical

considerations and implications of the findings will be pointed out.

5.2. Methods

Semi-structured clinical interview and suruey questionnaires were used

to collect quantitative data. Since the recognition of PTSD as a psychiatric

disorder in DSM-Ill (APA, 1980), developing a reliable data collection tool has

been the focus of researchers in the field. Taking into account the diagnostic

criteria described in DSM-IV and ICD-10, several structured and semi-

structured interviews, and self-report tools have been developed. Many

researchers in the field of trauma studies recommend structured and semi-

structured interviews as a better method to elicit information about to trauma

and capture PTSD symptoms (Newman, Kaloupek and Keane, 1996; Weiss,

1gg3). Comprehensive and broadly designed instruments with a focus on
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eliciting a full picture of the events and their impact on victims can provide

vital information to establish the prevalence of PTSD (Newman et al., 1996)'

Structured and semi-structured interview methods are sufficiently

flexible to be applied in the context of individual traumatic events (Newman et

al., 1gg6; Weiss, 1993). To utilise the structured clinical interview technique,

the interviewer needs to poSSeSS advanced clinical knowledge and

assessment skills in psychiatric disorders. Of particular importance is specific

knowledge and clinical skills in the field of study. lf the interviewer has the

required knowledge and skills, a structured clinical interyiew "can insure

coverage of all relevant signs and symptoms of PTSD" (Weiss, 1993)'

Therefore, the quantitative method was used and structured clinical interview

and survey questionnaires were chosen to collect data. The following section

provides an overview of the instrument.

5.2.1. lnstrument

Due to the absence of similar previous studies, finding a familiar

instrument for data collection failed to yield tangible results. This was partly

due to the complex problems experienced by the subject population as well.

Following an extensive search and literature review, the choice was to use a

number of instruments.

The Composite lnternational Diagnostic lnterview (ClDl Auto Version

2.1) was identified as having a potential application in the subject

communities. A pitfall of the ClDl is that the PTSD section's ability to capture
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longstanding trauma of this culturally distinct population was of concern; it

was necessary to develop specific measures to elucidate the complex

traumatic experiences of Aboriginal people. The lndigenous Trauma Profile

(lTp) was developed using evidences from literature. ln addition, the lmpact

of Events Scale (lES) and Alcohol Use Disorder ldentification Test (AUDIT)

were also adapted to supplement the ClDl. The author also hopes that

applying a variety of instruments will have additional benefit in identifying

suitable instruments for further research in this arca'

5.2.1.1. Gomposite International Diagnostic lnterview

The Division of Mental Health of the World Health Organisation (WHO)

developed the Composite lnternational Diagnostic lnterview (ClDl), for

clinicians to apply in community settings (Peters, Andrews, Cottler, Chatterji,

Janca and Smeets, 1996; WHO, 1997). lt has been used by health

professionals in community samples (Newman et al., 1996; Robins, Wing,

Wittchen, Helzer, Babor, Burke, Farmer, Jablensky, Pickens, Reiger,

Sartorious and Twole, 1988) and is the instrument of choice for this study' lt

was also used in Germany, The Netherlands, Australia and Canada (Kruse,

Schmitz and Thefeld, 2003; De Graaf, Bijl, Smit, Vollebergh and Spijker,

2OO2; Andrews, Henderson and Hall, 2001; Hofstra, Van der Ende and

Verhulst, 2OO1). Personal communication with Professor McFarlane, an

expert in this field, confirmed that the ClDl was also used in Kuwait and

Lebanon.
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The ClDl was used in ICD-10 and DSM-IV to identify PTSD diagnostic

criteria (Peters et al., 1996) and performs adequately in differing cultural

settings. This was one of the key factors leading to the use of ClDl in this

study. The ClDl package contains diagnostic sections for various psychiatric

conditions, including alcohol abuse. Those sections to be used in this study

include Profile, Anxiety disorders, Depression, Alcohol, Drug abuse and

pTSD (Appendix A). The ClDl will be administered using the current and

lifetime diagnosis format. This methodology dates the onset and offset of the

disorder.

5.2.1.2. The lmpact of Events Scale

The lmpact of Events Scale (lES) was developed well before the listing

of PTSD in DSM-Ill in 1980 (Horowitz, Wilner and Alvarez,1979)- However, it

captures all the essential elements of trauma and its impact and has been

crucial in the assessment of PTSD (Joseph, 2000). Most importantly, the

instrument is relevant to this study as it was developed taking into account the

Horowitz's theory of information process'

The instrument measures the key PTSD symptoms of intrusion,

avoidance and hypervigilance. The IES has 22 short questions to be

answered by circling one of the options indicating the severity of the

symptoms. The scaling is: 0 = not at all, 1 = a little bif,2 = moderately,3 =

quite a bit, and 4 = extremely (Appendix B).
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5.2.1.3. Alcohol Use Disorders Identification Test

The Alcohol Use Disorders ldentification Test (AUDIT) questionnaire is

specifically aimed at collecting data about the subject's alcohol consumption.

Bush, Kivlaham, McDonell, Fihn and Bradley (1998) found that AUDIT has

good psychometric qualities. The instrument has ten short questions to be

completed by participants (Appendix C).

5.2.1.4. lndigenous Trauma Profile

The lndigenous Trauma Profile (lTP) was developed for the purpose of

this study to address the concern that ClDl may not elicit all the traumatic

events experienced by Aboriginal people. lt was designed to capture specific

traumatic experiences such as removal of children, destruction of culture and

police brutality, which may not be covered by ClDl.

The ITP has 33 items in which a respondent ticks 'yes' or 'no' at the

end of the statement (Appendix D). Variables were identified from literature

relating to Aboriginal people's traumatic experience (Hunter, 1995a, 1995b,

1996, 1997,1998a; Peters, 1995; O',Shane, 1995, Horton, 1994, Franklin and

White, 1991; Stanner, 1979; Stone, 1974). While it contains most of the

major traumatic events reported in the literature, it is also easy for subjects to

understand.

r20



5.2.2. Validity, reliability and applicability

The validity and reliability of ClDl, IES and AUDIT have been

established in research on various groups in culturally diverse communities.

The validity, reliability and linguistic and semantic, cross-cultural conceptual

and content equivalence of ClDl have been established via numerous studies

conducted on various cultural groups during field trials (Keane, Kaloupek and

Weathers, 1996). lt has been utilised in a variety of trauma populations

including earthquake survivors, war veterans and civilian war victims (Keane

et al., 1996). Stressors examined during the trial of ClDl include: "direct

combat; physical assault or attack; rape; sexual assault, or incest; terrorism,

kidnapping; seeing someone being seriously injured or killed; [and] serious

threat or harm to close relatives orfriends" (Peters et. al., 1996, 169)' Most of

the above traumatic events are relevant to the experiences of Aboriginal

people. Therefore, ClDl is the choice of instrument to elucidate relevant data

from the proposed subject.

The lmpact of Events Scale also has been used in several studies

involving combat veterans, assault victims, motor vehicle accident survivors,

fire fighters and victims of natural disasters (Green et al., 1992). Another

study also proved the reliability of internal consistency and validity/test-retest

reliability (Keane, King and King, 1996). The AUDIT also has proven

reliability and validity. Hall (1996) found that AUDIT was a reliable instrument

in identifying alcohol-related disorders and comorbidity. Bush et al. (1998)

praised the psychometric quality of AUDIT in an alcohol abusing population'
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5.3. Pilot study

There is no evidence of any study previously using ClDl, IES and

AUDIT in the Aboriginal population. Despite these instruments' background

of proven validity and reliability, a pilot study was necessary and conducted to

ensure that they are applicable and acceptable to this group of people. The

result identified some associated problems: the time required to administer

the instrument that was far beyond the participants' concentration span;

repeated questions; which irritated participants very easily; and some of the

questions were not relevant to the participants' experience and environment,

especially regarding anxiety. Only six out of ten participants completed the

interview. Of these, two were visibly not happy with the whole procedure.

ln addition, some sections of ClDl were irrelevant to the current study,

while others were culturally inappropriate and proved difficult to use. On the

basis of the findings from the pilot study the most applicable and relevant

sections of the ClDl were selected. These were anxiety disorders,

depression, alcohol, PTSD and drugs modules.

Both IES and AUDIT were found to be easy as the questions are short

and participants did not experience difficulty in ticking boxes. Nine out of ten

participants did not have any problems with IES while eight out of ten

participants understood the questions listed in AUDIT and ticked an

appropriate box.

The lndigenous Trauma Profile (lTP), as pointed out above, was

developed specifically for this study. As with all other instruments used in the
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study, it was tested on ten similar subjects. As it is realistic and contains the

list of traumatic events reported as having happened to Aboriginal people, the

content was easy to understand and respond to. lnitially, it was designed with

the instruction "tick if applicable to you". On the basis of feedback from

participants, a few questions were modified to ensure cultural sensitivity and

appropriateness. Yes and No columns were added at the end of each

statement.

5.4. Administration Procedure

Aboriginal Australians aged 18 to 65 years who reside in the Central

West region of Western Australia were the subjects of this study. lnterviews

were conducted in an environment where the subjects felt comfortable' This

was also a part of maintaining confidentiality, as going to a designated centre

may easily expose subjects to unpleasant attention. Each subject was visited

at home and given written information explaining the aim of the study'

For subjects who may not read English, a local Aboriginal Health

Worker read the explanatory note and discussed the aim of the study'

Following this explanation, if the subject consented to participate in the study,

he/she was given survey questionnaires containing lES, AUDIT and ITP'

Most of the subjects were able to complete to complete AUDIT, IES and ITP

survey questionnaires. A few required assistance to complete them.

Following completion of the suruey questionnaire, ClDl was administered on

the spot or an appointment was for a more convenient time.
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5.5. Ethicalconsiderations

Careful consideration was given to avoid any item that may lead to the

identification of participants in the report and related publications of this study'

prior to administering the instrument, participants were given detailed

information about the study (Appendix E). The subject was informed that

there is no obligation to participate in the study and that he/she can withdraw

at any time without advance notice. Prior to commencement of the interview,

subjects were asked to sign a consent form (Appendix F)' All data were

deidentified when entered into the computer.

5.5.1. Gommunity consultation and consent

As a part of the research ethics standard requirement for any research

on an Aboriginal community, this study was given community-wide consent

following extensive consultation. Every community organisation and its

leaders were given information about the proposed study and asked to give

their individual and organisational approval (Appendix G).

Community support was required by the University of Adelaide Ethics

Committee and Western Australian Aboriginal Health lnformation and Ethics

Committee (WAAHIEC), before approval of this study could be granted'

Following lengthy consultation the study received community consent from all

relevant organisations and community leaders (Appendix H).
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When the above prerequisites were fulfilled, the same committee of the

University of Adelaide granted ethical clearance. After ensuring the

appropriateness of this study to Aboriginal culture and interest, approval was

obtained from WAAHIEC (Appendix l)'

5.5.2. Gontingency Plan

As a recollection of some traumatic experiences may be distressing

and capable of causing some form of psychological disturbance, the

researcher and local Aboriginal Health Worker were prepared to provide

counselling to participants immediately after completion of the interview.

Those who opted not to attend post-interview counselling were also given

further information that they can seek counselling from the team within the

following two days.

5.6. Target populat¡on

The author spent some time in remote communities in the Central

West region of Western Australia and observed the predicament of those

communities. Observation of high level of alcohol consumption, violence and

adolescent crime raised the need to conduct research into the underlying

factors. Central West Health Region includes the health districts of

Murchison, Midwest and Geraldton. This study involves two of the three

districts, Murchison and Midwest. The Aboriginal population of Murchison
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was 821 (410 males and 411 females), 17.7% of the total population of

Murchison, which was 4,626 in 1998. The Midwest population was 14,194 in

1gg8 and Aboriginal Australians accounted for a total of 1727 (870 males and

857 females), i.e. 12.2o/o of the population. Combined, the two towns' study

population was 678 (Lin, 1999; Health Department of Western Australia,

lggg). Adults between the ages of 18 and 65 were selected as potential

subjects. The author worked in these communities and had positive

preliminary discussions with the elders in the region before proceeding with

the study. Two towns and their surrounding communities were selected for

this study. The names of these towns are suppressed in order to protect their

reputation.

5.6.1. Selection of these communities

A number of issues facilitated the decision to carry out the study on

these communities. The researcher's employment prior to commencing the

study resulted in the development of a working relationship between the

researcher and the community. During this time the observed high level of

alcohol abuse, violence and visible socio-economic disadvantages feeding

retraumatisation also played an important role in deciding to undertake

research in these communities. The relationship between the researcher and

the community leaders, which was important to gain access to subjects, was

also a key factor in targeting these communities.
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5.6.2. Access to target population and sample selection
procedure

The Aboriginal Medical Services of the region, ATSIC branch

representatives, local elders and influential community figures were

approached and the proposed study was explained to them' Aboriginal

health workers covering these towns indicated their interest to participate in

the study. That support was important in accessing the target population.

All Aboriginal households were surveyed by door knocking. The local

health workers who were able to identify every Aboriginal person in the town

identified Aboriginal households. Aboriginal people aged between 18-65

were eligible to participate in the study.

5.6.3. lnclusion and exclus¡on criter¡a

To participate in this study Aboriginality was the essential criterion.

ldentifying Aboriginality was easily achieved through the Health Worker who

knows Aboriginal people in the town. lndividuals with cognitive impairment,

severe physical illness causing current symptoms or were intoxicated at the

time of interviewwere excluded. Those individuals who were under 18 and

over 65 years of age were excluded from participating in the study. Non-

Aboriginal people were excluded from participating in this study regardless of

marital or any other relationship to an Aboriginal person'

127



5.7. Data analysis

Data were analysed by using Statistical Package for the Social

Sciences (SPSS). Descriptive and correlational statistics were used.

Multivariate and chi-square analysis was applied to determine any significant

differences between subgroups according to the characteristics of the

variables. The lifetime method allowed the recording of the onset of various

identified disorders and their relationship in time with the traumatic events

experienced. The relationship between levels of alcohol consumption and

the various diagnoses were compared using logistic regression. Comparative

analysis was carried out between the rates from this sample and the ABS

Mental Health and Wellbeing Survey (ABS, 2000).

5.8. Findings

The report of the study is available to all mental health professionals,

the Health Department and Aboriginal Medical Services. For wider

accessibility by the academic, professional and general communities, the

findings of this study will be published in relevant journals. Key stakeholders

will be provided with a copy of the report upon request. The author also

returned to the region to present the findings to local community organisations

and Aboriginal people.
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5.9. lmplications of the studY

Literature search suggests that there has been no epidemiological

study undertaken to measure the incidence of PTSD and its relationship to

alcohol abuse among Aboriginal Australians. As a result of this, mental

health professionals' understanding of Aboriginal mental health is somewhat

superficial. The approach to mental health problems is therefore often poorly

directed, concentrating on reducing symptoms rather than the underlying

factors. The findings of this study may help service providers to develop a

broad proactive strategy addressing the issue of substance abuse, accidents

and violence in Aboriginal communities, bearing in mind that PTSD is a

mediating factor. While it is recognised that the data in this study were drawn

from only a small proportion of the Aboriginal population, the general patterns

ascertained in here are likely to apply to similar populations across Australia.

Therefore, the findings have significant implications for the

development of future mental health policies and professional service

delivery. The findings of the study are expected to provide a greater

understanding of Aboriginal mental health issues and their relationship to past

trauma and ongoing traumatisation. Therefore, it has significant social policy

implications at State and Federal levels.
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5.10. Limitations of the studY

The study was confined to small communities in the Central West

region of Western Australia. The major contributing factors to the limitation of

the study include limited financial and human resources. Additional reasons

include the complicated bureaucratic process in obtaining Ethics Committee

approval from each state within a reasonable timeframe. The need to

arrange and maintain a relationship with Aboriginal leaders, organisations and

communities is demanding. lt was beyond the scope of this study to target

subjects under the age of 18 and over 65 years. ln summary, it is very

difficult to gain access to such communities and this study was possible only

because of the unique relationship between the author and study population'

Another limitation is associated with instruments. As discussed in

Chapter 1 as well as in this chapter, the author was unable to identify a

previous study in this specific field, which would have had the benefit of

finding an acceptable instrument. Following consultation with experts in the

field of trauma, the author had no alternative but use the available

instruments. The ClDl, IES and AUDIT were chosen taking into account their

cultural limitations. ln recognition of the ClDl's limitation, ITP was developed

to cover the gap and produced very good results. However, the ITP itself is

new and it was anticipated that there would be more to be learned about

further use of this instrument.
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Ghapter 6: Results

6.1. lntroduction

This chapter presents and comments on the findings of the study.

Demographic characteristics including age, gender, marital status,

educational background and employment status of subjects are reported.

Key findings with epidemiological and clinical significance are: identification of

types traumatic events experienced by subjects, rates of exposure,

prevalence of PTSD, and rates alcohol abuse and dependence' The study

has established prevalence major depressive disorders, general anxiety

disorder, specific phobia, social phobia and agoraphobia. These findings are

reported in this chapter. Statistical analysis including correlation and

comparisons will be Presented.

6.2. Demographiccharacteristics

For confidentiality reasons, this study deliberately avoided identifying

the subjects' tribal background. The two towns are located in Murchison

health district of the Central West Region, in Western Australia. Of the target

population (18 to 65 years old), a total of 8 people did not participate in the

study. Of this group, five did not do so due to unspecified personal reasons;
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one could not due to the urge to drink. A man in his late 20s could not

participate in the study because of his urge to drink. He stated, "lf I sit with

you for interview, I will miss out from beer." His presentation showed that he

had already consumed a significant amount of alcohol. The time was 11am.

Two people walked out of the interview. Overall, 96.5% (n=221) of the total

towns' population aged between 18 to 65 years old participated in the study.

This was comprised of 47o/o (n= 104) male and 53% (n=1 17) female.

6.2.1. Age group of subjects

Age distribution of subjects indicates that people as young as 18 and

as old as 65 years of age took part in the study. The group aged 26 to 35 is

the largest,37o/o (n=82) followed by the 18 to 25 age group, which is 24o/o

(n=53). Table 2 presents age in the form of group rather than specific age.

The average age is 38.

Table 2: Age distribution of participants

Age Group Frequency Percent

18 - 25 years old
26 - 35 years old
36 - 45 years old
46 - 55 years old
56 - 65 years old

53
82
44
30
12

24o/o

37o/o

2OYo

14o/o

5.4o/o

6.2.2. Marital status

The marital status of the subjects varied in classification: single;

married; de-facto; separated; divorced; and widowed. The majority of
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subjects, 46.20/o (n=102) were identified as being in a de facto relationship.

This is the largest group in the marital status distribution followed by 23.5o/o

(n=52) who were identified as single. Details are presented in Table 3.

Table 3: Marital status
MaritalStatus Frequency Percent

Married 21 9.5%

De Facto 102 46.2o/o

Single 52 23.5o/o

Separated 9 4.1o/o

Divorced 7 3.2o/o

Widowed 30 13.60/o

Total 221 100.0

6.2.3. Educational background

Poor education outcomes in Aboriginal communities in remote towns

are well reflected in the demographic characteristics of the study populat¡on.

While the majority,84.2o/o (n=186) did not have any qualifications, 13'6%

(n=30) of subjects had achieved certificate level. The minority, 1.8% (n=4)

had completed a diploma. Table 4 presents the breakdown of educational

levels achieved by particiPants.

Table 4: Qualifications
Qualifications Frequency Percent

Certificate 30 13.6Yo

Advanced Certificate 1 .íYo

Diploma 4 1.8o/o

No qualification 186 84.2o/o

Total 221 100.0%

133



Education has a major role in terms of obtaining employment, access

to improved social relationships, and opportunities for networking. Poor

education outcomes indicate socio-economic disadvantage and increased

risk of exposure to traumatic events and subsequent development of PTSD.

6.2.4. Employment status

Poor education translates into a high rate of unemployment rate for this

population. The profile of subjects reflects the economic disadvantages

suffered by Aboriginal people. Table 5 presents the employment status of

subjects.

Table 5: Em Status
Emolovment Status Frequency Percent

Unemployed 120 54.29o/o

Pension 35 15.83%

Part-time 29 13.12o/o

Full-time 18 8.14o/o

Casual 17 7.690/o

Workers Compensation 1 o5%
Total 221 100.0

A total of 71.5% of the study population were unemployed.

Furthermore, for those who are employed, their employment includes the

CDEP programs. Therefore, the real employment rate is much less than what

the subjects reported as employment. This has significant ramifications for

exposure to traumatic events, development of PTSD and alcohol abuse'
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6.3. Key findings

Types of traumatic events experienced by Aboriginal people, rate of

exposure, prevalence of PTSD, other psychiatric disorders, alcohol abuse

and its effect, and other substances abuse have been identified. Some

traumatic events are specific to Aboriginal people, equivalent to what is

referred aS a "culturally bound Syndrome", while others are universal

traumatic events such as violence, sexual assault and child abuse. The

traumatic events listed in ITP contained events, which are divided into three

categories: primary traumatic events, which are directly experienced traumas;

secondary traumatic events, which are witnessed traumas; and learned

traumatic events, which include historical traumas and learned or informed

traumatic events.

6.3.1. Primary traumatic exPosure

ln the group of primary traumatic events, which are directly

experienced traumas, being threatened with and without a weapon were

experienced by 55.2o/o (n=122) and 52.5o/o (n=116) respectively. lnjury from

violence was experienced by 40.7% (n=90) and police brutality was reported

by 28.5o/o (n=63) of subjects. lnjury resulting from motor vehicle accidents

was reported by 13.1% (n=29) of subjects and domestic violence was

experienced by 43% (n=95). Regarding childhood trauma, 27.6% (n=61) of

subjects experienced physical abuse and 16.3% (n=36) were sexually

135



abused. Furthermore, 8.6% (n=19) indicated that they were removed from

their biological parents when they were children. Details are presented in

Table 6.

6.3.2. Secondary traumatic exposure: witnessed traumas

ln the group of subjects who reported experiencing secondary

exposure to traumatic events, 41.2o/o (n=91) reported witnessing someone

being attacked and 25.3o/o (n=56) reported being distressed by another

person's suicidal thoughts or suicide attempt. Domestic violence was

witnessed by 443% (n=98) of subjects. These figures must be read in the

context of the close relationship within the population. This means that many

people may witness one traumatic event; therefore, the figure showing

subjects who witnessed the trauma of others may not necessarily reflect the

frequency of events.

6.3.3. Historical and Iearned traumatic events

ln the category of historical and learned traumatic events, being

informed of the 'destruction of Aboriginal culture', 'dispossession of land'

'siblings were mistreated' and 'subjected to relentless racism'were reported

by g2.8% (n=183), 84.2o/o (n=186), 74.7% (n=165) and 77.7o/o (n=171) of

subjects respectively. These events are summarised in Table 6.
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Table 6: Traumatic events and exposure rate (lTP results)
Traumatic Events Frequency Percent

Learned about dispossession of land
Learned about destruction
of Aboriginal culture
Subjected to relentless racism
Learned siblings were mistreated
Learned relatives were brutalised by police
Threatened without weaPon
Threatened with weapon
Witnessed domestic violence
Subjected to domestic violence
Witnessed someone being attacked
Learned a relative died from violence
lnjured from violence
Witnessed someone badly injured
Threatened by police
Police brutality during arrest
Physical abuse as a child
Witnessed suicide or attempted suicide
Assaulted in police cell
Sexual assault/rape as an adult
Sexual assault as a child
lnjured from MVA
Assaulted by fellow prisone
Taken away from parents
Sibling removed
One parent was removed
Kidnapped
Denied access to your child
Both parents were removed
Your child was taken away from You
Tortured

186 84.2o/o

183
171
165
161
122
116
98
95
91
91
90
81
75
63
61
56
55

36
29
26
19
12
18
13
7
b
4
2

82.8o/o
77.4o/o
74.7o/o
72.9o/o
55.2o/o
52.5o/o
44.3o/o

43.0o/o
41.2o/o
41.2%
40.7Yo

36.7o/o
33.9%
28.5o/o
27.60/o
253%
24.9o/o
21.3o/o
16.3o/o

13.1Yo
12.7o/o

8.ô%
5.4o/o

8.15o/o
5.95%
3.2Yo
2.7o/o

1.8%
O.9o/o

47

ln the category of historical and learned traumatic events, 72.9o/o (n=161)

reported hearing that their relatives were brutalised by police and 41.2%

(n=91) reported learning about the death of a relative from violence. A high

level of preoccupation with inherited traumas shows the level of information

that is being passed on to the young generation.
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6.3.4. Worst traumatic events

ln ITP subjects were given the opportunity to indicate three worst

traumatic events. A total of 433% (n=97) reported worst event one, 58'4o/o

(n=129) were able to identify worst event two and 59.7% (n=132) indicated

worst event three. lt should be noted that all subjects who reported traumatic

encounters have reported multiple exposure and chose not to go through the

long list of traumatic events to nominate the top three events. As the total

figure in Tables 7, 8 and 9 below shows, less than half of the subjects

nominated top three traumatic events.

Table 7: Worst events 1 (lTP result)
Traumatic Events Percent

Police brutality when arrested
Physically abused as a child
Learned relatives subjected police brutality
SexualassaulVrape as an adult
Sexual abuse as a child
Learned/informed close relative died violently
Learned that Aboriginal people were dispossessed of their land

Subjected to domestic violence
Threatened with weapon
Witnessed someone badly injured
Sibling was taken away by government
One parent was taken awaY
lnjured from violence
Taken away from parents
Assaulted in police cell
Threatened without weaPon
lnjured from motor vehicle accident
Found a dead body
Learned about destructron of Aboriginal culture
Siblings were mistreated
Total

31 14.0o/o

6.3%
4.1o/o
4.1o/o

2.3Yo
2.3o/o

1.8o/o

1.4%o

0.9o/o

0.90/o

0.9%
0.9o/o

0.9%
0.5%
0.5%
0.5%
0.5o/o

0.5%
0.5o/o

0.5%
43.9%

14
9
I
5
5
4
3
2
2
2
2
2
1

1

1

1

1

1

1

97

The most commonly exper¡enced worst traumatic event in category

one happened to be'pol¡ce brutality' 14.03% (n=31), followed by physical
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abuse as a child. ln the list of worst event number two 'police brutality'

remained on top of the list followed by child sexual abuse and rape as an

adult. ln the number three worst events list 'police brutality' continued to

dominate, followed bY raPe.

Table 8: Worst events 2 (lTP result)
Traumatic Events Frequencv Percent

Assaulted in police cell
Sexual abuse as a child
Learned about destruction of Aboriginal culture
Threatened by police
Threatened with weaPon
Sexual assault/raPe as an adult
Domestic violence
Threatened without weaPon
Learned that Aboriginal people were dispossessed of their land

Witnessed someone badlY attacked
Witnessed domestic violence
Learned/informed that close relative died violently
Police brutality when arrested
Sibling was mistreated
Sibling was taken away by government
One parent was taken awaY
Physically abused as a child
lnjured from violence
lnjured from motor vehicle accident
Witnessed someone badlY injured
Witnessed suicide or suicide attempt
Found a dead body
Subjected to relentless racism

26
12
11

3
6
5
4
3
3
2
2
2
2
2
1

1

1

1

1

1

1

1

1

92

11.8o/o

5.4o/o

5.OYo

1.4Yo
2.7Yo

23%
1.8%
1.4o/o

1.4Yo
0.9%
0.9%
O.9o/o

0.9o/o

0.9%
O.5o/o

O.5o/o

0.5%
0.5%
0.5%
0.5%
0.5o/o

0.5o/o

0.5o/o

41.60/oTotal

ln the group of worst traumatic events number three; 'police brutality'

remained on the top of the list followed by 'dispossession of land"

lnterestingly, sexual abuse took the third place in this category of traumatic

events. Being 'subjected to relentless racism' stood at the forth place'

Details are in Table 9.
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Table 9: Worst events 3 (lTP results)
Traumatic Events Freq uencv Percent

Threatened by police
Learned that Aboriginal people were dispossessed of their land
Sexual assaulVrape as an adult
Subjected to relentless racism
Subjected to domestic violence
Threatened with weapon
Learned/informed close relative died violently
Threatened without weaPon
lnjured from violence
Tortured
Witnessed suicide or suicide attempt
One parent was taken awaY
Assaulted in police cell
Witnessed domestic violence
Police brutality when arrested
Physically abused as a child
Sexualabuse as a child
Learned that relatives were subjected to police brutality
Learned about destruction of Aboriginal culture
Sibling was mistreated

26
13
11

10
4
3
3
2
2
2
2
2
2
1

1

1

1

1

1

1

89

11.8o/o

5.9o/o

5.0%
4.5o/o
1.8o/o

1.4o/o

1.4Yo

0.9o/o

0.9%
O.9o/o

0.9%
0.9%
0.9%
0.5%
O.SYo

O.5o/o

0.5%
O.5o/o

O.5o/o

0.5Yo
403%Total

6.3.5. Effects of exposure to traumatic events

The IES measures subjects' preoccupation with thoughts associated

with traumatic events. This measurement has five categories: 'not at all', 'a

little bit', 'moderately', 'quite a bit' and 'extremely'. These who reported 'not at

all' indicated that they do not have a traumatic memory. Positive responses

to IES statements show that a majority of subjects have mild to very severe

traumatic memory associated with traumatic experiences. This high

percentage of a group with traumatic memory is consistent with the high level

of exposure to traumatic events. Details are presented in Tables 10, 11 and

12.
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Table 101 lmpact of exposure to traumatic events (lES results)
lmpact Severitv Frequency Percent

Anv reminder back feelinos
Not at all
A little bit
Moderately
Quite a bit
Extremely

48
43
35
58
37

21 .7o/o

19.5o/o

15.8o/o

26.2o/o

16.7o/o

24.4o/o
22.60/o
18.60/o

21 .3o/o

13.1%

22.6%
19.5o/o
18.60/o

23.5o/o

15.8o/o

22.2%
19.5o/o

18.6Yo
19.0o/o
20.8o/o

24.jYo
18.1o/o

22.2o/o

19.9%
15.8%

24.0o/o
17.60/o

20.4o/o

20.4o/o

17.60/0

24.9o/o
21 .7o/o

17.2Yo
18.1%
18.1%

26.7%
16.3%
17.60/o

24.0%
15.4o/o

I had trouble nq asleep
Not at all
A little bit
Moderately
Quite a bit
Extremely

54
50
41
47
29

Other things kept makinq me think about it
Not at all
A little bit
Moderately
Quite a bit
Extremely

50
43
41
52
35

49
43
41
42
46

53
40
49
44
35

53
39
45
45
39

55
48
38
40
40

59
36
39
53
34

I felt irritable and ânorv
Not at all
A little bit
Moderately
Quite a bit
Extremely

Avoided lettinq mvself get uPSet
Not at all
A little bit
Moderately
Quite a bit
Extremely

Thouoht about it when I didn't mean to
Not at all
A little bit
Moderately
Quite a bit
Extremely

Felt as if it hadn't haopened
Not at all
A little bit
Moderately
Quite a bit
Extremely

Staved awav from reminders
Not at all
A little bit
Moderately
Quite a bit
Extremely
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Table 1l: lmpact of exposure to traumatic events (lES results)

lmpact Severity Frequency Percent

Pictures into my mind
Not at all
A little bit
Moderately
Quite a bit
Extremely

52
39
37
48
45

70
44
30
42
35

51
49
31
45
45

23.5%
17.6%
16.7%
21.7%
20.4o/o

31 .7o/o

19.9%
13.6%
19.0%
15.8o/o

23.1o/o

22.2o/o
14.0%
20.4%
20.4%

25.8o/o

15.8o/o

16.7%
23.1Y"
18.6Yo

29.0%
22.2f:o
13.1o/o

18.60/0

17.2Vo

24.OVo
19.5o/o
17.60/o

22.6%
16.3o/o

27.1o/o
14.5o/o

20.4o/o

21.3o/o
16.7%

Jumpy and easilv startled
Not at all
A little bit
Moderately
Quite a bit
Extremely

Tried not to think about it
Not at all
A little bit
Moderately
Quite a bit
Extremely

Lots of feelings/didn't deal with them
Not at all
A little bit
Moderately
Quite a bit
Extremely

57
35
37
51
41

64
49
29
41
38

60
32
45
47
37

Feeling s about it kind of numb
Not at all
A liüle bit
Moderately
Quite a bit
Extremely

Acting/feeling like back at that time
Not at all
A little bit
Moderately
Quite a bit
Extremely

53
43
39
50
36

Trouble falling asleep
Not at all
A little bit
Moderately
Quite a bit
Extremelv
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Table 12: lmpact of exposure to trau matic events (lES results)
lmpact Severity Frequency Percent

Waves of strong feeling about it
Not at all
A little bit
Moderately
Quite a bit
Extremely

59
33
43
46
40

52
31

44
42
52

59
34
43
42
43

75
32
Jb
40
38

26.7Vo
14.9%
19.5%
20.8o/o

18.1%

23.5%
14.0%
19.9%
19.0o/o

23.5o/o

26.7%
15.4o/o
19.5%
19.0%
19.5o/o

33.9%
14.SYo
16.3%
18.1%
17.2o/o

24.0o/o
14.5%
15.8o/o

21 .3o/o

24.4%

26.7%
10.9%
18.6%
19.0o/o

24.9Vo

Tried to remove it from my memory
Not at all
A little bit
Moderately
Quite a bit
Extremely

Had trouble concentrating
Not at all
A little bit
Moderately
Quite a bit
Extremely

Reminders cause physical reactions
Not at all
A little bit
Moderately
Quite a bit
Extremely

Dreams about it
Not at all
A little bit
Moderately
Quite bit
Extremely

53
32
35
47
54

Felt watchful and on ouard
Not at all
A little bit
Moderately
Quite a bit
Extremely

59
24
41
42
55

53
32
39
37
60

Tried not to talk about it
Not at all
A little bit
Moderately
Quite a bit
Extremelv

24.0%
14.5%
17.6%
16.7o/o

27.1o/o

This self-reported list of the impact of events indicates that many

people who did not meet the DSM criteria for PTSD have reported traumatic

memory associated with exposure to certain traumatic events. For example
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"thought about it when I didn't mean to" was reported by 760/o (n=168);

"pictures of it popped into my mind" was accounted by 76.5o/o (n=169) of

respondents; "tried not to talk about it" was reported by 760/o (n=168); "tried to

remove it from my memory" was indicated by 76.50/o (n=169); 'l felt irritable

and angry" was reported by 78.8o/o (n=172); and "acting or feeling like back at

that time" was experienced by 760/o (n=168) of subjects.

6.3.5.1. Psychiatric disorders

The key finding of this study is a higher than expected PTSD rate in

this non-clinical population. This is closely linked to a high level of alcohol

abuse and dependence. Other psychiatric disorders such as major

depressive disorders are also identified. Table 13 presents the details of

these major findings.

Table 13: Disorders identified (GlDl result)
Disorders Frequency Percent

PTSD
Major Depression (recurrent)
Major Depression (single)
Dysthymic Disorder
Alcohol abuse
Alcohol dependence
Cannabis abuse
Cannabis dependence
lnhalant abuse
Amphetamine abuse
Sedative abuse
Other substance abuse

122
44
5
4
163
74
52

55.2o/o
20%
2.3Yo
1.8o/o

73.BYo
33.5%
23.5o/o

5.9o/o

2.7Yo
O.9o/o

0.5%
0.5%

'13

o
2
1

1

The above results show that PTSD and other disorders are well above the

national average. For details see section 6.6. on compar¡sons
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6.3.5.2. Traumatic exposure and PTSD

By being exposed to traumatic events,97.3o/o (n=215) met the DSM-IV

criterion 'A' for PTSD. Further breakdown of the results in each diagnostic

criterion shows 88% (n=189) met criterion 'B' and 77.7o/o (n=167) of subjects

who were exposed to traumatic events have met the DSM-IV criterion 'C' of

PTSD. A total of 79.5o/o (n=171) also met criterion 'D' of the DSM-IV.

From the above reported groups a significant sample dropped out in

DSM-IV criterion 'F' for PTSD. Criterion 'F' measures the level of disturbance

with clinical significance and impairment in the areas of the victim's social and

occupational role (APA, 1994). By not meeting this criterion, many subjects

did not qualify for the overall diagnostic criteria of the disorder. A little over

half , 55.2o/o (n=122), met the DSM-IV diagnostic criteria for PTSD prove the

hypothesis about the relationship between exposure to traumatic events and

PTSD.

6.3.5.2.1. GIDI: PTSD age at onset

The PTSD onset age indicates risks associated with a victim's age.

While younger age shows a significant risk associated with development of

PTSD, as age increases, the frequency of onset age falls. This also indicates

the high risk of exposure to traumatic events in a particular age group.

Details are reported in Table 14.
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6.3.5.2.3. Traumatic events associated with PTSD

Analysis of a group of subjects who are positive for PTSD shows that

physical attack (violence) constitutes 50% (n=61) and sexual abuse or rape is

35.2% (n=43) of this sub group. Witnessing trauma of others constituted

2.5To (n=3) and motor vehicle accidents represented 2.5% (n=3) of the PTSD

group. The stolen generation was quoted by 3.3% (n=4) of the PTSD positive

group. Others referring to being threatened with and without a weapon

accounted for 5o/o (n=6) and 1 .6% (n=2) respectively.

However, the above figures are well below the exposure rates reported

in lTP. The ITP result shows that domestic violence, 43Yo (n=95), threatened

with a weapon 52.5o/o (n=116) and threatened without a weapon 55.2o/o

(n=122), and injury from violence in general was experienced by 40.7%

(n=90). Despite being reported by a majority of subjects, the historical

traumatic events such as destruction of culture and dispossession of land are

not associated with PTSD when other directly experienced traumas are

absent.

6.3.6. Socio-demographic associations

Variables from demographic data offer a number of socio-demographic

risk factors related to the development of PTSD. These are gender, age and

employment status. Gender appears to have a significant role in the

development of PTSD. The rate of PTSD for men is 43.4% (n=53) compared
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to women, 65.6% (n=69). This accounts for 59% of total female subjects in

the study compared lo 51o/o of total male subjects. A similar gender variation

exists in the alcohol abusing population' Table 16 summarises the details

below

ratio in the rate of alcohol consumPtio n and related disorders
Table 16: Gender

Male % (N) Female = % (N) Total = % (N)

Consume drink
containing alcohol

Alcoholabuse

Alcohol dePendence

Drink but no disorder

Abstainer

e7.1% (101)

82.7o/o (86)

41.3o/o (43)

7 .7o/o (8)

6.7Vo (7)

94.9o/o (1 1 1)

65.80/0 (77)

26.5o/o (31)

14.5o/o (17)

97.7o/. (212)

73.8% (163)

33.5o/o (74)

11.3o/, (25)

5.4o/o (12)ô.8% (8

6.3.7. Relationship between alcohol abuse, prevalence of

PTSD and retraumat¡sation

Aclearlinkbetweenexposurestotraumaticevents,alcoholabuseand

prevalence of PTSD, and rate of violence has been identified' ln the subjects

with PTSD, g1o/o (n=111) abuse alcohol, which is two-thirds (68'1%) of the

populat¡on with an alcohol abuse disorder. This proves the hypothesis of the

relationship between alcohol abuse and prevalence of PTSD' This is against

the background of 97.3o/o of the population exposed to traumatic events and

96% who consume a drink containing alcohol. Figure 1 presents rates of

exposure to traumatic events, alcohol abuse, PTSD rate, and the rate of

violence.
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Figure 1: Rate of exposure to traumatic events' alcohol abuse and prevalence of PTSD

6.3.8. Major depressive disorders

Major depression was identified in 24% (n=53) of the total number of

subjects. Furthermore, with¡n this group , 9.4o/o (n=5) of subjects had major

depression single episode and the majority, 83'01o/o (n=44) had recurrent

depressive disorder. Dysthymic disorder was also found in 7 '5o/o (n=4) of

subjects.

150



6.3.8.1. Age at onset of major depression

The youngest onset age for major depression (recurrent) was 14 and

22 for a single episode. ln recurrent depression, 25o/o of the disorder

population had depression within the 14 to 20 age range' ln contrast' there is

no under 20 agegroup with a single episode. Details are presented in Tables

17 and 18

Table 17 disorder e at onset r)

Aqe Frequencv Valid Percent Cumulative Percent
20.0o/o
40.0o/o
ô0.0%
80.0%
100.0%

Table 18: M disorder recurre e at onset

Aqe Freouencv Valid Percent Cumulative Percent

22
23
27
35
52

Total

20.0o/o

20.0o/o
20.ÙYo
20.0o/o
20.OYo
100.0%

1

1

1

1

1

5

14
16
17
19
20
23
24
25
26
27
28
29
30
31
32
34
35
37
40
41
43
52

Tota

1

2
2
3
3
2
3
1

3
1

2
2
2
4
4
2
2
1

1

I
1

I
44

2.3Yo
4.5%
4.5o/o
6.8o/o

6.BYo
4.5o/o

6.8%
2.3%
6.8%
2.3o/o
4.5o/o
4.5o/o
4.5%
9.1o/o

9.1o/o
4.5Yo
4.íYo
2.3o/o
2.31o
2.3Yo
2.3o/o
2.3o/o

100.0%

2.3o/o
6.8o/o

11¿%
18.2o/o

25.0o/o
29.5o/o
36¿%
38.6%
45.SYo
47.7o/o

52.3Yo
56.8%
61.4%
70.5%
79.5o/o
84.1o/o
88.6%
90.9%
93.2o/o
95.5%
97.7o/o
100.0%
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6.3.9. Anxiety Disorders

One of the most interesting findings of this study is anxiety disorder.

Significantly,lT.2o/o (n=38) of participants met criteria for this disorder, but did

not meet the disability criterion. Therefore they did not meet the overall

diagnostic criteria for anxiety disorders. This will be discussed in Chapter 7 in

more detail. Table 19 presents a breakdown of participants who met the

disorder criteria for anxiety disorders.

Table 19: Subiects who met the disorder crite ria for various anxiety disorders
Disorder Frequency Percent

Specific Phobia
GAD
Social Phobia
Agoraphobia
Panic disorder

18
10
4
3
3

47.4o/o
26.3o/o
10.5o/o

7.9Yo
7.9o/o

These findings indicate the severity of other traumatic events to which

the subject directs all attention and is preoccupied with. lt is obvious that the

problem is there, but the variables listed in ClDl as anxiety provoking appear

to be not relevant to this population. For the group of subjects who met the

disorder criteria, the disability criterion becomes irrelevant when they have

bigger problems to deal with.

6.3.10. Alcohol and other substance abuse without
psych¡atric disorder

A significant minority, 21.3o/o (n=47) of total subjects met DSM-IV

diagnostic criteria for alcohol abuse without having other psychiatric
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disorders. ln this subgroup all subjects have an alcohol abuse disorder,

74.5o/o met the criteria for alcohol dependence and 19.1o/o abuse cannabis.

Table 20 presents the distribution of this subgroup.

Table 20: Alcohol & other substance abuse without other psvchiatric disorders

Disorders Frequency Percent

Alcohol abuse
Alcohol dependence
Cannabis abuse
Cannabis dependence
lnhalant abuse
Sedative abuse

47
35
o

2
3
1

99.9%
74.5o/o
19.1o/o
4.1o/o
6.4Yo
2.1Yo

Alcohol abuse is a common disorder in this subgroup while other disorders

occurred as comorbid disorders

6.3.10.1. Pattern of alcohol abuse

AUDIT results indicate a high level of alcohol consumption by a

significant number of subjects. The number of subjects who reported

consumingT or more alcohol drinks per drinking session was 59.5% (n=97).

Table 21 presents details.

Table 21: Standard drink consumed in a sinqle drinkinq session
Amount consumed Freq uency Percent

3 or 4 drinks
5 or 6 drinks
7 or more drinks

49
35
97

30.1Yo
21.5o/o

59.5%
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6.3.10.2. Effects of alcohol on day-to'day activities of living

Theimpactofalcoholonthelivesofindividualsandfamiliesis

significant. As indicated in AUDIT results, individuals who failed to do what

was expected of them accounted for 50.3% of subjects with alcohol disorder'

The negative effect of alcohol was reported by 2'5o/o daily, 25'2o/o weekly and

22.70/0 monthly not fulfilling their role or responsibility. Details are presented

inTable 22

Table 22: lmPact of alcohol abuse on dav-to-daY activities of livinq
Daily Weekly Monthly Total

Effect
Failed to do what was
normally exPected
Need drink to get going
Feel guilty after drinking
Unable to remember

2.5Yo
3.1Yo
4.3o/o

3.7o/o

25.2o/o
20.2o/o
18.4%
18.4%

22.7%
11.7%
17.2%
14.1o/o

50.3%
35.0%
39.9%
36.2o/o

Table 22 shows that a significant number of subjects' ability to carry out their

responsibilities has been affected by alcohol' The secondary impact this has

on others - especially on children - iS a serious concern' One can also See

that this behaviour has enormous social and economic costs. lt makes

people less productive and increases health and social costs.

6.3.10.3. Alcohol abuse and dependence: age at onset

The alcohol abuse onset age indicates that a considerable group of

subjects started drinking alcohol as young as 15 years of age' The majority,
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67.1% (n=110) met diagnostic criteria for alcohol abuse by the age of 20'

Further analysis of this subgroup shows lhal 2.3% (n=5) developed the

disorder at the age of 15; g% (n=20) at 16; 10'g% (n=24) at 17',9'5% (n=21)

at 1g; 12.2o/o (n=27) at 19; and 5.9% (n=13) by the of age of 20 years'

Details of age at onset of alcohol abuse are presented in Table 23'

Table 23: Alcoholabuse age at onset (crDr)
Cumu lative Percent

F ue Percent Valid Percent

14%

5
20
24
21
27
13
4
17
9
o

2
2
2
1

1

1

3
1

1

1

163

15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
31
32
34
35
36

Tota

2.3Yo
9.ÙYo

10.9%
9.SYo
12.2o/o

5.9o/o

1.Bo/o

7.7o/o

4.1o/o
4.1o/o
.9o/o

.9o/o

.9o/o

.5o/o

.5o/o

5%

3.0o/o
12.2o/o

14.60/o

12.8Yo
16.5o/o

7.9o/o
2A%
10.4o/o

5.5%
5.5%
1.2o/o

1.2o/o

1.2%
.6%
.60/o

.6%
1.8o/o

.60/o

.60/o

.6Yo
100.0%

3.0%
15.2o/o

29.9o/o
42.7o/o

59.1%
67.1o/o
69.5%
79.9o/o
85.4o/o
90.9%
92.1o/o
93.3%
94.5o/o
95.1%
95.7o/o
96.3%
98.1%
98.8%
99¿%
100.0%

.5%

.5o/o

.5%
74.2o/o

A similar pattern exists in the subjects who met the diagnostic criteria

for alcohol dependence. The age of onset shows that the majority, 37 '5o/o of

the alcohol dependent population, developed the disorder by the age of 20

years. Details are presented in Table 24'
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Table 24: Alcohol de pendence at onset (GlDt)

Age Frequency Percent Valid Percent Cumulative Percent

2
3
2
13
I
14
I
3
3
2
4
2
4
1

1

2
1

1

74

16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
33
35
42

Tota

.9o/o

1.4o/o

.9Yo

5.9%
3.2o/o
5.9%
3.6%
1.4o/o

1.4o/o

.9o/o

1.8o/o

.9o/o

1.9Yo
.5o/o

.5o/o

.9%o

.5o/o

.SYo

33.5%

2.8Yo
4.2Yo
2.8o/o
18.1o/o

9.7o/o
18.1Yo
11.1o/o

4.2Yo
4.2Yo
2.8%
5.6%
2.9Yo
5.6Yo
1.4%
1.4o/o

2.9Yo
1.4Yo
1.4%

100.0%

2.8o/o

6.9%
9.7o/o

27.8o/o

37.5o/o
55.6%
66.7o/o
70.8o/o
75.0o/o
77.8%
83.3%
86.1o/o
91.7o/o
93.1o/o
94.4Yo
97.2o/o
98.6%
100.0%

6.3.10.4. Alcohol asself-medication

A total of 96% (n=212) of subjects reported that they consume a drink

containing alcohol. The alcohol disorder diagnosis from ClDl shows that

73.go/o (n=163) met the diagnostic criteria for alcohol abuse. Furthermore,

45.4o/o (n=74) of this group also met criteria for alcohol dependence. This is

against the background of 97.3% (n=215) of subjects having been exposed to

traumatic events.

Further analysis of this group shows where age alcohol abuse onset is

less than 20 years of age, 64.1% (n=50) had PTSD first. ln contrast to where

age of alcohol abuse onset is greater than 20 years of age, 75'8o/o (n=25) of

this group had PTSD first. Details are shown below in Table 25'
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Table 25: The relationsh between PTSD & alcohol abuse at onset

Order of onset Frequency Percent

PTSD first then alcohol abuse 75 67.60/o

Alcohol abuse first then PTSD 36 32.4o/o

As shown above two-third PTSD cases preceded alcohol abuse onset

age. This is the strongest link yet prov¡ng the hypothesis of the relationship

between PTSD and alcohol abuse and alcohol as self-medication. The

followi ng figu re g ives fu rther d emonstration'

Figure 2: PTSD onset age preceded alcohol abuse
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The above figure shows that most of the onset age was in the range

of 16 to 22, suggesting various factors such as age and social vulnerability of

this group where traumatic exposure is very high' The minimum age of onset

for PTSD in the group who had PTSD before alcohol abuse is 5 years' ln

contrast, the minimum onset age of PTSD in the group where alcohol abuse

preceded PTSD on set age is 19 years. Table 26 presents details'

Table 26: Mean difference in e of onset where PTSD alcohol abuse

Partial correlation coefficient analysis further proves the self-medication

hypothesis. The more the person gets exposed to traumatic events the

higher the IES score and the higher the IES score is, the higher the AUDIT

total score. The following diagram demonstrates this significance'

Diagram 3: Demonstration of Partial correlation

16

.697 .445

NTRAUMA IESTOT AUDITTOT

Alcohol onset precedes PTSDPTSD onset orecedes alcohol abuse
AlcoholabusePTSDAlcohol abusePTSD

18.9722.392016.51Mean
2.543.254.155.28std

Deviation
1619155Minimum
27293635Maximum
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The above diagram shows that without exposure to traumatic events and

subsequent traumatic memory, the likelihood of alcohol abuse is significantly

less

6.3.11. Subjects w¡th no alcohol disorders

A significant group of subjects were found to be able to control their

drinking behaviour. Despite exposure to traumatic events, and subsequent

PTSD in some subjects of this group, 23'1% (n=51) of the total sample

survived trauma, PTSD and depression without resorting to excessive alcohol

consumption as self-medication. ln this group 2Oo/o (n=10) of subjects have

PTSD. Details are presented in Figure 3'

Figure 3: Rates of traumatic exposure and PTSD within subjects no atcohol abuse disorder GlDl
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As shown above women are more likely not to resort to alcohol compared to

men. The rate is 63% (n=32) for women and 37o/o (n=19) for men.

6.3.12. Suicide and su¡cidal thoughts

While identifying suicide and suicidal thoughts was not part of this

study's objectives, the ITP has identified that 25.3o/o (n=56) of subjects are

affected by suicide attempts or thoughts of others who are close to them.

Furthermore, the depression module of ClDl has elucidated troubling

thoughts of associated with suicidal ideation of self or others. Results from

the ClDl section of depression shows 17.5% (n=39) having suicidal thoughts.

The ClDl identified no attempted suicide.

As the majority of the subjects are exposed to traumatic events,

suicidal idea may well be influenced by traumatic exposure' Symptom

specific analysis of the group of PTSD subjects with the group of depression

without PTSD shows no statistical difference in IES total score. The group

with depression and PTSD IES total score mean is 57.08 and standard

deviation is 25.44 compared to PTSD only group mean being 57.13 and

standard deviation is 22.29. This analysis explains two important points: 1)

that exposure to traumatic events causes PTSD but also depression; and 2)

both disorders have shared symptoms including suicidal ideations'

The group who reported suicidal ideations met diagnostic criteria for

multiple disorders. As a result of this, the analysis of odds ratio and relative

risk could not be carried out due to the limitations of the data analysis support
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available. The calculation of the relative risk in this population is a matter of

interest. ln the further exploration of these data, this question will be pursued'

It is of particular importance to further examine these relationships, given the

concern that suicide is currently attracting in the aboriginal community and

that traumatic stress appears to be a significant risk factor.

6.4. Gomorbid disorders

The majority of subjects who have PTSD also suffer from one or more

other disorders. Alcohol abuse is the common comorbidity with a rate of

68.10% of the alcohol abusing population meeting the PTSD diagnostic

criteria. This accounts for g1% of PTSD positive subjects and indicates the

likelihood of alcohol being used as self-medication'

Furthermore, alcohol dependence is also the second likely comorbid

disorder with 62.2% of this population meeting the diagnostic criteria for

PTSD. This represents 37J% of the PTSD population' Cannabis abuse is

also the common comorbidity with 66.04% of the population abusing this drug

meeting pTSD diagnostic criteria. General anxiety disorder'is more likely to

occur in association with PTSD and alcohol abuse than depression and

alcohol abuse. Details are presented in Table 27 '
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Table 27: Comorbidity of other anxiety disorders with PTSD, major depression and

substance abuse
Disorders GAD Specific phobia Agoraphobia

PTSD & major dePression 10.52o/o 5.260/o 2.630/o

PTSD with alcohol
& substances abuse

Major depression, alcohol
& substances abuse

34.21%

15.78o/o

36.84Yo

10.52Yo

10.52Yo

7.89%

2.63Yo
Alcoholand other
substances abuse 28.94o/o 39.47Yo

6.5. Multivariate analYsis

Statistical analysis has identified a number of relationships between

various disorders and factors contributing to their development. As shown in

statistics presented in Table 28, having PTSD increases the risk of major

depressive disorder by 3.44 times with the confidence interval of 1.60-7.38.

Having PTSD also increases alcohol abuse by 7.96 times and increases the

risk of cannabis abuse by 3.54 times. Table 28 below presents details'

Table 28: Various disorders with and without PTSD
PTSD NO PTSD OR ct

MDD (Single)
MDD (Recurrent)
Dysthymia
Agoraphobia
Panic Disorder
Specific Phobia
Social Phobia
GAD
Alcohol abuse
Alcohol Dependence
Cannabis Abuse
Cannabis Dependence

.146-18.28

.237-1.648

.237-2.583

.144-1.916
3.893-'16.261.

.799-2.489
1.735-7.209*
.418-4.168

2.5o/o
27.9o/o

.8o/o

2.5o/o
1.60%
6.6%
.8o/o

3.3o/o

90.2o/o
36.9%
32.8Yo
6.6Yo

2.Oo/o

10.1o/o

3.0%

1.22
3.44
.264

.200-7.465
1.60-7.38*
.o27-2.583

1.Oo/o

10.1o/o

3.0%
6.1Yo
53.5%
29.3o/o
12.1o/o

5.1o/o

1.63
.625
.264
.525

7.956
1.411
3.537
1 .319
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Being older than 20 increases the risk of PTSD by 3.688 times and

decreases risk of cannabis abuse by a margin of .319 times. This figure must

be read in the context of the size of the group, which is 30.9% (n=37) for

people older than 20 and majority of 69.1o/o (n=85) for the group younger than

21. Therefore, the statistics explain that only within the subjects group of who

are older than 20 years of age, more subjects have PTSD' Table 29 presents

details.

Table 29: Aqe-related risk in the development of psychiatric disorders
Aqe<20 Age>20 OR

MDD (Single)
MDD (Recurrent)
Dysthymia
Agoraphobia
Panic Disorder
Specific Phobia
Social Phobia
PTSD
Alcoholabuse
Alcohol Dependence
Cannabis Abuse
Cannabis Dependence
GAD

0
13.3o/o

0
0
0
0
0

26.7o/o
60o/o

20o/o

46.7%
6.7o/o
13.3o/o

2.4o/o

20.4o/o
1.9%
1.5Yo
1.5Yo

8.7o/o

1.9Yo

57.3o/o
74.8o/o

34.5o/o
21.8o/o
5.8o/o

3.9o/o

3.688
1.974
2.104
.319
.866
.263

1.665 .362-7.663

1 .136-1 1 .967
.671-5.812
.575-7.699

.11-.928
.105-7.149
.051-1 .365

Being older than 25 years increases the risk of major depressive

disorder by 2.9 times, increases the risk of alcohol abuse by 1.46 times and

decreases risk of cannabis abuse by .272 times. This analysis shows that

being younger than 25 increases the risk of PTSD by 3.688 times and

decreases the risk of cannabis abuse by a margin of .319 times' Details are

shown in Table 30 below.
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Table 30 Aoe-related risk in the development of psvchiatric disorders
Aqe<25 Age>25 OR cl

MDD (Sinsle)
MDD (Recurrent)
Dysthymia
Agoraphobia
Panic Disorder
Specific Phobia
Social Phobia
PTSD
GAD
Alcohol abuse
Alcohol Dependence
Cannabis Abuse
Cannabis Dependence

0
9.4o/o

0
0
0

7.5o/o

3.8o/o
47.2o/o
7.5%o

67.9o/o
20.8%
43.4%
5.7o/o

3.jYo
23.2o/o
2.4o/o

1.BYo

1.8o/o

8.3Yo
1.2Vo

57.7o/o
3.6%

75.60/o
37.5%
17.3o/o

6.0%

.35-3.54
.042-2.236
.823-1.673
.123-1.673
.744-2.875

1.100-4.771
.139-.534
.279-3384

2.90 1.08-7.797

1.11
.307
1.53
.454

1.463
1.463
.272
1.055

The findings also show increased risks associated with having

comorbid disorder of PTSD and major depressive disorder' Table 31

presents details.

Table 31: Risks associated with comorbiditv of PTSD/MDD
No PTSD/NO MMD PTSD/MMD OR ct

Agoraphobia
Panic Disorder
Specific Phobia
Social Phobia
GAD
Alcoholabuse
Alcohol Dep.
Cannabis Abuse
Cannabis Dep.

1.0Yo
10j%

3Yo

6.1o/o
53.5%
29.3o/o
12.1o/o
5.1o/o

2.7o/o

2.7o/o

8.1o/o

2j22
.785

1.31
15.19
1.021
4.94
1.074

8.|Yo
94.6Yo
29.7o/o
40.5o/o
5.4o/o

166-44.68
.204-3.03

.324-5.78
3.462-66.64

.45-2.34
2.03-12.06
.199-5.79

Having PTSD and MDD increases the risk of alcohol abuse by 15.19

times and cannabis abuse 4.94 times. A group comparison shows variations

in likelihood of exposure to traumatic events in the group with PTSD only and

PTSD and alcohol abuse as comorbid disorders. The group with PTSD and

alcohol abuse disorder is more likely to be threatened with a weapon than the

group with PTSD only. A similar pattern is noted across the ITP list of

traumatic events. Table 32 presents these details below.
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atic events indexed to PTSD and rate of alcohol abuse (lTP & ClDl results)
Table 32: Traum

PTSD PTSD &
Alcohol

OR cr
Traumatic Events

16.7o/o 10.0%
8.2%
12.7%
3.6%
2.7%
5.5%
41.8%
373%
49.1%
21.1%
46.8%
29.4%
38.5%
63.3%
78.0%
78.0%
58.7%
20.9%

.9%
73%
50.9%
58.20Â
59.1o/o

108-2.867.556Taken away from Parents
Sibling removed
One parent was removed
Both parents were removed 8.3%

Your child was taken away
Denied access to child
Police brutality during arrest 33.5%

Assaulted in police cell 16.70/o

Threatened by Police 41.7%

Assaulted by fellow Prisoner
Physicalabuse as a child 16.7%

Seiual assault as a child 16'7%

Sexual assault/raPe as an adult
Subjected to domestic violence 50o/o

Thréatened with weaPon 50o/o

Threatened without weapon 75%
lnjured from violence 41 .7%

lnjured from MVA 8.35%

Tortured
Kidnapped 8.3%

Witnessed someone badly injured 58.3%

Witnessed someone attacked 58.35%

Witnessed domestic violence 66.7%

Witnessed suicide or
suicide attemPts 25.0%

Found dead bodY
Someone close died from violence 75.0o/o

Relative subjected to police brutality 66.7%

Learned of destruction of culture 75%
Learned of dispossession of land 91 .7%

Learned siblings were mistreated 58.35%

Subjected to relentless racism 83.3%

Othèr events 58.3%

1.437
2.971
1.35

.415

4.397
2.078

043-4.048

.408-5.061

.620-14.23

.404-4.514

.92-21-009

.431-10.01

.521-5.70
1.047-11.983

.296-4.706

.594-6.67

.357-23.702

.099-7.556

.222-2.477

.297-3.328

.205-2.544

.439-6.79

1.725
3.542
1 .181
1.991
2.908

.863

.741

.994

.727

36¿%
19.1%
50.9%
85.55%
90.9%
93.6%
90%
90.9%
44.5o/o

1.714

.346
2.937
3.33
1.338
6.429
2.00
.574

089-1.35
791-10.909
.75-14.34
.'150-11.90

1.742-23.725
.384-10.43
.171-1.920

A person with comorbid disorder of PTSD and alcohol abuse is 3.452

times more likely to be threatened with a weapon than PTSD alone, and

6.429 times likely to find his/her siblings mistreated. Group comparisons of

PTSD symptoms reported in IES and the total scores of AUDIT and IES

shows that the group with PTSD and major depressive disorder has

significantly higher avoidance, intrusion and hyperarousal symptoms than the

group with no PTSD and no major depressive disorder' However, the group

with PTSD only has a slightly higher score in all three PTSD symptoms than

the group with PTSD and major depressive disorder. ln contrast, the group

165



w¡th pTSD and major depressive disorder has a higher AUDIT total score

than the group with PTSD only. Table 33 presents these details.

Table 33: PTSD in IES and AUDIT total scores

Further analysis of these group scores shows some statistically

significant mean differences between groups (see Table 34 below)' Due to

the size of the table, groups are coded numerically and defined as follows'

The group with no PTSD and no major depressive disorder is coded '00,

while the group with major depressive disorder is coded 1.00. The group with

PTSD only is coded 2.00 and the group with PTSD and major depressive

disorder is coded 3.00.

No PTSD & No
MDD = 46

M DD o
53

nly PTSD On
=12

ly PTSD & MDD
= 109

MN SD MN SD MN SD MN SD

IESRAV 68 .96 1.33 1.23 2.66 1.41 2.60 .98

IESRINT 68 .93 1.34 1 .18 2.58 1.41 2.63 .97

IESRHYP .62 .97 1.32 1.25 2.65 1.44 2.53 1.03

IESTOT 14.60 20.84 29.30 26.57 58.00 31.20 57.03 21.28

AUDITOT 4.00 5.72 18.47 7.91 3.58 5.23 18.70 7.89
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95% Confìdence lnterval
Upper
Bound

Sig
Lower
Bound

Mean
difference

(1-1)

Std errorDependent
Variable (1) PTSDMMD2 (1) PTSDMDD2

-2.7084
-2.1918
-2.4709

-1 .3197
-1.3377

.31247

.15475

.20108

000
000
000

-1.8279-
-1.7558*
-1.9043*

.00 1.00
2.00
3.00

2.7084
.9539
.8766

.000
997
.997

.9475
-.8095
-1.0294

1.8279-
.0722
-1.9043

.31247

.31291

.33823

1.00 .00
2.00
3.00

2.1918
.8095
.4200

15475
31291
20178

.000

.997

.909

1 .3197
-.9539
-.7171

1.7558*
.0764
.1486

2.00 .00
1.00
3.00

1.3377
-.8766
-.4200

2.4709
1.0294
.7 171

.20108

.33823

.20178

.000

.997

.909

-1.9043-
.0764
.1 486

3.00 .00
1.00
2.00

IESRAV

-.8227
-1.2944
-1 .4174

.30770

.15239

.1 9802

.000

.000

.000

-2.5567
-2.1532
-2.5333

-1.6897.
-1.7238*
-1.9754*

.00 1.00
2.00
3.00

2.5567
.8341
.6528

.000
1.000
.865

.8227
-.9024
-.2242

.1.6897*
-.0342
-.2857

.30770

.30814

.33308

1.00 .00
2.00
3.00

1.2944
-.8341
-.8114

2.1532
.9024
.3083

1 5239
30814
33308

.000
1.000
.659

1.7238-
.0342
-.2515

2.00 .00
1.00
3.00

2.5333
1.2242
.8114

000
865
659

1.4174
-.6528
-.3083

1.9754*
.2857
.2515

.1 9802

.33308

.1 9870

IESRINT

3.00 .00
1.00
2.00

-2.7589
-2.1755
-2.4895

-.9356
-1.2725
-1.3162

.32355

.16024

.20822

.000

.000

.000

-1.8473-
-1.7240.
-l .9028*

.00 1.00
2.00
3.00

2.7589
1.0362
.9313

32355
32401
35023

.000

.986

.999

.9356
-7.7897
-1.0424

1.8473*
.1232

-.0556

1.00 .00
2.00
3.00

2.4895
1.0424

.7675

.000

.986

.86s

1.2725
-1.0362

-.7675

1.7240*
-.1232
-.1 788

.16024

.32401
20893

2.00 .00
1.00
3.00

1.3162
-.9313
-.4099

2.4895
L0424

.7675

.20822

.35023

.20893

.000

.999

.865

1.9028*
.0556
.1788

3.00 .00
1.00
2.00

IESRHYP

-54.4615
-47.6303
-54.6605

-20.3028
-28.7321
-30. I 039

-39.3822-
-38.1812-
-42.3822"

6.77235
3.35354
4.35762

.000

.000

.000

.00 1.00
2.00
3.00

20.3028
-1 7.9056
-23.6526

58.4616
20.3075
I 7.1 039

6.77135
6.78100
7.32971

.000

.999

.983

39.3822.
1.2010

-3.0000

1.00 .00
2.00
3.00

47.6s03
17.9056

8.1 1 95

.000

.999

.820

28.7321
-20.3075
-16.5215

38.1 81 2-
-1.2010
-4.2010

3.35354
6.78100
4.37260

2.00 .00
1.00
3.00

30.1 039
-17.6526
-8.1 1 95

54.6605
23.6526
16.5215

4.35762
7.32971
4.37260

000
983
820

42.3822-
3.0000
4.2010

3.00 .00
1.00
2.OO

IESRTOT

Table 34 nso n of mean differences of PTSD between rou

*The mean difference of .05 level is statistical ly sign ificant.

A group with no PTSD and no major disorder has significantly less

hyperarousal symptoms than a group with PTSD only and a group with major

depressive disorder only. Furthermore, a group w¡th no PTSD and no major

depressive disorder also has a significantly less IES total score than the other
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three groups. A group with no PTSD and no major depressive disorder has a

significantly lower AUDIT total score than groups with PTSD only and major

depressive disorder and pTSD as comorbid disorders. Details are presented

in Table 35

Table 35: Mean difference between u in AUDIT total score

A group with no alcohol abuse and no PTSD have significantly lower

avoidance and intrusion scores than groups with major depressive disorder

only, and PTSD only and major depressive disorder and PTSD together'

However, groups with alcohol abuse only also have significantly lower

avoidance scores than the group with PTSD and alcohol abuse as a comorbid

disorder. Furthermore, a group with alcohol abuse disorder only has

significanfly lower intrusion scores than PTSD only, and PTSD and alcohol as

a comorbid disorder. The group is defined as follows: .00: no PTSD and no

alcohol abuse group; 1.00: alcohol abuse only group;2-00: PTSD only group;

Dependent
Variable (1) PTSDMMD2 (1) PTSDMDD2

Mean
difference

(1-1 )

Std error sig 95% Confìdence lnterval
Lower
Bound

Upper
Bound

AUDITTOT .00 1.00

2.00

3.00

-4.7011

-5.6306.

-7.3228.

2.89965

1.43606

1.84811

.454

.002

.002

-12.8711

-9.6767

-12.5299

3.4688

-1.5844

-2.1156

1.00 .00

2.00

3.00

4.7011

-.9294

-1-2.6216

2.89965

2.90378

3.1 281 3

.454

.992

.873

-3.4688

-9.1 'l 1 0

-1 1.4353

12.8711

7.2522

6.1921

00 .00

1.00

3.00

5.6306*

.9294

-1.6922

1.4360ô

2.90378

1.85459

.002

.992

.842

1.5844

-7.2522

-6.9176

9.6767

9.1110

3.s332

3.00 .00

1.00

2.00

7.3228-

2.6216

1.6922

1.84811

3.12813

1.85459

.002

.873

.842

2.1156

-6.1921

-3.5332

12.5299

11.4353

6.9176
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and 3.00: PTSD and alcohol abuse group. Table 36 presents analysis of

these groups

Table 36: M ean difference between u in IES scores

Dependent
Variable (1) PTSDALC2 (1) PTSDALC2

Mean
difference

(1-1 )

Std error Sig Confidence I rval

Lower
Bound

Upper
Bound

IESRAV .00
2.00
3.00

-.6481*
-1.9846-
-1 .9189*

.21584

.34719

.1 8832

.031

.000

.000

-1.2563
-2.9629
-2.4495

-.0400
-1.0063
-1.3882

.00 .00
2.00
3.00

.6481*
-1.3365.
-1.2707*

.21584

.34241

.1 7936

.031

.002

.000

.04000
-2.3013
-1.7761

1.2563
-.3717
-.7653

2.
1.00
3.00

1.9846*
1.3365-
.0657

.34719

.34241

.32577

.000

.002

.998

1.0063
.3717
-.8522

2.9629
2.3013
.9837

3.00
1.00

1.9189*
1.2707-
-.0657

.18832

.1 7936

.32577

.000

.000

.998

1.3882
.7653
-.9837

1.7761
.8522

IESRINT .00 1.00
2.00
3.00

-.6587*
-1.8970*
-1 .9519-

21 093
33929
18404

.023

.000

.000

-1.2530
-2.8530
-2.4705

-.9410
-1.4334

1.00
2.00
3.00

.6587*
-1.2383-
-1.2933.

.21093

.33463

.17528

.023

.004

.000

.0644
-2.1812
-1.7871

1.2530
-.2955
-.7994

.00
1.00
3.00

1.8970*
1.2383*
-.0549

.33929

.33463

.31836

.000

.004

.999

.9410

.2955
-.9520

2.8530
2.1812
.8421

3.00
1.00
2.00

1 .9519.
1.2933-
.0549

.18404

.17528

.3't836

.000

.000

.999

30.1 039
-17.6526
-8.1 195

2.4705
1.7871
.9520

IESRHYP .00 1.00
2.00
3.00

-.6996*
-2.0336-
-1 .9162*

.22237

.35771

.1 9403

.021

.000

.000

-13262
-3.0415
-2.4629

-.0731
-1.0257
-1.3695

1 .00
2.00
3

.6996.
-1.3340.
-1.2166-

.22237

.35279

.1 8480

.021

.003

.000

.0731
-2.3280
-1.7373

1.3262
-.3400
-.6959

2.00 .00
1.00
3.00

2.0336.
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Furthermore, a group with no PTSD has significantly less avoidance

symptoms than groups with major depressive disorder only, PTSD only and

PTSD and major depressive disorder together. The groups with no PTSD,

and no major depressive disorder have significantly less intrusion symptoms

than groups with major depressive disorder only, PTSD only and major

depressive disorder and PTSD together'

Multiple comparisons have shown that the subgroup with no alcohol

disorder and no PTSD has a lower hyperarousal score than the three other

groups with alcohol disorder, PTSD and alcohol and PTSD. Groups with no

major depressive disorder and no PTSD have significantly less hyperarousal

symptoms than groups with PTSD only, major depressive disorder only, and

PTSD and major depressive disorder together' Furthermore, the group with

no PTSD and no major depressive disorder has a significantly less IES total

score than the other three groups'

6.6. GomParisons

A comparison of the findings from this study with the National

wellbeing and Mental Health survey (ABS, 2000) shows that the prevalence

of PTSD and alcohol abuse is higher in these communities than the national

average. This comparison proves: hypothesis A 2 which stated that the

prevalence of PTSD will be higher in these community than the prevalence in

the general population; and A 3 which hypothesised that the rate of alcohol

abuse in these community is higher than prevalence recorded in the general
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population. The results of the ABS (2000) and this study's are presented for

comparison in Table 37.

Table 37: ComParison of this study with the ANWBM H Survev results

Disorder Study population National Wellbeing MH SurveY

General poPulation

PTSD
Alcohol dePendence
Alcohol abuse
Cannabis dePendence
Cannabis abuse

55.2%
33.5%
73.8o/o

5.9%
23.5o/o

13%
4j%
1.9Yo
1.5o/o

.8o/o

The rate of exposure to traumatic events found in this study, compared

to the results of the Australian National Survey of Wellbeing and Mental

Health, shows a higher rate of exposure to traumatic events in these

communities than the national average. This comparative analysis proves

that the original hypothesis A 1 - the rate of exposure to traumatic events will

be higher in these communities than the national average - is correct'

comparison of exposure rate on selected traumatic events is presented in

Table 38

Table 38: GomParison of lifetime prevalence of traumatic experiences

Trauma This Study ANWMHS
Total M F

Physical attack (injured by violence) 40.7o/o

55.5%

55.2%

21.3o/o

12.9Yo 5.4%

16.5% 7.0%

.60/o 5'4%

Threatened with weaPon

Threatened without weaPon

Rape
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The above comparison used only selected and similar variables

reported in both studies. Otherwise, the rate of exposure and types of

traumatic events reported in the study are numerous and it is difficult to

compare the findings.

6.7. Summary

The study analysed data gathered from 96.50% of the population aged

between 1B to 65 years in two remote towns and surrounding communities in

central west Region of western Australia. ln terms of gender, the

demographic characteristic of the study population indicates that 53% of

subjects were female and 47o/o were male. Furthermore, 29o/o (n=64) were

employed. This includes 8.14% full-time, 13.12% part-time and7.7% casual

employees. of a total o1 221 subjects who took part in the study, 97.3o/o

(n=21S) were exposed to traumatic events. While some of the traumatic

events experienced by subjects are unique to this population, others are

universal such as interpersonal violence, sexual violence and motor'vehicle

accidents.

Of the people who participated in this study, 55.2% (n=122) met DSM-

lV diagnostic criteria for PTSD. Major depression (recurrent) was 20% (n=44)

while single episode was 2.3o/o (n=5). The alcohol abuse rate was 73-8%

(n=163) and alcohol dependence was 33.5% (n=74). Cannabis amounted to

23.5o/o (n=52). Suggesting the strongest link yet made between alcohol
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abuse and PTSD, glo/o of PTSD subjects were also confirmed as abusing

alcohol, This represents 68.1o/o of the alcohol abusing population.
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Gha r 7: Discussion

7 .1. lntroduction

It is appropriate to start this chapter with pertinent questions' Did the

study address its original question: what is the prevalence of PTSD in

Aboriginal communities? ls there any relationship between exposure to

traumatic events, alcohol abuse and prevalence of PTSD? Can the traumatic

experience of past generations affect current generations? What forms of

difficulties were experienced with the various instruments used in this study?

What is the significance of the findings?

Before delving into discussion of the findings in the context of the

above questions, the author believes that it is necessary to reflect on the

study process and highlight some of the problems encountered' This

includes procedural problems as well as problems associated with the

instruments and environment. while enormous problems were experienced

during the course of this study, especially the fieldwork, the study has

certainly addressed the above questions. lt has found rates of exposure to

traumatic events, a prevalence of PTSD and established the relationship

between exposure to traumatic events, and PTSD and alcohol abuse in this

population. These findings raise questions like: are these findings applicable

to other Aboriginal people in Australia? what is the significance of these
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findings beyond Aboriginal culture? These questions will be taken into

account and addressed systematically in this chapter.

This chapter discusses the findings in the light of evidence from

literature and prior knowledge in the field. First, the strengths and

weaknesses of the instruments will be discussed. This will be followed by on

the layers of trauma which comments on repeated exposure to traumatic

events and their effects. Discussion on the notion of trauma in Aboriginal

communities will cover the response of Aboriginal culture to traumatic

exposure and the challenge of PTSD' Furthermore, traumatic memory as a

pathway to PTSD will be discussed in the light of the theory of traumatic

memory. comments will be made on associations between violence, PTSD

and alcohol. The demographic variations noted in these findings will be

discussed and finally, comments will be made about the group of subjects

who do not have alcohol-related problems and who are referred to as a role

models. The remaining sections of chapter discuss on the significance of the

findings. ln this section, the discussion covers the broad relevance of the

findings, exploring generalisability of the findings beyond a specific culture'

7.2. strengths and weaknesses of the instruments

The author felt that it is important to highlight the strengths and

weaknesses of instruments used in this study before discussing the findings.

As noted in chapter 5, the instruments applied in the study population had not

been used in any other previous research on Aboriginal people' Problems
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encountered in this study offer valuable first-hand information on the validity

and applicability of these instruments for future research in the field.

Use of the ClDl for data collection in this study was a matter of critical

discussion in which the author and principal supervisor sought expert advice

from a prominent academic and psychiatrist, Professor Ernest Hunter, who

has extensive experience in Aboriginal mental health. lt was acknowledged

that in the absence of any other suitable instrument used in other non-

western cultural groups (de Graaf et al., 2002; Andrews et al., 1996; Peters et

al., 1996; Newman et al., 1996), the ClDl was the best available choice'

However, the author was cautioned about some difficulties in terms of time

and cultural sensitivitY.

With these points in mind, a pilot study was undertaken and the

potential problems were observed and participants' feedback was obtained.

on the basis of feedback from the pilot study (chapter 5, section 5.3),

explaining to subjects some aspects of the instrument that may cause

confusion was used as a standard practice in the course of the study.

Despite these efforts, as anticipated some problems were encountered with

clDl. Length of time required to administer the instrument was a general

problem that required much effort to complete the interview within the

subject's concentration sPan.

Specific problems were encountered in the anxiety section of the

instrument. Events listed as anxiety provoking such as fear of insects,

animals, heights, tunnels, lifts, closed places, etc. were not relevant to the
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subject's experience and environment. As a result of this, the instrument

performed poorlY in this section.

The other pitfall of the clDl is in the PTSD section where the

instrument asks about events associated with PTSD. For example, subjects

who referred to a physical attack on the PTSD index event were not given the

opportunity to specify what sort of attack. ln addition, culturally inappropriate

questions in the areas of sexuality, upset Some male subjects and were

embarrassing to some female subjects as they were asked direct questions

about their private lives.

There seemed to be a number of contributing factors, including the

need to complete interviews in the shortest possible time. ln addition, the

issue of cultural sensitivity and keeping the subject as calm as possible during

the interview may have played some role. For example, two subjects walked

out from the interview due to a perceived insensitivity of the author. However,

this perceived insensitivity was due to repeated questions. The incident took

place despite the fact that it was explained to the subjects prior to the

interview that some questions would be repeated in a different context.

Regardless of the above reported difficulties, the ClDl has proved to be

useful and applicable to indigenous experiences as has been the case with

other ethnic groups (Peters et al., 1996; Robins et al', 1988)' Use of this

instrument which was applied in western and non-western cultural groups in

various parts of the world not only validates the instrument but also

corroborates the existence of PTSD as a psychiatric condition in ethnic

communities and highlights the need for urgent intervention.
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ln reference to IES the statements were very clear. lts contents were

well understood, and there was no difficulty reported. These features are

consistent with its qualities reported in Joseph (2000) and Horowitz (1979).

However, Some statements required an explanation, aS there WaS no

reference to traumatic event. For example, a statement such as 'pictures

popped up in my mind' was confusing to some participants. Except for these

minor issues, IES has proved to have very good psychometric qualities. lt

has performed exceptionally well and validated the effect of trauma in general

and the PTSD symptoms - intrusion, avoidance and hyperarousal - in

particular which appear to be independent of culture. use of IES and

observation of its performance offers an important cross-cultural validity of

PTSD.

With regards to AUDIT, it was clear in the questions section, however,

that the answering method, which involved figures, posed some difficulty.

The other difficulty with AUDIT was counting standard drinks, which the

subjects may not be sure about. Despite all of these problems, AUDIT

performed well and this is consistent with its qualities reported in Bush et al'

(1ee8).

ln the ITP questionnaire, participants did not experience any difficulty.

Statements in the questionnaire were straightforward as they were collected

from the relevant literature (Reynolds, 1999; Human Rights and Equal

Opportunity Commission, 1997; Hunter, 1998a; Atkinson, 1996; Horton, 1994;

Franklin and White, 1991;Biles et al., 1989; Reser, 1989; Swan, 1992). As
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most of these events are associated with participants' personal or family

experiences, the content clarity and applicability was satisfactory'

Generally speaking, all instruments performed well in this study. The

methodology and use of these instruments if anything led to under-reporting

of trauma rather than over-reporting'

of PTSD found in this studY'

This in turn resulted in lower prevalence

7.3. LaYers of trauma

ThecurrentgenerationsofAboriginalpeoplecarrytheeffectof

traumatic events that had occurred many generations past and during their

own.MostofthesubjectswhometdiagnosticcriteriaforPTSDhadmultiple

exposurestotraumaticevents.Asamatterofrequirement,oneevent

associated with PTSD had to be nominated' ln this process it was evident

that the subjects were trying to identify a particular and distinguished event

frommanyofthesewithahighimportance'Childhoodtraumaticexperience

was nominated by 18.6% (n=41) of subjects. ln the group of child sexual

abuse, 86.1%of this group were also exposed to sexual assault as an adult'

All27.6o/owho were physically abused as a child and 16'3% sexually abused

children fetl within the alcohol abusing population' This is again pointing to

the existence of self-medication' These fit into Atkinson's (1999) explanation

of the population with mental illness as referring to childhood trauma' This

creates an urgent need to assist those who were exposed to childhood
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traumatic events and suffering from the various consequences. Prevention of

recurrence of these events must be addressed.

Traumatic experiences of adults include violence (as victims or

perpetrators), confrontation with the mainstream law enforcement agencies

and domestic violence and motor vehicle accidents. Other adult trauma

includes learned traumatic events such as the destruction of culture, confining

of Aboriginal people on reserves and missions, the stolen generation, and the

massacres and killings.

The rate of violence found in this study is consistent with the rates

reported in various other documents (Crime Research Centre, 1999). ln this

study, 43% reported being subjected to domestic violence, 52.5% were

threatened with weapons and 55.2o/o were threatened without a weapon.

Furthermore, 28.5o/o of subjects were assaulted by 'police during arrest'.

These form the background of a community sample that is respectively

preoccupied with issues such as destruction (82.8%), dispossession of land

(84.3%) and racism (77.4%).

It is no wonder that these traumatic events are prevalent in these

communities. The current approach to addressing these issues is strongly

linked with past policies rather than empowering the Aboriginal people to

manage these issues. For example, child welfare groups are the most feared

government agencies that remind them of the past. Peters (1995) highlighted

the preoccupation of the victims and survivors of the stolen generation for

their children's safety; the fear of welfare agencies taking away their children.

For example, for a welfare officer working with parents who are suffering from
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alcohol-related problems and domestic violence, transferring children to foster

care takes precedence over long-term outcomes. ln reality, however, this

does not address or solve the problem. The parents are most likely to

continue drinking excessively, most likely to engage in violence and most

likely to blame themselves as being "incapable Aboriginal parents" as it was

said when the removal of children was official government policy (Franklin

and White, 1991;O'Shane, 1995; Biles et al., 1989)' The policyformulation

and its implementation need to be aimed at empowering Aboriginal people

and allowing them to use their wisdom and skills to reduce violence'

Repeated exposure to traumatic events has proved to be a risk factor

for pTSD. The critical issue in this study is that the repeated exposure to

traumatic events in this population is very high. None of the subjects who

reported exposure to traumatic events had only one stressor. ln other words,

subjects who met the DSM criterion number one for PTSD have reported

multiple exposures. Repeated exposure to stressors such as conflict with

police, arrests, being jailed and jailing of relatives, deaths of family members,

or worsening conditions of self or other family members, are common'

A broad range of violence in these communities reflects less than

adequate policing, which may result from a gross misunderstanding between

a policing approach focused on the mainstream policing principles and

Aboriginal culture. On the other hand police are entering a very violent

subculture without adequate training and current policing practice

exacerbates the frequency of violence. The Crime Research Centre's study

(1ggg) found the high rate of police contact with persons of Aboriginal
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background must ring alarm bells about the policing strategy in Aboriginal

communities. The history of violence, neglect and oppression is evident in

the socio-cultural fabric of these communities and policing needs to have a

non-violent conflict resolution approach than othenruise found in this study

(refer to Tables 6 to 9).

The pTSD onset age, which shows 69.1% of all cases occurring before

the age of 21, is evidence that traumas occur early in life and disrupt normal

adulthood. The social role of trauma in this community cannot be ignored. A

total of 973% of the study population was exposed to traumatic events. A

minority but significant group did not develop PTSD, and they are trying to

survive without resorting to alcohol abuse. As they are living in a subculture

of traumatised people attempting to cope by suppressing their feelings with

alcohol, those who do not have the disorder are likely to copy the coping

strategies used by those who have PTSD. The higher rate of PTSD

symptoms, intrusion 76.9% (170) avoidance 78.7o/o (174) and hyperarousal

gO.O4% (199) shows that the majority of the population has subclinical PTSD,

which could be associated with alcohol consumption.

7.4. Notion of trauma in Aboriginal communities

Trauma in these communities is best understood in the context of

family and community rather than the individual-centred western approach. lt

seems that this is where misunderstandings about Aboriginal trauma is taking

place. From the western point of view, the emphasis is on the individual while
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in Aboriginal culture the emphasis is placed on the whole family and

community.

Aboriginal trauma is embedded in history and looking at it through this

historical perspective can allow us to understand it better. ln addition, looking

at it through the victims' perspective gives an even clearer picture of

Aboriginal experience. Socio-economic disadvantages and the various

events that have occurred in the past form the reality of trauma in Aboriginal

culture. When one knows that he or she was removed or his/her mother,

father, brother, sister WaS removed as a child, and yet has to face many more

traumatic events every day of the week, every week of the month and every

month of the year, will add to the layers of trauma. One of these may be

significant at any given time but addressing a particular event would not

resolve the problem unless all experiences are dealt with collectively.

What non-indigenous people may regard as not traumatic is very

traumatic and has a serious impact on Aboriginal people's life. Western

notions of trauma such as rape, violence, motor vehicle accidents, natural

disasters, etc. are equally traumatic for Aboriginal people as well- The

challenge to the western concept of trauma and hence to nosology is that the

Aboriginal concept adds a new dimension. These are the events that may

have occurred well before the subject was born and still affect the current

generation. Most Aborigines living today did not experience events such as

dispossession and destruction of culture, but were born into a dispossessed

and battered culture (Reynolds, 1999; Hunter, 1998a, 1998b; Franklin and
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White, 1gg1). These events have therefore had a serious impact on the

current generation

7.4.1. The response of Aboriginal culture to traumatic
exposure

ln anticipation of traumatic events culture is always prepared to provide

the necessary support and offer a protective mechanism to its members.

Such a mechanism promotes closer association and cultural identity; in turn

by being a member of the cultural group, individuals receive a protective

shield from a broader community in the event of a disaster (McFarlane, 1996)'

Cultural limitations in handling certain events and providing support to its

members not only exposes the individual to danger, but also undermines the

culture and its significance to its members (Pearson, 2002). Protected by the

isolation of their continent, it seems that Aboriginal people did not experience

any major conflict prior to the Europeans' arrival over two centuries ago

(Reynolds, 1999; Franklin and White, 1991; Stanner, 1979)' The European

set¡ement took them by surprise and subsequent attacks on Aboriginal

culture and disruption of family lives did not allow such cultural mechanisms

to develop. lt merely diminished the existing cultural mechanisms that kept

Aboriginal people together for an estimated fifty thousand years and removed

whatever resilience they had (Pearson, 2002; Franklin and White, 1991;Biles

et al., 1989).

Limited experience in dealing with major conflicts meant that Aboriginal

people were poorly equipped to resist effectively the oven¡vhelming forces
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applied both to their cultural structure as well as to their physical being and

environment. Hunter (1993a) noted that when alcohol problems emerged,

traditional Aboriginal law as represented by Aboriginal elders could not deal

with a drunken person, because alcohol-related problems were new to

Aboriginal people. Furthermore, Pearson (2002) proposes the need to

rearticulate Aboriginal law so it can deal swiftly with problems of alcohol and

violence

Dealing with western culture induced traumatic events or events that

are associated with alcohol or states of drunkenness, which are alien to

Aboriginal tradition. lt becomes even more difficult when a dominant culture

is offering a solution that contradicts traditional Aboriginal law' Pearson's

(2002) proposal is an appeal to all Aboriginal communities where alcohol and

related violence are a major concern. However, such an approach outlined in

pearson's document is likely to face resistance from civil libertarians.

7.4.2. PTSD as a challenge to Aboriginal culture

With diminishing cultural power, including that of the role of healers in

the face of more sophisticated medical intervention, conditions arising as a

result of exposure to traumatic events pose a serious challenge to Aboriginal

culture. To remain relevant to its members, Aboriginal culture needs to

develop a framework in which it will reach out to its members at times of

personal and collective crisis. However, when a dominant culture has the
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means to respond effectively to disaster and tragedy, a minority culture

becomes irrelevant not only to outsiders but also to its own members'

To survive, Aboriginal culture needs to incorporate issues that are

relevant to its young people. lncreasingly, young Aborigines are seeking help

from the mainstream services, but yet continue to be misunderstood due to

cultural barriers. They may not utilise Aboriginal resources due to their own

limited knowledge about traditional Aboriginal life. similarly, in the

mainstream system they may not get an appropriate service due to cultural

barriers and pre-existing assumptions that influence the attitudes of the

practitioners. These are one of the groups of people more at risk than others

due to their age, not understanding and not being understood by both their

own culture as well as the mainstream culture. Treatment, rehabilitation and

trauma prevention strategies need to be given a high priority for this group.

The serious challenge comes with sexual abuse and domestic

violence. The former is more continuous while the latter has forced a

significant group of influential Aboriginal people to become involved in

preventing it and providing support to victims. The former, however, is

entrenched in a culture where marital arrangements override the woman's

rights and younger women are promised to older men at the expense of

individual rights. This system of arranged marriage is promoting sexual

violence against women. Victims of sexual violence are constrained to utilise

the mainstream legal system, in which the perpetrator may not come back to

the community after serving his prison term. Traditional law may seek

payback on the victim - the woman'
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7.5. Traumatic memory: pathway to PTSD

A lit¡e over a century ago, Janet (1901) was confident that certain

events make a pathogenic idea in the form of traumatic memory and this

notion has been accepted in current PTSD theory. McFarlane et al. (2002)

also highlighted the importance of traumatic memory, indicating a clear link

between core PTSD symptoms and transmission of information in the brain'

Supporting this line of argument, this study has confirmed that PTSD occurs if

the victims have a traumatic memory and without it, exposure to traumatic

event alone would not lead to the development of the disorder. The group of

people who were exposed to traumatic events and the subgroup of this

population who developed PTSD, explains the importance of traumatic

memory.

Furthermore, a high level of participants' preoccupation with

dispossession of land and culture, removal of children and racism, putting

aside the major problems that the study population is facing, supports Janet's

notion of traumatic memory. Janet stressed that traumatic memory can

develop without "any obvious material [physical] injury" (Janet, 1925)' He

insisted that those events, which did not cause an obvious injury, could have

the same impact as those causing a material injury. The loss of land,

destruction of culture and discrimination cannot cause a real physical injury.

However, there are obvious spiritual and emotional injuries and these may

contribute to exposure to events that could result in real injuries and

subsequent poor coping skills and equally to poor resilience factors.
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Therefore, these events have two effects: 1) the events themselves are

traumatic; and 2) their occurrence weakens the person's capacity to deal with

subsequent traumatic events.

As indicated in the IES results, subjects who have symptoms of PTSD

are well above the number of participants who met diagnostic criteria for

PTSD. lt could be argued that if traumatic memory is the pathway to PTSD,

why is the number of subjects who met the diagnostic criteria for the disorder

less than those who have traumatic memory or symptoms of PTSD? One

explanation to this question is that in spite of the existence of traumatic

memory, some subjects did not meet the diagnostic criteria because they did

not meet the disability criterion of the PTSD. The second explanation is that

the subjects may view the high scoring events in the context of their current

socio-economic disadvantage, occurring in the form of traumatic events such

as rape and violence. Their disability is associated with these events rather

than the historical events which scored high in ITP and are the reason for a

high rate of IES scores. The latter is supported in this study as shown; in the

absence of present traumatic events, historical traumas (except the stolen

generation) are not associated with PTSD.

7.6. The relationship between alcohol and PTSD

A high rate of alcohol abuse (73.8%) and alcohol dependence (33.5%),

found in this study is strongly associated with the traumatic experiences and

prevalence of PTSD. Further analysis of these findings shows that 68.1o/o of
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subjects with alcohol abuse have PTSD. Furthermore, PTSD age of onset

preceded alcohol in 67.6% of subjects who have alcohol abuse as a comorbid

disorder with PTSD. The remaining 33.4% who show that the onset of

alcohol abuse preceded PTSD are also within the group of subjects who had

prior exposure to traumatic events. The latter can be explained as follows: 1)

the possibility of alcohol as treatment for pre-existing traumatic memory; and

2) alcohol as responsible for the traumatic event that may have led to the

development of PTSD. ln either case the explanation falls into the theory of

self-medication. Overall, these findings confirm the hypothesis of alcohol

abuse as self-medication to suppress the symptoms of PTSD.

These findings and explanation of alcohol abuse as self-medication are

consistent with the findings of other studies that have identified a close link

between alcohol abuse and PTSD (Chilcoat and Breslau, 1998; Roszel et al.,

1991; Kulka et al., 1990). Roszel et al. (1991)found 33o/oi Kulka et al. (1990)

73o/o, the Centre for Disease Control (1988) 39% of subjects with PTSD had

alcohol abuse disorder. McFarlane (1998) identified 30% of volunteer fire

fighters with PTSD had increased their alcohol consumption in contrast to 9%

of those without PTSD. Fullilove et al. (1993) found that in a group of women

drug abusers, 59% of them suffered from PTSD. Emphasising alcohol as

self-medication (Nishith, Resick and Mueser, 2001) found that suppressing

the hyperarousal symptoms associated with PTSD is the main drive for

female rape victims to drink alcohol. The identification of this association can

provide a major step fonruard in preventing retraumatisation as it is

increasingly becoming clear that alcohol contributes to violence.
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The group of subjects who have alcohol abuse disorder without having

other psychiatric disorders also provides another explanation which supports

the view that alcohol is a form of self-medication. The striking point is that in

this group , 97.3o/o of subjects were exposed to traumatic events and have

pTSD symptoms: intrusive thoughts and avoidance. One explanation for their

drinking behaviour is that they may be trying to suppress these PTSD

symptoms. lf this is the case, then alcohol in fact may have offered them a

remedy and could be the reason why a significant group of the sample

dropped out in the diagnostic criterion 'F' for PTSD. Contrary to the above

explanation, it may be argued that their drinking behaviour may have

contributed to their traumatic encounter in the form of violence. lf this is the

case, this also explains that alcohol has suppressed the symptoms of PTSD.

7.6.1. Social role of PTSD in alcohol abuse

The increased level of exposure to traumatic event and high

prevalence of PTSD in these communities suggest multiple social factors

contributing to a high level of alcohol abuse. While various factors such as

age or adolescence behaviour can contribute to increased alcohol

consumption, in the social arena, the presence of traumatised people have a

key role in the increased level of alcohol consumption.

This social relationship is a risk factor for those who have no PTSD,

but socialising with others who have the disorder. Utilising the effect of

alcohol as a means to cope with the symptoms of trauma indicates the need
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to consider the high prevalence of PTSD from wider social perspective. ln

other words, the high prevalence of PTSD increases the social pattern of

excessive alcohol consumption. Here, PTSD is not just a risk factor for

alcohol abuse for those who suffer from it, but also for others in the social

environment.

On the other hand the increased level of alcohol abuse also can be

seen in the behaviour of adolescents. Younger people have an increased risk

of excessive alcohol consumption. This risk is doubled when the young

person is affected by a traumatic event. As shown in this study 69.1o/o of age

of onset for PTSD is under 21 years of age, combined risks to alcohol abuse'

7.7. shared aetiology of Depression and PTSD: Iinks to
suicidal thoughts

The shared aetiological origin of depression and PTSD can be

deduced from the majority of subjects (97.3%) who have had exposure to

traumatic events. While depression has been a major concern for mental

health practitioners in Aboriginal communities, little attention was given to

pTSD despite the role of trauma in the development of the two disorders.

This study has identified a shared aetiological factor, trauma, as a

contributing factor to development of both PTSD and depression. However,

this should not be confused with the fact that the criterion of exposure to a

traumatic event is not essential for depression, whereas it is a prerequisite for

PTSD (APA, 1980, 1987,1994,2000).
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This shared aetiological factor was also identified in a study elsewhere.

A study of 211 people in Hadassah emergency room in lsrael who were

exposed to a traumatic event (Shalev et al., 1998) found this partially shared

aetiology for these two disorders. ln that study, it was found that while 17%

met diagnostic criteria for PTSD, 14o/o were diagnosed with major depression.

A similar pattern has been noted in this study. The total of 22.2o/o of subjects

met diagnostic criteria for major depression. This includes 20% for major

depression (recurrent) and 2.2% for single episode. ln addition to this, 1'8%

also met diagnostic criteria for dysthymic disorder. All of the subjects who

met diagnostic criteria for major depression disorder were exposed to

traumatic events. This shared aetiological factor offers an important strategy

for treatment, management and preventions of these disorders.

An important issue in this shared aetiology is suicidal thought, which

was reported by 253% (n=56) in ITP and 69.6% (n=39) of those confirmed in

ClDl with the subjects who met diagnostic criteria for major depressive

disorder. Furthermore, 2ïo/o of subjects with major depressive disorder

(recurrent) and 2$% of subjects with major depressive disorder (single

episode) have PTSD. The comorbidity of PTSD and major depression can

explain the possible link between suicidal thoughts and PTSD.

7.8. Socio-demographicvariations

Socio-demographic variations within groups suffering from various

disorders indicate that being a woman increases the risk of trauma. ln the
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PTSD group, 65.6% were women while the men constituted 43.4o/o' This

difference may be attributed to slightly more women (53%) than men (47%)

being subjects in the study. clearly, however, the above ratio shows that

women are more likely to suffer from PTSD. Various PTSD studies found that

women are more vulnerable than men due to the role of men in conflict. The

other possible explanation of this higher ratio of women being prone to PTSD

may lie in the traditional view about men as being "strong" both physically and

emotionally.

It could also be argued that men are able to expel their frustrations

better physically than women. On one hand, women have a better social

network, which gives them more private space to share their experiences with

each other. On the other hand, however, family responsibilities such as

caring for children and the whole family may have put their ability to the test.

They then find out that they are not functioning effectively as a result of

traumatic experience.

The other important socio-demographic variation found in this study is

that risks varied according to a certain age group. Younger people appear to

be more vulnerable to alcohol abuse as well as PTSD. A possible

relationship between these three variables is interwoven. One explanation is

that young people engage in alcohol consumption as a way of

experimentation and assertion of their independence. As less experienced

drinkers, they are likely to reach harmful levels of drunkenness very easily or

not be able to stop when they should. The second explanation is that youth is

also associated with aggression in a way of self-assertion and independence.
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The third explanation is that alcohol leads to violence and violence leads to

alcohol. ln either case, subjects in the younger age group show that they are

vulnerable and more likely to suffer from PTSD and alcohol abuse than older

adults.

7.9. Role Models

The pretext that was used in the removal of Aboriginal children was

that "Aboriginal parents are not capable of caring for their children" (Biles et

al., 19Bg). Contrary to this outdated belief this study found that in spite of

socio-economic disadvantage, a history of state-sanctioned violence and

destruction of a culture, there are Aboriginal role models who can be used to

assist those who have been damaged by the effects of colonialism.

The identification of a group with a traumatised background, but not

resorting to alcohol as a means of relieve to their troubled thoughts, offers a

collective role model that can be utilised to combat the problem and assist

those in need of help. lt was not the focus of this study to understand how

this group coped with trauma and managed to avoid alcohol. Further

exploration of this group of people would provide a useful tool for health

services and other agencies working in these and other similar communities.

Use of this group of people as a driving force in treating and rehabilitating

sufferers of PTSD would yield positive results. Their coping skills need to be

recognised and promoted. Programs to prevent PTSD can also use this

group effectively.
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7.10. Significance of the findings

The Aboriginal people's traumatic experiences have been reported

widely (Reynolds, 1999; Hunter, 1998a; Atkinson, 1999; Franklin and White,

1gg1; Stanner, 1979). However, the extant literature makes no reference to

pTSD as a direct result of exposure to traumatic events (Atkinson, 1990a,

1990b, 1999; Hunter, 1995a, 1995b, 1996, 1997,1998a; Atkinson and Ober,

lgg5). Similarly, the literature reports high rates of alcohol abuse and

violence, but stops short of identifying their link with traumatic experiences

and resultant PTSD (Blagg, 1999; Hunter, 1993a). Generally, the literature

on Aboriginal people's traumatic experience has been limited to description

and failed to make a link between traumatic exposure, the current rate of

violence, prevalence of PTSD and alcohol abuse'

ln contrast, this study offers a comprehensive picture of Aboriginal

people's traumatic experience, and its relationship to PTSD, alcohol abuse

and violence. The study has identified types of traumatic events, established

the rate of exposure to them, and the prevalence of PTSD and their

relationship to alcohol abuse.

The study found a higher rate of exposure to traumatic events,

(gT.3%), higher rate of PTSD prevalence (55.2%), and higher rate of alcohol

consumption in these communities (96%). Further analysis has shown that

73.8o/o of subjects have alcohol abuse disorder and 33.5% have alcohol

dependence disorder. Linking this alcohol-related disorder to traumatic

experiences and PTSD, 91% of PTSD positive group also have also alcohol
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abuse disorder. These are well above the rate for the general population -

PTSD 1.3o/o, alcohol abuse 1.9o/o, and alcohol dependence 4.1o/o (ABS,

2OO0). Therefore, it can be stated with confidence that this finding proves the

original hypotheses of this thesis are correct.

The higher rate of exposure to traumatic events found in this study is

higher than the prediction of (Yehuda and Shalev, 1998) which estimates that

90% of the population in United States of America is likely to be exposed to a

traumatic event at least once in their lifetime. Furthermore, in this study all

subjects who reported exposure to traumatic events have had multiple

exposures, indicating the vulnerability of this population to PTSD. More than

half ,55.2o/o (n=122), of the study population met the DSM diagnostic criteria

for pTSD. The study puts PTSD at the top of list of most psychiatric disorders

experienced by Aboriginal people'

ls this prevalence rate accurate? As there has been no previously

reported specific PTSD prevalence in this community, one can only wait until

another study comes up with a possible alternative prevalence rate. The

author's experience in these communities shows that the PTSD rate found in

this study is under-diagnosed as a result of under-reporting of the rate of

exposure to traumatic events. For example, a 15-year-old girl was raped and

became pregnant as a result of the incident. Her pregnancy was revealed

apparently just three weeks before she gave birth to her first child. When her

father found out that she was pregnant because of rape, he attacked the

alleged boy, who denied raping the girl. Fighting between the two families

further complicated the matter and added more distress to the girl. This
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woman who was 18 at the time contacted the author, stating that she worried

her father may be attacked as a pay-back for what he did to the alleged boy'

She said that she feels guilty that she was the cause of the problems her

father had to face. She stated that she was no longer worried about what the

boy did to her, but about her father. These types of suppressed feelings may

exist widely in these communities and likely to be reported in any future

studies. Therefore, future research in this field would find a higher rate of

exposure to traumatic events and higher prevalence of PTSD and

consequently, a higher rate of alcohol abuse than the findings of this study.

ln spite of the existence of the disorder, the mental health service has

given little attention to their clients' traumatised background of these

communities. This may be partly to do with the history of trauma that

stretches three generations back and is regarded as irrelevant to the current

circumstances. ln addition, the overt presentation of alcohol and evidence of

its sequelae in the form of domestic violence, violence in general and self-

neglect are taking precedence over the underlying issues of trauma and

pTSD. This highlights mental health professionals' limitations in

understanding the effect of transgenerational trauma and its aetiological role

in the development of various psychiatric disorders including PTSD. The

burden of transgenerational trauma on the current Aboriginal generations has

been substantially highlighted in the literature (Pearson, 2002; Atkinson,

1999; Hunter, 1998a; Biles et al., 1989).

Consistent with the Aboriginal people's culture, older generations have

by way of story telling passed on to the younger generations their traumatic
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experience (Human Rights and Equal Opportunity Commission, 1997; Peters,

1995; O'Shane, 1995; Biles et al., 1989). This was done in an attempt to

explain the reasons for the current predicament of the Aboriginal people. ln

other words, the current socio-economic disadvantages, disorganisation and

powerlessness of Aboriginal communities, poor safety for children and the

elderly as a result of a high rate of alcohol abuse and violence, are the result

of the historically disadvantaged position of Aboriginal people. The high rate

of alcohol abuse found in this study shows that 73.8% (n=163) is a reflection

of this historical disadvantage. This finding is consistent with those findings of

other studies; sambo (1988) found 67o/o and smith, singh and singh (1987)

reported 87o/o alcohol abuse in the Aboriginal population'

With regards to the high rate of alcohol abuse found in this study, one

explanation rests with a high exposure rate to traumatic events, which is

973% (n=215). lt is likely that alcohol is a 'remedy' for distressing thoughts

without going through intrusive professional assessment to obtain help' lt

seryes here as a readily and easily accessible means to dampen emotional

anguish and at the same time encourage socialisation that comes during its

consumption. As pointed out by Hunter (1993a) socialisation plays an

important role in alcohol consumption.

The availability of time to drink while socialising is obvious in the

community where the Aboriginal unemployment rate is 71'5%. Lack of

employment opportunity increases the risk of alcohol abuse and violence,

which can bring fonruard the memory of old trauma. Begic and Jokic-Begic

(2002) highlighted the importance of education, family and marital status, and
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social support as being protective factors against PTSD' ln these

communities where 84.2% of the Aboriginal study population had no

qualifications the disadvantage is obvious.

7.10.1. Broad relevance

Any reader of this thesis would pose the question whether this is

applicable to all Aboriginal people. This finding offers a significant input into

the clinical practice on mental health programs in Aboriginal communities. So

far the focus has been in depression and alcohol abuse without considering

the contributing factors on these disorders. Finding a high level of exposure

to traumatic events and high prevalence of PTSD in the communities may be

utilised as treatment and management guidelines for mental health programs.

The law enforcement agencies should refocus their efforts also to

minimise the high rate of violence. Rehabilitating the community needs to

focus on attacking the core problems. Targeting trauma and helping the

community to confront the past systematically in order to be able to deal with

current reality needs to be a central point. The current approach of urging

Aboriginal people to 'forget the past and get on with life' (The West Australian,

2004) cannot be effective.

The past cannot be forgotten when the present is negative and the

future offers little hope. Victims of trauma made clear that they could not only

forget the past but also they had passed onto their children by telling what

had happened to them (Peters, 1995; O'Shane, 1995; Biles et al., 1989)' The
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health professionals dealing with Aboriginal people and individuals involved in

the formulation of policy and programs need to understand the experience of

Aboriginal people from their perspective.

As the Aboriginal people's experience across the nation is shared, it

can be stated that these findings are likely to be repeated in a similar

population elsewhere in this country. As experiences are the Same, use of

these instruments would generate equally the same response from a similar

subjects elsewhere. The ITP recorded specific Aboriginal experience on the

basis of factual historical documents and events that are currently occurring.

These traumatic events provoked the PTSD symptoms that are captured by

IES and significantly confirmed by ClDl, in that more than half of participants

met diagnostic criteria for PTSD. Therefore, it is very likely that similar

experiences by a similar group of people will generate the same responses.

The findings of this study may appear to be limited in their applicability to

other populations. However, the nature of traumatic events is shared across

the nation but may vary in its intensity; therefore the broader relevance of

these findings remains strong.

7.10.2. Generalisation beyond culture

The findings of this study have ramifications beyond Aboriginal culture.

It refutes the assumption that if the community always lived with violence as a

part of daily life, PTSD must be regarded as an invalid diagnosis' For

example, Summerfield (2001) argues that PTSD is a western cultural

200



construct and affects mainly the western people. This line of argument

attempts to deny services and much needed research in the population

outside of western culture. Consideration of PTSD being a western social

and political construct and questioning the validity of the diagnosis in ethnic

communities who experience equally distressing traumatic events has greater

consequences well beyond the medical field. Summerfield (2001, 95) states:

one striking development... has been the global spread of the use

of this diagnosis by humanitarian programmes. lt is promoted as a
basis for capturing and addressing the impact of events like wars

regardless of the background culture, current situation, and

subjective meaning brought to the experience by survivors'

Contrary to Summerfield's views, this study's findings prove that the

impact of trauma is not limited to western socio-political and socio-cultural

experience. Certainly, the impacts of events such as war, state-sanctioned

political violence, natural disasters, etc. are not culturally limited. Victims and

survivors of such events are likely to feel the same psychological effect

regardless of their cultural background. Sadly, however, Summerfield (2001)

appears to accept the authoritarian rulers who had butchered their fellow

citizens and silenced survivors at gunpoint (Tola, 1998). As a result, PTSD is

not reported, because reporting it as a consequence of the violence in which

the state is involved will certainly pose a further threat to the person's security

and physical integrity. Summerfield (2001) seems comfortable with this

outcome.

This view, the mixing of a tactical response that humans employ when

faced with immediate threat to one's life or physical integrity, legitimises

political sanction to stop people from expressing their psychological anguish
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and pain following exposure to personal and collective disaster. Summerfield

(2001) contended that 99% of PTSD diagnoses found in his reference to a

Survey on war-torn Freetown, Sierra Leone, supported his line of argument,

but it turned out to be othenruise. His concern appears either fear of a blown-

out epidemic or possible economic cost that would follow such a massive

diagnosis of the disorder. Health professionals must fulfil their duty of care by

providing all necessary assistance to the victims of disaster.

The argument that the construct of PTSD in these communities is

misplaced because of the very high prevalence is paradoxical. Western

governments have repeatedly failed to intervene in communal violence in

failed states. As lgnateff (1998) argued, one reason is the failure to have a

sense of moral obligation to what we see in the media. Summerfield's

disavowal of the relevance of PTSD in these communities comes dangerously

close to allowing the west to have a free conscience for its gross moral

neglect. Epidemiological research (McFarlane, in press) has established in

non-compensation seeking populations the burden of disease associated with

pTSD and the suffering with the recurrence of the past brings. Other

communities, because they are poor and different in customs and

appearance, are not immune to equal suffering. Their plight deserves equal

acknowledgement at an individual level as well as that of the community.

Denial to acknowledge the impact of trauma, PTSD, on culturally different

groups of people amounts to denial of much needed research, diagnosis,

treatment and rehabilitation.
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This sets a potential precedence for the gross neglect of human

suffering which can be an antecedent of an environment where human rights

violations occur. Such a situation in the 21't century is possible. lt reminds

us of the likes of R.W. Felkin, Natalie Robarts, and H Pitts who in the late 19th

and early 2Oth century argued that Negroes, including Aborigines, feel pain to

a lesser extent than Europeans (Reynolds, 1996a). Such a sentiment creates

an environment where to inflict pain without the mormal conflict of

conscience. People who do not feel pain to the same degree potentially

demand less regard

What is also learned from this study is that regardless of cultural

differences, the human response to an overwhelming traumatic event is the

same. The findings of core PTSD symptoms - intrusive thoughts, avoidance

and hyperarousal - are a good indication of the universality of human

responses. For example this pattern of reaction has been observed in the

poorest province of China after a major earthquake where there was no

cultural awareness of the syndrome (Cao, McFarlane and Klimidis, 2003).

ln this study, a number of important factors emerged in terms of the

trauma experienced by Aboriginal people. From a global point of view, the

important point is that this study offers a springboard to depart from the

narrow view that PTSD is a western construct (Summerfield, 2001). There is

a reason to accept the universality of the disorder. The findings have

confirmed that the effect of exposure to traumatic events is universal and the

symptoms are the same. The difference lies in the psychophysiological
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manifestation of the symptoms being expressed within cultural norms and

rules.

Failure to observe PTSD to date in Aborigines amounts to a gross

neglect on the part of the relevant professions, and has contributed to a

misunderstanding of their situation. Prevention of PTSD which requires

dealing with traumatic events such as domestic violence, child abuse,

violence in general, etc. and other contributing factors such as socio-

economic disadvantages would have a greater implication beyond PTSD in

improving overall condition of Aboriginal people. Such an approach would

require collaboration between the various sectors and involvement of

Aboriginal people.
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Chapter 8: Gonclusion and Recommendations

8.1. Gonclusion

ln conclusion, the study used four different instruments to collect

quantitative data from Aboriginal samples in two remote towns in the Central

West Region of Western Australia. A total of 221 subjects aged 18 to 65

years old participated in the study. This accounted for 32.6% of the total

Aboriginal population of the two towns and surrounding communities and

96.5% of the relevant age group.

The study has found 97.3% (n=215) of subjects were exposed to

traumatic events, 55.2% (n=122) of participants have PTSD, 73'8% (n=163)

of subjects have alcohol abuse disorder and 33.5% (n=74) have alcohol

dependent disorder. Furthermore, 2Oo/o (n=44) of subjects met the DSM-IV

criteria for major depressive disorder (recurrent), 2.3o/o (n=5) had major

depressive disorder (single episode), 1.8% (n=4) have dysthymic disorder,

23.5% (n=52) of subjects abuse cannabis, 59% (n=13) of subjects were

cannabis dependent and 2.7% (n=6) of participants have abused inhalant.

ln the 55.2o/o (n=122) of PTSD positive subjects, 91o/o (n=11 1) of these

subjects have alcohol abuse disorder. This accounts for 68.1% of the alcohol

abusing population. Furthermore, in the group of subjects who have PTSD

and alcohol abuse as a comorbid disorder, onset of PTSD preceded in 67 '6%

of subjects, while the onset of alcohol abuse preceded PTSD in 32.4% of the
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group. Analysis of age of onset for PTSD and alcohol abuse shows that

69.1% of all PTSD cases and 67.1% of all alcohol abuse cases' onset is

before the age of 21 Years old.

Comparisons of the findings of this study with the National Survey of

Mental Health and Wellbeing conducted by ABS (2000), shows that the

prevalence of PTSD is significantly higher in these communities than in the

general population. ln this study, PTSD is 55.2% compared to 13% recorded

in the ABS (2000) survey. A similar pattern is noted in all other disorders:

alcohol abuse is 73.8% in this study compared to 1'9%; and alcohol

dependence is 33.5% compared to 4.1% in the ABS (2000) survey. This is

set against the background of a higher rate of exposure to traumatic events in

these communities than the population generally. Exposure to physical attack

is 40.7% in these communities compared to 12.9o/o for males and 5.4o/o for

females reported in the ABS (2000) survey on Mental Health and Wellbeing'

A broad interpretation of the findings of this study indicates that while

differences are present in the ways people respond overtly to events of a

catastrophic nature, the psychological responses - fear, helplessness and

horror - remain the same and the core symptoms of PTSD also do not differ

on the basis of culture. However, the way individuals cope, respond to and

handle the symptoms of PTSD are shaped by culture and community

practices.

ln conclusion, these findings prove the original hypotheses

summarised here that: the rate of exposure to traumatic events will be higher

in these communities than the national average; the prevalence of PTSD and
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the rate of alcohol abuse will be higher in these communities than the

population prevalence; there is a positive correlation between exposure to

traumatic events, PTSD, alcohol abuse and retraumatisation; and alcohol is

abused as self-medication to suppress symptoms of PTSD.

8.2. Recommendations

There is a need to redirect the focus of mental health services to treat

and rehabilitate victims of trauma and sufferers of PTSD in these

communities. The focus on rehabilitation needs to be driven from the

Aboriginal cultural perspective - Aboriginal elders and positive cultural

practices have a role to play and need to be taken into account in the mental

health policies and programs development. Furthermore, Aboriginal people

need to shift their focus to the current realities and future direction of

Aboriginal society. Having said that, the importance of the past must not be

ignored; past events are responsible for most of the present predicament of

these communities. However, the past needs to be dealt with systematically

while the focus remains on the present and future.

As demonstrated in the literature review and findings of this study, the

Aboriginal people's problems in general and traumatic experience and its

effects in particular are multifaceted and cannot be addressed by a single

department or sector. The economic, social, political and judicial sectors

have all contributed their share towards the current disadvantaged condition

of Aboriginal people (Biles et al., 1989; Human Rights and Equal Opportunity
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Commission, 1997). Health professionals' interventions alone would achieve

very litle without the collaboration of education, employment, community

development, justice, and other government and non-government agencies,

and a positive political gesture from state and federal governments.

Targeting trauma and its effects certainly would play an important role in

reducing the prevalence of PTSD and alleviate the psychological pain and

suffering associated with generations of traumatic experiences.

ln addition to the above points, the last hundred or so years of

patriarchal intervention has delivered to Aboriginal people more pain than

relief and achieved insignificant improvements, if any at all (Biles et al., 1989).

This is not to deny some improvement in the health sector during the last

thirty years, which can be attributed to overall economic development' ln turn

this contributed improvements in the health care system but was not as a

result of a specific government intervention aimed at solving Aboriginal

problems. On the basis of the findings from this study, the following

recommendations are made.

8.2.1 Further research

A PTSD focused study with a larger population sample is

necessary to confirm and build on the findings of this study. Future

research needs to consider the following issues:
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8.2.1.1. A large nationally representative sample

This would require covering all Aboriginal communities

homeland, rural-urbanised and urban Aborigines. With this type of

sampling process, one must expect the need to gain the cooperation a

number of departments including ATSIC or any future organization that

would represent Aborigines, Aboriginal Medical Services and most

importantly, the local Aboriginal community organisations. To gain

access to urban Aborigines and establish a positive identity,

cooperation with urban Aboriginal organisations and Centerlink can be

helpful to identify Aboriginality. Such a large-scale project needs to

have sufficient human resources and financial backing with a level of

expertise and experience to carry out the investigation. lt is also

important that a team of investigators have a positive working

relationship with Aboriginal people.

8.2.1.2. Research funding

Setting up research grants from state and federal governments

to investigate PTSD and its relationship to other psychiatric disorders

and substance abuse needs to be considered seriously. There is a

need to establish prevalence of PTSD in indigenous communities and

this can be achieved only by engaging in continuous research. Further

research needs to be conducted with appropriate financial backing
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rather than a struggling academic (higher degree students) with little

financial support

8.2.2. Prevention of PTSD

PTSD prevention has two steps. step one is prevention of

traumatic events; and step two is early intervention following exposure

to traumatic events.

8.2.2.1. Prevention of traumatic events

It is over a hundred years since Pierre Janet concluded that

certain events result in serious psychological problems. lncreasing

prevalence of psychiatric disorders in general and PTSD in particular

are linked to increasing incidence of traumatic events and violence.

Reducing the incidence of traumatic events will contribute to reducing

the prevalence of PTSD as well as other psychiatric disorders.

This task would only achieve a marginal result unless it was

carried out in collaboration with various sectors including health, justice

and law enforcement agencies. Each sector would have a specific role

to play in the prevention of PTSD, targeting domestic violence, child

abuse and neglect, juvenile-crime and other general violence

associated with alcohol.

Appropriate responses to child abuse and domestic violence

would achieve substantially significant positive outcomes as much as
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early intervention. The dilemma of this is for some individuals and

organisations to take a strong stand against violence' This originates

from a misconception about violence and alcohol abuse in Aboriginal

communities. Many think that speaking out against child abuse,

domestic violence, etc. in Aboriginal communities is being critical of

Aboriginal culture. This sort of approach, turning a blind eye to

violence in Aboriginal communities, has resulted in the failure of

system. For example, the education system has failed Aboriginal

children by not reporting child abuse and neglect associating

violence with Aboriginal culture. This amounts to regarding Aboriginal

culture as a culture of violence. There is well-documented evidence

showing that Aboriginal people are caring and loving parents

(Reynolds, 1996a). The root cause of violence lies with colonisation

and the resulting destruction that Aboriginal people were exposed to in

the past two centuries. Ultimately it can be stated that violence in

Aboriginal communities is a legacy of colonisation and there is a need

to respond urgentlY to address it.

8.2.2.2. Role of law enforcement agencies
in prevention of PTSD

Law enforcement agencies have an important role in reducing

crime and the rate of violence. Historically, the relationship between

police and Aboriginal people has been very negative and marked with
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controversies (Biles et al., 1989; Wood, 1927). lt is one of the major

public relations hurdles the police forces confront in this country.

Police officers need to be trained in non-violent conflict

resolution. The findings of this study show that the policing style in

these communities involved confrontation and is traumatic' lmproved

relationships with Aboriginal elders and respect for Aboriginal culture

would be the key to policing Aboriginal communities. lt must be noted

that ignoring violence in general, child abuse and domestic violence in

particular cannot lead to respect for Aborigines. These are not a part

of Aboriginal culture and must eradicated in partnership with Aboriginal

communities.

8.2.2.3. Early intervention

Early intervention needs to be a collaborative effort between

general health services and specialist mental health programs'

Assessing Aboriginal persons seeking medical attention following

exposure to a traumatic event would allow an early assessment

opportunity to take place. This means that the early sign of PTSD or a

person's vulnerability to it would be established and follow-up care can

be arranged.

The age of onset of PTSD which shows that over two-thirds of

the subjects with the disorder have developed it before the age of 21 is

indicative of early exposure to traumatic events. lt has made the group
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vulnerable to exposure to subsequent traumatic events, PTSD and

alcohol abuse

8.2.3. Mental health serv¡ces need to focus on treatment and
rehabilitation of PTSD sufferers

lmproved diagnosis is a key to delivering effective treatment

and rehabilitation. Mental health service practitioners need to treat

PTSD as the number one psychiatric problem affecting Aboriginal

people. The current diagnostic and treatment focus on depression and

alcohol-related disorders needs to be redirected to include PTSD.

Traumatic exposure is the fundamental cause of PTSD and also

believed by many experts to have a role in the onset of other

psychiatric disorders. lt is widespread in these communities and

causing serious psychiatric damage. Diagnosis, treatment and

rehabilitation of PTSD would have multiple positive outcomes in the

diagnosis, treatment and management of other psychiatric disorders.

The approach needs to be family and community focused

rather than individual-based. lt is increasingly accepted that mental

health practice has shifted from an individual to family focused

approach even in the mainstream practice. This approach needs to be

reinforced in the context of Aboriginal culture, experience and

environment. As traumatic experience was found to have affected

almost entire communities, an identified disability of a family member

needs to be treated and managed inclusive of the whole family.
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8.2.4. Appropriate rehabilitation program for chronic alcohol
abuse disorder

The treatment and rehabilitation of individuals who have

alcohol abuse disorder needs to be side-by-side with the treatment and

rehabilitation of PTSD. Aboriginal initiatives and the wisdom of

Aboriginal people need to be considered seriously and given the

opportunity to be tried. This may require consultation with regards to

how Aboriginal elders want this problem to be addressed.

This can be sought from the group identified in this study as

free of alcohol-related disorders. ldentifying this group and finding out

about their skills, wisdom and coping strategies, will encourage them to

play a role in rehabilitation programs. ldentifying the group of

individuals with better coping skills and similar group elsewhere in

Aboriginal communities may need to be a part of future research.

Such an approach needs to take into account the overall alcohol

management issues.

8.2.5. Gonsideration of traditional Aboriginal law in
management of alcohol and prevent¡on of violence

Aboriginal voices are increasingly expressing concerns about

problems associated with alcohol and violence. This recognition is a

step fonruard and the author believes that as they are aware of the

problem, they would have a better way of dealing with it than an
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imposed intervention that is formulated by the so-called experts' lt is

time to give Aborigines the opportunity to address alcohol and violence

and other associated problems from their own perspective with

assistance from the mainstream legal system' However, Such an

approach needs to be fully understood by the mainstream system and

endorsed in order to protect the elders and others involved in its

process.

on the other hand the Aboriginal approach needs to be

directed towards preparing young Aborigines for the challenge of life.

Approaches such aS banning alcohol would amount to the government

policies that prohibited alcohol to Aborigines until the early 1970s,

which in turn only promoted dangerous drinking in backyard-drinking

sessions (Pearson, 2002; Hunter, 1 993a)'

8.2.6. lmproving accessibility of mental health serv¡ces to
Aboriginal PeoPle

The mental health services have a long way to go in order to

be able to assist Aboriginal people effectively. Although many positive

changes have taken place during the last decade, there is a need to do

more. To have a positive impact on Aboriginal mental health, the

system needs to be flexible and accommodate Aboriginal concerns.

For example, some Aboriginal communities are not comfortable with

the term "mental health" due to the stigma attached to it. Aboriginal

people have indicated their discomfort and on several occasions
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proposed 'health and wellbeing centre' as the preferred name for

mental health service.

ln small communities, the stigma is there that anyone seen

walking in and out of the mental health services would be regarded as

"mad" Or "lUnatiC" in theSe Small COmmUnitieS where everyOne knOWS

each other (Peace, 2000). Better outcomes can be delivered if

Aboriginal people are fully involved and work in partnership.

under current practice, Aboriginal people feel threatened and

stigmatised. Naming services with culturally appropriate terms would

encourage their Aboriginal community participation in the delivery of

the service. To be specific, the name Emotional and Spiritual

Welling Gentre is offered as an alternative to the current service

names in Aboriginal communities.

lnvolving Aboriginal "medicine men or healers" in the

assessment and treatment of a psychiatric patient (if the patient or next

of kin wish to do so) would also contribute to the development of trust

and a working relationship between the mental health service and

Aboriginal communities. consulting family and elders before a patient

is transferred to an acute setting would contribute positively to

treatment seeking behaviour. The Mental Health Act needs to reflect

this approach.

For individuals living in remote or rural Aboriginal communities

getting treatment itself is traumatic and stressful as it involves

relocation to major cities with little family assistance. A family member
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should accompany an Aboriginal person transferred as a voluntary or

involuntary patient for treatment in acute settings located 100

kilometres away from their home for the duration of the hospitalisation'

8.2.7. Formulation of health and social policies relevant to
Aboriginal experience

The PTSD assessment, treatment and rehabilitation need to be

part of such health policies and programs' lt is imperative that

appropriate policies and programs are developed to back-up the abové

recommendations. To ensure the collaboration of other departments, a

broad consultation process is required at the initial stage of policy

development.

The implementation of the above recommendations with

appropriate policies would deliver cost effective health and social

programs across Aboriginal communities. Reduction of violence would

contribute to less policing cost as well as less cost in health care

delivery in the long run. There is no doubt that the initial program

would incur Some extra cost at the start. However, the long-term

outcome is worth investing in.
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SECTIOI{ D
SPEC¡OAI
SPEC4A

AMMIOA
ANIM4A

DI HAND CARD Dl TO RESPONDENT. Onthis listthere a¡e
things that make some people so afraid ttratttrey avoid them,
even when there is no real danger. Please look carefully at the
list at the top of the card, which includes things like animals,
heights, storms, being in closed spaces, and seeing blood.
Have you ever had an unusually strong fear.or needed to
avoid any of the things on the list?

A. Now look at the first group. Have you ever had an
unusually strong fear of any ofthese living things,
such as insects, snakes, birds, or other animals?

NO..1srur To D33).... I
YES ......................... 5

NO I
YES (crRcr-EcRoup t,
.._...... cD Dl)..............._..5

ANIMIOA
AITIM4D

D2 Have you ever avoided being near insects, snakes, birds, or
other animals, even though therc was no real danger?

NO I
YES (crRct.EcRoup r,
......... cD Dt)..................5

IF BOTFI DIA AND D2 CODED I SKIP TO D9

ANIM4E D3 Did the (fear/avoidance) of insects, snakes, birds, or other
animals ever interfere with yow life or activities a lot?

NO, NOT A LOT.... I
Y]ES, A LOT..........-. 5

ANIMIOC
ANIM4C

ANIMIOC
AT\¡IM4C

ANIMIOC
ANIM4E

D4 Was your (fearlavoidance) of insects, snakes, birds or other
animals ever excessive, that is, much stronger than in other
people?

A. Was your (fear/avdidance) of inseots, snakes, birds
or other animals ever unreasonable, that is, much
storigerthan it should have been?

Were you ever.very upset with yourself for (having
the fear of/avoiding) insects, snakes, birds or other
animals?'

NO I
YES.......................... s

NO I

B.

YES.......................... 5

NO I
YES..............-......_...- s

IF NO 5's IN D4,D4A, OR D4B SKIP TO D9

AMM4D D5 When you had to be nea¡ insects, snakes, birds, or other
animals, or thought you would have to be, did you usually
become very upset?

NO I
5ins

06-0t-97



Page 17

ANIMIOB
ANIM4B

D6 Now look at the bottom of the card. When you were near
insects, snakes, birds, or other animals, or thought you would
have to be, (START ASKING l-14, BUT AFTER TWO
ITEMS CODED 5 SKIP TO D7)

NO YES

5

5

5

5

5

5

5

5

5

5

I Did your heart pound or race?

Did you sweat?

Did you tremble or shake?

Did you have a dry mouth?

Were you short of breath?

Did you feel like you were choking?

Did you have pain or discomfort in your chest?

Did you have naüsea or discomfort in your stomach?

\Vere you dizy or feeling faint?

Did you feel that you or things around you were
unreal?

Were you afraid that you might lose control of
yonrself, actinacl:azy uray, orpass out?

'lVere you afraid that you might die?

Did you have hot flr¡shes or ohills?

Did you have numbness or tingling sensations?

2.

3.

4.

5.

6.

7.

8.

9.

10.

I l.

I

I

I

I

I

1

t

I
I

t2.

13.

t4.

5

5

5

5

t

I

I
I

ANrMt0oN D7
AI,IIM4ON
ANIMIORE
ANIM4RE

ONSIREC: When was the (firsllast) time you (were afraid
of,/avoided) insects, snakes, birds or other aniinals?

ONS:123456
AGE ONS: I
REC:123456
AGEREC: J_

ANIMIOA
ANIM4A

D8 Between the first time and the last time, was this (sbong
fearlavoidance) of insects, snakes, birds or other animals
usually present whenever you we¡e nea¡ them orthought
you would have to be near them?

NO...........,................ I
Y8S................-.......... s

NATUTOA
NATU4A

D9 Now look atthe second group on the card- Have you ever
had an unusually strong fear ofany ofthese things, such as

heights, stoms, thunder or lightring, or being in still water
like a swimming pool or lake?

NO I

YES lcncmcRouP2
:........ CD DI).....-............;

NATUIOA
NATU4D

Dr0 Have you ever avoided heights, storms, thunder or
lightning, or being in still water çven though there was no
real danger?

NO............................ 1

YES lcncr.EcRouP4
......... cD Dr ) ..................5

IF BOTH D9 AND DIO CODEÐ I SKIP TO DI7
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NATU4E DI I Did the (fear/avoidance) of heights, storms, thunder or
lighfiring, or of being in still water ever interfere with your

life or activities a lot?

NO, NOT A LOT..... I
YES, A LOT............ 5

NATUIOC
NATU4C

NATUIOC
NATU4C

NATUIOC
NATU4E

Dt2 Was your (fearlavoidance) of heights, storms, or still water

ever excessive, that is, much stronger than in other people?
NO............_...
YES..............

A.

B.

Was your (fearlavoidance) of heights, storms, or
still water ever unreasonable, that is, much

stronger than it should have been?

Vy'ere you ever very upset with yourself for
(having the fear oflavoiding) heights, storms, or
still waær?

NO.....................-_..... l
YES..............._.......... s

NO.........................._. r
YES.......................... 5

IF NO 5's IN Dlz,DlzA OR D12B SKIP TO Dl7

NATU4D Dl3 When you had to be nea¡ heights or stoms or still urater, or
thought you would have to be, did you usually become

very upset?

NO....--........-............- I
YES......-.......-.:......... 5

NATUIOB
NATU4B

D14 Look at the bottom of the card. When you were near

heighß or in storms or still water, orthought you would
have to be, (START ASKING l-14, BUT AFTER TWO
rrEMs coDED s SKIP TO Dls) NO YES

5

5

5

5

5

5

5

5

5

5

I

t

1

I

I

I
I

I

I

I

I
a

3.

4-

5.

6.

7.

8.

9.

t0.

r l.

Did your heart pound or race?

Did you sweat?

Did you tremble or shake?

Did you have a dry mouth?

Were you short of breath?

Did you feel like you viere choking?

Did you have pain or discomfort in your chest?

Did you have nausea or discomfort in your stomach?

Were you dizy or feeling faint?

Did you feel that you or ttrings around you were

unreal?

lVere you afraid that you might lose control of
yourself, act in a crary way,or pass out?

Were you afraid that You might die?

Did you have hot flushes or chills?

Did you have numbness or tingling sensations?

12.

13.

t4.

5

5

5

5

I

I

I
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NATUIOON
NATU4ON
NATUIORE
NATU4RE

Dl5 ONS/REC: When was the (firsllast) time you (were afraid

of/avoided) heights, storms, or still water?
ONS:123456
AGEONS: /

REC:123456
AGEREC: I

NATUIOA
NATU4A

Dl6 Between the frrst time and the last lime, was this (strong

fea¡/avoidance) of heights, storms or still water usually

present whenever you \ilere near them or thought you

would have to be near them?

NO........._....._

YES..............
I
5

SITUIOA
SITU4A

Dt7 Look at the third group of situations on the card. Have you

ever had an unusually strong fear of flying or of being in a

closed space, like a cave, tunnel, or elevator?

NO...-........................ 1

YES (crRcLE cRouP 3,

......... cD Dl) ..............-..-5

SMU¡OA
SITU4D

Dl8 Have you ever avoided flying or being in a closed space

even though there was no real danger?
NO............-.-...-.-....... I

\aES (cncr-E GRoUP 3,

......... cD Dr)..................5

IF BOTTI DI7 AND DI8 CODED 1 SKIP TO D25

SITU4E Dl9 Did the (fearlavoidance) of flying or being in a closed space

ever interfere with your life or activities a lot?
NO, NOT A LOT.....I
Y-ES, A LOT...-........ 5

SITUIOC
SITU4C

SITUIOC
SITU4C

SITUIOC
SITU4E

D20 \Vas your (fear/avoidance) offlying or closed spaces ever

excessive, that is, much stnonger than in other people?

A. Was your (fearlavoidance) of flying or closed sPaces

ever unreasonable, that is, much strotrger than it
should have been?

Were you ever very u¡set with yourself for (having

the fear oflavoiding) Aying or closed spaces?
B.

NO...-.-...................... I
YES.........,................ 5

NO............................ I
YES........................-. s

NO............................ I
YES.......................... s

IF NO 5's IN DzO, DãOAOR D20B SKIP TO D25

srTU4D D2l When you had to fly or be in a closed space, or thought you

would have to, did you usually become very upset?
NO...-................-....... I
yES.............-............ 5
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SITUIOB
SITU4B

D22 Look at the bottom of the card- When you had to fly or be in a
closed space, or thought you would have to, (START
ASKTNG I-I4, BUTAFTERTWO ITEMS CODED 5 SKIP
TO D23)

l. Did your heaf pound or race?

2. Did you sweat?

3. Did you tremble or shake?

4. Did you have adry mouth?

5. Were you short of breath?

6. Did you feel like you were choking?

7. Did you have pain or discomfort in your chest?

8. Did you have nausea or discomfort in your stomach?

9- Were you diq or feeling faint?

10. Did you feel that you or things a¡ound you were

unreal?

I l. Were you afraid that you might lose control of
yourself, act in a üíüzyt way, or pass out?

Were you afraid that you might die?

Did you have hot flushes or chills?

Did you have numbness or tingling sensations?

NO

I

I

t

YES

5

5

5

5

5

5

5

5

5

5

I

I

12.

13.

14.

5

5

5

5

t

1

I

STTUIOON
SITU4ON
SIruIORE
SITU4RE

m3 ONS/REC: When was the (firsflast) time you (were aûaid
oflavoided) flying or closed spaces?

ONS:123456
AGE ONS: J_
REC:123456
AGEREC: I

SITUIOA
SITU4A

D24 Between the first time and the last time, was this (stong
fearlavoidance) of flying or closed spaces usually Present
whenever you encountered them or thought you would have to
encounter them?

NO
YES.......................... 5

I

BIIOA
BI4A

D25 Look at the last group of sitr¡ations on Card Dl. Have you ever

had an unusually strong fear of any of these sihrations, like

seeing blood, getting an injection, or going to the dentist or

hospiøl?

NO I

YES (cIRcLE cRoLlP 4,

.......... cD Dl ).............,.... 5

BIIOA
BI4D

D26 Have you ever avoided seeing blood, getting an injection, or
going to the dentist or hospital even though there was no real

danger?

NO I

YES (cIRcLEcRouP 4'

..........cD Dt )..........-..-...- 5

o6-ot-97
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BI4E D27 Did the (fearlavoidance) of seeing blood, getting an injection,
or going to the dentist or hospital ever interfere with your life or
activities a lot?

NO, NOT A LOT.... .

YES, A LOT............ :j

BIIOC
B14C

BIIOC
B14C

D28 Was your (fear/avoidance) of seeing blood, getting an injection,
or going to the dentist or hospital ever excessive, that is, much
stonger than in other people?

A. Was your (fear/avoidance) of seeing blood, getting an

injection, or going to the dentist or hospital ever
unreasonable, that is, much sfonger than it should
have been?

B. Were you ever very upset with yourself for (having the
fear oflavoidipg) seeing blood, getting an injection, or
going to the dentist or hospital?

NO
YES

NO
YES.-....._.................. s

NO

5

IBIIOC
BI4E YES 5

IF NO 5's IN D28,D.28A OR D28B SKIP TO D33

BI4D D29 ïVhen you saw blood, or had to get an injection, or go to the

dentist or hospital, or thought you would have tq did you
usually become very upset?

NO ...............,........... 1

YES.......................... 5

BIIOB
B14B

D30 Now look at the bofiom of the card. When you saw blood or
had to get an injection or go to the dentist or hospital, or
thought you would have to, (START ASKING l-14, BUT
AFTER TWO ITEMS CODED 5 SKIP TO D3l)

5

I

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

Did your heart pound or race?

Did you sweat?

Did you tremble or shake?

Did you have a dry mouth?

Were you short of breath?

Did you feel like you were choking?

Did you have pain or discomfort in your chest?

Did you have nausea or discomfort in your stomach?

Were you dizzy or feeling faint?

Did you feel that you or things a¡ound you were

unreal?

W'ere you afraid that you might lose control of
yourself, actin a craizy way, or pass out?

Were you afraid that you might die?

Did you have hot flushes or chills?

Did you have numbness or tingling sensations?

NO

I
I

I

I

I

1

I

I

I

1

YES

5

5

5

5

5

5

5

5

5

5

12.

t3.

t4-

5

5

5

I
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BI¡OON
BI4ON
BIIORE
BI4RE

D3l ONS/REC: When was the (firsVlast) time you (were afraid

of/avoided) seeing blood, getting an injection, or going to the

dentist or hosPital?

ONS:123
AGE ONS:

REC:123
AGE R-EC:

4s6

456
/

Between the first time and the last time, was this (shong

fearlavoidance) of seeing blood, getting an injection' or going

to the dentist or hospital usually present whenever you

encountered them or thought you would have to encounter

them?

sihrations in which You

PeoPle have a stong

attention. 
of beíng the centc of

HANDCARDD2ToRESPoNDENT.Lookatthesituations
on Card D2- Haveyou ever had an unusually strong fear or

;;;d^* of any of the sinrations onthe list?:

A. Have you ever had an unusually strong fear of:

l. eating or drinking where someone could watch you?

2. talking to people because you might have nothing to

saY or might sound foolish?

3. writing while someone watches?

4. øking part or speaking in a meeting or class?

5. going to a party or other social outing?

6. giving a speech or speaking in public?

EXAMPLE:

CIRCLE EACH ITEM CODED 5 ON CARD D2

NO...
YES..

IBIIOA
BI4A

D32
5

NO . (srrp ro D43).... I

YES.......................... 5

NO YES

l5
l5

socl0Al
soc4A

D33

I

I

5

5

5

5

5

I

I
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SOCIOA2
SOC4D

D34 Have you often avoided situations, like those on Card D2,

where you could be the centre of attention? IF CODED 5,

ASK: Which ones? (Any others?) CONTINLIE ASKING

UNTIL R. SAYS NO. CIRCLE ITEMS MENTIONED BY R

TTIATHAVENOT ALREADY BEEN CIRCLED ON CARD

D2

NO
YES

I

5

IF D33A.I-7 AND D34 ALL CODED I SKIP TO D43

Did you tell a doctor aboutyour@
like thqse circled on Card D2, where vou could be the centre of
attention? CONTINUE PROBING, BUT NOTE TI{AT FEARS

NTLITED TO SPEECH DEFECTS, TREMBLING IN
PHYSICAL ILLNESS,.AI'ID EATING PROBLEMS ARE

TREATED AS PHYSICAL ILLNESSES'

PRB: 234 5soc4G
SOC4H

D35

MD: OTI{ER:

socl0A
SOC4A

D36 (Were you afraid of,/Did you avoid) sih¡ations where you could

be the ãenre of attention, like those circled on Card D2,

because you might show anxigty or act in a way that could be

humiliating?

NO I
YES..........-...........-... 5

socl0c
soc4c

socr0c
soc4c

soct0c
SOC4E

soc4F

D.37 rüas your (fear/avoidance) of any of these situations where you

could be the centre of attention, like those circled on Card D2,

ever excessive, that is; much stronger than in other people?

A. Was Your (feaxlavoi
where You could be
circled on CardD2,
stronger than it should have been?

B. Were you ever very upset with yourself for (having the

fear ofavoÍding) situations where you could be the

centre of attention, Iike those circled on Card D2?

c. IF R IS IJ}TDER 18 YEARS OLD; ASK C. OTHERS,

SKIP TO D38. What is the longest period you have

had of (being afraid/avoidittg) any of these situations

NO ..................-......,. I
YES.. 5

NO
yES..............-........-.. 5

NO .........-..-..--..:.,-..-. I
yES..........-............... 5

I

J_
MOS

where you might be the cente of attention?

soc4E D38 Did the (fear/avoidance) of any of these sih¡ations where you

could be the centre of attention, like those circled on Card D2,

ever interfere with your life or activities a lot?

NO, NOT A LOT.... 1

YES, A LOT.........,.. 5

NO ........................... I
yES.......................... 5

soc4D D3g \JVhen you were in tlese sitr¡ations where you could be the

cente ãf attention, like those circled on Card D2, or thought

you would have to be, did you usually become very upset?
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socr0B
SOC4B

D40 When you were in a situation where you could be the cente of
attention, Iike those circled on Ca¡d D2, or thought you would
have to be,

Did you blush or shake?

Did you have nausea or discomfort in your stomach or

think you might vomit?

Were you afraid that you might lose control of your
bowels or bladder?

Look at the bottom of the card. When you were in a
situation where you could be the centre of attention,

like those circled, or thought you would have to be

(START ASKINC I-13 BUT AFTER TWO ITEMS

coDED 5 SKIP TO D4l),

NO YES

5

5

YES

5

5

5

5

5

5

5

5

5

I

2.

3.

A.

5

NO

2.

J.

4.

5.

6.

7.

8.

9.

10.

Did your heart pound or race?

Did you sweat?

Did you tremble or shake?

Did you have a dry mouth?

Were you short ofbreath?

Did you feel like you w€re choking?

Did you have pain or discomfort in your chest?

Were you diz.zy or feeling faint?

Did you feel that you or things arotmd you were

unreal?

Were you afraid that you might lose contol of yoruselfi,

act in a cîury way, or pass out?

lVere you aÊ:¿id that you might die?

Did you have hot flushes or chills?

Did you have numbness or tingling sensations?

I

I

I

I

I

I

I l.
t2.

13.

I
I

I

5

5

5

5

I

I

I

I

socl00N
soc40N
.socloRE
soc4RE
soc4F

D4l ONS/REC: When was the (first/last) time you (were afraid

oflavoided) sih¡ations where you could be the centre of attention,

like those circled onCardD2?

ONS:123456
AGE ONS: J-
REC:123456
AGE REC: J_

soc4A D42 Betureen the first time and the last time, was this

(fearlavoidance) of situations where you could be the centre of
attention, like those circled on Card D2, usually present

whenever you encountered the situation or thought you would

have to encounter the situation?

NO
yES...................-...... 5

06-01-97



Page 25

AGIOA
AG4A

D43 IIAND CARD D3 TO RESPONDENT. Now I would like to ask
you about more situations in which you may have been afraid.

Look at the situations on Card D3. Have you ever had a strong

fear or avoidance of any of the situations on the list?

A. Have you ever had a strong fear of:

l. being outside your home alone?

2. tavelling in a bus, tain, or car?

3. being in a crowd or standing in line?

4. being in a public place, like a shop?

NO. (sKrproD54)._.. I

YES....._.................... 5

YES

5

5

5

5

NO

1

1

CIRCLE ÞACH ITEM CODED s ON CARD D3

AGIOA
AG4B

DM Have you often avoided sitr¡ations like those on Card D3
because of your fear? IF CODED 5, ASK: tühich ones? (Any
others?) CONTINUEASKING LTNTIL R SAYSNO. CIRCLE
ITEMS MENTIONED BY R THAT HÁ,VE NOT ALREADY
BEEN CIRCLED ON CARD D3

NO I
YES.......-..........-....... 5

IF D¿T3AI4 AND D44 ALL CODED I, SKIP TO D54.

AG4B D45 Was there ever a time in your life wher¡ you were so afraid of
these situations tùat you couldn't remain in thern alone?

A. Were you able toiernain in the situations like those

circled on Card D3 if you had someone you knew with
you?

NO. (sKrPTo D46).-.. I

YES.......................... 5

NO
YES......................-... s

I

D46 Did you tell a doctor about your (fea¡/avoidance) of situations

like those circled on Card D3? COÑTINL'E PROBING.
PRB: 234 5

MD: OTHEFi:

AG4B D47 When you were in a situation like those circled on Card D3, or
thought you would have to be, did you usually become very

upset?

NO I
5YES
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AGIoB D48 Look at the bottom of the card. When you were in a situation

like those circled, or thought you would have to be, (START

ASKTNG I.I4, BUT AFTER TWO ITEMS CODED 5 SKIP TO
D49):

t. Did your heart Pound or race?

2. Did you sweat?

3. Did you tremble or shake?

4. Did you have a drY mouth?

5. Were you short of breath?

6- Did you feel like you were choking?

7. Did you have pain or discomfort in your chest?

8. Did you have nausea or discomfort in your stomach?

g. Were You dizY o¡feeling faint?

lO. Did you feel that you or things around you were

ruueal?

t l. Were you afraid that you might lose contol of yourself,

ad..ìmzcrazY waY, orPass out?

12. Wereyouafraidthatyoumightdie?

13. Did you have hot flushes or chills?

14. Did you have numbness ortingling sensations?

IFNO 5 CODED IN I-I4, SKIP TOD51

NO YES

5

5

5

5

5

5

5

5

5

5

I

1

I

t
I

I

5

5

5

5

(Were you afiaid of/Did you avoid) situations like those circled

òn Card D3 because you would be unable to escape ifyou
suddenly had some of these problems?

NO
YES.........-........... 5

1AG4A D49

(were you afraid of/Did yòu avoid) sihrations like those circled

on Card D3 because you might be urable to get help if you

sudderily had some ofthese problems?

NO
YES.......................--- s

IAG4A D50

AGIOC D5l

AGIOC

AGTOC

Was your (fearlavoidance) of any of the sitr¡ations like those

circled on Card D3 ever excessive, that is, much stronger than

in other people?

Was your (fear/avoidance) of any of the situations like

those circled on Card D3 ever urrreasonable, that is,

much stronger than it should have been?

Were you ever very upset with yourself (forhaving the

fear olavoiding) situations like those circled on Card

A.

NO 1

YES.......................... 5

NO
yES.......................... s

NO
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AGIOON
AG4ON
AGIORE
AG4RE

D52 ONS/REC: When was the (fìrst/last) time you (were afraid
oflavoided) situations like those circled on Card D3?

ONS:123456
AGE ONS: J_
REC:123456

AGIOA D53 Between the fust time and the last time, was this stong
(fear/avoidance) of situations like those circled on Card D3
usually present whenever you encountered the situation or
thought you would have to encounter the situation?

AGE REC:

NO
YES.......................... 5

PANIOBI
PAN4AI
PANIOA

D54 Now I would like to ask you about attacks of fear tl¡at could
happen anyvhere. Have you ever had an attack when all of a
sudden you felt frightened anxious or very uneasy?

NO . (sKrp ro D63).... I

YES.......................-.. 5

PANI0A D55 Did any of those attacks occurwhen you urere in a life-
threatening situation?

A. Did any of these attacks occur when you were not in a
life-threatening situation?,

NO . (sKp To D56).--. I

YES._..-.........-........... s

NO. (sKrproD63).--. t

YES 5

PANIOA
PAN4AT

D56 In answering the following questions, think only of attaclcs that
occurred when you were not in a life-th¡eatening situation.
Have you more than once had an attack like fhat which was
totally unexpected?

NO. 1srurro D63)-... I

MORE THAN............,
oNcE.............,........... s
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PANIOB4
PAN4AI

PANIOB2
PANIOB3
PAN4AI

PAN4C

PAN4A2A

PAN4A2B

PAN4A2C

Ds7 HAND CARD D4 TO RESPONDENT. Look at Ca¡d D4'

Think of a bad attack you have had. During that athck which

of these problems did you have? (START ASKING l-14, BUT

AFTER s ITEMS CODED 5 SKIP TO D58)

t. Did your heaf Pound or race?

2. Did You sweat?

3. Did you tremble or shake?

4. Did you have a dry mouth?

5. Were you short of breath?

6. Did you feel like you were choking?

7. Did you have pain or discomfort in your chest?

8. Did you have nausea or discomfort in your stomach?

g. WereYou dizY ot feeling faint?

10. Did you feel that you or things around you werc

unreal?

I l. \f,fere you afraid that you might lose control of
yourself, act in a crüzy w^y, or pass out?

12. Were you afraid that you might die?

13. Did you have hot flushes or chills?

14. Did you have numbness or tingling sensations?

CIRCLE EACH ITEM CODED 5 ON CARD D4

IF LESS THAN FIVE SX ARE CODED 5 IN I-I4, SKIP TO

D63

YES

5

5

5

5

5

5

5

5

5

5

NO . (sKIP To D63) --.- I

YES........-.........:....... 5

PRB 2345

NO

I

I

1

1

I

I

5

5

5

5

I

I

I

D58

A. Did you tell a doctor about an 4@! like that?

CONTINUE PROBTNG.

MD: OTHER:

D59 Afrer having one of these attacks, was there ever a month or

more when:

you often worried that you might have another attack? NO
YES...

During your attacks of feeling frightened or rlnxious' did these

probleils begin suddenly and then get worse within the fust few

minutes of the attack? '

you wer€ worried that the attacks might lead to

something terrible happening, like dying, losing

confiol, or going craøJ?

you changed your everyday activities because of fear

of the attacks?

I
A.

B.

5

5

NO I
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PANIOSEV D6O Have you ever had four of these attacks within a four-week
period?

A. Did you ever have a period of a montl¡ when you had
at least four attacks every week?

5

I

5

PANIOON
PAN4ON
PANIORE
PAN4R-E

D6l ONS/REC: When was the (firsllast) time you had one of these
sudden attacks of feeling frightened or anxious?

ONS:123456
AGE ONS: I
REC:123456
AGEREC: I

IF NO SITUATIONS CIRCLED ON CARDS DI, D2 AND
D3, SKIP TO D63.

PANIOA
ANIMIOD
SITUIOD
NATUIOD
BIIOD
socr0D
AGTOD

D62 Look at Cards Dl, D2 and D3. You have also said that you
have been afraid of or avoided some of the situations listed on
the cards. Did the sudden attacks of being frightened or
anxÍous occur only when you were in those situations?

YES ONLY IN
FEARED
SITUATIONS ...,........ I
NO ATOTIIER
TIMES .......................s

GADIOA
GAD4A

D63 Now I want to ask you about longer periods of feeling worried
tense or anxious. Have you ever had a period of a month or
more when most of the time you felt worried, tense or anxious,
about everydayproblems such as work orfamily?

What is the longest period you have had of feeling
worried, tense or anxious?

IF D63A IS SD( MONTHS OR MORE, SKTP TO D64.

People differ a lot in how much they worry about
things. Did you ever have a time in your life when
you worried a lot more than most people would in your
situation?

C. What is the longest period ofthis sort you have had?

IF D63C IS LESS TTIAN ST'( MONTTIS SKIP TO EI.

NO. (sKrPToB)....... I

YES 5

A,

B.

I
MOS

NO. (sKrProEr)...... 1

YES.......................... 5

I

MOS

o6-ot-97
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D64 Think of your worst period of six months or more of feeling
worried, tense, or anxious. During that period:

do you think your worrying was excessive, that is,

much stronger than in other PeoPle?

did you worry about these things most days?

did you finä it difficult to stop worrying?

what sort of things did you mainly worry about?

IF EXAMPLE IS EXCLUSIVELY ABOUT OWN
SYMPTOMS, WEIGHT OR DRUGS' ASK: Anything
else?

IF Ð(AMPLE STILL DOES NOT INCLUDE OTHER

GAD4A

GADIOA
GAD4A

GAD4B

GAD¡OA
GAD4D

A.

B.

c.

D.

NO
YES...

NO
YES..._...................... s

OWN SX, BEING
OVERWETGHT,
DRUGS
ANYTHING
ELSE 5

I

WORRIES, CODE I AND SKIP TO EI

GADIOB
GAD4C

D65 HAND CARD D5 TO RESPONDENT. Now look at Card D5'

I would like
have during s'

Think about
arxious. During that Period:

t. were You restless?

2. didyoufeel keYeduP oron edge?

3. were You easilY tired?

4. did you have difFrcuþ keeping yourmind on what

you were doing?

5. were you more irritable than usual?

6. did you have tense, sore oräching muscles?

7. did you have trouble falling or staying asleep?

8. didYourheartPoundorrace?

9. did you sweat?

10. did You tremble or shake?

I l. did you have a ¿rY moúttrZ

IF NO 5'S ARE CODED IN I.II, SKIP TO ET. IF 4 OR

MORE 5'S ARE CODED IN I-II, CIRCLEITEMS CODED 5

ON CARD D5 AND SKIP TO D66. OTHERS ASK 12'24,

BI.IT SKIP TO D66 AFTER A TOTAL OF 4 ITEMS ARE

coDED 5IN l-24.

NO YES

5

5

5

5

I

I

I

I

I

I

I

I

I

I

5

5

5

5

5

5

5

06-01-97
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12. were you short of breath?

13. did you feel like you were choking?

14. did you have pain or discomfort in your chest?

15. . did you have pain or discomfort in your stomach?

16. did you have nausea?

17. did you feel ðizøy or light headed?

t8. did you feel that you or things around you were

unreal?

L9. . were you afraid that you might lose control, act in a
cfa:Eywîy,orpass out?

20. were you afraid that you might die?

21. did you have hot flushes or chills?

22. did you have numbness or tingling sensations?

23. did you feel like you had a lump in your throat?

24. were You easÍlY startled?

CIRCLE ITEMS CODED 5 ON CARD D5

IF LESS THAN 4ITEMS CIRCLED ON CARD D5 SKIP TO

EI

5

5

5

5

5

5

5I

51

5

5

5

5

5

I
I

I

I

GADIOD
GAD4F

D66 Did you tell a doctor about the lone periods of feelitre u'orried-

tense. or anxious when you also had some ofthe problems on

the list? CONTINUE PROBING

PRB: 2345

MD: OTHER:

GAD4E D67 Have you ever been very upset with yourself for feeling

wo¡rie{ tense, or anxious for long periods oftime?
NO
YES.......................... 5

I

GAD4E D68 Did the period of worry, tension or anxiety ever interfere with
your life or activities a lot?

NO, NOT A LOT.... I
YES, A LOT.-.....-.... 5

GADIOON
GAD4ON

GADIORE
GAD4RE

D69 ONS:

REC:

When did your first period of six months or more of
feeling wonie{ tense' or anxious and having these

other problems on the list begin?

When did your last period of being worried, tense, or

anxious and having these ploblems on the list end?

ONS:123456
AGEONS: I

REC:123456
AGEREC: /

06-01-97







APPETITE CHANGE

DEPIOCT
DP4A3
DEPI056

NO

I
EVER IN

LIFETIME'

YES

Page 33

II
WHEN
MOST SX

NO \

I

IF CODED 5,

ASK A. IF
CODED I, GO
TONEXT
CODE 5IN
COL. I

LB
KG

E4 'What about other problems you had during a period

when you (felt depressed/lost interest in thingVfelt

tired all the time) fortwo weeks or longer. [Did you

have less appetite than usual almost every day?

I 5

5DEP¡OC7
DP4A3

DEPIOST

DEPIOCT
DP4A3

DEPTOC?
DP4A3

DP4A3

E5

E6

E7

During one oftftose periods [did you lose weieht

without tying to, as much as (two pounds/a kilo) a

week for several weeks?

IF E5 CODED I, SKIPTOE6

I

A- How much weightdid You lose?

During one ofthose periods, [did you have a much

ta¡eerãppetite than is usua! for you almost every day

for two weeks or more?

CODE I IF ONLYBECAUSE GROWINC FAST

ORPREGNANT

During one ofthose periods, [did youreating

inc¡ease so much that you eained weisht - as much as

(two pounds/a kilo) a week for several weeks?

CODE I IF ONLY REGAINED WEIGHT LOST.

IF E7 CODED I, SKIP TO E8.

A. How much weight did You gain?

LB
KG

I
I

_J_
I

I 5

l5
IF CODED 5,

ASK A. IF
coDED I, G9
TO NEXT
CODE 5 IN
COL. I

LB
KG

06-01-97
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II
WHEN
MOST SXWORTHLESS OR GUILTY

DEPIOC2
DP4A7
DP4E

Et2 During one of those periods [did you feel worthless

nearly every day?

A. [Did you feel euiltv?

IF EI2 AND EI2A CODED I, SKIP TO EI3.

B. [Was there a particular reason for feeling

(worthless/guiltY)?
COL. I ONLY: RECORD EXAMPLE!-

IFET2B CODED I, SKIPTOEI3.

col.. u oNLY: RECORDfXAMPLE:-

c. WAS R WORTHLESS/CUILTY ONLY
ABOUT BEING IMPAIRED BY
DEPRESSION?

Duing one of those periods [did you feel that you

were not as eood as other PeoPle?

NO YES NO

DP4A7

LACI( OF'COI\FIDENCE

DEPIOCI El3

DEPIOCI El4

YES.............-..1

NO.................. 5

5

IF B CODED 5,

CODE C. IF
CODED I, GO
TO NEXT
CODE 5IN
COL. I

YES ................1

NO 5

I

I

5

5

5I

5I
[Did you have so little self+onfidence.thatyou

wouldn't try to have your say about anything?

5

5

5

5

5

06-01.97
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II
WHEN
MOST SX

NO YES NO YE'ì

DEPIOS8

DEPIOS2

DEPIOA
DP4E
DP4D

823

E,24

825

During one of those periods [was your interest in sex

a lot less than usual?

[Did you lose the abilitv to eniov havine sood thinss

happen to vou- like winning something or being

praised or complimented?

Duringanyperiodof@
depressed/travine lost interestl, did you tell a doctor

about yourfeelingp or abofitthe problems vou were

havins at the time with (LIST SXs CODED 5 IN E3-

E2o)? CoNTINUE PROBING.

MD: OTHER:

IF NOT CODED PRB 5, SKIP TO E34.

55

5

I

I l5
GO TO E34

PRB: 2345

DP4A
DEPIOA
DP4E

F,26 What is the longest period like that you've ever had?

IF WHOLE LIFE OR MORE THAN 19 YEAR-S,

ENTER 996. (YEARS X-52:# WEEKS,
MONTHS X4=#WEEKS.)

IF O TO 13 DAYS CODE OOI AND SKIP TO E}4.

Did any period lastingtwo weeks or longer

seriously interfere with your abilþ to do

yourjob, take care ofyourhouse or family,
or take care of Yourself?

JJ_IVEEKS

A

DP4ON
DEPIOON
DP4RE
DEP¡ORE

E,27 ONS/REC: When was the (fint/last) time you had a

period oftwo weeks ormore when you (felt sad,

empty, or depressed/lost interest/lacked enerry) and

also had some ofthese problems like (SX CODED 5

rN E4-E2o)?

ONS:
AGE ONS:

REC:
AGE REC:

t23'456
J-

123456
I

E'28 IF E26IS LESS THAN 26, SKIP TOF29.

IF D69 AGE ONS IS BLANK OR LESS THAN
F,27 AGEONS, SKIP TOE29. OTHERS ASK:

You said earlier that you had a long period when you

were anxious and wonied about several different

things. Did your long periods offeeling anxious and

wonied fall entirely within one ofthese periods when

you (were depressed/lrad lost interest)?

NO

GA4F

I

06-01-97
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854 IF D69 AGE ONS BLANK OR LESS THAN 853

AGE ONS, SKIP TO FI.
You said earlier that you had a long period when you

were anxious and worrying about several different

things. Did this whols Period of feeling a¡xious and

wonied fall within one of these long periods when

you were depressed most of the time?

CA4F

06-01-97
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SECTIOT{J

JI FIAND CARD Jl TO RESPONDENT. Now I am

going to ask some questions about your use of
alcoholic beverages like (BEVERAGES USED

LOCALLY - BEER" WfNE, OR LIQUOR)' In your

entire lifetime, have you had at least 12 drinks ofany

kind ofalcoholic beverage? Please count d¡inla as

shown on this card.

A. So, you've never had at least 12 drinls even

ifyou count drinking on special occasions or
holidays?

YES......... (SKlp TO J2).........-.....s

CORRECT, NEVER HAD 12+
DRTNKS . .(SKrP TO Kr)........1

HAS FIAD 12+ DRINKS -............5

NO 1

T2 In the past 12 months, did you have at least 12 drinls

ofany kind ofalcoholic beverage?

What about in the past, in any one-year

period of your entire life, did you have at

ieast 12 dr¡nks of any kind ofalcoholic
beverage?

YES......... (SKIP TO J3)...............s

NO ..........(SKIP TO Kr).........-....1
Y-ES........(SKIP TO JsA}.............s

NO I

A-

J3 In the past 12 months, did you have at least one

drintc.. (CODE FIRST YES)

almost every day?......-.-.-............... I
3 or 4 days a week?...... ..........-......2

I or 2 days aweek?..............--.......3
I to 3 days a month?......................4
less than once a montÌ¡?..........-......5

J4 On days when you drank an alcoholic beverage in the
did You
R'S
DRINKS .

I
AVG. # DRINKS IN 24 HRS

USING CARD Jl.

J5 Nowthinking about yourwhole tife, has there ever

been a year when you drank more lhan you did

dnring the past 12 months?

Focusing on the period when you drank the

mosÇ how often did You drink? Was ir"
(coDE FIRST YES)

NO ...........(sKIp TO C) .......--.-.'-. 1

5

almost evBry day?--..-...---...,..-..-." 1

3 or 4 days a week?...... ...--..----..----z

1 or 2 days a week?.....-.-----.-.-.---..'3

1 to 3 days amonth?....-..--......-....,.4

less than once a month2......'..-...'."5

A.

t0llg7



Page 63

B During that year when you were drinking the

most, on the days when you dranh about

how many drinks would you usually have in
aday2 RECORD R'S ANSWER
VERBATIM AND CODE # DRINKS
USTNG CARD JI.

When did you first begin to drink
(FREQT.JENCY AND AMOUNT IN A
AND B, OR IF BLANK,IN J3 AND J4)?

When did you last drink (FREQUENCY

AND AMOUNT IN A AND B, OR IF
BLANK,IN J3 AND J4)?

AVG. # DRINKS IN 24 HRS

c. ONS:
AGE ONS:

REC:
AGE REC:

123456
I

23456
I

D.

AA4AI J6 Was there ever atime in your life when your drinking

stÞg¡uEg-Qver frequently interfered with your

work at school, on ajob, or at home?

NO I

J7 Was there ever a time in your life when you
frequently grot-into physical fights while drinking?

A. Did yoru drinking frequently causetrouble
between JLou and a,family memberor friend?

IF J7 AND J7A BOTH CODED I, SKIP TO J8.

Did you continue to drink afteryou knew
that it was causing you problems in getting

along with other people?

NO
YES 5

NO I

IAA4A4 B. NO

AA4A3 J8 Have ysg ever been arrested for disturbing the peace

or for driving while under the influence of alcohol?
NO I

A¡.4't¿ J9 Have there been times in your life when you have

often been under the influence of alcohol in situations

where you could get hur! for example when riding a

bicycle, driving, operating a machine, or an¡nhing

else?

NO I

AA4ON
AA4RE

JIO IF NO 5 CODED IN J6-J9, SKIP TO JI I.

ONS/REC: When was the (first/last) time (SX

coDED s tN J6-J9)?

ONS:
AGE ONS:
REC:
AGE REC:

3456l2

l2
I

3456
J-

6/01197
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AD42A
ADIOA3

AWl0BI/AW4B2

AWl0B7/AW4B3

AW4B7

AWt0B5/AU/486

A\t toBzAw4Bl

AWr0B4/AW4B|

AWl0B3/AW4M

AWt0B6

AWl0B8

A\¡/1089/AW4B5

AWl0Bl0/A\tr4B8

ADIOA3
AD42B

Jl7 I'm going to ask you about some problems you might
have had in the fi¡st few days afrer you quit or cut
down. HANDCARD l2TO RESPONDENT. IF
VOLLTNTEERS NEVER QUIT OR Ctrr DOTWN,

CODE Jl7.l :6 AND SKIP TO B. OTHERS
READ ITEMS I-I I AND CODE FOR EACH.

For instance, in those first few days, did you
have the shakes @ands tembling)?

did you have more trouble sleeping than is

usual foryou?

were you more newous than is usual for
you?

did you feel more restless than is usual for
you?

did you sweat?

did you feel your heart bearing fast?

did you have nausea or vomiting?

didyou have headaches?

did you feel weak?

did you see, hear, or feel things that others

could not?

did you have a seizure?

A. ARE TWO ORMORE 5'S CODED IN I-
1l?

SX = stopping or cuttine down caused Probtems

B. Did you ever øke a drink to keep from having
these proÞlcna(or drinkto make them go

away)?

NO YES NEVER
QUIT

6

NO
YES......__ (SKrp TO Jl 8)...........-st

NO I

5I

2_

3

4.

5.

6.

7.

8.

9.

10.

11.

5

5

5I

I

I

t

I

5

5

5

5

5

5

I 5

6l0tl97
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J2l You said that (LIST ITEMS CODED 5+ [N Jl l-J20).

Was there ever a time in your life when you had three

or morg of these problems in the same year?

NO...........:,-(SKIP To Jz3)...-........ I
YES.................................._.............s

J22 ONSIREC: When was the (first/last) time you had

three or more of these problems from drinking in the

same year?

ONS:
AGE ONS:
REC:
AGE REC:

J-
123456

I

1234s6

J23 IF NO 5* CODED IN JI I-J20, SKIP TO KI

ONS/REC: When was the (first/last) time you had

any ofthe problems You mentioned?

ONS:
AGE ONS:
REC:
AGE REC:

J-
1234s6

I

1234s6

6/0r197
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ocor0B2
OBS4B

ocor0B4

K4 Did some of these thoughts seem to you to be

unreasonable?
NO.
YES

A.

B.

Were you thinking about these things more
than you should have?

When you thought about these things, did
you enjoy it?

NO

NO
YES

ocor0B3
oBs4A3
oBs4At
OBS4E

K5 Did theie thoughts keep coming back again and again

into your mind no matter how hard you tied to resist,

ignore, or get rid of them?

IF NO, CODE PRB I AI.ID SKIP TO K9. IF YES,
PROBE.

OTFIER:

IF NOT CODED PRB 5, SKIP TO K9.

PRB: I 3 45

oBs4c K6 Did these thoughts often bother you for more than an

hor¡r at atime?
NO I

oBs4c
ocot0c

R7 Did thinking abor¡t these ideas interfere with your life
or worþ or cause you difficulty with your relatives or
friends, or'upset you a geat deal?

K8 ONS/REC: lVhen was the (first/last) time you were
unable to put an unpleasant thought like that out of
your mind?

ONS:
AGE ONS:
REC:
AGEREC:

t23456
I

123456
I

occr0A
coM4Al

K9 Some people have the unpleasant feeling that they
have to do something over and over again, even

though they know it is foolist¡ but they cant resist

doing it - things like washing their hands again and

again orgoing back several times to be sure they've

locked a door or turned offthe stove.

Have you ever had to do something like that over and

over?

IF CODED 5, ASK FOR EXAMPLE:

NO I
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occr0B4 K16 When you did these things, did you enjoy doing

them?

NO

COM4E Kl7 Did you tell a doctor about having to (SXIODEDI PRB:

IN KO-KI2)? CONTINUE PROBING.

OTHER:

345

'Kl8 ONS/REC: ìVhen was the (first/last) time you had to

do (this/any ofthese things)?
ONS:
AGE ONS:
REC:
AGE REC:

12345
J_

t2345
I

occr0c
coM4c

Kl9 Did having to (SX CODED 5 IN K9-Kl2) ever

interfere with your life or worþ or cat¡se you

difücuþ with your relatives or friends, or upset you

a great deal?

NO
YES-...................

occl0A K20 Did you have to do any of those things most days

over a period of at least two weeks?

coM4c t<21 Did you often spend more than an hour a day doing

these things?

6101197





I l. Have you ever suffered a great shock

because one ofthe events on the list

happened to someone close to You?

IF YES, ASK: BrieflY, what was the

event that you found most stressful or

upsetting when it happened to someone

close to you?

DESCRIPTION

IF EVENTS TN I I ARE ONLY
BEREAVEMENT, CHRONIC
TLLNESS, BUSINESS LOSS'

MARITAL OR FAMILY CONFLICT,

BOOK, MOVIE, OR TELEVISION,
CODE T. OTHERS CODE 5.

IF NO 5'S IN COL. I,'SKTP TO LT

IF ONLY ONE 5IN COL.I CODE 5 FORTHAT
EVENT IN COL. II AND ASK K22A.I.
OTHERS SKIP TO K22A.2

Page73

5

AGE: I

NO
yEs.........................-........ s

I 5

K22A I You mentioned that you have experienced

(EVENT CODED 5 IN COL- I). Did this

happen only once in your lifetime or llor€
than once? IF ONCE, SKIP TO K22B,
OTHERS ASK: Ofthese limes, was one '

of them more stressfi¡l or upsetting than

the others? SKIP TO K22B'

You said that You have exPerienced

(EVENTS CODED s IN COL- D. Of
ihose events, which was the most stressful

or upsetting? CODE 5 FOR THAT
EVENT IN COL. U.

2.

:4^2

K22BFoREVENTcoDED5INcoL.II,ASK:Howoldwere
You when (EVENÐ haPPened?

K22c- FOR EVENT CODED 5IN COL' II, ASK: When it

haPPened, did You feel tenified?

K22DFOREVENTCODED5INCOL'II,ASK:When(EVENT)
hapPened, did You feel helPless?

I

INO
yES.................................. 5

l4A2

610y97
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PTIOC
PT4CI

K33 Did you deliberately try not to think or talk about (EVENT)? NO.
YES

I
5

PT¡OC
Yr4C2

K34 Did vou avoid olaces or neonle or activities that misht have
reminded vou of it?

NO
YES

I
5

PTIODI
PT4C3

K35 After (EVENT) was your memory blank for all or part of
(EVENT)?

IF EVENT CODED 5IN COL II- IS WITNESS OF AN
ACCIDENT (K22:4) OR EVENT HAPPENED TO
RELATMS OR FRIENDS (K22.1l), SKIP TO K36.
OTFIERS ASK:

A. Did you suffer a head injury as a result of (EVENT)? NO

B. Were you unconscious for more than ten minutes? NO

NO.....- (SKrP TO K36)... I
YES .................................. 5

YES..-.._-........_.................. 5

I
YES.................................. 5

PT4C4 K36 After (EVENT) did you lose interest in doing things that
were once important or enjoyable for you?

NO I
YES ............._.................... s

PT4C5 K37 After (EVENÐ did you feel more isolated or distant from
other oeoole?

NO I
YES ...-............,................- 5

PT4C6 K38 After (EVENÐ did you find you had more difüculty
experiencing normal feelings such as love or affection
towards other people?

NO.................................... r
YES .................................. 5

PT4C7 K39 After @VENÐ did you begin to feel that there was no point
in thinkingabout the future anymore?

NO
YES ....-................_............ s

IF K33 TO K39 ALL CODED I, SKIP TO LI.
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LI

SECTIOI\t

Now I'd like to ask about your experience with

medicines. (ÍìAND CARD Ll TO RESPONDENT)'

Look at the medicines at the top of the card in Part A'

Has a doctor ever prescribed any ofthem for you?

Did you ever use any ofthese medicines in Part

A in-larger ariounts than was prescribed or fora

longer period than was Prescribed?

Page77

A.

B. Which ones? (Any others?) CONTINLJE

ASKING IJNTTL R SAYS NO.

CIRCLE NAME IN 2A, 34, OR4A IN L4
AND CODE 5 FOR THAT CATEGORY TN

COLUMN A.

L2

L3

Have you used any of these medicines in Pa¡t A more

Ut- n*r" ti.es when they were not prescribed foryoq

to get higþ to rela:<' orto make you feel better' more

active, or alert?

A- Which ones? (Any others?) CONTINUE

ASKING UNTIL R SAYSNO.

CIRCLE NAIVIE IN 2, 3, OR 4 IN L4 AND

CODE 5 FOR THAT CATEGORY IN
COLUMN A.

Now I'd like to ask about your experience with other

drugs. Look at the drug3 in Part B on thecard' Have

you-wertaken any ofthose more than 5 times?

A. Which ones? (Any others?) CONTINUE

ASKING I'NTIL R SAYS NO.

CIRCLE NAME IN I, 2, 4-8IN L4 AND

CODE 5 FOR TIIAT CATEGORY TN

COLUMN A.

07-04-97
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L4

A

I) MARIruANA, HASHISH, BHANG, GANJA

Which ones? ENTERNAME IN 9 BELOrtrv

AND CODE 5 FORTHAT CATEGORY IN
COLUMN A. ASK: AnY others? CONTINUE
ASKING UNTIL R. SAYS NO AND CODE

5 FOR THAT CATEGORY IN COLUMN A.

STIMULANTS: AMPHETAMINES, KHAT, BETEL
NUT

NO YES ROUTE

I 5 r23456

5 123456

Have you ever taken any other drugs not on the list more

than 5 times to get high, to rela:c, orto make you feel

betteç more active, or alert?

BA

I2)

2A) PRESCRIPTIONSTIMULANTS: AMPHETAMINES

3),
XANAX, QUAALUDES

3A) ,

OPIOIDS: HEROIN, CODEINE, DEMEROL'
MORPHINE, PERCODAN, METHADONE'
DARVON, OPIUM, DILAUDID

PRESCRIPTION OPIOIDS: HEROIN, CODEINE,
DEMEROL, MORPHINE, PERCODAN'
METHADONE, DARVON, OPIUM, DILAUDID

5) COCAINE, CRACK, COCA LEAVES

6) PCP

I

l5

t5

I

5 123456

5 723456

123456

t23456

123456

1234s6

4)

4A)

7)

8)

e)

I

5

I

I

5

5

5PSYCHEDELICS: LSD, MESCALINE, PEYOTE,

PSLOCYBIN, DMT

INHALANTS/SOLVENTS : GLUE, TOLTIENE,

GASOLINE

OTHER: WHICH? 1" s t23456

INTERVIEWER:CODEIINALLCATEGoRIESNoTCoDED5.
IF NO 5'S IN COLUMN A, SKIP TO Ml. IF ANY 5'S, CIRCLE TFIE

DRUGS CODED IN L4 ON CARD L2. HAND CARD LZTO

RESPONDENT FORUSE THROUGHOUT REMAINDER OF

SECTION. CIRCLE SAME ON CARD LI FOR YOUR USE.

5
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Now, please look at CardL2.ln the next questions I will be asking about categories of
drugs, and when I say @RUG CATEGORÐ, I want you to think about all thã drugs
circled in that category: NAME DRUGS CIRCLED IN DRUG cATEGoRy_

L6 FOR EACH DRUG CATEGORY CODED 5 IN COLUMN A, ASK:
Please look at the bottom of Card L2. This is a list of va¡ious ways that
people take medicines and drugs. What are allthe ways you have taken
(DRUG CATEGORÐ?

CODE ALL TFIAT APPLY IN COLUMN B OF L4.

6 SNORT, SNIFF - 3

BY MOUTH: PILLS, DRINKING
5 CHE\VING - )
4 OTHER : I

VEIN,IV

T.'NDER SKIN,
MUSCLE

SMOKE, FREEBASE

6/01/97



Page 80

L7

l) Almost every day?
2)3 or 4 days a week?
3) I or2 days aweek?
4) I to 3 days amonth?
5) less than once a month?

1) ehos every day?
2)3 or4 daysaweek?
3) I or2 days aweek?
4) I to3 daysamonth?
5) less than once amonth?

l) Almostevery day?
2)3 or 4 days aweek?
3) I or2dzysaweek?
4) I to3 days amonth?
5) Iess than once a month?

A. ONS:

A. ONS: 3456 A.ONS:
AGEONS: J_

B. REC: 123456
AGEREC: J_

C.REC:. 123456
AGEREC: I

234s6 A.ONS: 23456 A. ONS:
AGEONS: J_

B. REC:123456
AGE REC: J-

C. REC:123456
AGERBC: J-

5) Cocaine

AGEONS: J_
B.REC: 123456

AGEREC: J-
C.REC: 123456

AGEREC: I

6) PCP
I
2
3

4
5
I23456 A. ONS: 23456

Think about the period of time when you were using (DRUG cATEGoRy) rhe most
frequently. At th you use (it/them)? was it almost every day
(PAUSE), 3 or 4 2 days a week (PAUSE), I to 3 days a
month (PAUSE), (CODEFIRST "yES")
A. How old were you when you first began to use @RUG cATEcoRy¡ that

frequently?
B. How old were you when you last used (DRUG CATEGORÐ that frequently?
C. When did you last use (DRUC CATEGORY) at all?

2/24) Stimulants 313A) Sedatives
I
2
3

4
5
I

AGEONS: J_
B. REC: 123456

AGE REC: J-
C.REC: 123456

AGEREC: J-
4/44) Opioids

uanaMarül)
I
2

3

4
5
I

I
2
3

4
5

123456

I
2
3

4
5
I

AGEONS: J_
B. REC:123456

AGEREC: J-
C. REC:123456

AGEREC: J-
8) Intralan8

I
2
3

4
5

1

AGEONS: J_
B. REC:123456

AGEREC: J-
C. REC:123456

AGEREC: J-

AGEONS: J_
B. REC: 123456

AGEREC: J-
C. REC: 123456

AGEREC: J-
9) Other7) Psychedelics

A. ONS: 3456 A.ONS:
AGE oNS: J_

B. REC: 123456
AGEREC: I

I
2
3

4
5
l2

t
2
3

4
5
l2 234s6 A. ONS: 23456

I
2
3
4
5
I

C. REC: 123456
AGEREC: I

AGEONS: J-
B. REC: 123.456' AGEREC: J-
C. REC: 123456

AGEREC: I
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L8

A

l) Marijuana

In your lifetime, did using any of these

medicines or drugs frequently interfere with your

work at school, on a job or at home?

NO....._._..... (SKrP TO L9)..
YES 5*

DA4I Did the use of (DRUG CATEGORY) frequently

interfere with ]¡our work at school, on ajob or at home?

2/24) Stimulants 3/34) Sedatives

A. NO
YES......................-....--.-5#

4/44) Opioids

A. NO....................-.....-.--..-..1 A.

YES..........-.--.-..-----"...-..5#

5) Cocaine

NO
YES.................................5# YES.-...........-......-.;..........5#

A. NO.
YES ..s#

A. NO.
YES s#

7) Psychedelics

A. NO..............................-.-..1
YES...............................5#

8) Inhalants 9) Other

A. NO I A.NO 1

yEs.................................5# YES...............................-.s#
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DA42

Ll0

l) Marijuana

A. NO

A. NO...-.,.......................-....1
YES ...............-..............5#

Have there been times when you used any of
these medicines or drugs in situations where you
could get hurt-for example, when riding a
bicycle, driving a car or boat, operating a
machine, or an¡dhing else?

Have vou used IDRUG CATEGORY) in
sihrations where vou could set hurt?

A2A) Stimulants 3ßA) Sedatives

A.

yES,.......................-.....5# YES.................................5# yTS..-.............._...............5,

4l4A) Opioids 5) Cocaine 6)PcP

A. NO

I A.NO

7) Psychedelics 8) Inhalants

YES

9) Other

I A. NO....................................r
YES.................................5# YES..............,............:.....5l:rYES
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Lt2 Did you ever find that you had to use much more

of any of these medicines or drup than before to

get the effect You wanted?

NO
YES ......-..... (SKIP TO B).................. ;'

A.

B.

Did you ever find that the same amount

of any ofthese medicines or drugs had

less effect on you ttran it once did?

NO........_... (SKIP TO Ll 3)............_... :
YES ... (ASK Ll 28 WTTHOUT

... PARENS) ................... 5

YES .........__......................5;

DD4I
DDIOA4

Did you ever find (You began to need

much more TDRUG CATEGORI to getthe same effect or) thatthe same

amount of IDRUG CATEGORYLhad less effectthan it once had?

2A) Stimulants 3/34) Sedatives

B. NO

l) Marijuana

5) Cocaine

B. NO ?

YES

7) Psychedelics

B. NO....... ........1

YEs.........-..--.------.--..-..--s#

<Jl YES.........-.......................5# YES..'.........-..-.......----.----5i":

8) Inhalans 9) Other

B. I B.NO li,

YES <{l YES ....-.....-........-.............5*i
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Lt6

4l4A) Opioids

B. NO...... ........1

YES ...........:..-'-..-'.-.--.... 5#

7) Psychedelics

B. NO................................--l
yEs ..............................s#

Have you often had periods when you used more

of any of these drugs than you intended to or

when you used any of these drugs for much

longer periods than you intended to?

Have you often started using a medicine

or drug and found it difiicult to stoP

before you became intoxicated or high?

NO
YES ._.......... (SKIP TO B)....._...........5'.'

NO............ (SKrP TO L I 7)..........-...... I
YES ... (ASK Ll6B WTTHOUT

.,PARENS) ...................s*

I
yES.................................s#

9) Other

B. NO............-.......................1
YES..........-..-...................5#

A.

B.DD43
DDTOA2

Have you often f.used (DRUG CATEGORÏ|
in larger amounts or for a longer period than you

intended or) found it difficultto stoP using (DRUG CATEGORÐ before

you became intoxicated or high?

2l2A) Stimulants 3/34) Sedatives

I B.NO I B.NO I
yES ..............................5# yES......................-..........s# YES.................................s#

5) Cocaine

B. NO
Y-ES

8) Inhalants

B. NO....................................1
res.................................5#
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D42A
DIOA3

)428
)10A3

Lt7

l) Marijuana

A. NO....... ,.......1
YES -.......-......................5#

Within a few hours or days of stopping or

cutting down on any of these medicines or drugs

did you ever have any of the problems like those

listed on this ca¡d? HAND CARD L3 TO
RESPONDENT.

A. Did stopping or cutting down on (DRUG CATEGORY)
ever cause you any ofthese problems?

SX: stopping or cutting down caused problems

IF NO, CODE 1 AND ASK B.
IF YES, CODE 5 AND GO TO NEXT CIRCLED DRUG CATEGORY

Did you ever use this or another drugjust like it to keep from having
oroblems like those on the card?

2A) Stimulants 3/34) Sedatives

B.

A. NO I A.NO 1

1

I

yES .................................5# yEs ....-........-...................5#

B- I B. NO..................i.........-.-......1
YES ........:........................5#YES...............................5#

B

B. NO.
YES 5#

YES.....................-...-....s# YES....................-....-.......5# YES -.----.----.---...--...-.-......-s#

I B.NO IB NO...--..............-................. 1

YES .................................5#YES 5# YES .................................s#

7) Psychedelics 8) Inhalants 9) Other

NO A. NO.................................. 1

YES .............................. 5#YES ......:....................... 5#

B. NO.... T B.NO ..- l B. NO t
yES.............-.................5# yEs................-.-......... 5# YES .............................. s#

I
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DD46
DDIOA5

L20

l) Marijuana

A. NO.......................-.....-..-.. I
YES...............................5#

4l4A)Opioids

A. NO......-.....................-...-.- I
YES..............................-5#

Have you ever given up or greatly reduced

important activities in order to get or to use a

mài"in" or drug - activities like sports, worþ
or associating with friends or relatives?

3ßA) Sedatives

I A-NO 1

s# YES .............................- 5#

6)PCP

A. NO....... ........1
YES .............................. 5#

A Did you do this to use (DRUG CATEGORÐ
for a whole month, or several times over two months?

SX = given uP irnPortant ætivi

?J?,A) Stimulants

A. NO
Y-ES

5) Cocaine

A. NO.................................. t
YES ......-.................-....- s#

7) Psychedelics 8) Inhalants

I A.NO
yES...........,...................s#

9) Other

I A.NO I
s# YES .........-...-....-........... 5#A.
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L2l HAVE AT LEAST THREE 5* BEEN CODED IN
Lt2-L20?

NO...._..(SKrp To L23)........... I
YES .5

D4ON
D4RE

L22 COUNT TFIE 5#'S FOR EACH DRUG
CATEGORY FROM LI2-L20. FOR EACH
DRUC CATEGORY WITH THREE OR
MORE 5#'s CODED IN L12-L20, ASK:
You said that (DRUG CATEGORY WITH 3
5#'S) caused several problems for yor¡ like
(LIST ITEMS CODED s# IN Ll2-L20). Did
you ever have th¡ee or more of these problems

with (DRUG CATEGORÐ inthe same year?

IF NO, CODE.I, A}ID GO ON TO NEXT
DRUG CATEGORY WITH THREE OR
MORE 5#'s CODED IN Ll2-L20.
IF YES, CODE 5 AND ASK ONS/REC

ONS: How old were you the first Year You
had th¡ee or more ofthese problems

from (DRUG CATEGORY WITH 3
5#'S) inthe same year?

REC: How old were youthe lasttime youhad
three ormore ofthese problèms from
(DRUC CATEGORY Wm{ 3 s#'S) in
the sane year?

l) Marijuana znX, Stimulants 3ßA) Sedatives

NO NO lNo I

YES ......-.........................5 'IaES...................-...............5 YES...............................-...5

I AGE ONS:
AGE REC:

I

I

4l4A) Opioids

NO
YES ...,.............-..-...........5

AGE ONS:
AGE REC: J-

7) Psychedelics

NO.................................. I
YES ..............................-.5

AGE ONS:
AGE REC:

AGE ONS:
AGE REC:

5) Cocaine

NO .................................... I
yES...................................5

AGE ONS:
AGE REC:

I
I

8) Inhalants

NO -................................... I
yEs...................................5

I

6) PCP

NO ..............................-..... I
YES..............................:-...5

AGE oNS: J-
AGE REC: _J-

9) Other

AGE ONS:
AGE REC:

J-
J-

I

NO .....................
YES....................

AGE ONS:
AGE REC:

5

J-
I

I

AGE ONS:
AGE REC:

J-
I

06/97
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L23 HAS AT LEAST ONE 5* BEEN CODED TN LI2-
L20?

NO.._....(SKrp To Ml)........... 1

YES ......._..........-.........._........... :

L24

ONS:

REC:

1) Marijuana

ONS:
AGE ONS:

ONS:
AGE ONS:

Q Psychedelics

ONS:
AGE ONS:

REC: 123456
AGEREC: J-

4/44)Opioids

ONS: 123456
AGE ONS: J-
REC: 123456
AGEREC: J-

5) Cocaine

FOR EACH DRUG CATEGORY WITH ONE OR

MORE 5#'s CODED IN Ll2-L20, ASK:

REC: 123456
AGEREC: J-

REC: 123456
AGEREC: J-

8) Inhalants

ONS: t23456
AGE ONS: 

-J-

When was tÏe first time you had a problem

from (DRUG CATEGORY WITH 5#)?

When was tìe lasttime?

2/24) Stimulants 3ßA) Sedatives

ONS: 123456
AGEONS: I

REC: 123456
AGEREC: /

6) PcP

ONS: 123456
AGEONS: I

REC: 123456
AGEREC:

9) Other

ONS: 123456
AGEONS: J-
REC: 123456
AGEREC: I

t23456
I

t23456
I

r23456
I

ONS:
AGE ONS:

REC:
AGE REC:

t23456
I

t234s6
I

REC: 123456
AGEREC: J-
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Groun I

-

Living things:
. Insects
. Snakes
. Birds
. Other

animals

CARD Dl
Groun 2

-

. Heights

. Storms

. Thunder or
lightning

. Being in still
water like a
swimming
pool or lake

Groun 3

-

. Flying

. Closed
spaces:

Caves

Tunnels
Elevators

Grouo 4
. Seeing blood
. Getting an

injection
. Going to the

dentist
. Going to a

hospital

1. heart pound or race

2. sweat

3. tremble or shake

4. a dry mouth

5. short of breath

6. feel like you were choking

7. pain or discomfort in Your chest

8. nausea or discomfort in your stomach

9. dlizzy or feeling faint

10. feel that you or things around you were unreal

11. afraid that you might lose control of yourself,,

act in a crazy wây, or Pass out

12. afrtid that you might die

13. hot flushes s¡ sþiils

14. numbness or tingling sensations
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Page 107

1. Eating or drinking where someone could watch you

2. Talking to people because you might have nothing to say or might

sound foolish

3. Writing while someone watches

4. Tairing Part or speaking in a meeting or class

5. Going to a party or other social outing

6. Giving a speech or speaking in public

7. Ãny other situation where you could be the centre of attention

1. heart Pound or race

2. sweat

3. tremble or shake

4. a dhY nouth

5. short of breath

6. feel like You were choking

7. pain or discomfort in Your chest

8. dli%y or feeliRg faint

9. feel that you or things around you were unreal

L0. afraid that you might lose control of yourselft

act in u cralzy waY, or Pass out

11. afraid that You might die

12. have hot flushes or chills

13. have numbness or tingling sensations

610rl97
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CARD D3

1. Being outside your home alone

2. Travelling in a bus, train, or car

3. Being in a crowd or standing in a line

4. Being in a public place, Iike a shop

1. heart pound or race

2. sweat

3. tremble or shake

4. z dlry mouth

5. short of breath

6. feel like you were choking

7. pain or discomfort in Your chest

8. nausea or discomfort Ín your stomach

9. dW or feeling faint

10. feel that you or things around you rvere unreal

11. afraid that you might lose control of yourself'
act Ín a crary wÐY, or Pass out

12. afraid that you might die

13. have hot flushes or chills

14. have numbness or tingling sensations'

610ll97



l. heart pound or race

2. sweat

3. tremble or shake

4. a dry mouth

5. short ofbreath

6. feel like you were choking

7. pain or discomfort in your chest '

8. nauçea or discomfort in your stomach

9. dIW or feeling faint

10. feel that you or things around you were unreal

11. afraid that you might lose control of yourself,
act in a crazy wây, or pass out

12. afraid that you might die

13. have hot flushes or chills

14. have numbness or tingling sensations

CARD D4
Page 109
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CARDD5

l. restless

2. feel keyed up or on edge

3. easiþ tired

4. difTiculty keeping your mind on what you were doing

5. more irritable than usual

6. tense, sore, or aching muscles

7. trouble falling or staying asleep

8. heart pound or race

9. sweaf

10. tremble or shake

11. have a dry mouth

12. short ofbreath

13. feel like you were choking

14. pain or discomfort in your chest

15. pain or discomfort in your stomach

16. nausea

17. illny or lightheaded

18. feel that you or things around you were unreal

19. afraid that you might lose control of yourself,

act in a crzzy way, or pass out

20. afraid that you mþhú die

21. hot flushes or chills

22. numbness or tingling sensations

23. feel like you had a lump in your throat

24. easily startled
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CARD Jl
ALCOHOL EQUWALENTS

I drink: approximately 9 gm absolute alcohol

Page I 1l

It{Rp LTQITOR OR SPIRITS

t highball, shot'glass, or mixed drirk,

l/2pintof spirits (gin, whiskey' rum'

vodka)

t pint of spirits

I fifth of spirits

I quart of spirits

WINE

1 glass of wine

I bottle of wine

I "wine coolert'

I glass of sherry or Port wine

BEER

I bottle of beer (12 oz-)

I six-pack

I drink

6 drinks

12 drinks

20 drinks

24 drinks

1 drink

6 drinks

I drink

2 drinks

1 drink

6 drinks
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CARD J2

the shakes (hands trembling)

trouble sleeping

feeling very nervous

feeling very restless

sweating

fast heart beat

nausea or vomiting

headaches

weakness

see, hear, or feel things that others could not

seuzures

610v97



liver disease or hepatitis

stomach disease or vomiting blood

tingling or numbness

memory problems even when not drinking

pancreatitis

any other disease

CARD J3
Page ll3
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CARD J4

being uninterested in your usual activities

being depressed

being suspicious or distrustful of others

having strange thoughts

6/0v97
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l. Direct combat experience in a war

2. Llfe-tbreatening accident

3. Fire, flood, or natural disaster

4. Witnessèd someone being badty injured or killed

5. Rape, that is, someone had sexual intercourse with you

when you did not want to, by threatening you or using

some degree of force

6. Sexual molestation, that is, someone touched or felt your

genitals when you did not want them to

7. Serious physical attack or assault

g. Threatened with a weapon, held captive, or kidnapped

9. Torture or terrorism

l0.Anyotherextremelystressfulorupsettingevent

11. A great shock because one of the events on the list

happened to someone close to You
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CARD Ll

A: MEDICINES

Sleeping pills
Stimulants
Tranquilizers
VaIium
Librium
Xanax

Quaaludes
Sedatives
Barbiturates
Seconal
Codeine
Dan'on

Percodan
Amphetamines
I)emerol
Morphine
Methadone
Dilaudid

b: DRUGS

Betel nut
Marijuana
Coca leaves
Hashish
Khat
Ganja
Bhang
fnhalants

Gasoline
Toluene
Peyote
Mescaline
LSD
Psilocybin
Opium
Cocaine

Crack
Heroin
DMT
PCP
Glue
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CARD L2

Medicines and drugs used more than five times when they were not

prescribed for You:

Page ll7

Marijuana, Hashish, Bhang Ganja

Amphetamines, Khat, Betel Nut

Tranquilizers, Sleeping Pills' Barbiturates, Seconal,

Valium, Librium, Xanax, Quaaludes

Heroin, Codeine, Demerol, Morphine, Percodan,

Methadone, Darron, Opium' Dilaudid

Cocaine, Cracþ Coca Leaves

PCP

LSD, Mescaline, Peyote, Psilocybin' DMT

Glue, Toluene, Gasoline

Marüuana

Stimulants

Sedatives

Onioids

-Cocaine

PCP

Psychedelics

fnhalants

Other

HO\il TAKEN

6.
l.
4.
3.
2.
1.

IV, through the veins
Injection under the skin
Smoking, freebasing
Snorting sniffrng, breathing
By mouth: Pills, drinking ghewing

Other methods
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CARD L3

fatigue or exhaustion

sweating

diarrhea

anxious

depressed

irritable

restless

trouble sleeping

tremors (hands trembþ

stomaèh ache

headache

weakness

nausea or vomiting

fits or seizures

muscle aches or cramps

runny eyes or nose

yawning

intense craving

seeing or hearing things that weren't really there

hear{ beating fast

change in appetite

fever
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Date:

Dear ......,
As discussed on the phone late afternoon today, this is a detailed account of the

proposed study. I am a doctoral student in the faculty of medicine at Adelaide
University, investigating the relationship between exposure to traumatic stress,
Posttraumatic Stress Disorder and alcohol abuse. The target population for this study
includes xxxxxxxxxxx xxxxxxxxxxxxxxxx xxxxxxxxxxxxx and surrounding communities
and Wiluna. Approval is being sought from The Western Australian Aboriginal Health
lnformation and Ethics Committee (WAAHIEC) and the Research Ethics Committee of
the Adelaide University.

The aim of this research is to examine whether exposure to traumatic events is
likely to increase alcohol abuse and vis-versa. The process of this study involves
meeting people and asking questions about their experience. By answering questions,
participants will provide me with information about their life experience including current
social life style. The questions are in a written format and may take up to an hour to an
hour and half. To ensure that they understand the questions, health workers or myself
will be with the individual participant in a private environment and help him/her to
complete the questionnaires. Following completion of the interuiew, participants are
encouraged to attend the post-interview session. This is to help the participant to handle
any feelings related to remembering some of his/her past experiences. Health workerb
or myself will be available to discuss with the participant any concerns or feelings in
relation to this study. lf they don't feel like doing the post-interview session immediately
after the interview, the health workers or myself will be available by telephone. The
participants have the choice of discussing their concerns on the telephone or we will
arrange a face to face meeting. For a face to face meeting, I arrange appointment in the
place and time convenient to the participant.

The findings will help in understanding the relationship between exposure to
traumatic events and alcohol abuse, and in determining the prevalence of Post-
Traumatic Stress Disorder. lt is particularly important in understanding the influence of
past experience on Aboriginal people's health and welt being. Most importanily, the
information gathered will help in developing service to treat and manage PTSD and
alcohol abuse.

I will keep totally confidential all information received from participants. To
ensure that confidentiality is maintained, the questionnaire will not require the
participant's name or any other information that may lead to personal identification. To
contact individuals for possible follow-up study or to update any missing data, the
participants' names will be listed on a separate piece of paper. This will be kept apart
from the completed questionnaire so that the content of the individual response remains
anonymous. The name of the community in which the participant resides is also not
required. This restriction is put in place in order to protect confidentiality of individuals,
as well as of the community. The subsequent thesis will also not contain any information
that may lead to the identification of particular participants or their community. During
the interview, each participant's right is preserved to withdraw from participating in the
study at any time without prior notice.

ln order to obtain the relevant ethics committee approval, which is being sought,
and to proceed with the study, I need to be sure that the community and leaders such as
yourself see the planned research as being appropriate and that it has your approval.
The proposal of this study will be tabled in the WAAHIEC session scheduled for June





Date

Dear.
e 2-3 weeks ago, I am writing to seek
I am a doctoral student in the faculty of
e University of Adelaide, investigating the
events, Posttraumatic Stress Disorder and
s of xxxxxxxxxxxxxx xxxxxxxxxxxxx

xxxxxxxxxxxxxxxx have been selected as the main study population. The aim of this

research is to examine whether exposure to traumatic events is likely to increase alcohol

abuse and in return alcohot abuse results in further traumatisation'
The process of this study involves meeting people and asking questions about

their experience: By answering questions, participants will provide me with information

about their life expärience incìuding current social life style. T_he questions are in a
written format and may take up to án nou'åor3å,lf,¡1ïX1i*i1l; 

,1ffiä'r:',i:iî:,lliT
to complete the questionnaires. Following

encouraged to attend the post-interview
andle any feelings related to remembering
orkers or myself will be available to discuss
s in relation to this study. lf they don't feel

the interview, the health workers
nts have the choice of discussing
ce to face meeting. For a face to

face meeting, I arrange appointment in the . Tg.convenient to the participant'

The ïndingi ïill 'help in understa tding the relationship between exposure to

traumatic events ãnd alcohol abuse, and in determining the prevalence of Post-

Traumatic Stress OitãrO"r. tt is particularly important in understanding the influence of

past experience on Aboriginal people's hêafth and wellbeing. Most importantly, the

¡nformai¡on gatherãd witl ñetp in Oèvetoping service to treat and manage PTSD and

alcohol abuse.
I will keep totally confidential all information received from participants. To

ensure that con¡¿ent¡ãlity is maintained, the questionnaire will not require the

participant't n"r" ãi any óth"r information that may lead to personal identification. To

contact individuals for possible follow-up study or to _update any mi.ssing, data, the
t a separate piece of paper' This will be kept apart
¡ that the content of the individual response remains

in which the participant resides is also not
r to protect confidentiality of individuals,
esis willalso not contain any information

that may lead to the identification of particular participants or their community. During

the interview, eacrr participant's right is preserved to withdraw from participating in the

study at any time without prior notice.
ln order to obtajn ihe relevant ethics committee approval, which is being sought,

communities support, I am seeking your
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