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2.0 EXECUTIVE SUMMARY
Psychosocial and economic consequences of road traffic crashes
Despite progress in road safety, crashes are a leading cause of death in Australia and the
potential for psychological distress following a major crash is significant. Drivers, passengers,
family, friends, colleagues, witnesses, emergency service workers, and even entire
communities are affected by every serious crash. Psychosocial consequences may include
serious physical injuries and temporary or permanent disability, intense grief, post-trauma
reactions, psychiatric disorders, social isolation and stigma, decreases in quality of life,
restricted opportunities for leisure, carer burden, and considerable financial costs.
Estimates show that road traffic crashes and their consequences cost Australia between $27
billion and $344 billion per year.
Services and supports for people affected by road traffic crashes in WA
Despite the clear psychosocial ramifications of road traffic crashes, there is no dedicated
road trauma support service in Western Australia (WA) and there are considerable gaps and
limitations in the current system of services. Existing supports and services are inadequate in
meeting the varied needs of people affected by road traffic crashes because appropriate
supports are difficult to identify and costly to access, limited due to time delays or staffing
resources, and available only in certain regions rather than state-wide. Thus, the
psychosocial consequences of crashes remain largely unsupported in WA. A road trauma
support service in WA is urgently required to provide sustainable, coordinated, timely, and
appropriate peer support and professional therapeutic interventions for road trauma
victims, family members, witnesses, and for others who are adversely affected by road
trauma.
Efficacy of support interventions for trauma and bereavement
Mental health research indicates that post-trauma supports and services (peer support and
professional interventions) can be very effective in helping people cope with their losses and
in promoting optimal vocational, familial, and social functioning following a traumatic event.
However, the offer of universal professional support to people affected by road traffic
crashes, irrespective of need, is not likely to be effective (or economical). A public health
approach to the road trauma support service provides an evidence-base for the allocation of
appropriate resources in meeting the needs of people affected by road traffic crashes in WA.
Additionally, the community counselling model provides an exemplar for service delivery
that combines direct and indirect services to individuals and communities.
Method of investigation
The research project was funded by the Department of Health. A stakeholder reference
group consisting of representatives from government and non-government agencies as well
as community members affected by road trauma was formed. The group met three times –
November 2010, June 2011, and September 2011 and was instrumental in guiding this
assessment of the establishment of a sustainable road trauma support service in WA.
Road trauma support services elsewhere in Australia
Existing road trauma supports and services available in other Australian jurisdictions were
examined to inform the establishment of a road trauma support service in WA. These
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services were – Road Trauma Support Service (Victoria), Road Trauma Services Queensland,
Road Trauma Support Team of South Australia, Road Trauma Support Tasmania, Enough is
Enough, TrueLight Foundation, Motor Vehicle Fatality Support Program, and the Trans-Help
Foundation. Three of these services were then visited by the first author to see firsthand the
premises and resources and to talk to staff about each service. These services, chosen in
consultation with the stakeholder reference group, were the Road Trauma Support Service
(Victoria), Road Trauma Support Team of South Australia, and Road Trauma Support
Tasmania.
Recommendations
The analysis revealed that each of these services has strengths and limitations, and informed
the recommendations for establishing a road trauma support service in WA. Twenty-two
recommendations were proposed:
1. A road trauma support service be established for WA;
2. The road trauma support service be funded by the Government of WA;
3. The road trauma support service be comprehensive and provide services on a statewide basis;
4. The service’s peer support services be advertised and promoted on a state-wide
basis;
5. The road trauma support service be delivered according to service need;
6. The road trauma support service should be provided with no charge to clients;
7. The road trauma support service provides preventative education services;
8. The road trauma support service links with appropriately-trained trauma and
bereavement therapists to provide professional psychotherapeutic interventions;
9. The road trauma support service facilitates appropriately-trained volunteers to
provide non-specialist supports;
10. The road trauma support service includes a suite of complementary direct and
indirect services;
11. The road trauma support service be established as a non-profit organisation;
12. The road trauma support service be governed a Board of Management;
13. The road trauma support service utilise a high-profile and appropriately-sensitive
Patron;
14. The road trauma support service has a core salaried staff;
15. The road trauma support service be situated in community-based premises
accessible by public transport;
16. The road trauma support service be complemented by information packages, a
brochure, and a website;
17. The road trauma support service has an initial annual budget and ongoing funding;
18. The road trauma support service has an evaluation and reporting framework;
19. The road trauma support service be established in incremental steps commencing as
soon as possible to be in operation by the end of 2012;
20. The road trauma support service be linked and work in partnership with other
services and supports;
21. The road trauma support service meet the access needs of underserved groups
including culturally and linguistically diverse people, Indigenous Australians, and
people with disabilities; and
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22. The road trauma support service be complemented by best-practice death
notification and the re-establishment of a Family Liaison Officer in WA Police’s Major
Crash section.
The recommended service arrangement provides sustainable peer support and professional
therapeutic interventions for road trauma victims, family members, and for witnesses and
others who are adversely affected by road traffic crash events in WA.
This report provides an original, contextual, and data-driven account of (a) the consequences
of road crashes, (b) current services in WA, (c) trauma and bereavement service delivery,
and (d) existing road trauma support services available in other Australian states. Attempts
were made to ensure the process was as rigorous as possible, including the using multiple
sources of data and conducting the research in a team. The project’s key strength is the
involvement of the stakeholder reference group – its members including representatives
from relevant services as well as people affected personally by road trauma; this diversity
and depth enhances the study’s ability to contribute to practice. Further, the report provides
the basis for the development and evaluation of the future road trauma support service in
WA.
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3.0 PSYCHOSOCIAL AND ECONOMIC CONSEQUENCES OF ROAD TRAFFIC
CRASHES
Traffic crash fatalities remain a significant global health issue resulting in a considerable
number of deaths per year. In 2004 the World Health Organization launched its World
Report on Road Traffic Injury Prevention and dedicated its World Health Day to road safety.
Almost 1.2 million people are killed, and between 20 and 50 million are injured, in traffic
crashes every year worldwide and the number of deaths and injuries is expected to increase
by 65% by 20201. Road traffic crashes are the ninth leading cause of the global burden of
disease and it is estimated that they will be the sixth leading cause of death by 2020
(accounting for 3.4% of all deaths)2.
Despite progress in road safety, crashes are a leading cause of death in Australia, particularly
for vulnerable road users such as people in younger age groups and Indigenous
Australians 3,4,5. The road crash fatality rate per 100,000 in Western Australia (WA) is higher
than the national average 6,7. Table 1 shows the number of crash fatalities in WA since 2005.
In addition to the fatalities, there are approximately 2800 serious injuries resulting from
road crashes every year in WA 8.
Table 1
Road Traffic Crash Fatalities in WA 2005-20119
Year
Fatalities
2005
164
2006
201
2007
236
2008
207
2009
193
2010
193
2011
128
The potential for psychological distress following a major crash is significant. Approximately
13 people are significantly affected by every fatal crash 10 and these include family, friends,
colleagues, witnesses, emergency service workers, and even entire communities 11. A single
road traffic crash affects drivers, other vehicle occupants, and witnesses, as well as their
family members, work colleagues, and friends.

1

World Health Organization (2004)
World Health Organization (2004)
3
Australian Bureau of Statistics (2011a)
4
Australian Transport Council (2011)
5
Office of Road Safety (2009)
6
Marchant, Hill, Caccianiga, and Gant (2008)
7
Australian Transport Council (2011)
8
http://www.ors.wa.gov.au/TopicsRoadSafety/Pages/SeriousInjuries.aspx
9
Accessed 29th September 2011 from http://www.ors.wa.gov.au/Statistics.aspx
10
Hayward (1998)
11
World Health Organization (2004)
2

9

Road traffic crashes are unexpected, sudden, and violent, and the likelihood of injury and
death is significant. Furthermore, as crashes are a relatively common cause of death and
injury, there is the opportunity of retraumatisation 12. These issues have the potential to
complicate further the experiences of people who have been injured or lost a loved one in a
crash, or witnessed such a crash. The psychosocial ramifications of road traffic crashes are
different for the five affected groups:
1. People bereaved by road traffic crash fatalities;
2. People injured in road traffic crashes;
3. Families, friends, and unpaid carers of people injured in road traffic crashes;
4. Witness of, and first responders to, road traffic crashes; and
5. Offenders/people who allegedly cause the crash.
People bereaved by road traffic crash fatalities
Certain circumstances of death, such as sudden death, violent death, unanticipated death,
preventable death, close relationship to the deceased, and the young age of the deceased,
are major risk factors associated with ‘complicated’ grief outcomes. All of these risk factors
are common in crash fatalities 13,14. Published studies focussing on bereavement through
road traffic crash deaths reveal long-term consequences including intense grief, loss of
meaning, psychological distress, anger, depression, guilt, and trauma.
One study investigated the outcome of 40 parents bereaved by the deaths of their adult
children in crashes. Two years after the deaths, 30% of parents experienced depression,
reported loneliness and guilt, bore a significant increase in the number of health complaints,
and significant decreases in satisfaction with work, leisure, and life in general 15. Another
survey demonstrated that parents bereaved through the deaths of their children in traffic
‘accidents’ an average of four years previously showed high levels of psychiatric distress,
‘traumatic’ grief, anxiety, depression, insomnia, somatic symptoms, and social dysfunction 16.
A further study reported that 62% of individuals bereaved by drink-driving crash met criteria
for Post-Traumatic Stress Disorder (PTSD) at just over two years following the crash 17. Other
studies of the long-term outcomes of losing a spouse or child in a crash indicate that the
bereaved participants experienced more depression, more psychiatric symptoms, greater
mortality, and less future orientation than do matched controls from a non-bereaved
community sample18. There is also evidence of increased divorce rates of parents bereaved
through traffic crashes when compared to matched controls 19. Many of the bereaved
experienced guilt and pain when thinking about their loved one, and experienced some
distorted thinking believing that the death in a crash was not real 20.

12

Keir (2000)
World Health Organization (2004)
14
Breen (2007)
15
Shanfield and Swain (1984)
16
Spooren, Henderick, and Jannes (2000-2001)
17
Sprang (1997)
18
Lehman, Wortman, and Williams (1987)
19
Lehman, Lang, Wortman, and Sorenson (1989)
20
Lehman et al. (1987)
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Another study investigated the prevalence of PTSD in a non-random sample of 57 people (48
women, 9 men) bereaved through crash fatalities21. The average time since bereavement
was 4.5 years. The data revealed that two-thirds were experiencing symptoms of PTSD. The
majority were experiencing anxiety symptoms (panic attacks and phobia), depression,
suicidal ideation, guilt, anger, resentment, loss of drive, and decreases in both enjoyment in
life and future orientation. The majority also experienced significant difficulties in their
finances, relationships, social lives, status, and employment. The changes in relationships
and social lives were significantly correlated with levels of depression and anxiety. The
participants also reported life style changes, including poor nutrition, reduced exercise,
alcohol use, and poor sleeping habits. Of all the lifestyle factors assessed, the change in their
social lives was the factor most highly correlated with PTSD symptoms. Further, the majority
of the participants expressed dissatisfaction with courts, solicitors, prosecution, coroner,
insurance claims, ambulance, psychiatrists, and police. In addition, many were dissatisfied
with the support received from the hospital, their church, general practitioners, mortuary,
and counsellors, and this lack of support exacerbated the grief experience. A more
representative sample of bereaved parents (the majority bereaved through traffic crashes)
demonstrated that, five years after the death of a child, PTSD prevalence for mothers was
nearly three times that in the general population; after five years, the prevalence of PTSD in
fathers was twice that in the general population22.
The effects on the family resulting from losing a significant loved one in a crash are
considerable and damaging. Common outcomes include withdrawal from relationships,
communication breakdown, substance use, lack of direction in school and work, and
isolation from friends. One study indicated that 90% of people bereaved through crashes
reported significant and permanent reduction in their quality of life, and approximately half
stated they had suffered an enduring decline in standard of living23. A follow up survey of
almost 700 families throughout Europe demonstrated that, following a crash fatality, 49%
moved house, 11% experienced separation or divorce, and 91% reported an inability to take
pleasure in life. Further, 60% of those who changed jobs did so because of their change in
circumstances and 65% of those that lost their job reported doing so for psychological
reasons24.
In another study, people bereaved through crashes were surveyed to determine what
helped and did not help them in the time (up to four years) after bereavement 25. Supportive
behaviours include friends being ‘there’, visiting, and calling regularly; being understanding
and emotionally supportive; providing instrumental aid such as helping with cooking,
cleaning and child care and greeting visitors; listening without giving advice; assisting with
funeral and other arrangements; and talking about the loved one. Unhelpful behaviours to
the bereaved included a lack of empathy/understanding from friends and professionals;
invasion of privacy; giving suggestions on how and when to grieve and stop grieving;
presence of too many people ‘helping’; friends withdrawing/being unavailable, and
avoidance of talking about the loved one.
21

Tehrani (2004)
Murphy, Johnson, Chung, and Beaton (2003)
23
Federation of European Road Traffic Victims (1993)
24
Federation of European Road Traffic Victims (1995)
25
Lord (2000)
22
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A comprehensive study of people bereaved by road traffic crashes in WA highlighted the
potential for family conflict, declines in social support, doubts and frustrations regarding
lengthy legal, insurance, and health contests 26. The participants’ grief experiences
challenged the dominant discourse of grief as a short-term, stage/phase/task-based, finite,
and meaningful phenomenon that culminates in the detachment from the deceased loved
one. Instead, they described their grief as unique, long-lasting, and characterised by an
oscillation of emotions, whereby meaning and/or positives were not found. Further, they
experienced significant and permanent changes in their social support networks 27 difficulties
in negotiating the legal and coronial processes28, and highlighted the importance of peer
support in order to ameliorate their feelings of loneliness, isolation, and dislocation 29.
It is important to note here that conventional wisdom has suggested that bereavement
through suicide yields the most significant impairments and outcomes. However, more
recent comparative research demonstrates that there are few differences. For example, one
study compared mental health outcomes following spousal bereavement via suicide, traffic
crash, and terminal illness30. The researchers found no overall significant difference between
groups; however, they reported that the spouses bereaved through road traffic crashes
tended to have higher scores for shame, self-blame, sadness, guilt, and self-harm ideation
than did the other groups. Similarly, a study of parents bereaved by the violent deaths of
their children revealed almost little overall significant differences between those bereaved
through traffic crash, suicide, and homicide 31,32.
People injured in road traffic crashes
Road traffic crash fatalities are significantly outnumbered by the number of people who
suffer permanent impairment and disability following injury 33. Of all types of injuries that
may result in road traffic crashes, whiplash has attracted the most attention. Unfortunately,
people reporting whiplash injuries are often (and erroneously) thought to be neurotic
malingerers motivated by financial compensation 34. Other injuries include spinal cord injury,
brain injury (short-term and long-term), broken and fractured bones (especially skull,
vertebrae, rib, sternum, facial bones, clavicle, scapula, humerus, ulna, radius, hand, pelvis,
femur, patella, tibia, fibula, ankle, and foot), dislocations, sprains, internal injuries, open
wounds, burns, contusions, and lacerations 35. Permanent disability occurs as a result of
paraplegia, tetraplegia, and quadriplegia, loss of eyesight, some brain injuries, and
disfigurement. These issues can lead to social and psychological effects such as concerns for
appearance, body images issues, discrimination, and social isolation 36,37. Less serious but
more common injuries may result in chronic pain and limitations in activity.
26

Breen (2007)
Breen and O’Connor (2011)
28
Breen (2007)
29
Breen and O’Connor (2010)
30
Grad and Zavasnik (1999)
31
Murphy Johnson, Wu, Fan, and Lohan (2003)
32
Murphy et al. (2003)
33
WHO (2004)
34
Mayou (1997)
35
World Health Organization (2004)
36
Charlton, Rumsey, Partridge, Barlow, and Saul (2003)
37
Rusch (1998)
27
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Over one-quarter (28%) of Australians who are seriously injured in road traffic crashes
sustain life-threatening injuries 38. One study of 157 patients five years after injury reported
that the most severe disabilities resulted from brain and spinal cord injuries and that the
effects persisted over the long-term39. It is estimated that 15% of all Australians hospitalised
due to a road crash will sustain a disabling injury 40. Of these, 27% (or 1270 people) will have
a severe or profound limitation with the remainder possessing some degree of moderate to
minor core disability that may restrict employment or schooling.
In addition to physical injuries, post-trauma reactions, including intrusive thoughts, chronic
and disabling anxiety, and travel phobia, are commonly associated with being injured by, or
even being involved in, a road traffic crash 41, as are trauma-related nightmares, insomnia,
and sleep disturbances 42, and reductions in quality of life 43. When frequency of traumatic
events is combined with resulting severity of trauma, road traffic crashes are the most
significant cause of PTSD 44. One study revealed that almost one-fifth of all people
hospitalised after a road traffic crash were suffering acute stress, disturbed mood, and
horrifying memories of the events of the crash and one-tenth met the criteria for PTSD45.
Another study investigated the prevalence of PTSD in a non-random sample of 46 people (33
women, 13 men) bereaved through crash fatalities46. The average time since injury was 5.5
years. The data revealed that four-fifths met criteria for PTSD. A comprehensive review of
almost five decades of international studies demonstrated that between 15 to 45% of
survivors of serious road traffic crashes will develop PTSD, either acutely or within one year
of the crash47. Furthermore, they are at an increased risk of comorbid disorders of mood,
anxiety, and alcohol and other drug use48. ASD is a more recent diagnostic category 49 and
therefore there is a much smaller body of research on ASD following road traffic crashes 50.
Importantly, not everyone who is involved in a road traffic crash will develop traumatic
reactions; however, psychological/psychiatric complications are more common in people
with pre-existing mental, social and medical problems 51 and the development of PTSD is
more likely in women survivors of road traffic crashes 52.
A small study of 26 people who had been injured in road traffic crashes demonstrated that
all reported a degree of disability at the time of discharge from hospital, including pain,
restricted movement, severe headaches, breathing difficulties, and memory loss 53. Two in
five rated their disability as ‘severe’ at the time of discharge. Three-quarters required
38

Australian Institute of Health and Welfare (2011)
Dunn, Patterson, and Boot (2000)
40
Bureau of Infrastructure, Transport and Regional Economics (2009)
41
Mitchell (1997)
42
Kobayaski, Sledjeski, Spoonster, Fallon, and Delahanty (2008)
43
Lucke, Coccia, Goode, and Lucke (2004)
44
Norris (1992)
45
Mayou, Bryant, and Duthie (1993)
46
Tehrani (2004)
47
Blanchard and Hickling (2004)
48
Blanchard and Hickling (2004)
49
American Psychiatric Association (2000)
50
Blanchard and Hickling (2004)
51
Mayou Bryant, Duthie, and Talbot (1995)
52
Blanchard and Hickling (2004)
53
Oxley and Fildes (1993)
39
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assistance and support following discharge, including physiotherapy, orthodontics,
occupational therapy, neurology, psychology, psychiatry, and social work, as well as
community services to assist with meals, transport, cleaning, washing, and home
maintenance. Most of the respondents indicated they had incurred out-of-pocket expenses.
Other, less quantifiable, consequences they reported included a reduction in confidence,
memory, and concentration abilities (affecting engagement in complex tasks such as driving
as well as the ability to enjoy novels and films); increases in anxiety, depression, irritability,
and frustration; diminished participation in leisure and social activities; and limitations in
career ambitions.
Families, friends, and unpaid carers of people injured in road traffic crashes
Under the Carers Recognition Act 2004, carers are defined as family or friends who provide
unpaid and ongoing assistance to someone with a disability, chronic illness, mental illness or
who is frail. Estimates of the number of carers in WA vary from approximately 250,00054 to
just over 300,00055; these figures equate to about one in every eight people occupying a
caring role. Carers often do not think of themselves as a carer, but rather just as a parent,
partner, son or daughter caring for a family member, or for a friend. However, the caring
role they provide is often essential to the wellbeing and/or recovery of the person they
support. If the care provided by family and friend carers had to be replaced by paid staff, the
cost in WA alone would be over $4 billion annually 56. Unless the carer is supported in their
caring role, it can take a toll on the physical, psychological, and financial wellbeing of the
carer and their family57. Carers have the lowest levels of wellbeing of any social cohort in
Australia58. For this reason, the Commonwealth Government and many states, including WA,
have introduced legislation that requires health and disability service providers to recognise
and include carers in the recovery planning process. This is to ensure that carers are given
the opportunity to provide relevant information about the person being cared for so that
services have a more complete picture of service needs and to ensure that carers are
assessed in their own right and referred to relevant agencies for support services, such as
education and training, counselling, and respite.
The physical, psychological, and behavioural consequences outlined above also affect the
injured person’s family members and friends. Families might be affected by a significant
decrease in income, and an increase in bills, in addition to physical and emotional
suffering 59. The financial costs following injury may be considerable and include
medical/treatment bills, transport costs, and loss of wages due to the need to take time
from paid employment or the inability to resume paid employment. Additionally, people
who are injured may rely on an unpaid carer (or carers), and this may range from being a
temporary arrangement and for specific needs to ongoing provision of core activities of daily
living. A survey of Australian family carers providing care following a family member’s brain
injury demonstrated that the carework interfered with the carers’ ability to find paid
employment60.
54

Australian Bureau of Statistics (2011b)
Edwards Gray, Baxter, and Hunter (2007)
56
Access Economics (2010)
57
Brain Injury Australia (2011)
58
Cummins, Hughes, Tomyn, Gibson, Woerner, and Lai (2007)
59
Lord (2010)
60
Chan (2007)
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Much of the research on carer’s needs following road traffic crashes is focussed on acquired
brain injuries and spinal cord injuries. This research demonstrates that entire family systems
may experience psychological distress61 and that these effects persist over the long-term.
For instance, one study of families two and five years following traumatic brain injury
showed that over one-third of families showed unhealthy functioning and many carers were
affected by anxiety and depression 62. A survey of 52 primary carers, an average of six years
following their family member’s traumatic brain injury, indicated that carers who are
distressed by their family member’s ongoing needs are more likely to experience burden and
depression63. Another study of 23 carers of family members with traumatic brain injury
found that, one year after the injury, carers were considerably strained and their strain was
not ameliorated by positive coping strategies 64. Finally, a study of 97 parents whose children
had traumatic brain injuries demonstrated that these parents experienced greater stress and
financial problems and reduced psychological health than compared to a community
sample65. Carers do not have a finite loss; their grief is ongoing yet unacknowledged by
friends, family and society in general. Post-traumatic symptoms are often self-managed
(whether through sleep medication, anti-anxiety medication or maladaptive behaviours such
as alcohol or other drug use) so that the carer can continue their caring role. Carers often
report difficulties in accessing the information they require in order to provide a good
quality of care for the person they support 66. In some cases, a person who has experienced a
serious injury may be dependent on their carer to seek information about services, including
future planning. Additionally, carers have support needs of their own, for which they need
appropriate referrals as many carers do not recognise their own needs.
Formal financial support is available from the Commonwealth government through Carer
Allowance, Carer Payment, and other types of assistance such as concession cards, rent
assistance, and pharmaceutical subsidies. The eligibility criteria for Carer Allowance and
Carer Payment are strict – the majority of carers do not receive them – and the payments
fail to recognise their considerable effort involved in care. For example, when combined, the
full Carer Payment and Carer Allowance is still $200 less per week than the Australian
minimum wage67. Furthermore, despite the limited financial support, paid work is often
incompatible with the circumstances of unpaid carers, and compared to the general
population, carers are much more likely to experience economic, social, and health
disadvantages as a result of their engagement in the carer role 68. Indeed, when one member
of family is impaired, the entire family system may become ‘disabled’ by the ongoing effects
of financial strain, gaps in service delivery, and social stigma 69.
Witnesses of and first responders to road traffic crashes
Helpers at the scene of a road traffic crash, as well as witnesses, often experience
considerable distress. Emergency service personnel are particularly vulnerable due their
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repeated exposure to traumatic events (attending fatal crashes, issuing death notifications,
being present at the family’s identification of the body, and so on), and are at-risk of
experiencing intrusive thoughts, traumatic dreams, and feelings of anger, fear, and
helplessness70. Sleep, appetite, and the ability to work and drive might also be affected71.
Police (and emergency service personnel) can be greatly and adversely affected by attending
and investigating fatal crashes72,73. On the other hand, others have argued that distress is
more likely to occur in witnesses not employed by emergency services as they do not have
access to the professional supervision and debriefing processes that emergency personnel
have in the course of their work – they have been described as “hidden casualties” 74.
Offenders/People who allegedly cause the crash and their families
Drivers in a crash (whether or not they are legally liable) tend to be affected by guilt at
causing injury and/or death. They often must wait months for the outcome of a police
investigation and even longer if the case goes to court 75. Sometimes, the person who
allegedly caused the crash also dies; in such situations, the grief of the drivers’ family
members is coloured by feelings of anger towards the driver, and shame and guilt that a
family member has caused the death or injury of another person, and these feelings vacillate
with the desire to protect his or her memory and reputation. These complex feelings and
thoughts are further complicated by media coverage, which may be intense, anger towards
the driver and perhaps his or her family, and social stigma and isolation76.
Economic ramifications
Globally, the direct economic cost of road traffic crashes has been estimated at US$518
billion, therefore representing a significant burden worldwide 77. The estimated costs of
Australian crashes reached almost $15 billion in 199678 and $17.85 billion in 200679. The
current estimate is that road traffic crashes cost Australia $27 billion80. These total consisted
of human costs, vehicle costs, and general costs. Human costs are those associated with
ambulances, hospitals, rehabilitation, long-term care, workplace and household labour,
quality of life, legal and coronial processes, correctional services, and funerals. Vehicle costs
consist of repairs, towing, and vehicle unavailability. General costs include travel delays and
the administration of insurance. The average fatal crash costs $2.67 million 81. It is likely that
the average cost is under-estimated once loss of lifetime earnings is included.
These financial costs highlight the economic burden of crashes on the Australian economy
yet have been criticised as ‘deficient’ and ‘rough’ 82 because they are based on selective road
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crash data collection methodology83,84 and use the non-preferred method of cost
calculation85. Instead, the cost of Australian crashes in 1996 is likely to be greater than $344
billion86 and the consequences of accepting this estimate are twofold – crash prevention
would be a greater priority than its current status, and measures to reduce crashes would no
longer be abandoned based on cost-benefit analyses.
Conclusion
Psychosocial consequences may include serious physical injuries and temporary or
permanent disability, intense grief, post-trauma reactions, psychiatric disorders, social
isolation and stigma, decreases in quality of life, restricted opportunities for leisure, carer
burden, and considerable financial costs. Estimates show that road traffic crashes and their
consequences cost Australia between $27 billion and $344 billion per year. Despite crashes
being a major cause of death and injury worldwide, there are few studies explicating the
psychosocial experience of grief following crashes and even fewer on the experiences of
others affected by road traffic crashes. In fact, the World Health Organization describes road
crashes and their consequences as “neglected”87, “notoriously hidden” 88, and “part of the
almost unnoticed background” 89. The “steady drip”90 of crashes and their consequences
means that other causes of death warrant significantly more media attention and are
considered to be legitimately traumatic. It is clear from the above analysis that there are
significant psychosocial and economic ramifications of road traffic crashes for drivers,
passengers, family, friends, colleagues, witnesses, emergency service workers, and even
entire communities.
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4.0 SERVICES AND SUPPORTS FOR PEOPLE AFFECTED BY ROAD TRAFFIC
CRASHES IN WESTERN AUSTRALIA
Over a period of at least eight years, the Department of Health (WA) has continued to
receive requests for the establishment of a state-wide road trauma support service. Despite
the psychosocial ramifications of road traffic crashes (Section 3), there is no such service in
WA. In this section, the current services and supports for people affected by road crashes in
WA are described.
Coronial Counselling Service
The Coroner investigates all deaths that are not natural or where causes are unknown in
order to establish the identity of the deceased and the manner and cause of death. A
component of the state’s Department of the Attorney General, The Coronial Counselling
Service commenced in January 1995, is free to access, and consists of three counsellors
(either social workers or clinical psychologists) and six volunteer staff members who act as
companions during coronial inquests. The Coronial Counselling Service is situated within the
Office of the Coroner in the Perth central business district. The counsellors are available
everyday between 7am and 6pm and are on-call outside of working hours and at
weekends91. The counsellors provide an interface between families and the coronial systems
and guide and assist families through the coronial processes. A counsellor might make one
home visit (to people in the metropolitan area), but they usually meet with the immediately
family members of deceased crash victims either at the office or talk over the telephone.
The counsellors provide information about the coronial investigation process (e.g., postmortem examinations, coronial inquires and inquests, medical terminology, organ retention,
viewing of the body and police files)92, counselling during the process, and arrange referral
to other community agencies or professional counsellors. For people outside of Perth, the
consultations occur via telephone. The counsellors had over 6,000 contacts with families last
year93. Existing resources are stretched and are recognised as inadequate to cater for
community needs.
The bereaved next-of-kin are informed about the Coroner, the coronial process (including
the post-mortem examination and organ donation), and the Coronial Counselling Service via
a brochure94 issued by the police, on behalf of the Office of the State Coroner, either at the
notification of the death or the identification of the body. It is assumed that the bereaved
next-of-kin will keep the pamphlet for future reference. However, a study of people
bereaved by road traffic crashes in WA95 reported that many described the name of the
service as a barrier to them accessing the support because of its relationship to unnatural
death and/or the ideas that its users must have psychological problems that require
counselling; some thought that the Coronial Counselling Service provides a single counselling
session only; and some report that they had not heard of the Coronial Counselling Service 96.
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Furthermore, some of this study’s participants reported that reading and understanding the
pamphlet is difficult given their state of mind at the time, and the extent of shock,
numbness, and cognitive changes a person is likely to experience when bereaved suddenly.
Insurance Commission of WA
The Insurance Commission of WA is The Insurance Commission is the sole Compulsory Third
Party Insurer for motor vehicle personal injuries in Western Australia 97. It tends to be
described as difficult to negotiate and not user-friendly as injured claimants are required to
‘relive’ their trauma in order to be assessed, which is a long process and financially stressful.
Providing that negligence of someone other than the deceased can be proved, the Insurance
Commission of WA covers the repair or replacement costs of motor vehicles damaged in
crashes. It also reimburses families for the cost of a funeral when someone else is at fault for
causing the fatal crash. However, the reimbursement of funeral costs is not always
straightforward – eligible people might not be aware of the entitlement and the process of
making the claim is difficult, because of the need to prove negligence on the part of an
offender98. The fault-based nature of the system creates a potentially adversarial
environment that contributes to the difficulties of dealing with a loved one’s death in a
crash. In fact, fault-based compensation systems (like that in WA) have been described as
“inefficient, costly and something of a lottery” 99. The Insurance Commission of WA dies not
provide counselling or other supports.
Victim Support Service
Launched in 1992, The Victim Support Service is a component of the Department of the
Attorney General and provides information and support to victims of crime. Services include
explanations of criminal and judicial systems, court preparation, court companionship,
assisting in the preparation of victim impact statements, and short-term counselling100. The
Victim Support Service book, What do I do now?,101 has been available primarily from the
Victim Support Service since 2004 and is available online 102. Chiefly aimed at assisting
families where a loved one is killed violently (e.g., homicide), it includes information of a
number of topics including grief, funerals, the police investigation, the prosecution process,
support services, and compensation and insurance claims.
Staff members are available throughout WA, and in particular, in at least one town/city in
each of the nine non-metropolitan regions, ranging from Albany in the south to Kununurra in
the north. In addition, trained volunteers provide assistance to bereaved family members
during the legal trial. However, assistance from the Victim Support Service is not provided
until charges are laid or are likely to be laid. The time lag is unique to crash fatalities and
injuries, because of the potential for delay in determining if an offence has been
committed103. However, timeliness in the provision of support is crucial and it is significantly
more difficult to provide such assistance when a delay has occurred, as is often the case for
road traffic crashes.
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Lifeline
Lifeline provides a 24-hour telephone support and crisis counselling service. The service is
available state-wide for the cost of a local telephone call. It previously offered a Road
Trauma Counselling Service, which was launched on the 7th December 2001 with an aim to
support people who witnessed or were bereaved or injured in a crash. The catalyst for the
development of the service was a double fatality on the South-West Highway in the Shire of
Serpentine-Jarrahdale104, approximately 45 kilometres southeast of Perth. A local resident,
who assisted at the scene of the crash until emergency services arrived, later experienced
severe anxiety related to witnessing the crash and resulting trauma. As a result, Roadwise105
decided to develop a state-wide support service aimed specifically at witnesses of crashes.
The steering committee included a number of relevant stakeholders, including Roadwise,
Lifeline, Shire of Serpentine-Jarrahdale, Department of Health, Coronial Counselling Service,
WA Police, emergency services, the Insurance Commission of WA, and people bereaved
through crashes106.
The committee developed a card that could be issued by police and emergency services to
witnesses at the scene of crashes, as well as to family members, and also could be
distributed via a number of community services (police stations, general practitioners,
emergency services, and so on) 107. To develop the service, Roadwise contributed $5000, of
which $3000 went to Lifeline for training of their telephone counsellors 108 in areas specific to
witnessing trauma and experiencing grief resulting from sudden and violent events. Training
covers suicide, grief and loss, sexual assault, child abuse, trauma, some
psychological/psychiatric disorders, and counselling skills. The limited funding meant that
the training of the telephone counsellors was not as thorough as it could have been 109. In
addition to the telephone service, Lifeline developed a state-wide referral service of
counsellors who provide their first consultation for free or for a reduced fee. The remainder
of the funding was used to print and disseminate the cards across the state. The
dissemination process was slow and focussed on supporting witnesses of crashes rather than
all people affected by road trauma.
The service averaged four to five phone calls per month 110,111. The small number of calls was
attributed to the difficulty potential users of the service might have in making the
connection between being in a crash, witnessing a crash, or losing someone in a crash, and
the development of subsequent problems. In addition, any problems in coping are often
likely to surface after a number of weeks or even months after the crash, suggesting that the
service needs to be advertised more broadly than just at the time of the crash. The service
was able to provide very limited support to people bereaved through crashes for a number
of reasons112. First, approximately 20% of all calls were answered by a telephone counsellor,
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rendering the majority of calls unanswered. Second, the telephone counsellors possess
limited training and skills in relation to road trauma. Third, the service remained largely
unpublicised, and those affected by crashes were likely to remain unsupported by the
service. Fourth, the service was under-funded, given its brief as a state-wide initiative. Fifth,
the service was potentially not the most appropriate support service for people bereaved
through crashes, as people who are affected by crashes are not likely to frame their resulting
issues as ‘road trauma’ or as resulting from a crash. Finally, other services refused to refer
clients to the telephone line because of quality concerns. In 2005, Lifeline attempted to
access additional funding from the Road Safety Council in order to develop the service. The
funding submission was unsuccessful as the Government of WA’s road safety strategic plan
does not provide for post-crash supports113.
WA Police
Police officers attending fatal crashes do not readily attend to the psychosocial needs of
bereaved family members for a number of reasons, including being consumed with other
tasks such as collecting information and evidence, detaching from the trauma so as to
protect themselves, and a lack of training that would adequately enable them to attend to
the psychosocial consequences of crashes 114. A part-time Investigating Officer fulfilled the
duties of Family Liaison Officer in Major Crash from 2008. It was recognised that the role
required full-time hours and the position became full-time in 2009. The Family Liaison
Officer notified the family of the circumstances of the death, established and maintained a
rapport with the family and/or friends of the victim, assisted in the arrangement of visual
identification of the victim, facilitated the flow of information between the investigation
team and the family, prepared the family for media enquiries, and introduced the family to
the Victim Support Service and other supports 115. This Officer provided follow-up support
and information for next-of-kin and families during police investigation of crashes. Demand
for support exceeded the resourcing of the position – the Officer estimated being able to
make up to 50 referrals a month to a road trauma support service, should it exist 116. In 2010
the decision was made to absorb the role into the duties of all Investigating Officers rather
than resource the role as a standalone position 117. However, despite no longer existing, the
role of Family Liaison Officer remains in the book, What do I do now?, produced by the
Victim Support Service118.
Road trauma memorial site
Roadwise, the WA Police, and the Town of Victoria Park initiated the development of a
memorial in remembrance of those bereaved through crashes. The memorial was launched
13th December 2002, with speeches by the Assistant Police Commissioner, the Chair of the
Road Safety Council, the Police Chaplain, and the Mayor of the Town of Victoria Park. During
their speeches, the Assistant Commissioner used the forum to promote police road safety
campaigns and the Mayor criticised the use of speed cameras in the local area.
Consequently, their focus was not on the psychosocial consequences of crash fatalities.
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Some people who attended the launch questioned the motives behind it and described it as
“absolutely asinine” and a “publicity stunt”119. The memorial is located in a small, grassed
area between two very busy carriageways in the suburb of Victoria Park. The area is noisy,
open, and surrounded by traffic, does not encourage quiet reflection, and therefore is not an
appropriate location for a memorial.
Hospital and mental health services
Hospitals (public and private) can link people to emergency and inpatient psychiatric
services. The Department of Health’s Mental Health Emergency Response Line (formerly the
Psychiatric Emergency Team) provides psychiatric emergency assessment and advice 120.
Social Workers at State hospitals also have a role in supporting families and victims of
vehicle crash events but again services are stretched and are not available in the longer
term. The Department of Health also offers Child and Adolescent Mental Health Services,
Community Mental Health Clinics and Consultancy Services, Inpatient and other mental
health services, and Country Mental Health Services121.
Health Direct
Health Direct is a free, 24-hour telephone health information service staffed by Registered
Nurses and available in most Australian states122. Callers may be directed to their GP who
can then refer patients to counselling/psychology/psychiatry services.
Counselling/psychology/psychiatry services
General practitioners, psychiatrists, and paediatricians may refer their patients to Medicaresubsidised allied mental health service providers (i.e., psychologists, social workers, and
occupational therapists). The recent Federal budget123 revealed funding cuts to the Better
Access initiative, involving a cap on the number of sessions per patient provided by allied
health providers and a cut in the rebate for GPs preparing Mental Health Treatment Plans.
From 1 November 2011, patients will be able to access up to six Medicare-subsidised allied
mental health services per calendar year, with an additional four available to patients who
require additional assistance124. According to the Government, the changes to Better Access
aim to provide better targeting of Better Access services to patients with mild to moderate
mental illness, while patients with more severe mental illness will be provided more
appropriate treatment under other programs such as the Access to Allied Psychological
Services (ATAPS) program. If the allied mental health professional uses bulk-billing, there is
no cost to the client; however, in the majority of instances, clients generally are required to
pay a gap of $33 to $39 per session 125 but it may be considerably more. People can also
access private practitioners and services via other methods (e.g., perusal through the Yellow
Pages for counsellors and psychologists, the Australian Psychological Society’s Find a
Psychologist service) for a fee, typically significantly greater than the Better Access fee.
Private sessions can be hundreds of dollars each. For instance, the recommended fee for a
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one-hour session with a psychologist is $260 126. Hence associated costs for ongoing
professional therapeutic interventions can be considerable.
Employee assistance programmes
Many employers contract employee support and assistance organisations to provide
counselling support for their employees, and in many cases, for family members of the
employees. Typically, employees may access up to six counselling sessions per year free of
charge. These programmes are usually only available through large employer organisations,
the counselling sessions are limited, and counsellors are unlikely to be trained in grief and
trauma therapeutic interventions.
Chaplaincy, religious and spiritual congregations, and beliefs
Chaplaincy services are available through churches, hospitals, schools and through WA Police
and St John Ambulance, with the latter two having a trauma support role. Religious and
spiritual beliefs are sources of resilience for many, but not all, people affected by road
trauma. One study of people bereaved in drunk driving crashes found that, five years
following the crash, 50% reported their faith was strengthened, 35% reported it was the
same as before the crash, 12% said their faith had weakened, and 3% reported no longer
having faith127. However, it is necessary to recognise that a faith community may not be
supportive in the face of road trauma 128.
Mutual-help and support groups
ConnectGroups is the peak body for self-help and support groups in WA. It is important to
note that there is no specialised road trauma support group in WA 129. An attempt to set up a
metropolitan road trauma support group was initiated by a community member in
partnership with ConnectGroups in 2009. Although the group was advertised through radio
and fliers placed in some GP surgeries, the initiative was not successful due to lack of
participation from the community, presumably because the support group wasn’t ‘housed’
within an existing service, nor were existing services referring people to the group.
ConnectGroups is able to link people affected by road trauma to existing groups within the
mental health and bereavement arena – however those affected do not tend to find them
appropriate to their situation.
There are several mutual-help groups in WA that can be accessed by people affected by road
trauma. The most commonly accessed one would be The Compassionate Friends (TCF) 130.
Formed in the United Kingdom in 1969131, TCF is a non-religious mutual support organisation
for bereaved parents, assisting them to meet each other and share experiences in a
sympathetic and compassionate environment. Support meetings, called Friendship Nights
and Coffee Mornings, are each hosted once a month and held at their office in West Perth.
Support from TCF tends to be characterised as empathic, accepting, and non-judgemental,
as bereaved parents understand the daily challenges of living with the death of a child of
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which those without the experience would not be aware132. Support from TCF often
becomes more important over time when the understanding and compassion from within
people’s natural support networks (i.e., friends and family) diminishes, as TCF allows people
to continue to talk about their loss133,134.
The West Perth office has an extensive library of books and resources pertaining to grief and
loss available free of charge to grieving parents. The office is staffed by bereaved parents
who act as volunteers and is open most weekdays. TCF publishes pamphlets on particular
aspects of grief and loss (e.g., When your child dies, Caring for surviving children, How can I
help when a child dies, and Suggestions for doctors and nurses) as well as a quarterly
newsletter (Reflections); bereaved parents are encouraged to contribute to the publications.
Although the focus is on bereaved parents, TCF also attempts to support grieving
grandparents, siblings, and other relatives 135,136. TCF facilitates the development of networks
between parents grieving the loss of a child through similar means, such as asthma, AIDS,
drug-related, neonatal, suicide, vehicle crashes, and deaths in custody, as well as groups
such as Aboriginal children and young children (The Compassionate Friends, 2003). TCF is
also represented in many regional areas throughout WA137.
TCF has reduced rent office space in a building provided by the state government but
receives no ongoing funding from any source and as such relies on self-funding. As a result,
TCF provides Reflections free for the first year, but after a year a $25 charge per year
applies 138. However, many bereaved people do not access TCF, for four reasons 139. First, is
the perception that TCF is for bereaved parents only; second, some bereaved people want to
talk to others bereaved by the same cause of death; third, attending meetings can be
difficult when having to drive to TCF and back home alone, at night, and while potentially
distressed; and fourth, the courage required to attend the first meeting.
Formed in 2000, Australian Parents Against Road Trauma (APART) was a small advocacy
group that advocated for legislative change 140 and did not provide counselling or
meetings141; however, it is (erroneously) described as a “support group” in the Victim
Support Service’s book, What do I do now?142.
Carers groups and services
Carers WA is the peak body representing and supporting carers in WA and WA is recognised
by both the State and Federal governments as the voice of family carers 143. It is a non-profit,
community based organisation and registered charity dedicated to improving the lives of
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family and friend carers living in Western Australia. Of the approximately 10,000 carers listed
on the Carers WA database, 523 care recipients have an acquired brain injury (including from
road trauma) and many others have a physical disability resulting from road trauma 144.
Carers WA works in active partnership with carers, persons with care and support needs,
health professionals, service providers, government and the wider community to achieve an
improved quality of life for carers. Carers WA offers family carers counselling (face-to-face,
telephone and email), advice, education and training, social and peer support, a Young Carer
program and the ‘Prepare to Care’ hospital program, which includes the dissemination of a
resource pack for family carers. The pack provides information for family carers during and
after hospitalisation and includes a glossary of important terms, tips, checklist for going
home following discharge, useful contact numbers, a health and medication diary, a pen,
and a lanyard with identification as a family carer.
Carers can access counselling via the state-wide telephone carer counselling line, face-toface counselling in seven metropolitan and eight regional locations, and email counselling.
Counselling is provided to carers of people with all types of injuries and disabilities resulting
from road traffic crashes. Generally, the counselling focuses on building resilience to be able
to continue caring; however, there is a strong emphasis on supporting carers to cope with
ambiguous loss, disenfranchised grief and post-traumatic stress symptoms. It is common for
carers to have symptoms of complicated grief and PTSD; however, due to their focus on the
care recipients’ needs, they are unlikely to be diagnosed with such disorders.
Journey Beyond Road Trauma
Journey Beyond Road Trauma is a website that allow registered users to create tributes,
connect with people affected by road trauma, tell their story, and campaign for road
safety145. The site is not a counselling or support service; it does provide information and
contact details of support services but none of the services listed on the site are specific to
WA146. The site was a finalist in the inaugural 3M-ACRS Diamond Australian Road Safety
Awards and was commended as an initiative that stands out beyond traditional activities and
delivers improved road safety147.
Miscellaneous documents and brochures
Other, more detailed, brochures have existed in the past but are no longer in print148. The
Information and Support Pack for those Bereaved by Suicide and Other Sudden Death is a
comprehensive pack produced by the WA Youth Suicide Advisory Committee (now auspiced
by the Ministerial Council for Suicide Prevention) and has been available since 2001149. It
includes information on practical matters, grieving Aboriginal way, books and websites,
support services, country services, friends can help, what helps?, early grief and mourning,
emotions during bereavement, helping children with grief, for teenagers, questions about
grief, suicide bereavement, and the future150. However, despite its title, it is only
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disseminated to next-of-kin and family members when the cause of death is suicide or
expected suicide and not to people bereaved through road traffic crashes.
Conclusion
The gaps in social support and services demonstrate that people affected by road traffic
crashes in WA are not offered the level and intensity of support granted to those affected by
other causes of death or major disasters151. The psychosocial consequences of crashes
remain largely unsupported, “yet the shock and horror are equally real” 152. The current
model of service delivery relies on the next-of-kin informing other members of the
immediate and extended family. The service model assumes that there are open
communication channels in families dealing with the sudden and violent death of a loved
one, which is often not the case153. The Department of Health, along with many of the above
services, recognises that existing supports and services are inadequate in meeting the varied
needs of people affected by road traffic crashes. While some services are available on statewide basis, there are generally time delays to access referral services. In addition,
professional grief and trauma therapists may not be accessible in many areas of WA. In the
absence of a dedicated road trauma support service, appropriate supports can be absent,
difficult to identify, costly to access, complicated, and dislocated.
As the above description shows, there is no dedicated road trauma support service in WA to
provide the coordinated, timely, and appropriate support that is required and that may be
needed over the long-term. Instead, current support services are only available on a very
restricted and/or short term basis; many existing service providers are not adequately
trained to provide appropriate therapeutic interventions; there is the likelihood of referral
from one service to another and then another; access to services is usually not immediate
and can require booking days and weeks in advance; and the onus in accessing support falls
on the people who need it. The processes involved in recognising a need for support and
locating an appropriate service are likely to be particularly challenging when experiencing a
trauma, injury, or sudden bereavement. Indeed, support is often not readily accessed by
people when they are distressed, anxious, or traumatised154,155,156. Furthermore, people may
struggle financially (especially if needing time away from paid work) so they and their
dependents may not be able to afford services that incur fees. Furthermore, a single road
traffic crash can result in a large number of individuals needing to access trauma support,
especially where direct victim numbers are large and/or where large numbers of witnesses
are involved. This can significantly stretch local resources and may require additional
support service personnel to be called upon to assist from outside the region. A dedicated
road trauma support group could significantly assist and help to coordinate the supports
required after such road trauma events.
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5.0 EFFICACY OF SUPPORT INTERVENTIONS FOR TRAUMA AND
BEREAVEMENT
Road trauma victims, witnesses, offenders, family members, friends and colleagues may
experience adverse physical, emotional, behavioural and social outcomes. They are
susceptible to a range of recognised mental health problems that can be addressed through
professional psychotherapeutic interventions and support. This section presents a summary
of interventions for trauma and bereavement. This is followed by an overview of two models
of service delivery – a public health approach and a community counselling approach.
Trauma interventions
Two post-traumatic health disorders are recognised – PTSD and Acute Stress Disorder
(ASD)157. A comparison of their diagnostic criteria is presented in Table 2.
Table 2
A Comparison of Diagnostic Criteria for Acute
Disorder158
Acute Stress Disorder
A. Person exposed to a traumatic event in
which:
1. Person is exposed to actual or
threatened death or serious injury for
self and others.
2. Person’s response involved intense
fear, helplessness, or horror.
B. Either while experiencing the traumatic
event or after the event, the person has
three or more dissociative symptoms:
1. Sense of numbing, detachment,
absence of emotional responsiveness.
2. Reduction in awareness (“being in a
daze”).
C. At least one re-experiencing symptom.
D. Marked avoidance of stimuli that
reminds the person of the trauma.
E. Marked hyperarousal symptoms.
F. Marked distress or role impairments,
G. Disturbance lasts for two days to four
weeks.

Stress Disorder and Post-Traumatic Stress
Post-Traumatic Stress Disorder
A. Person exposed to a traumatic event in
which:
1. Person is exposed to actual or
threatened death or serious injury for
self and others.
2. Person’s response involved intense
fear, helplessness, or horror.

B. At least one re-experiencing symptom.
C. At least three avoidance or psychic
numbing symptoms.
D. At least two hyperarousal symptoms.
E. Marked distress or role impairment.
F. Disturbance lasts for at least one
month.

A range of psychotherapeutic interventions are available for trauma and may be divided into
single-session, early interventions provided in the first two weeks following the road trauma
event and various multiple session interventions. A review of controlled treatment trials for
survivors of motor vehicle crashes revealed:
157
158
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1. single-session, early interventions provided in the first two weeks following the road
trauma event (e.g., psychological debriefing) were ineffective and may actually
increase symptomatology;
2. multiple session early educative and supportive counselling is ineffective and may
actually increase symptomatology, but is likely to be effective in the long-term;
3. multiple session cognitive-behaviour therapy administered early to high-risk
survivors of road traffic crashes is effective in preventing the later development of
PTSD; and
4. multiple session cognitive-behaviour therapy administered to survivors of road traffic
crashes with PTSD is effective in treating PTSD 159.
Critical incident debriefing, which involves a review of the traumatic incident, information
about common reactions to trauma, and the encouragement of emotional expression, is not
effective. For instance, a three-year follow-up of a randomised, controlled trial of debriefing
for survivors of road traffic crashes found that the intervention was associated with greater
pain, emotional distress, and reduced quality of life 160. Formal interventions in the initial
weeks after trauma are not recommended161,162. The Royal Australian and New Zealand
College of Psychiatrists recently declared:
Caution is required in the immediate response to avoid revisiting the traumatic
events through ‘debriefing’ as this may compound the trauma. Attention should be
directed instead to assisting people to recover with appropriate practical and
sympathetic support and acknowledgement of loss and grief 163.
A short-term intervention showing more promise than debriefing is psychological first aid,
which seeks to reduce distress and meet basic needs following a traumatic event. It usually
involves engaging with an affected person in a non-intrusive, compassionate and helpful
manner, providing immediate safety and comfort, gathering information to determine
immediate needs and concerns, providing practical assistance and information, and
connecting affected persons with their social support networks 164. However, approximately
15% to 20% of survivors of traumatic events develop serious post-traumatic stress disorders,
even after psychological first aid. A recent meta-analysis demonstrated that cognitivebehaviour therapy is the most effective treatment for post-traumatic disorders 165,166.
Australian guidelines state that “trauma-focussed cognitive behavioural therapy (CBT) and
eye movement desensitisation and reprocessing (EMDR) are the treatment of choice for
PTSD”; further, they also reduce depression and anxiety symptoms and increase quality of
life167. Typically, 8 to 12 sessions are required. These therapies are also effective when used
in conjunction with anxiety management, stress inoculation training, supportive counselling,
psychoeducation, and group therapy. What is clear is that, for optimal efficacy, trauma
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requires appropriate screening so that only people in need receive interventions, rather than
a ‘one-size fits-all’ approach.
Bereavement interventions
Historical literature articulates grief as a short-term process of ‘working through’ a relatively
distinct, quasi-linear pattern of stages (or phases, tasks, or processes) which culminates in
the detachment from the deceased. This construction of grief is not supported by empirical
research yet it continues to be accepted by many service providers, lay people, and the
media168. Contemporary grief theories recognise the importance of continuing bonds with
the deceased169, stress that there are individual and sociocultural differences in grief
expression170 identify constructive aspects of loss 171, and acknowledge the oscillation
between loss-oriented and restoration-oriented aspects of grief172.
Not all bereaved people suffer a significant and long-term grief reaction following the death
of a loved one173; however, it is clear that some do exhibit elevated levels of distress. While
most people will experience short-lived distress following bereavement, a significant
minority (about 10% to 20%) may experience persistent psychiatric difficulties 174. Despite
concerns that bereavement is increasingly being medicalised and pathologised 175, the
interest in ‘disordered’ bereavement is growing rapidly. Bereavement Related Disorder is
proposed for inclusion in the draft Diagnostic and Statistical Manual of Mental Disorders
(DSM), due for publication in 2013, and Prolonged Grief Disorder (formally known as
traumatic grief and Complicated Grief Disorder) is under review for inclusion176. The
proposed criteria are show in Table 3. Several factors contribute to the risk of such
‘complicated’ manifestations of grief. A recent review of risk factors differentiated between
factors prior to bereavement such as previous loss, psychiatric history, close relationship
with the deceased, attachment style, and exposure to trauma, and factors at the time of
death such as mode of death, death preparedness, and a lack of social support 177.
Empirical studies have demonstrated that grief interventions are not always
effective. Research has demonstrated that grief interventions for adults with ‘normal’ grief
tend to be minimally to not at all effective and may even result in greater distress 178,179,180.
This lack of efficacy was also reported in meta-analyses of bereavement interventions aimed
at children who are not exhibiting distress 181,182. In another review, the authors stated there
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is a lack of empirical evidence supporting primary prevention interventions for
‘uncomplicated’ reactions such as:
…crisis teams visiting family members within hours of the loss, mutual-help groups
with the goal of fostering friendship, programs to educate bereaved persons about
the tasks of working through one’s grief, cognitive-restructuring and behaviouralskills programs, treatment involving the sharing of information, emotions, and
support, and brief group psychotherapy.183
The offer of bereavement services irrespective of need stems from the erroneous belief that
emotional disclosure is necessary to achieve recovery from bereavement. Furthermore, grief
counsellors do not always have adequate training and professional development
opportunities in relation to bereavement interventions 184, and universal bereavement
services potentially disrupt the natural course of grieving and interfere with support from
natural social support networks 185.
Table 3
Proposed Diagnostic Criteria for Prolonged Grief Disorder 186
Definition

A. Event: Bereavement (loss of a significant other).
B. Separation distress: The bereaved person experiences yearning (e.g., craving, pining, or
longing for the deceased; physical or emotional suffering as a result of the desired, but
unfulfilled, reunion with the deceased) daily or to a disabling degree.
C. Cognitive, emotional, and behavioural symptoms: The bereaved person must have five
(or more) of the following symptoms experienced daily or to a disabling degree:
1.
Confusion about one’s role in life or diminished sense of self (i.e., feeling that a
part of oneself has died).
2.
Difficulty accepting the loss.
3.
Avoidance of reminders of the reality of the loss.
4.
Inability to trust others since the loss.
5.
Bitterness or anger related to the loss.
6.
Difficulty moving on with life (e.g., making new friends, pursuing interests).
7.
Numbness (absence of emotion) since the loss.
8.
Feeling that life is unfulfilling, empty, or meaningless since the loss.
9.
Feeling stunned, dazed or shocked by the loss.
D. Timing: Diagnosis should not be made until at least six months have elapsed since the
death.
E. Impairment: The disturbance causes clinically significant impairment in social,
occupational, or other important areas of functioning (e.g., domestic responsibilities).
F. Relation to other mental disorders: The disturbance is not better accounted for by
major depressive disorder, generalised anxiety disorder, or posttraumatic stress
disorder.
However, these intervention studies, along with a recent comprehensive meta-analysis of 61
controlled studies of psychotherapeutic interventions for bereavement 187 demonstrate
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greater efficacy for interventions that are targeted at grievers with higher levels of distress
(e.g., clinical symptomatology). Importantly, recent empirical studies do indicate support for
targeted interventions for people who meet the criteria for Prolonged Grief Disorder 188,189.
In sum, despite the interest in and the proliferation of grief interventions, empirical research
has shown that the interventions are likely to be of benefit, but only for grief that is deemed
‘at-risk’ or ‘complicated’. In fact, interventions are likely to be deleterious for ‘normal’ grief.
A public health approach to support service delivery
Road safety tends to be conceptualised as a component of the transport sector but is better
conceptualised as a public health concern 190. The public health model outlines three levels of
intervention that target different populations – universal interventions are intended for the
total population of interest, selective interventions target people and groups at increased
risk, and indicated interventions are for people showing signs of disorder. Similarly, three
levels of intervention have been proposed for bereavement care according to need 191:
primary – targeting all bereaved people; secondary – targeting people at-risk of
complications of bereavement; and tertiary – targeting people with complicated
bereavement.
The United Kingdom’s National Institute for Health and Clinical Excellence proposed a threetiered approach to bereavement according to the needs of families 192 (Table 4). Component
1 comprises information from service providers and compassion from the bereaved person’s
social networks, including family and friends. A smaller proportion would benefit from nonspecialist social and therapeutic support from source such as volunteer bereavement
workers, bereavement mutual-help groups, and faith-based and other community groups
(Component 2). An even smaller proportion would gain from specialist psychotherapeutic
interventions such as counselling, mental health services, bereavement services, or
psychotherapy (Component 3). Referral pathways must be available between components
as needs emerge193.
These levels of intervention are supported empirically by research reviewed above
demonstrating that grief interventions for those with ‘normal’ grief tend to be minimally, if
at all, effective and may even result in harm, unless directed only to people with higher
levels of distress. The provision of high-quality bereavement support for those with complex
needs and those at-risk of complex needs may prevent further pathology 194 and significantly
reduce use of health services, particularly visits to general practitioners 195. Furthermore,
they are supported by the differentiation between grief support (informal compassion and
information from people who do not have professional bereavement training), grief
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counselling (provided by a trained professionals), and grief therapy (provided by trained
professionals to people with mental health concerns)196.
Table 4
Three-Component Model of Bereavement Care
Type of Support
Target Population
1 Information and
All bereaved (100%)
compassion

Source of Support
Family and friends
(information supplied by
health and social care
professionals)

2 Non-specialist support

Those at-risk of developing
complex needs (33%)

Trained volunteers, mutualhelp groups, other
community supports

3 Professional
psychotherapeutic
interventions

Those with complex needs
(10%)

Mental health services,
bereavement and trauma
services, specialist
psychotherapy

Social support is important for adaptation to, and recovery from, bereavement. Most of this
comes from natural sources of social support – family and friends197. However, not everyone
has adequate social support networks, and in some cases, particularly in stigmatising
bereavement, there may be a breakdown of these networks 198 and therefore peer and
professional support is more likely to be required. The application of a public health model
to bereavement care suggests that services should offer Component 1 to all families, but
reserve access to Components 2 and 3 according to identified need. Furthermore, service
providers require training to recognise need and be able to refer appropriately to services
offering Components 2 and 3. A dedicated road trauma support service provides an ideal
mechanism for the provision of components 2 (non-specialist supports) and 3 (professional
specialist supports).
Community counselling model
A community counselling model has been proposed for the delivery of multiple support
services199. In this model, service provision may be direct and indirect, and provided to
clients and the community (Table 5). The indirect services complement the direct services
that provide traditional supports to clients. As such, it goes beyond the traditional helping
paradigm that focuses almost exclusively on one-to-one interventions.
Direct services aimed at the community involve interventions that reduce the need for
professional one-on-one assistance. Examples include educational seminars and workshops
providing information. Direct client services include the provisions of individualised,
therapeutic, and professional interventions aimed at people in need and at-risk of need,
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including specialist psychotherapy. Indirect community services involve activities such as
influencing public policy in order to support the community and creating systemic change.
Indirect client services involve client advocacy and consultation, such as the provision of
education to the wider community and supporting the development of mutual-help groups.
The model offers a unified approach to assist services to develop a multi-faceted and
complementary combination of programmes and interventions that empower individuals to
more readily access these services.
Table 5
Community Counselling Model
Support Type
Community Services
Direct
Preventative education

Indirect

Influencing public policy

Client Services
One-on-one interventions,
outreach to vulnerable clients
Client advocacy, consultation

Conclusion
Mental health research indicates that post-trauma supports and services can be very
effective in helping people cope with their losses and in promoting optimal vocational,
familial, and social functioning following a traumatic event. Access to peer support and to
professional interventions, when required, can facilitate a person’s ability to engage normal
coping skills and to achieve their maximum potential in resuming their family, work and
social functioning.
However, the offer of universal professional support to people affected by road traffic
crashes, regardless of need, is not likely to be effective (or economical). In proposing a public
health approach to the provision of road trauma support services, we are guided by the dual
imperative of meeting support needs while remaining cost-effective. Importantly, the model
provides an evidence-base for the allocation of appropriate resources while meeting the
direct and indirect needs of people affected by road traffic crashes in WA. The public health
approach offers the foundation for determining the types of services and supports offered,
depending on need. Additionally, the community counselling model provides an exemplar
for service delivery that combines direct and indirect services to individuals and
communities.
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6.0 METHOD OF INVESTIGATION
The multidisciplinary research team has extensive expertise in complex research involving
multiple stakeholders for a large range of industry partners and demonstrated successful
administration, management, and completion of research projects (see Appendix A). The
project was approved by the Curtin University Human Research Committee (Approval
Number HR 29/2011), in accordance with the National Health and Medical Research Council
(NHMRC) National Statement on Ethical Conduct in Research Involving Humans, in March
2011200. The project occurred in three main phases (see Appendix B).
Phase 1: Establishment of a stakeholder reference group
A stakeholder reference group was essential to guide the study (see Section 1). Members
were selected in consultation with the Department of Health (WA) and included
representatives from government and non-government organisations 201 as well as
community members with personal experiences of road traffic crash consequences (the
latter received a voucher in recognition of their time and associated expenses). The
reference group met three times throughout the study (November 2010, June 2011, and
September 2011). Notes from each of the meetings are included in Appendix C.
Phase 2: Investigation of support services for road trauma
The second phase of the project involved the investigation and research of all existing road
trauma support programs in Australia. The investigation of these services was essential in
determining the parameters of operation for a similar service in WA. The review entailed
accessing their websites, annual reports, service brochures, evaluations, and any other
available documentary materials, as well as telephone interviews with key personnel at each
service. A structured protocol (Appendix D) was used for the documentary analysis and the
interviews to ensure consistency in the collection of data across different jurisdictions and
services. Particular attention was paid to:
 history, including how each service was introduced and has developed over time;
 promotion of services, both to service users and referring professionals;
 referral pathways to and from each service;
 fees charged for services;
 scope and duration of service delivery (i.e., who for, including gender, Indigenous
status, and cultural and linguistically-diverse status of clients; how many, including
total client numbers and breakdown for bereaved, injured, witnesses, and others;
what for, and for how long) and whether and how other services such as advocacy,
research, and road safety education are delivered;
 recruitment, training, and appointment of staff, both professional counsellors and
peer supporters;
 resources required, including accommodation, administration, computing,
communications and promotional materials;
 metropolitan and regional service delivery;
200

The project was also approved by Edith Cowan University Human Research Ethics Committee in October
2010, as Dr Breen was employed there at the time.
201
The Office of Road Safety and HeadWest were invited to be represented on the stakeholder reference group
but declined to participate.
34





set up and annual costs of each service and where funding is accessed, both initially
and ongoing;
service evaluation procedures; and
effectiveness of services.

Each service was described and summarised, with data collection occurring in April to June
2011. These summaries were disseminated to the stakeholder reference group in June 2011.
Three services, chosen in consultation with the stakeholder reference group, were visited by
the first author in July and August 2011. The services were – Road Trauma Support Services
(Victoria), Road Trauma Support Tasmania, and Road Trauma Support Team South Australia.
Face-to-face interviews were conducted with staff members and observations were made of
the service setting.
Phase 3: Report writing and dissemination
The third phase of the project entailed the preparation of a written report outlining the
following points:
1. recommended road trauma support roles and services and evidence supporting their
effectiveness (including a review of interstate road trauma support services);
2. preferred options and recommendations to establish sustainable road trauma
support service in WA, including possible service providers;
3. options to facilitate the delivery of accessible peer support and professional
counselling across metropolitan and regional WA;
4. recommended mechanism to advertise and to promote road safety peer support
services state-wide;
5. the scope, extent and duration of cost-free support for victims, offenders, witnesses,
family and friends and other community members;
6. criteria for selecting, training and appointing professional and peer support
counsellors as required;
7. the extent and delivery of associated advocacy, research and road safety education
roles;
8. resource requirements, including accommodation, administration, computing,
communications and promotional materials;
9. estimated costs associated with establishing and sustaining recommended road
trauma support services in WA, and recommended funding providers;
10. stakeholder details and contacts, including government, non-government
organisations, industry and community groups;
11. an evaluation and reporting framework to monitor, assess and provide constructive
feedback on the effectiveness of the WA road trauma support service, on an ongoing
basis; and
12. an outline of essential steps to ensure the successful introduction of sustainable road
trauma support services across WA.
The draft report was disseminated to Department of Health, the three visited services, and
to the stakeholder reference group in September 2011 (via email and posted hard copy).
Members of the group were encouraged to provide comments and suggestions. All
suggestions for change were reviewed by the researchers and every effort was made to
incorporate these into the final report.
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7.0 ROAD TRAUMA SUPPORT SERVICES ELSEWHERE IN AUSTRALIA
Road trauma support services are available in several other Australian states. A summary of
each service is presented below.
Road Trauma Support Services Victoria
Road Trauma Support Services Victoria (RTSSV), formerly the Road Trauma Support Team
Victoria202, is a community-based, not-for-profit organisation offering a state-wide
counselling, education and support service to people whose lives have been affected by road
trauma. Its mission is “To reduce the incidence and impact of road trauma by supporting,
educating and empowering”203. The service is in the process of registering its name
nationally 204. The services head office is in Blackburn, Melbourne, and it has some regional
offices. The Blackburn premises is smaller than what is required but is located close to a train
station; accessibility is important for people who have been injured in a road traffic crash
and/or do not/cannot drive following a road traffic crash 205.
The RTSSV has a patron (Beverley Brock), an ambassador (Jeanette Suhr OAM), a Board of
Management (President, Vice-President, Secretary, Treasurer, Ordinary Members, and a
Volunteer Representative), and staff (Executive Officer, Accountant, Office Administrator,
Manager of Support Services, Manager of Education Programmes, Manager of Community
Relations, three counsellors, and a Manager of Volunteers, as well as a team of volunteers;
some of these roles are occupied by people who have been personally affected by road
trauma)206.
The RTSSV was founded in 1994 after a group of people who had been directly affected by
road trauma joined with professionals working in the area to provide a specialist support
service. Jeanette Suhr, with the support and assistance of Colleen Hall, founder of the Road
Trauma Support Team in Tasmania, set up Road Trauma Support Team Victoria. Along with
21 other volunteers, $5,000, a mobile phone and an office set up in her home, Jeanette and
her team began providing support to those who had been affected by road trauma. During
the last 17 years, RTSSV has grown and now offers state-wide counselling and education
services207 and may be contacted by telephone on a free call number.
The RTSSV is underpinned by four guiding principles208:
1. Integrity and Compassion – RTSSV strives to act with integrity, warmth and
compassion in its interaction with the Victorian community including clients, staff
and volunteers;
2. Quality Programmes – RTSSV is committed to delivering high quality programmes
that are relevant to the community. Services are evidence-based and are regularly
evaluated and modified to meet the changing needs of the community;
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3. Work with our Partners – RTSSV will continue to develop and nurture partnerships
with key organisations in the commitment to supporting those affected by road
trauma, and the desire to deliver a strong road safety message to the Victorian
community; and
4. Sustainability – At all times, RTSSV will manage resources responsibly to ensure the
service continues to be available to the community. Programmes are based upon by
sustainable funding, staffing, and knowledge.
The RTSSV is promoted, both to service users and referring professionals, in various ways,
including presentations at key professional fora, increased dissemination of promotional
brochures and cards, and targeted media coverage209. However, the service is unable to
promote itself in the wider community as it is unable to cope with an increase in service
demand210. The RTSSV has strong partnerships with sponsors and supporters that also
promote its services, including the Magistrates' Court of Victoria, Royal Automobile Club
Victoria (RACV), Transport Accident Commission, and Victoria Police211. In addition, the
RTSSV has an excellent website. It is easy to navigate and obtain information and resources
such as the quarterly newsletter, Shoulder to Shoulder, an events calendar, media releases,
annual reports, and brochures. The RTSSV recently launched a Facebook page to inform the
public of the services and promote road safety, especially to younger people who are more
at risk of being involved in road traffic crashes 212.
The RTSSV provides two main types of services – counselling and support, and education.
Counselling and support services are provided free of charge to people who have been
affected directly or indirectly by motor vehicle crashes including bereaved family members,
friends and colleagues, injured people and their carers, drivers, passengers, witnesses and
people first on scene213, including emergency service personnel. Referrals to the RTSSV
counselling and support services come from a variety of sources – Victoria Police (27% of
referrals), Transport Accident Commission (13%), family/friends of the client (13%), agencies
(10%), hospitals (6%), Internet (3%), emergency services (2%), self-referral (2%), other
sources (10%), and unknown sources (14%) 214. Counselling services received 443 new
referrals during 2009-2010 (up from 366 in 2008-2009 and 352 in 2007-2008) and 1442
sessions were conducted during 2009-2010215. Telephone counselling accounted for 75% of
consultations with the remaining 25% of sessions performed face-to-face. Services are
private and confidential and are provided as long as they are needed. Counselling is provided
to various client groups – bereaved (25% of clients), secondary consultation with service
providers and others in relation to road trauma issues (25%), drivers (17%), witnesses/first
on scene (16%), injured (7%), family/friends (7%), and other (3%) 216.
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The RTSSV has developed a number of resources for people affected by road trauma – Grief
following road trauma217, Drivers and road trauma218, First on the scene and witnesses of
road trauma219, and How can I help my child?220 and Friends and family can help221. These
are available via download in PDF format by clicking on the relevant website link and hard
copies may be ordered via completion of an online form, or faxing the form to the office, or
by telephoning the service 222.
In addition to the counselling and support services, the RTSSV delivers a range of education
programs addressing the behaviours and attitudes of drivers in order to reduce the
incidence of crashes and the associated trauma and grief. These education programmes are
delivered to community, school, and business groups by trained educators, emergency
service personnel, and volunteers who talk about their personal experience 223. Road Trauma
Awareness Seminars are delivered in conjunction with the Magistrates’ Court of Victoria to
traffic offenders. Offenders pay a fee to attend the one-day seminar224, which also acts as a
source of revenue for the RTSSV. The seminar fee recently increased from $200 to $350 225;
this fee increases to $500 for second-time offenders and will be higher again for continuing
offenders226. In the year 2009-2010, 91 of these seminars were held in 12 venues with 1166
traffic offenders participating. This was a significant increase from 826 participating
offenders in 2008-2009227. Additionally, the Youth Traffic Offenders Programme aims to
educate young offenders on the dangers and long-term consequences of careless driving. In
2009/10, four Youth Road Trauma Awareness Programmes, each running for six weeks, were
completed, with 41 young people graduating from the course228.
The RTSSV engages with people who have personal experience in the effects of crashes and
uses this expertise in both their support and education services 229, including peer support
(personal support from a volunteer who may have been involved in a similar situation),
bereavement support workshops, facilitated support groups, community education sessions
relating to grief and trauma230, and the Road Trauma Awareness Seminars231. The presence
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of volunteers in education programmes is sometimes more effective than ‘facts and figures’
due to their personal experiences. These volunteers are selected carefully and trained in
their roles. For instance, in the year 2009-2010, the RTSSV trained 22 new volunteer
speakers and emergency service speakers for its education programmes. Training for
speaking in the education programmes is six hours over two evenings, followed by observing
an RTAS programme and then delivering their personal story. Training includes the role of
speaker, presentation skills, and putting their story into words. A final training review
session provides the opportunity for the volunteers to reflect on their involvement and seek
feedback232. The volunteers’ own trauma experience must be at least two years previously
and they can do no more than one session per month, as the effects of volunteers ‘reliving’
trauma is not well-documented233. The volunteers received motor vehicle reimbursement of
74 cents per kilometre travelled 234.
Professional Development activities undertaken by counselling staff in the year 2009-2010
include Level 2 Acceptance and Commitment Therapy training, and Department of Health
and Ageing Level 3 Training in Core Interventions for Common Mental Health Problems
following Trauma and Disaster. The RTSSV also provides staff supervision and development,
and previously engaged Dr Rob Gordon, trauma specialist, who provided group sessions with
staff to reflect on clinical aspects of grief and trauma counselling using specific case
examples235,236. The counsellors engage in internal and external supervision on a regular
basis237.
The RTSSV has commenced involvement in three new initiatives. The first, in partnership
with the RACV, is the “A Warm Embrace” project that aims to increase accessibility of
support for those affected by road trauma in outer metropolitan and regional areas of
Victoria. Face-to-face counselling is currently available only at the RTSSV’s main office in
Blackburn North, Melbourne. The project explores web-based, group support options and
trialling face-to-face counselling in additional locations around the state 238. The second, in
partnership with Victoria Police, is the “Support at the Time of Need” Project. The project
resulted in the production of a user-friendly, foldout card called After the Crash outlining the
signs and symptoms of trauma and how to access all-important counselling support 239,
which is disseminated by Police to people affected by road trauma 240. The third, also in
partnership with Victoria Police, is a trial of an e-referral system provided by SupportLink,
which is a private company in Canberra. The trial has so far yielded positive feedback from
the police officers as referrals to victims of a road trauma can be made any time of the day
or night, and usually up to six referrals have been made from most road traffic crashes 241. So
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far, the trial is not state-wide but it has led to an increase in referrals to the service, with
each road traffic crash yielding between one and four referrals 242.
Client satisfaction with counselling services is evaluated by survey approximately every six
months. Satisfaction with services was rated above 90% on eight of nine evaluation
categories; the exception was “Ease of finding the service” (67%). Overall satisfaction rating
was 91%. An external evaluation conducted in March – April 2010 demonstrated that the
RTSSV met good counselling procedural standards and utilises a number of innovative tools
and practices particularly relevant to their client group. Several recommendations were
made to improve the effectiveness and efficiency of a number of counselling activities. 243
The RTSSV commenced following an initial grant of $5,000 from the Victims Referral and
Assistance Service244. For the year ending 30th June 2010, the annual income was $682,462
and expenditure was $625,886, resulting in a surplus of $56,676. Income consisted of fees
and charges ($209,166), grants ($370,491), fundraising ($439), donations ($94,682), and
interest ($7,684). Expenditure was salaries and wages ($418,247), rent and venue hire
($48,525), superannuation ($33,593), travel, accommodation, parking, and motor vehicle
expenses ($12,991), minor equipment, service, and maintenance ($12,054), depreciation
($11,807), utilities (10,947), postage and stationery ($10,795), telephone ($10,578),
counselling resources ($9,681), volunteer expenses ($7,131) and training and development
($6,575), human resources recruitment, meeting, and other expenses ($6,397), work cover
($4,610), security and insurance ($4,847), Time of Remembrance annual ceremony ($4,061),
bank charges ($3,142), cleaning ($2,790), advertising and branding ($2,386), office/business
expenses ($2,050), audit fees ($1,880), support groups and memberships ($356),
entertainment and gifts ($348), and fundraising expenses (495)245. The bulk of funding is
obtained from the Transport Accident Commission246 (about 54%). Furthermore, it is
important to note that, while its annual budget is over $600,000 per year, the key reason it
remains viable is low staff salaries paid as per the Social and Community Services
Award247,248.
Ideally, the service would operate with a budget of $1-1.5 million per year249. Currently the
service cannot offer support to children 250, does not offer parity in service delivery between
regional and metropolitan services; does not have the resources to provide quality
recruitment, training, and supervision of its volunteers, particularly in regional areas 251; and
it does not have the resources to compile a resource directory to facilitate referral and
information exchange between services252.
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Road Trauma Services Queensland
The Road Trauma Services Queensland’s (RTSQ) mission statement is to “Engage the
emotional conscience of the driving community to take personal responsibility in reducing
road carnage and honour our commitment to the youth of Australia” 253. The RTSQ was
established in late 2002 when a group of concerned individuals with direct experience of
road trauma teamed with professionals working in the area to provide a free, confidential
counselling service to those affected by road trauma in the community. The RTSQ is taxexempt, modelled on the Road Trauma Support Team, formed in Tasmania in 1989, and is
based on the Sunshine Coast. The RTSQ committee consists of a President, Vice-President,
Secretary, Treasurer, two assistant secretaries, media coordinator, auditor and honorary
solicitor; all provide their time and skills on an unpaid basis 254. The committee and members
meet on a Monday evening once a month at one of two venues255. The RTSQ does not have
a head office and instead is run from committee members’ homes. Although the RTSQ’s
website is user-friendly, information is limited. The website includes a PO Box address, a
mobile telephone number and landline telephone number (which diverts to the home
number of the secretary). The committee is hopeful of having premises by the end of
2011256.
The primary aim of the organisation is to provide a free, confidential counselling service to
people who have been involved in, been witness to, or lost a loved one in a road trauma
incident257. To date, RTSQ has provided free counselling to more than 180 people affected
by road trauma, with the majority of these occurring in the past two years 258. Two
professionals (a psychologist and a counsellor, both with grief and loss training) currently
volunteer their time and expertise. Clients may have as many face-to-face interviews as they
require259. The website hosts one brochure called Some of the normal reactions to grief and
trauma, which outlines typical trauma reactions and coping suggestions260. The face-to-face
counselling occurs at the workplaces of the counsellors. Due to its reliance on volunteers
and lack of funding, the RTSQ is available only in the Sunshine Coast and Gympie areas of
Queensland rather than state-wide. The exception is telephone counselling, which is
available throughout Queensland 261.
In addition to the counselling service, RTSQ volunteers participate in the delivery of the Safe
Driving Awareness Programs in the North Coast region of Queensland, where the
consequences of driving practices are discussed. The volunteers, all of whom have directly
suffered a loss from road traffic crashes, attend a facilitator’s course prior to their
involvement with the RTSQ. The volunteers and Emergency Services personnel give firsthand accounts of how a road trauma incident has affected their lives. One speaker is Anita
Rowland, a Queensland police officer who was in a horrific road crash with her two sons; she
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and one of her sons were seriously injured and her other son died 262. The programmes are
held on an approximately monthly basis at RSL Clubs, high schools, and other venues and
cost $2 to attend263. Approximately 4700 people, from the Sunshine Coast and Gympie
region, have attended these workshops since commencing in December 2006. The program
is now mandatory for traffic offenders through the justice system and the attendance of
offenders must be signed off. The RTSQ is attempting to increase the awareness of the Safe
Driving Programs this year and is considering an increase to the current charge of $2 to make
the service more viable. Mining sites have requested the delivery of the Safe Driving
Awareness Programs264. Trained RTSQ volunteers also attend Youth Justice Conferences, in
Brisbane and the Sunshine Coast region, to assist young people charged over road
incidents265.
The RTSQ is now on Facebook and is establishing links with Lifeline 266. Further attempts to
collaborate with other organisations have had limited success. The RTSQ is currently working
with ambulance officers to provide them with cards to disseminate at crash scenes to assist
people who are struggling later to follow through and seek help. However, at this time there
is some resistance from some of the ambulance officers to carry a card. The RTSQ has
attempted to work with Queensland Police but experienced difficulties in relation to the ‘red
tape’ restrictions that the Police tried to place on previous projects. The Queensland Police
did express an intention to operate the service but the RTSQ volunteers felt that the service
would be compromised with ‘red tape’ and rejected the proposal 267.
The RTSQ lobbies for state and federal government support but currently receives limited
government support. Instead, the service relies on donations and fundraising from private
companies and community groups 268. In 2011, the RTSQ aims to increase the community’s
awareness of the service by working towards a viable service based on the Victorian model.
However, funding of the service is the main concern and the service is developing a business
plan to increase the viability of the service and aid in its promotion 269.
Since its inception and incorporation in 2002, the RTSQ has lobbied for ongoing funding state
and/or federal government funding but to date has not received any funding 270. However,
the website does link to Queensland Police, The Sunshine Coast Private Hospital, Rhema FM
(a radio station), AAMI (an insurance company), Gambling Community Benefit Fund (a
section of the Queensland Government), and Grace and Jessica's Road Smart Day271. The
Sunshine Coast Private Hospital provides a venue and refreshments for meetings, and three
mobile phones for the use of counsellors and the committee 272. A freecall number was
established on the 9th June 2011 and this is paid for by a donation of $1,500 from the
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Sunshine Coast Private Hospital273. AAMI gave $2,500 to the RTSQ in 2006 and an additional
$10,000 in 2009274. The Gambling Community Benefit Fund gave $5,274.66 to the RTSQ in
July 2009275. Mining companies have donated $5,000276. In 2007, Rhema FM coordinated a
sponsorship day at a major shopping centre on the Sunshine Coast. Patrons of the centre
obtained information about, and donated to, the RTSQ 277. This funding is used to reimburse
committee members, counsellors, and volunteers for their costs such as fuel, paper, and
telephone278. Additionally, Channel Seven in Queensland has provided free advertising for
the service279.
Annual reports, newsletters and other publications, information on the service’s income and
expenditure, referral pathways to and from the service, client groups and numbers in receipt
of counselling services and for how long, and service evaluation data, are not available.
Road Trauma Support Team of South Australia
The Road Trauma Support Team of South Australia (RTSTSA) was established in 2002 after
the death of four-year-old Ella Wood280. The RTSTSA operates from a head office in
Thebarton, Adelaide; the premises are small and difficult to find from the road. The RTSTSA’s
website home page includes a mobile telephone number that is monitored 9am to 5pm 7
days a week by the Secretary and a free call 1800 telephone number 281. Newsletters are
available for downloading and printing 282. The website links to website of Disability South
Australia, South Australia Ambulance, Motor Accident Commission, South Australian Police,
South Australian Country Fire Service, and Journey Beyond Road Trauma 283 and triple 0 and
Lifeline Australia’s telephone number are listed on the homepage 284. Currently there are 10
people on the committee285. Roles include a Chairperson, Coordinator, Treasurer, Secretary,
and general members286. The committee includes employees from South Australian Police as
well as people involved in and/or affected by road traffic crashes 287. While there is limited
staff turnover, the committee is currently establishing job descriptions for each role for
succession planning when people leave the service288. The SA Commission of Human Rights
acts as an advocate for the service 289.
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The RTSTSA provides support group meetings and referral to counselling 290. Counselling is
free and there are no charges for other services. The Secretary takes telephone calls to the
service. For many callers, the receipt of information about road trauma and the opportunity
to speak to someone is enough to help them make sense of their experiences, and help
them get back on track291. If face-to-face counselling appointments are required, an
appointment will be made. The Secretary attempts to ‘match’ each client to professional
counsellor292. Clinical psychologists provide free face-to-face counselling services to
individuals and families affected by road trauma293. The RTSTSA refers to four clinical
psychologists in the Adelaide area. Since 2009, a clinical psychologist trained in dealing with
children and teenagers had been available for referrals 294. There are two psychologists
available for the southeast and another for the peninsula area of the state 295. The
psychologists’ fees are reimbursed by the service and generally the service funds four to six
sessions296. Additionally, a social worker is available to help clients with paperwork and
financial problems 297. The social worker is available for home visits 298. The RTSTSA does not
provide telephone counselling299; however, telephone counselling is arranged if the client’s
geographical isolation is a problem 300.
The RTSTSA offers a monthly support group for bereaved people, primarily bereaved
parents, facilitated by a trained volunteer and coordinated by the social worker 301. The
volunteers do not receive formal training but most of them are already members of the
emergency services302. Monthly ‘Care and Share’ meetings have been held for several
years303. The meetings commence at 7pm and occur at the RTSTSA’s premises in Adelaide
and the meetings are confidential, informal and non-judgmental. Group meetings often
include guest speakers from organisations such as Department of the Attorney-General and
insurance companies 304. Fewer meetings were available in 2010 than in previous years, for
reasons described as being beyond the service’s control 305. A Reflection Night is held
annually306. Specific support is offered to drivers and to bereaved people, in recognition of
the two groups’ specific needs. Drivers may be coming to terms with the injury or death of a
person or might be awaiting the outcome of a police investigation and court process.
Grieving following bereavement can be a long and isolating journey and grievers may benefit
from the opportunity to hear others peoples' experiences and contribute their own307.
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The counselling and support meetings are complemented by informational support. The
RTSTSA’s website includes information on bereavement, specifically on grief following road
trauma, responses to loss, important principles to remember, self-care strategies, and
professional counselling,308, as well as trauma from road crashes, common reactions to
trauma, and self-care strategies309. Additionally, newsletters are produced on a semi-regular
basis and include information about the service and tips for self-help. The current and
previous newsletters are available to download from the website 310.
In addition to the website, the RTSTSA promotes itself by attending Police Expos and rural
shows311, the Australian College of Ambulance Professionals conference 312, providing
seminars to hospital and community groups 313, as well as being involved in road trauma
education programmes in secondary schools run by South Australian Police’s Major Crash
section314. The service was featured on Channel 7’s Today Tonight programme in 2006315.
People are often referred to the RTSTSA via individual police officers and police stations and
changes in police staffing often results in a reduction of referrals to the service316. The
Police, Ambulance, and Fire and Emergency organisations all carry cards and brochures of
the service and disseminate these at road trauma scenes. This process has been successful
and has the full support of these organisations 317. The RTSTSA provides teddy bears (called
The Ella Bear) to Major Crash officers who give the bears to children in families with a road
traffic fatality 318.
Since 2007, the RTSTSA has been providing services to country areas such as Port Pirie, Port
Augusta319, and Mt Gambier320. Country branches in Mt Gambier and Naracoorte are run
from community halls on a needs basis and are operated by police officers in those areas.
They run bi-monthly to monthly group meetings depending on the requirements at the
time321. Due to increasing demand for services, the RTSTSA has embarked on fundraising
efforts to complement donations received from Victims of Crime, a section of the
Government of South Australia 322. Membership to the RTSTSA is free; members’ details are
kept confidential and are only used in the dissemination of newsletters and other relevant
information323.
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The RTSTSA is a non-profit charity and donations to the service are tax deductible. The
service has recently embarked on fundraising in partnership with local funeral companies.
The Department of the Attorney-General provides an annual grant of $77,000 per year,
indexed according to the CPI. This grant is supplemented by fundraising. Much of this money
goes to reimbursing the professionals – the psychologists are paid $156 per hour and the
social worker is paid $90 per hour – and there are approximately 90 counselling clients per
year324. As such, the RTSTSA has recently commenced referring clients to a grief and loss
service at Anglicare ($50 a session) and is investigating referral to professionals with
Medicare numbers so as to only pay the gap 325. The RTSTSA does not fund professional
development opportunities for the counselling staff. Contracts with the psychologists and
social worker tend range from one to three years and it is expected that they maintain their
continuing professional development 326.
The RTSTSA maintains a client contact list for dissemination of newsletters, information on
the Reflection Night, sausage sizzle fundraising events, and so on 327. While the service does
not engage in formal evaluation, due to resources limitations, it does conduct client
satisfaction surveys from time to time328. Resource limitations are incongruent with the
time-intensive paperwork required to maintain their charities licence, prepare financial
statements (which are independently audited), and general administration and recordkeeping329. The RTSTSA would like to be involved in research, education, and advocacy but
cannot due to funding restrictions and limited staffing resources 330.
Road Trauma Support Tasmania
Formerly the Road Trauma Support Team Tasmania, the service changed its name in July
2011 to Road Trauma Support Tasmania (RTST) 331. The service provides a free confidential
support and counselling service for people affected by road trauma. The RTST commenced in
Launceston in 1989 because of a perceived gap in the support available to those affected by
road trauma. Colleen Hall, who had experienced the loss of a number of family members
due to road accidents, and who understood the need for support and assistance following
such trauma and loss, established the service332. A volunteer committee manages the
organisation and comprises people who recognise the need for such a service and
acknowledge the value of the support; some committee members have training and
expertise in grief and trauma333. The committee consists of a President, Vice-President,
Treasurer, and Secretary and the organisation has a Patron (Kerry Finch, MLC) 334. The RTST is
the inspiration for the road trauma support services in Victoria, South Australia, and
Queensland. Although each of the existing services is different in structure, all have as their
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primary goal the support of those affected by road trauma. In 1994, the RTST was awarded
an Advance Australia Award for Community Service 335.
The RTST is based at Launceston General Hospital and the Department of Health and Human
Services provides the office space and pays for the computer and landline telephone 336.
People may call the office number during office hours or call and text the mobile telephone
number (available on the website) after hours 337. The Executive Officer of the organisation
carries the mobile and he is the only person in the organisation to receive a salary 338. The
service was expanded to the northwest coast with the availability of an on-call counsellor in
this area339. Initially, the RTST services were dependent upon donations and fundraising. In
1997, the service ran out of money for six months but has received annual funding since
2001 from the Motor Accident Insurance Board (MAIB), a Government of Tasmania
enterprise operating a compulsory third party personal insurance scheme340. The MAIB
currently provides the bulk of funding to the RTST; this funding is used to pay counsellors
and the Executive Officer and provide their professional indemnity insurance 341. The MAIB
provides $121,000 for the 2011-2012 year to the RTST342; this is up 3% on the previous
financial year343. The service is required by the MAIB to produce six-monthly audited
statements of expenditure. Although the RTST receives funding and support from the
government it is independent from it. The service was described by its President as being
“run on a shoestring”, the reimbursement fee to counsellors is small, and that initiatives
requiring extra costs are more difficult to fund, including travel to regional areas, which is
often funded by donations to the service 344.
Support and counselling are available to anyone affected by road trauma. The counselling
provided is free and confidential and available during office hours and after hours 345. People
can telephone a landline or a mobile number. The RTST will take the person’s telephone
number and call them back to minimise personal costs 346. Counselling can occur over the
telephone or face-to-face347. Some counselling occurs at the office but these premises are
not ideal as there are steps up to the office, no windows, and the office is located near the
mortuary. However, the Launceston Hospitals is currently undergoing refurbishment and the
RTST will have access to dedicated counselling rooms in the near future 348. The counsellors
rarely do home visits and only do so if the client cannot leave his or her home (e.g.,
agoraphobia); in such an instance, two counsellors will go together for their own safety 349.
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The counsellors listen, provide support strategies, and provide information about other
relevant services where appropriate350. During 2008, the RTST provided counselling services
to over 200 people, some on several occasions, as well as non-counselling support to many
people351. As of 2008, three counsellors were available – one each in the north, south, and
northwest of Tasmania 352. One of these retired from the service in 2009 353 and was replaced.
One counsellor (a psychiatric nurse) is employed by a hospital and the remaining two are
subcontracted as required354. All three have trauma and grief training 355. Some clients utilise
the RTST in conjunction with visits to their general practitioner and/or other health
professional. The RTST provides services to all parties involved in a collision but will usually
use different counsellors for victims and offenders to maintain confidentiality and trust356.
The RTST has also produced a brochure outlining their services and a booklet called, Road
trauma support booklet: An information booklet for people who have been affected by road
accidents. The RTST no longer provides peer support because of the resources required to
train and supervise the volunteers and match them with clients 357.
In the Launceston area, approximately 60% of clients to the RTST come from the Launceston
Hospital and the remaining 40% come from the MAIB and Police358. In the Hobart area,
approximately half of all referrals are from police and emergency services and the remaining
half are from hospitals, MAIB, and other services 359. The RTST has provided telephone
counselling to people from WA who discovered the service by searching on the internet for
assistance360 and to people affected by light plane crashes, tractor crashes on farms and so
on because of their similarities to road trauma 361. The website includes information on
trauma362 and grief363. Only one newsletter is included and it is from December 2008.
Regular support groups are not offered but can be requested. For example, the RTST
provided support session to a group of young people when a friend was killed by a drunk
driver364.
The RTST provides non-counselling support such as assistance in completing MAIB insurance
forms, the provision of a support person during an interview (e.g., police or legal) in the
aftermath of a road traffic crash or to court, making enquiries on behalf of clients (with their
consent), and assisting with enquiries or arrangements about vehicles following crashes 365.
The RTST also holds an annual non-denominational memorial service as a public
acknowledgement of everyone who is affect by road trauma – those who have lost their
350
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lives, their families and friends, professionals who assist after road trauma events, those
who are injured, and their carers366. These memorials services have been going for the last
nine years. Initially, they were held prior to Easter but now occur in November to coincide
with World Day of Remembrance for Road Traffic Victims 367. From time to time, the service
provides education sessions (e.g., talking to nurses about grief, including road trauma) as
well as one-off debriefing of groups (e.g., families, workplaces, communities, and so on)368.
Counsellors also participant in the Rotary Youth Driver Awareness (RYDA) seminars offered
to year 10 students to assist the students if they leave the room due to the content 369, have
facilitated the contact between the producers of a television programme on road trauma
and people affected by road trauma who appeared on the programme 370, have been
involved with the production and dissemination of road trauma education materials
authored by others 371, and have delivered conference papers (e.g., Critical Incidence Stress
Association).
In the last few years, the RTST has commenced providing community education programmes
to secondary students about the long-term consequences of road crashes372. More recently,
the RTST has developed ties with the Northwest Regional Hospital at Burnie and the Royal
Hobart Hospital373. The RTST has also provided information sessions to nursing and allied
health professionals in Tasmania hospitals 374. The service is improving its links with police
and emergency services and participating in community events to promote the service and
assist people with road trauma issues 375. The service is supported by police and emergency
services, with personnel carrying cards and the RTST brochure to disseminate to road
trauma victims at crash scenes376. The RTST is a member of the Northern Regional Recovery
Committee, which consists of state emergence services, police ambulance officers, social
workers, Centrelink, housing department, and other relevant emergency personnel 377.
The Executive Officer has training in acute stress and PTSD and received professional
supervision from the head of the social work department at Launceston’s General Hospital.
The counsellors have trauma and counselling qualifications. Staff members typically access
one professional development event per year and in the past have attended an ASD/PTSD
workshop in Sydney auspiced by the Australian Centre for Posttraumatic Mental Health as
well as local workshops run by professionals who tour to Tasmania 378.
The RTST does not evaluate its services, primarily due to budget constraints, nor does it
conduct client satisfaction surveys. Instead, it relies upon feedback and referrals from other
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professionals and organisations as indications of endorsement 379. A key concern faced by the
organisation is its sustainability in the future. The service experiences difficulty in attracting
committee members; most of its members have been involved for many years and several
are over retirement age. The service does not seem to have a succession plan to guard the
longevity of the service. An additional challenge is the unpredictability of client numbers,
which might range from no new referrals for a fortnight and then 15 in one day, and the
effect this has on planning, staffing, and resources380.
Enough is Enough
Enough is Enough is an anti-violence movement that was established by Ken Marslew in
2005 after the death of his son Michael in an armed robbery a year earlier 381. Its mission is to
“deliver best-practice support services, without discrimination, to those affected by crime,
violence, road trauma and anti-social behavior”382. Enough is Enough has received several
awards in crime and violence prevention, community service, and victim awareness 383.
Additionally, Ken Marlsew was the New South Wales finalist for the Senior Australian of the
Year in 2010384. Enough is Enough has six Patrons, including the Governor of New South
Wales385. Corporate and government sponsors include New South Wales Health, New South
Wales Department of Premier and Cabinet, Road and Traffic Authority New South Wales,
Westpac, as well as various local businesses and councils 386.
The organisation provides a range of programs and strategies designed for people affected
by violence387, including road trauma support services 388. The aims of the road trauma
support services are to assist people affected by road trauma, advocate for legislative
change to reduce the incidence of road trauma, to promote availability of support services
to trauma victims, and to provide education programs and initiatives to promote road
safety389. Key services are counselling and support at reduced cost as well as education. Each
individual face-to-face session (50 minutes) incurs a fee of $40 while couples counselling
incurs a fee of $60 per 50-minute session390. Telephone counselling incurs a $15 fee per
session and attending a support group meeting costs $10 per session. The support groups,
usually run monthly, are facilitated by a professional counsellor 391. The counsellors are fully
qualified in areas of trauma, grief and loss and belonging to the appropriate professional
counselling associations 392. Clients tend to find out about the service from police, lawyers,
and publicity in the media. The group also organises the International Road Trauma Victims
Remembrance Day for both News South Wales and Queensland; these events provide new
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referrals to the organisation’s services393. Enough is Enough can provide professional support
for clients during court cases and conferencing between victim and offenders 394. Services are
not formally evaluated but testimonials are available 395. Currently, Enough is Enough does
not keep data on the number of clients, how long they access counselling and support, and
where they heard of the service396.
The Enough is Enough website is comprehensive (although some links deliver error
messages) and includes links to information brochures on the counselling, support and
education options that are available 397. The site also links to Enough is Enough YouTube
videos (e.g., launches, days of remembrance), media coverage of Enough is Enough 398, and a
blog 399. Enough is Enough has links to Twitter, Facebook and an e-newsletter400 and the
Lifeline and Parent Line telephone numbers 401.
The service also offers education programmes such as the Road Awareness Programme for
secondary school students, which includes ‘real-life’ accounts of victims and offenders402,
and the "R" Drivers Awareness Programme for serious and repeat driving offenders. The
programme consists of two 90-minute sessions and is presented by a man whose son was
killed by a ‘hit and run’ driver who had been drinking alcohol and speeding 403. They also
present one week’s information in a 7-week course in association with the Police and
Citizens Youth Club where a volunteer from Enough is Enough talks about the impact of road
trauma on their lives404. The Enough is Enough charges $100 to provide the volunteer
presenter for this programme; the charge for the school programme is $500 plus a $77
booking fee405.
Enough is Enough has five chapters of its Road Trauma Support Network across New South
Wales and Queensland, offering some metropolitan and some regional coverage in both
states. The head office is in Sutherland (a suburb of Sydney), with additional chapters in
Gosford and Grafton (both in New South Wales), and Brisbane and Toowoomba (both in
Queensland)406. For a fee (see above), telephone counselling is available to those who would
be unable to attend face-to-face counselling.
Enough is Enough receives funds from the sale of products 407, membership fees (ranging
from $5 to $50), subscription fees (ranging from $15 to $100), donations and bequests, and
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corporate sponsorship; additionally, people volunteer their time and skills 408. The State
Government of New South Wales provides an annual grant of $115,000; note this is for the
entire organisation, not just for the road trauma services409. The annual report/annual
income and expenditure figures were requested in May 2011 but were not forthcoming.
No information could be accessed regarding the organisation’s annual report, governance
and board membership, staff recruitment, establishment costs, income and expenditure,
required resources, referral pathways to and from the service, and evaluation of services.
True Light Foundation
Launched in 2008410 and established by Jennifer (Jenn) Franco who was seriously injured in a
road trauma event, The True Light Foundation advocates for the development of better
support for surviving victims of road trauma in New South Wales 411. Its mission is, “To
provide assistance, guidance and advice to innocent victims of road trauma aged between
18 and 35, initially in Sydney’s metropolitan area, by providing readily available and accurate
information, including pointers to legal and insurance options, respite services, access to
emotional, physical and spiritual support for both victims and their families” 412. Its objectives
are to secure donations of time, money and services to provide information (including an
information pack to help people navigate the health, medical, legal and law enforcement
systems); Services (including advocacy and lobbying) to assist with the emotional, mental,
physical, spiritual and other help needed by victims immediately following a road trauma;
and a purpose-built haven called the TrueLight Centre to enhance the accumulation and
dissemination of knowledge, and provide services to victims, their families and
dependants413.
The True light Foundation promotes itself through its user-friendly website. The foundation
is attempting to identify and appoint a suitable Patron414 and has the support of four
Ambassadors, including television and sporting personalities 415. The foundation has 18
sponsors including Telstra, and many small businesses (e.g., a women’s health club, a
restaurant, a cosmetics company, a private photographer, to name a few)416. Jenn was a
finalist for the Pride of Australia Award, Courage category, in 2007 417.
The Foundation has a committee consisting of a chairman, managing director, operations
manager, marketing manager, human resources manager, accountant, human resources
officer, events and fundraising officer and two promotions officers – all volunteer their time
and skills418. In October 2010, representatives from the Foundation met with the NSW Motor
Accidents Authority to discuss options for the development and dissemination of an
408
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information pack for victims of road trauma 419. Since February 2011, the Foundation has
been focussing on putting together an information package for road trauma survivors 420.
The Foundation relies on three sources of income – sponsorships, fundraising events, and
donations. Donations can be made to the Foundation via the website421. The foundation
does not provide any services at this time. As such, referral pathways to and from the
foundation and service evaluation data cannot be reported. No information could be found
on the foundation’s staff training and recruitment, establishment and ongoing costs, and
required resources.
Motor Vehicle Fatality Support Program
The Motor Vehicle Fatality Support Program (MVFSP) delivers immediate and ongoing social
support to witnesses and family members affected by a motor vehicle fatality 422. The service
is underpinned by SupportLink, a private company contracted by Australian Capital Territory
(ACT) Police that provides a 24-hour a day, 7-day-a-week on-call referral system between
Police and social supports to increase the opportunities for individuals and families in need
to receive the appropriate support423. The MVFSP provides a single-referral gateway as
emergency personnel (e.g., police and ambulance officers) refer all individuals at the site of a
road trauma via an e-referral system424. The service is based on the idea that immediate
intervention promotes the likelihood of ongoing engagement with support options 425.
Qualified support workers provide at-the-scene trauma support and follow-up, including
assistance with delivering death messages, body identification and family support; follow up
support of families and witnesses; and liaison between families, witnesses and Police; and
assistance with coronial processes426.
The MVFSP is beneficial to the ACT Police as it allows police officers to engage in their
primary role of investigating collisions; it also enhances the public perception of ACP
Police427. The MVFSP replaced the National Centre for Road Trauma, which aimed to provide
support for people affected by road trauma (witnesses, injured, bereaved, their families, and
motorists responsible for collisions) in the ACT 428. The MVSFP was established in the ACT in
2008429 and in 2010, SupportLink began trials of an e-referral service with the Queensland
and Victorian police 430.
The proportion of people who access support following referral, the groups they represent
(i.e., witnesses, bereaved, etc.), the services to which they referred, and the costs they incur
in accessing the supports to which they are referred, is not known. Additionally, the service
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is linked to fatal crashes, and this means that people who are affected by non-fatal crashes
are likely to remain unsupported. Further information was not approved for release to the
researchers of this project 431. As such, this information, as well as service evaluation
procedures, cannot be reported.
Trans-Help Foundation
The Trans-Help Foundation was established in 2006 to assist Australian transport personnel
and their families with the effects of the transport industry, including injuries and
bereavement from road trauma, WorkCover processes, and related issues 432. Its mission is to
provide “support and assistance to Operators, Drivers and their Families connected with the
Transport Industry who are suffering any form of crisis” 433 and it is a non-profit charity434.
The foundation is based in New South Wales435.
The service has an informative website that is easy to navigate. Support is provided via the
national support telephone line and the mobile health and support unit. The national
support line (a 1300 number) is monitored 24 hours 7 days a week and provide supports as
well as referral. They also promote themselves via Facebook and Twitter. To 30th December
2010, Trans-Help took 5,986 telephone calls for assistance436. The website also includes links
to several brochures including Coping with grief, The grief journey, Helping a friend, Funeral
support, Road trauma, Depression, Panic disorder, and Witnessing an accident437. In
partnership with BeyondBlue, Trans-Help produced a book in hard copy and audio formats,
called Taking Care of Yourself and Your Family. It outlines information on depression,
anxiety, disturbing thoughts, recovery from trauma, insomnia, conflict, anger, stress,
relationship violence, alcohol, substances and mental health, grief, key services and
resources, and guided progressive muscle relaxation 438.The mobile health and support unit
traverses major transport corridors to provide preventative health checks for drivers and
onsite support for drivers suffering road trauma or general depression 439.
The foundation has numerous sponsors including multinationals like American Express,
various transport companies, and BeyondBlue (the national depression initiative) just to
name a few; the type of sponsorship is not available 440. The website includes links to
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transports services and government departments but does not link to any road trauma
support services in Australia 441.
No information could be accessed regarding the organisation’s annual report, staff
recruitment and training, establishment costs, income and expenditure, required resources,
fee structure for services, referral pathways to other services, and evaluation of services.
Conclusion
Road trauma support services are currently operating elsewhere in Australia, each offering
various services and with varying governance and budgets. A summary of each service’s
strengths and limitations is provided in Table 6. The most comprehensive road trauma
support service operates in Victoria. The strengths of its Road Trauma Support Services
include its freecall telephone number, community-based premises with public transport
access, ongoing funding (allowing for future planning), the provision of supervised peer
support, engagement in community education, fundraising though educational workshops
for offenders, regional service delivery, strong partnerships with relevant organisations, and
provision of professional development opportunities to staff. However, it is not a trauma
service per se; rather, it provides supportive counselling and associated services to people
affected by road trauma. This is because the Transport Accident Commission pays families
up to $5,580 to cover the costs of medical, psychological, and rehabilitative services
following involvement in a road traffic crash442. Furthermore, it does not provide any
services for children and adolescents and it struggles with attraction and retention of staff
due to low wages and cannot advertise its services as it would be unable to cope with an
increase in service demand.
The Road Trauma Support Tasmania offers state-wide services, has a dedicated committee,
well-established links with hospitals and emergency service personnel, and does focus on
trauma intervention, including for children and adolescents. However, it struggles with the
issue of succession planning and attraction of staff and does not provide peer support due to
resource limitations.
The Road Trauma Support Team of South Australia combines referral of clients to
professional psychologists and social workers, and paying the fees on behalf of clients, with
the provision of monthly support groups. Strengths include this combination of services, the
freecall telephone number, links with relevant organisations, regional services, the
community-based premises, services for children, and a committee dedicated to road
trauma issues. Despite a greater population, it has smaller budget than Road Trauma
Support Tasmania and its ability to expand is restricted by financial limitations. Additionally,
its premises are small and difficult to find from the road.
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Table 6
A Summary of Each Service’s Strengths and Limitations
Service
Strengths
Road Trauma Support
Freecall telephone; free
Services (Victoria)
counselling; community-based
premises with public transport
access; ongoing government
funding; supervised peer
support; community education;
fundraising through offender
workshops; state-wide; links
with other services; training for
staff; non-profit

Limitations
Not a trauma service; no
services to children and
adolescents; struggles to
attract and retain staff due to
low wages

Road Trauma Services
Queensland

Freecall telephone; free
counselling; community
education; non-profit

Limited resources; no
government funding; no
premises; not state-wide

Road Trauma Support
Team of South
Australia

Freecall telephone; state-wide;
links with other services;
community-based premises
with public transport access;
services for children and
adolescents; monthly support
groups; referral/coordination
service; 4-6 free sessions; nonprofit

Small budget; premises are
small and difficult to find from
the road

Road Trauma Support
Tasmania

Trauma focus; services for
children and adolescents; links
with relevant services; statewide; non-profit

No peer support/volunteers;
hospital setting; struggles to
attract staff; no succession
planning

Enough is Enough

Counselling; community
education; advocacy

Fees are charged irrespective
of client income

True Light Foundation

Advocacy

No client services; seems
defunct

Motor Vehicle Fatality
Support Program

Free referral service

Support services are not free;
part of a private (for profit)
company

Trans-Help Foundation

National telephone information Specific to transport personnel
and support; non-profit
and their families
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The following services are not comprehensive road trauma support services. The Road
Trauma Services Queensland manages to provide some support on very limited resources
but, due to a lack of funding, is neither state-wide nor able to provide comprehensive
services. In New South Wales, road trauma support services are housed within Enough is
Enough’s comprehensive anti-violence movement and these services are combined with
road trauma community education and advocacy. However, fees are charged for client
services, irrespective of income. The True Light Foundation does not provide client services.
In the Australian Capital Territory, the Motor Vehicle Fatality Support Program provides a
referral service for people affected by road crashes, primarily those involved at road crash
scenes. The referral service is free but the support services to which clients are referred are
not. Finally, the TransHelp Foundation, based in New South Wales, aims to provide Australiawide services specific to transport personnel and their families.
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8.0 RECOMMENDATIONS
This report has outlined the psychosocial and economic consequences of road traffic
crashes, with particular emphases on people bereaved by road traffic crash fatalities; people
injured in road traffic crashes; families, friends, and unpaid carers of those who are injured;
witnesses of and first responders to road traffic crashes; and offenders/others involved in
road traffic crashes without charge and their families. However, despite the psychosocial
and economic consequences of road traffic crashes, there are considerable service delivery
gaps in existing arrangements in WA.
No dedicated road trauma support service currently operates in WA. Existing government
services are severely stretched. Time delays in accessing services, the limited availability of
suitable services, service costs, and a lack of long term support can lead to victims and their
families feeling unsupported and isolated. Failure to address these issues can hinder an
individual’s ability to optimise their family, vocational and social functioning following a
serious crash. Road trauma support services exist in all other Australian states and they vary
in terms of funding levels and sources, governance, types of services they offer, the extent to
which their services are state-wide, and costs to users.
We propose 22 recommendations for the development and operation of a comprehensive
road trauma support service in WA. These are presented below, under the 12-point outline
of required work as required by the Department of Health (WA) in the “Contract to
Investigate Mechanisms and Costs Associated with Establishing a Sustainable Road Trauma
Support Service in Western Australia.” The recommendations are provisional rather than
definite in nature, allowing further details to be developed by the Implementation Steering
Group when the road trauma support service is established (see Recommendation 19).


Point 1: Recommended road trauma support roles and services and evidence
supporting their effectiveness (including a review of interstate road trauma support
services).

Reviews of intervention efficacy for trauma and bereavement and interstate road trauma
support services are provided in earlier sections of this report (see Sections 5 and 7
respectively). These reviews underpin the recommendations discussed below outlining the
establishment of a sustainable road trauma support service in and for WA.


Point 2: Preferred options and recommendations to establish sustainable road
trauma support service in WA, including possible service providers.

Recommendation 1
A road trauma support service be established for WA
A road trauma support service in WA is required to provide sustainable peer support and
professional therapeutic interventions for road trauma victims, family members, offenders,
witnesses, and for others who are adversely affected by road trauma. The service would be
the peak body for road trauma issues in WA and would help to prevent and minimise future
functional impairments that may be caused by bereavement and exposure to trauma. A
comprehensive support service would legitimise the needs of people affected by road traffic
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crashes. Additionally, it would be of political and symbolic importance, both in terms of
recognising the needs of people affected by road traffic crashes and also in aligning with
state and national commitments to promote the road safety message443,444. The
establishment of a road trauma support service for WA is supported by the RAC(WA) 445, WA
politicians446, WA Police447, and others in WA, as well as existing road trauma support
services interstate448. An expression of interest (EOI) process may be followed to establish
the organisation in line with the recommendations herein.
Recommendation 2
The road trauma support service be funded by the Government of WA
The Government of WA’s Road Trauma Trust Account is the most obvious source of
recurrent funding for the road trauma support service. From 1st July 2011, two-thirds of red
light and Multanova revenue will go to the Government of WA’s Road Trauma Trust
Account. Furthermore, the Road Trauma Trust Fund will receive 100% of the revenue from
1st July 2012449,450. The use of Road Trauma Trust Fund monies for a road trauma support
service has also received bipartisan support from WA politicians 451,452,453,454. It is worth
noting that funding has previously been sought from and rejected by various sources
including the RAC(WA)455, which did not offer a reason, and the Insurance Commission of
WA456; the latter is predicated on the Insurance Commission of Western Australia Act, which
precludes the Commission from funding the service. The RAC(WA) recommends that
Government of WA commits $1million per year to fund the service 457. The figure, while not
fully-costed, is an estimation based on the Road Trauma Support Services Victoria annual
budget plus establishment costs.
If funding from the Road Trauma Trust Account does not occur, the service could attain
recurrent funding from the Department of Health (WA). Again, if this does not occur, a mix
443
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of funding could be sought. For instance, the Department of Health (WA) and the Disability
Services Commission could provide some recurrent funding; the Royalties for Regions
scheme could provide a one-off grant to meet the costs associated with establishing
infrastructure and services in rural, regional, and remote WA; and funding could also be
sought from private businesses and major industries (e.g., mining and resources), and
consortia (e.g., the Industry Road Safety Alliance that exists in the Collie and Boddington
areas458). However, a mixed-funding model is fragmented, complex, and requires the
breaking-down of cross-sector silos to work. A final possibility is the establishment of a
separate Government fund specifically for funding the service.
Ideally, the service would be fully-funded from the Government of WA yet independent
from the funding source(s). The relationship between the road trauma support service and
the Government of WA should be underpinned by a memorandum of understanding in order
to articulate a common understanding of the roles and expectations of each party.
Suggestions regarding the monitoring of the service are provided in Recommendation 18.
However, if this is not possible, naming rights could be discussed as a way to get
funding/sponsorship if the budget will not be serviced by the Government of WA; however,
this is not the preferred option. In terms of economic sustainability of the service delivery,
suggestions for partial cost-recovery are described in Recommendation 7.


Point 3: Options to facilitate the delivery of accessible peer support and
professional counselling across metropolitan and regional WA.

Recommendation 3
The road trauma support service be a comprehensive ‘one-stop shop’ and provide services
on a state-wide basis
The road trauma support service should be a comprehensive, ‘one-stop shop’ for all people
affected by road traffic crashes (and related transport trauma). A dedicated and state-wide
road trauma support service that offers information, education, support, and intervention,
would enable service providers to have a place to refer people to for support and
coordination, rather that the “circle of referral” 459 that exists currently. Given that
approximately 50 to 60% of all road traffic crashes, fatalities, and serious injuries occur
outside the Perth metropolitan area460, and that a single serious road traffic crash may affect
an entire rural community461, it is clear that the service must service all of WA. The service
should be based in Perth with trained peer supporters in several regional areas of WA.
Telephone and information and communication technologies may be used, especially to
service clients who do not have access to local service providers. There are three online
modes of service delivery – web-based information and psychoeducation, self-guided webbased therapy, and therapist-supported web-based therapy462. Research has shown that
interventions using these technologies are just as effective as face-to-face therapeutic
interventions for people who are unable to access more ‘traditional’ forms of
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intervention463,464 as well as people who prefer that the online mode offers reduced
emotional exposure (i.e., can be used for people in the metropolitan area, too) 465. These
technologies may be synchronous (e.g., Internet video conferencing, Skype, and so on) or
asynchronous (e.g., via email) but users require training to use these technologies
competently and ethically466.


Point 4: Recommended mechanism to advertise and to promote road safety peer
support services state-wide.

Recommendation 4
The service’s peer support services be advertised and promoted on a state-wide basis
The ability of the service to advertise and promote peer support services is predicated on
having a dedicated, full-time Volunteer Coordinator (see Recommendation 14). This role will
entail recruiting, training, and supervising the peer support volunteers, on a state-wide
basis, particularly in major towns. The recruitment and training of these volunteers will be
supported by the strong partnerships between the service and other organisations (e.g., WA
Police, Office of the Coroner and its Coronial Counselling Service, Victim Support Service) as
described in Recommendation 20.


Point 5: The scope, extent and duration of cost-free support for victims, offenders,
witnesses, family and friends and other community members.

Recommendation 5
The road trauma support service be delivered according to service need
The road trauma support services should be provided according to individual need rather
than applied universally. Population estimates for the three components of support are
presented in Table 7. If there are approximately 200 fatalities per year in WA and each
fatality significantly affects 13 people 467, in any year, 2,600 Western Australians would
require information and compassion, 867 would require non-specialist support, and 260-520
would require professional psychotherapeutic interventions. Note that some clients might
require one or more components for longer than one year.
It is more difficult to estimate populations in need of the three components following nonfatal road traffic crashes; trauma responses are not related to the objective severity of the
crash or the presence of physical injury468, and the proportions of people requiring the
different components of care are yet to be established. However, if we conservatively
assume two people are significantly affected per serious injury, and there are 2,800 serious
injuries per year in WA 469, in any year, 5,600 Western Australians would require information
and compassion. If we assume the proportions of people with greater need are the same as
for the bereaved, there would be 1,867 people requiring non-specialist supports and 560463
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1,120 requiring professional psychotherapeutic interventions. Again, note that some services
might be required by some clients for longer than one year. Taken together, conservative
annual population estimates for each component of care following road trauma events are
presented in the right hand side column.
Table 7
Annual Population Estimates Requiring the Three Components of Support following Road
Traffic Crash Fatalities and Serious Injuries in WA
Type of Support
Target Population
Population Estimates
Total
Fatalities

Serious Injuries

1 Information and
compassion

All affected (100%)

2,600

5,600

8,200

2 Non-specialist
support (e.g., peers,
mutual-help groups,
counsellors)

Those at-risk of
developing complex
needs (33%)

867

1,867

2,734

3 Professional
psychotherapeutic
interventions (e.g.,
psychologists)

Those with complex
needs (10-20%)

260-520

560-1,120

7801,640

Note: Population estimates for non-specialist support and professional psychotherapeutic interventions are not
known so we have assumed they are the same as for the bereaved group.

The identification of people in need of support services/’at-risk’ without intervention is of
utmost importance, for service efficacy as well as economic reasons. We recommend that
screening, assessment, intervention, and monitoring follow the practice guidelines published
by the Australian Centre for Posttraumatic Mental Health470. Research shows that people
meeting the criteria for traumatic grief are significantly less likely to seek medical help for
physical health issues and no more likely to seek help from mental health professionals for
psychological difficulties, than people who did not satisfy the criteria for traumatic grief471.
Therefore, adequate promotion of the service and outreach is required to get at the
populations in need (see direct client services in the community counselling model in Table
8, Recommendation 10).
Recommendation 6
The road trauma support service be provided with no charge to clients
The cost of mental health services can be considerable. The costs of funerals can be difficult
to meet, especially for people who are ineligible for reimbursement through the Fatal
Accidents Act, and families might also be dealing with a loss of income. As a result, the
information and compassion component would be provided free to all, regardless of income.
This component of service delivery includes a toll-free, state-wide telephone number,
470
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information on the website, and information packs for families, bereaved, injured, and
others affected by road traffic crashes. Similarly, the non-specialists support (e.g., peer
support, mutual-help groups, general counselling) would also be provided at no charge.
In terms of the specialist intervention, the Federal Government’s Better Access program
provides up to six Medicare-subsidised allied mental health services per calendar year, with
an additional four available to patients who require additional assistance 472. In the majority
of instances, clients pay a considerable gap per session473. The road trauma support service’s
specialist professional interventions would also be free. Charging fees according to a ‘pay-asyou-earn’ scale474 was discussed at the third stakeholder reference group meeting but not
supported as it was considered impractical, unnecessarily intrusive, and not particular
effective as cost-recovery strategy. Additionally, almost all other road trauma services do not
charge any fees. For example, the Road Trauma Support Services (Victoria) does not charge
fees as it does not consider it appropriate to means-test a traumatised clientele 475.
Recommendation 7
The road trauma support service provides preventative education services
These preventative education services would not overlap with the Office of Road Safety’s
crash prevention public education campaigns but, by focussing on post-crash consequences
and supports, would complement them. Additionally, the provision of preventative
education workshops would be a viable cost-recovery option (as is the case for the RTSSV).
These workshops could be provided to three key groups – road traffic offenders (e.g., pay a
fine or pay to attend an education session/workshop to have a driver’s licence reinstated),
profit-based organisations (e.g., businesses), and professionals (e.g., Working with Clients
Bereaved through Road Traffic Crashes, Working with People affected by Road Trauma, for
psychologists, social workers, and other health professionals). Some road trauma
organisations run these sessions (e.g., RTSSV, which raises approximately one-third of its
income with education sessions for offenders), as do other groups such as ARBOR (Active
Response Bereavement OutReach) in order to raise funds for service delivery. It would be
beneficial for these workshops aimed at professionals to have professional development
points auspiced by professional bodies. It should be noted, however, that community groups
and other non-profit organisations would not be charged a fee for this service.


Point 6: Criteria for selecting, training and appointing professional and peer
support counsellors as required.

Recommendation 8
The road trauma support service links with appropriately-trained trauma and
bereavement therapists to provide professional psychotherapeutic interventions
Professional psychotherapeutic interventions (e.g., mental health services, specialist
psychotherapy, and bereavement and trauma services) and non-specialist supports are
required by those with, and at-risk of developing, complex needs (totalling about one-third
of the population affected by fatal crashes). However, studies have shown that counsellors
472
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experience significantly higher levels of discomfort and display low empathy in dealing with
death and dying when compared to other potentially sensitive issues476,477. As such, mental
health professionals employed within the road trauma support service require appropriate
qualifications, experience, and continuing professional development opportunities in the
areas of trauma, loss, bereavement, and family systems. Given the notion that the service
pays the fee gaps for eligible clients (see Recommendation 6), it is recommended that the
therapists have Medicare provider numbers. Many serious road traffic crashes result in both
death and injury; hence the professionals need to be able to competently work with the
injured and their families as well as the bereaved478. We recommend that these
professionals should be appropriately-trained and experienced trauma and bereavement
therapists as opposed to ‘generic’ counsellors 479 – they require specialist knowledge in
criminal justice and compensation processes as well as sensitivity in language 480, an
understanding of road trauma issues, and familiarity with, and willingness to work within,
the guidelines published by the Australian Centre for Posttraumatic Mental Health 481.
Furthermore, the therapists will require appropriate and regular continuing professional
development opportunities funded by the service. These opportunities are necessary for
best-practice but often not prioritised due to funding and logistical constraints 482.
Recommendation 9
The road trauma support service facilitates appropriately-trained volunteers to provide
non-specialist supports
Professional therapists do not generally have first-hand experience of the effects that road
trauma events have on families and on individuals. Road trauma victims, offenders, family
members, friends and colleagues frequently express a need to normalise their feeling of
overwhelming grief through speaking to others who have similar experiences and losses.
Mutual-help support groups are especially useful for people experiencing sociallystigmatising phenomena483. Peer support follows a partnership model wherein power is
shared and as such contrasts with bureaucratic and hierarchical organisations where help is
professionalised484. The professionalisation of support renders personal experiences as
‘baggage’, thought to hinder or prevent the objectivity construed to be necessary in the
provision of help, whereas personal experience is often valued highly by people who have
experienced a trauma. Through the access to and contact with peers, the private
experiences of loss, grief, and trauma are shared openly rather than silenced. Furthermore,
volunteers provide a cost-effective method of providing non-professional support 485. The
volunteers would be selected and trained by the Volunteer Coordinator. To avoid
exploitation, the volunteers would be reimbursed for any costs (e.g., petrol and parking) and
would be acknowledged regularly (e.g., a quarterly ‘thank you’ morning tea and named in
the annual report).
476
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Point 7: The extent and delivery of associated advocacy, research and road safety
education roles.

Recommendation 10
The road trauma support service includes a suite of complementary direct and indirect
services
The community counselling model486 provides the basis for the delivery of multiple direct
and indirect support services to individual clients and the community. The application of this
model to the proposed road trauma support service is outlined in Table 6. The model offers
a unified approach to assist services to develop a multi-faceted and complementary
combination of programmes and interventions that empower individuals to more readily
access these services. Additionally, the model allows a ‘voice’ to people affected by road
traffic crashes in that their needs and perspectives may be advocated.
Table 8
Applying the Community Counselling Model to Road Trauma
Support Community Services
Client Services
Direct
Preventative education e.g., seminars
One-on-one interventions and outreach
and workshops about grief and trauma, to vulnerable clients e.g., individualised
(e.g., links with Office of Road Safety,
therapeutic interventions for people in
Drug and Alcohol Office, Office of Youth need and at-risk of need; bereavement
Affairs); encouraging the development and trauma services; specialist
of coping skills; psycho-education
psychotherapy; therapeutic groups 487
Indirect



Influencing public policy488 e.g.,
lobbying for legislative change,
promotion of road safety messages to
reduce future road trauma,
partnerships with media, applied
research

Client advocacy and consultation e.g.,
provision of grief and trauma education
to enable the wider community to
better support people directly affected
by road trauma489; supporting the
development of mutual-help groups
and provision of self-help materials and
resources

Point 8: Resource requirements, including accommodation, administration,
computing, communications and promotional materials.

Recommendation 11
The road trauma support service be established as a non-profit organisation
The service should be established as an incorporated association under the Associations
Incorporation Act 1987 (WA) and be consistent with the characteristics necessary for receipt
of Public Benevolent Institution and Deductible Gift Recipient status with the Australian Tax
Office.

486

Lewis et al. (2003)
Murphy (2006)
488
Boss, Pikora, and Daube (2010)
489
Breen and O’Connor (2011)
487

65

Recommendation 12
The road trauma support service be governed by a Board of Management
Members would be selected based on having a keen interest in road trauma and its effects
on the community, complementary professional skills and experiences (e.g., governance,
financial management, legal matters), and represent the diversity of the WA community, in
order to provide leadership, energy, and commitment to the establishment and
sustainability of the service. An understanding of road trauma issues should be an essential
criterion and experience of road trauma issues should be a desirable criterion for all
positions. Membership of the Board would be on a volunteer (non-paid) basis and an
appropriate size of the Board is up to 10 people. The service would supply/pay for meeting
venues, appropriate catering and required resources, and any out-of-pocket costs incurred
by Board members. Board members would need to comply with the Associations
Incorporation Act 1987 (WA) and require training in governance matters. Further, a Code of
Conduct outlining expectations of the Board should be developed and followed.
Individuals (e.g., clients) and services may register with the organisation to receive relevant
newsletters and other information but formal membership to the service will not be offered.
Membership with voting rights does not guarantee the attraction and engagement of people
with a range of road trauma experiences and demographics, nor does it preclude undue
influence on or fragmentation of the Board of Management. Furthermore, none of the
existing comprehensive road trauma support services in Australia (e.g., Road Trauma
Support Services [Victoria], Road Trauma Support Tasmania, Road Trauma Support Team of
South Australia) offers membership with voting rights.
Recommendation 13
The road trauma support service utilises a high-profile and appropriately-sensitive Patron
The identification and retention of a high-profile and appropriately sensitive patron of the
service would be useful in raising the profile of the service and ‘championing’ its cause,
including the dissemination of a wider road safety message, to the WA community. The
patron would be chosen by the Board of Management in consultation with the
Implementation Steering Committee.
Recommendation 14
The road trauma support service has a core salaried staff
In the first instance, salaried staff should include an Executive Officer (1FTE), Administration
Officer (1FTE), Volunteer Coordinator (1FTE), and Services Coordinator (1FTE). The
Administration Officer would provide the main contact point for the service and would
maintain anonymous client information for evaluation and research purposes. The Volunteer
Coordinator would to recruit, train, and supervise the volunteers. The Services Coordinator
would link clients to therapists as well as develop and maintain links and partnerships with
relevant services to ensure that clients are supported appropriately (see Recommendation
20). An IT consultant will be required in the initial stages in setting-up the premises and
constructing the website and would then be contracted as required.
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Recommendation 15
The road trauma support service be situated in community-based premises accessible by
public transport
The road trauma support service requires community-based premises in the metropolitan
area of Perth. Community-based premises are likely to be less threatening than hospital or
government premises. Additionally, proximity to public transport options is required due to
the likelihood that some clientele might have physical impairments and/or experience
difficultly driving or occupying a motor vehicle due to road trauma issues.
Recommendation 16
The road trauma support service be complemented by information packages, a brochure,
and a website
People bereaved through road traffic crashes in WA report they would like information
provided to them in topics such as coping strategies, what to expect from a sudden and
violent bereavement, and where to access support, and that this information would be most
beneficial in a booklet form and received soon after their loved one’s death 490. An
information package, developed and disseminated under the auspices of the road trauma
support service, is crucial because current services risk losing contact with the families soon
after death notification and identification processes. We recommend the information and
support pack be modelled on the Information and Support Pack for those Bereaved by
Suicide and Other Sudden Death produced by the Ministerial Council of Suicide Prevention
and disseminated through the Office of the Coroner 491. Similar packs could be design for
other user groups. The receipt of an information package in the post would be useful
without intruding on those who do not require support.
The service’s website should be simple, easy to navigate, and based on universal design
principles492, It should include information about road trauma and its effects, contact details
for the service, a summary of the different types of support provided by the service
(professional therapeutic interventions for trauma and bereavement as well as peer
supports), and links to other services, especially crisis services such as Lifeline, Samaritans,
and the Kids Helpline.


Point 9: Estimated costs associated with establishing and sustaining recommended
road trauma support services in WA, and recommended funding providers;

Recommendation 17
The road trauma support service has an initial annual budget and recurrent funding
Developing a budget for establishing the road trauma support service requires both fixed
and variable costs. Fixed costs are those that do not vary with the level of service provided.
Examples include premises (e.g., rent, refurbishment, electricity, internet and telephone
connections), office equipment (e.g., computers, chairs, tables, stationary, etc.), and staff
recruitment and training. Variable costs are costs that do vary with the level of service
provided. Examples include printing and distribution of brochures (which may of course
become a fixed cost in subsequent years when there is clearer indication of service demand),
490
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salary of core staff and trauma and bereavement therapists’ fees, and overhead expenses
(which become fixed costs in subsequent years). It is expected that the budget in the first
year will be much higher than for subsequent years due to establishment costs. In
subsequent years, however, costs that will vary with level of service provided include salary
of staff and therapists’ fees, but it is expected that these salaries and fees will consume a
large proportion of the variable costs.
A thorough analysis of the budget required for this project should be completed once the
recommendations are accepted. The Victorian model indicated that ideally it would operate
with a budget of $1 to $1.5 million per year. While WA may use this figure as a benchmark,
at this stage it is premature to commit to any specific amount. The reliance on annual
budgets stifles forward planning493,494,495; as such, the proposed service should be funded
initially on an annual basis with the option of moving to three-year contracts if monitoring
requirements are met (Recommendation 18).


Point 10: Stakeholder details and contacts, including government, non-government
organisations, industry and community groups.

The stakeholders include the members of the reference group (see page 3), the
organisations they represent (where applicable), and the interstate road trauma support
services.


Point 11: An evaluation and reporting framework to monitor, assess and provide
constructive feedback on the effectiveness of the WA road trauma support service,
on an ongoing basis.

Recommendation 18
The road trauma support service has an evaluation and reporting framework
An evaluation and reporting framework is required to monitor, assess, and provide
constructive feedback on the effectiveness of the WA road trauma support service, on an
ongoing basis, to ensure that the service is cost-effective, efficacious, and ethical496. We
recommend the service is funded initially for a period of three years, conditional on
satisfactory completion of each interim report, so that the service can ‘find its feet’ and
engage in future planning. We recommend quarterly and six-monthly financial statements
be provided to the funding body in the first two years of the service. Following this two-year
period, annual reports should be provided, outlining the service’s history and current staff,
promotion of services, referral pathways to and from the service, services delivered and to
whom and where, income and expenses. All financial reports must be audited independently
and there must be accountability for all staff and the Board of Management. The direct
services in particular require valid indicators of efficacy and must include client and therapist
satisfaction surveys but ideally will also include objective data of intervention efficacy (as
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satisfaction with services is not the same as service efficacy) and provides the potential for
applied research with anonymous data497.


Point 12: An outline of essential steps to ensure the successful introduction of
sustainable road trauma support services across WA.

Recommendation 19
The road trauma support be established in incremental steps commencing as soon as
possible to be in operation by the end of 2012
The road trauma support service should be established by following these steps, and in
association with an Implementation Steering Group to provide advice on the establishment
arrangements. The steps should be achieved within 12 months of commencement. The
service could be operating by the end of 2012 and may be launched as part of World Day of
Remembrance for Road Traffic Victims (November 2012)498:
1. Obtain funding approval and backing;
2. Decide on the service’s name and annual budget;
3. Recruit the Board of Management;
4. Find and occupy premises, taking into account the location and proximity to public
transport;
5. Hire the Executive Officer and determine the Patron;
6. Hire other staff; develop links with specialist psychotherapeutic intervention
providers; establish website and toll-free state-wide telephone line;
7. Develop, print, and begin dissemination of service brochure to general practitioners
(through the Divisions of General Practice) so they know to refer patients to the
service for Medicare-funded supports, and to staff in hospitals, Victim Support
Service, Office of the Coroner, WA Police, insurance companies, Lifeline, Health
Direct, and ConnectGroups for additional referrals. The contact details should also be
added to relevant online communities such as the Journey Beyond Road Trauma
website (see also Recommendation 20);
8. Foster and develop links with government departments and community groups for
the delivery of community education programmes; and
9. Develop a three-year strategic plan.
Recommendation 20
The road trauma support service be linked and work in partnership with other services and
supports
Notwithstanding the existing limitations and gaps identified in Section 4, existing services
provide some valuable services to people affected by road traffic crashes. In drawing on a
public health approach, the proposed road trauma support service requires partnerships
with, and referral pathways from and to, these existing services, including WA Police, Office
of the Coroner and its Coronial Counselling Service, Victim Support Service, general
practitioners, community-based services (e.g., Lifeline, Carers WA, Volunteers WA, Sussex
Street Community Law) mutual help groups (e.g., The Compassionate Friends) and their
peak body (ConnectGroups), community groups (e.g., Rotary, Lions, and Apex clubs), online
communities (e.g., Journey Beyond Road Trauma), road user groups (e.g., caravanning and
497
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four-wheel drive clubs) funeral companies, hospitals, Insurance Commission of WA, general
practitioners, who play a vital role in the care of bereaved people 499, and road trauma
support services for Aboriginal Australians 500. In order for these services and resources to
form referral pathways, the partnership needs to take the form where these services are
aware of the road trauma support service and the road trauma support services is able to
demonstrate its credibility and appropriateness to receive referrals. This information can be
disseminated to the community via media links, including the RAC magazine.
Additional recommendations
Recommendation 21
The road trauma support service meet the access needs of underserved groups including
culturally and linguistically diverse people, Indigenous Australians, and people with
disabilities
The road trauma support service must be able to meet the needs of culturally and
linguistically diverse groups and people with disabilities. The service must engage (and pay
for) interpreters (e.g., WA Interpreters501) for and incorporate road trauma support services
for Aboriginal and Torres Strait Islander Australians 502. The service must occupy communitybased premises with disability access (see Recommendation 15) and its website must
following the principles of universal design (see Recommendation 16).
Recommendation 22
The road trauma support service be complemented by best-practice death notification and
the re-establishment of a Family Liaison Officer in WA Police’s Major Crash section
Notification of a sudden death is often described as the most traumatic life experience 503
and as such, requires best-practice death notification strategies; research demonstrates
these strategies are beneficial for the bereaved in reducing trauma as well as for the
professionals delivering the notification 504. We do not recommend the road trauma support
service brochure be disseminated at this time.
Rather than training the investigators to be more sensitive and empathetic, which may not
fit their role because of their need to remain ‘objective’ and detached, a dedicated liaison
officer (or officers) could provide support to the bereaved (some face-to-face in the
metropolitan area by primarily via telephone throughout the state) without impeding the
investigation process. WA Police previously employed a part-time Family Liaison Officer
within the Major Crash section but the duties of this role have now been absorbed into
Investigating Officer positions. Similar positions continue to exist elsewhere, for example,
South Australia, where the Major Crash Investigation Unit has included a Victim Contact
Officer since 2000. This Officer delivers support, provides information about support
services, and advocates for victims’ rights 505 and would assist in referral to the service
proposed herein.
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Strengths and Limitations of the Project
This report provides an original, contextual, and data-driven account of (a) the consequences
of road crashes, (b) current services in WA, (c) trauma and bereavement service delivery,
and (d) existing road trauma support services available in other Australian states. Attempts
were made to ensure the process was as rigorous as possible, including the using multiple
sources of data and conducting the research in a team. The project’s key strength is the
involvement of the stakeholder reference group – its members including representatives
from relevant services as well as people affected personally by road trauma; this diversity
and depth enhances the study’s ability to contribute to practice 506. Further, the report
provides the basis for the development and evaluation of the future road trauma support
service in WA.
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10.0 APPENDICES
Appendix A: Project Personnel
Dr Breen is a Lecturer in the School of Psychology and Speech Pathology, Curtin Health
Innovation Research Institute, Curtin University. Her PhD explored the psychosocial
experience for people bereaved through the death of a family member in a road traffic crash
in WA. The thesis won the 2007 Australian Psychological Society’s Psychology of
Relationships Interest Group Thesis Award and has been published as a book as well as
several book chapters and academic journal articles in Death Studies, Omega: the Journal of
Death and Dying, and Journal of Family Therapy. In early 2009 she was invited by the Road
Victims Trust in the United Kingdom to act as an independent assessor of their application
“Road death: The role of support in traumatic bereavement” to the Big Lottery Fund. Dr
Breen has authored over 25 refereed papers and book chapters and has secured over
$300,000 in research funding. She is currently a member of The Australian Psychological
Society and the Australian Centre for Grief and Bereavement.
Dr O’Connor is a Senior Research Fellow in the WA Centre for Cancer and Palliative Care,
Curtin Health Innovation Research Institute, Curtin University. Dr O’Connor’s programme of
research focuses on psycho-social aspects of cancer and palliative care, children of women
with a cancer diagnosis, supports and interventions for carers, and bereavement. To date Dr
O’Connor has authored over 30 refereed papers and book chapters and has secured over
$1,000,000 in external funding. Dr O’Connor was a chief investigator for a multi-site national
Pharmacy Guild of Australia funded project that investigated enhancing the role of the
community pharmacist in palliative care. This project informed policy and practice, and led
to education modules for community pharmacists and a model for accredited pharmacists to
conduct medication management reviews for palliative care patients. Dr O’Connor is also a
chief investigator on collaborative grants in the areas of communication and information
needs of patients, carers’ support needs and support after bereavement. Many of these
collaborative projects have been in response to identified needs and gaps in the community.
Dr Le is an Associate Professor in Economics in the School of Economics and Finance at
Curtin University. Her research interests centre on applied labour economics. She has
published in a range of journals, such as Industrial & Labor Relations Review, Applied
Economics, Scottish Journal of Political Economy, Economics of Education Review, Education
Economics, International Migration Review, International Migration, Journal of International
Migration & Integration, Journal of Economic Surveys, Economic Record, Australian Economic
Review, and Australian Economic Papers.
Ms Clarke is a Research Nurse at the WA Centre for Cancer and Palliative Care, Curtin Health
Innovation Research Institute, Curtin University. Prior to embarking in research, Jenny was
an experienced Oncology and Haematology Registered Nurse. Recent research project work
includes working as a clinical trials co-site co-ordinator for the Palliative Care Clinical Studies
Collaborative; long-term involvement with “Dignity Therapy-An intervention” to relieve
psychological distress and enhance dignity for terminally ill patients; and the Consumer
Impact study, which involved the development of consumer impact statements relating to
patient and carer end-of-life experience.
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Appendix B: Project Timeline
October – November 2010

Phase 1 – Ethics clearance from Edith Cowan University;
formation of the stakeholder reference group; first
meeting of stakeholder reference group; develop data
collection protocols

January-May 2011

Made additions to the stakeholder reference group; ethics
clearance from Curtin University;
Phase 2 – Documentary analysis of interstate services and
telephone interviews with key personnel

June 2011

Second meeting of stakeholder reference group

July-August 2011

Phase 2 (continued) – Visit interstate road trauma support
services for interviews with staff and observations of
premises, resources, and service delivery
Phase 3 – Report writing and dissemination

September 2011

Dissemination of draft report to stakeholder reference
group for feedback
Third meeting of stakeholder reference group
Final report completed and provided to Department of
Health (WA) and members of the stakeholder reference
group
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Appendix C: Stakeholder Reference Group Meetings Notes
First Road Trauma Support Reference Group Meeting
Date: Tuesday 30th November 2010
Venue: ConnectGroups, 335-337 Pier Street Perth
Start: 9.30am
1. Welcome
2. Apologies: Merle Taylor, Steele George, Odwyn Jones, Peter Farnham, Barry May
(WA Police), Danny Mosconi (Fire and Emergency Services Authority), Gary Cooper
(Office of the State Coroner), Corinne Moulé (WA Police), Allyson Browne (Royal
Perth Hospital)
3. Present
a. Colleen Fisher – told personal story of bereavement and wants support to be
available for everyone involved/affected by road traffic crashes.
b. Angela McDowall (coordinator of PARTY programme at Royal Perth Hospital) –
commented that there needs to be more than education of the young
because all demographics are involved in road crashes.
c. Marianne Carey (RAC) – her focus is vulnerable road users.
d. Benny Sullivan (Public Health Advocacy Unit, Curtin University) – coordinator
of the Healthy Roads Project.
e. Chris Parry (Department of Indigenous Affairs) – described his history of
working at Roadwise and Main Roads and his personal history of being a
bereaved parent and volunteering as a counsellor at SIDS and Kids.
f. Sharon Easton (Emergency Department, Swan Districts Hospital) – spoke of
her former work as a bereavement social worker at RPH.
g. Sam Sita – shared his personal story of bereavement and is a counsellor at
Lifeline (representing himself, not Lifeline).
h. Jenny Bergman and Carole Macey (Victim Support Service, Department of
Justice) – the Victim Support Service has a limited ability to support people
affected by road crashes because the support is offered only when a charge is
laid.
i. Antonella Segre (ConnectGroups) – is aware of the lack of ongoing support
services, has a grant to look at Indigenous needs as well.
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j. Susanne Bahn (Edith Cowan University) – a researcher on the project with
background in occupational health and safety and safety generally.
k. Terri-Anne Pettet (Roadwise) – Roadwise’s focus is primary prevention, spoke
of previous funding from their community grants scheme, which funded a
support project through Lifeline.
l. Don Sonsee (Chaplain at St John’s Ambulance) – described ambulance services
at the frontline of road traffic crashes.
m. Glenda Maloney via telephone – spoke of her personal story of bereavement
and advocacy for support services in WA. She reported there are current
attempts to get legislative changes so that money from the Road Trauma
Trust Account can be used for post-crash services and supports. She stated
she would like something in WA like the Road Trauma Support Team in
Victoria which is a stand-alone, comprehensive service that is free.
n. Barb Rawlins – spoke of her personal story of bereavement and has had
contact with the Road Trauma Support Team in Victoria.
o. Lauren Breen (Edith Cowan University) – lead researcher in the project.
4. Overview of the project
a. Lauren disseminated the project proposal (funded by the Department of
Health), provided a verbal summary, and asked for feedback during the
meeting and welcomed further feedback via email.
b. Terri-Anne and Antonella noted that a key issue concerns where to access
funding for the service, as it is not likely to be useful to propose a model if
there is no money to fund it.
c. Terri-Anne suggested we keep an open mind regarding funding options rather
than banking on being able to access money from the Road Trauma Trust
Account.
d. Glenda stated that the Office of Road Safety, Road Safety Council, and the
Ministerial Road Safety Council have all signed off on this project and
therefore it could be argued that funding come from the Road Trauma Trust
Account. She cited the Road Trauma Trust Account’s annual budget and said
that a service like the Road Trauma Support Team in Victoria would only
require very small proportion of the money. Her perspective is that we/the
project should push for this legislative change rather than having fragmented
services funded from different places.
e. Sharon spoke of the importance of having families contacted immediately and
linking them with and/or providing them with information on appropriate
services.
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f. Antonella put to the group the idea of helping to set up a support group for
victims, as a start. Glenda expressed concern that the government might then
see the entire need as supplied by the group and would then not fund a full
service.
g. Sue commented that having university researchers leading the project means
that any recommendations from the project might have more weight than
individual voices.
h. Carole commented on documenting the needs of people in the community
and how they might be met by a service or supports. [NB: Lauren and Sue
discussed this point after the meeting and agreed that the information needs
of key groups – bereaved, injured, first responders, witnesses, offenders etc. –
will be outlined in the report, as will current services and gaps in WA].
i. Colleen asked for clarification of the role of the reference group and Lauren
described how she sees the group as guiding the project. Colleen offered her
services in a volunteer capacity to work on the project. Lauren and Sue stated
they would discuss this offer with her after the meeting. [NB: This discussion
occurred after the meeting and it was decided that Colleen will remain on the
reference group only].
5. Next meeting
a. Lauren reported that the next meeting will likely be in February and will be
organised via email. She will attempt to provide more notice/a greater leadup time.
6. Close – 10.45am
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Second Road Trauma Support Reference Group Meeting
Date: Tuesday 28th June 2011
Venue: ConnectGroups, 335-337 Pier Street Perth
Start: 9.30am
1.

Welcome
a. Present: Lauren Breen (Curtin University), Terri-Anne Pettet (Roadwise), Cath
Ferguson (Edith Cowan University), Antonella Segre (ConnectGroups), Rob
Kingma (Fire and Emergency Services Authority), Odwyn Jones, Benny Sullivan
(Curtin University), Alan Maloney, Colleen Fisher
b. Apologies: Carole Macey (Victim Support Service), Deborah Costello (Injury
Control Council of WA), Angela McDowall (Royal Perth Hospital), Richard
Higgins (Paraplegic Benefit Fund), Corinne Moulé and Barry May (WA Police),
Marianne Carey (RAC), Stephanie Fewster (Carers WA), Don Sonsee (St John
Ambulance), Sam Sita, Sharon Easton (Swan Districts Hospital), Allyson
Browne (Royal Perth Hospital), Chris Parry (Indigenous Affairs), Diana Elliot
(Sir Charles Gairdner Hospital), Christina Wright (People with Disabilities)

2.

Update on the project and progress so far
a. Lauren provided an overview of the reasons behind the delay in the
project (originally scheduled for completion June 2011) – the main issue
was that the funds were ‘lost’ at the university and she’s only had access
to them since 14th June. Consequently, the Department of Health has
agreed to an extension to the deadline. Lauren presented a draft
amended timeline, which was discussed and supported. The amended
timeline outlines the following key deliverables and dates – dissemination
of draft report to reference group for feedback (2nd September), third
(and final) meeting of reference group (20th September), and final report
completed (30th September). Antonella suggested we try to get a longer
extension but aim for the timeline presented. This idea was supported.
b.

Lauren provided an overview of the sections of the report (the draft Table
of Contents was circulated). The consequences of road traffic crashes are
included, as emphasised by Carol Macey at the first meeting. There are
also sections devoted to current services available in WA and the efficacy
of support interventions for trauma and bereavement.

c.

Case studies of services elsewhere in Australia were discussed (this
document was circulated via email prior to the meeting).

d.

1.

Lauren provided the 12 points that the Department of Health wants
included in the report (these are below):
recommended road trauma support roles and services and evidence supporting
their effectiveness (including a review of interstate road trauma services);
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2.
3.
4.
5.
6.
7.
8.
9.
10.
11.

12.

3.

preferred options and recommendations to establish sustainable road trauma
support service in WA, including possible service providers;
options to facilitate the delivery of accessible peer support and professional
counselling across metropolitan and regional WA;
recommended mechanism to advertise and to promote road safety peer support
services state-wide;
the scope, extent and duration of cost-free support for victims, offenders,
witnesses, family and friends and other community members;
criteria for selecting, training and appointing professional and peer support
counsellors as required;
the extent and delivery of associated advocacy, research and road safety
education roles;
resource requirements, including accommodation, administration, computing,
communications and promotional materials;
estimated costs associated with establishing and sustaining recommended road
trauma support services in WA, and recommended funding providers;
stakeholder details and contacts, including government, non-government
organisations, industry and community groups;
an evaluation and reporting framework to monitor, assess and provide
constructive feedback on the effectiveness of the WA road trauma support
service, on an ongoing basis; and
an outline of essential steps to ensure the successful introduction of sustainable
road trauma support services across WA.
Discussion
a. A discussed ensued concerning what do we still need to know, which
service(s) should be visited, and what else needs to be included in the
report? The group unanimously recommend that Lauren visits the Road
Trauma Support Service (Victoria), and at least one of the following
state’s services – Tasmania, South Australia, or Queensland – dependent
on timing, logistics, and funds. Terri-Anne suggested that visiting an
established and less-established service would provide insight into the
variables that are required for success. For example, if other services are
struggling because of funding, we’d need to recommend sustainable
funding so that the WA service doesn’t fail for this reason.
b.

Odwyn suggested the need to investigated different funding sources for
the service. Suggestions from the group included Insurance Commission
of WA, other insurance companies, mining companies, the Department of
Health, and the Road Trauma Trust Account. Terri-Anne and Lauren
reminded the group that funding from the Insurance Commission is
fraught by the fault system in WA, and that legislation would need to
change if the funding was to come from the Road Trauma Trust Account
(Currently, the funds can only be used for prevention of road crashes).
Antonella suggested that, if a mix of funding is sought, that we don’t get
too much commitment from non-government sources because then the
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government won’t see a need to fund it – there is a need for recurrent
funding, not a one-off grant.

4.

c.

Cath also said that the service could charge for services that are not for
direct clients e.g., workshops.

d.

Antonella said that ideally, the service should be comprehensive and
collaborate with existing services and supports. She also said the report
should specify, as much as possible, the recommended staffing,
programmes, and so on, so that the report can act as a blueprint for the
design and organisation of the service.

e.

Colleen reinforced the importance of the promotion of the service so
people in need know where to go to get assistance.

f.

Rob reinforced the idea that the service needs to be flexible to meet
individual needs.

g.

Lauren presented feedback from Chris Parry, who suggested that, in order
to gain a more complete understanding of grief support, other service
providers could be researched in terms of logistics, complexities,
innovations and so on. He mentioned SIDS and Kids, Survivors of Suicide,
Lifeline, Samaritans, and CanTeen. This proposal was discussed. The
group decided that, due to the projects timeline and funds, the report
should focus on road trauma organisations.

Next meeting
a. Lauren suggested the next (final) meeting will be two hours in duration
and should be on Tuesday 20th September. The aim will be to discuss the
draft report and recommendations (Lauren will circulate the draft report
on 2nd September).
b.

5.

Venue TBA, but will be somewhere central with disability access e.g.,
Department of Health or Carers WA/ARAFMI.

Close 10.50am
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Third Road Trauma Support Reference Group Meeting
Date: Tuesday 20th September 2011
Venue: Carers WA, Lord Street Perth
Start: 9.30am
1.

Welcome
a. Present: Lauren Breen (Curtin University), Terri-Anne Pettet (Roadwise),
Antonella Segre (ConnectGroups), Jonine Kehoe (ConnectGroups), Rob
Kingma (Fire and Emergency Services Authority), Odwyn Jones, Benny Sullivan
(Curtin University), Alan Maloney, Glenda Maloney, Colleen Fisher, Matt
Brown (RAC), Deborah Costello (Injury Control Council of WA), Stephanie
Fewster (Carers WA), Paul Davis (Carers WA), Don Sonsee (St John
Ambulance), Sam Sita, Sharon Easton (Swan Districts Hospital), Diana Elliot (Sir
Charles Gairdner Hospital), Richard Higgins (Paraplegic Benefit Fund), Amber
Arazi (People with Disabilities).
b. Apologies: Marianne Carey (RAC; Matt Brown attended as Marianne’s proxy),
Cath Ferguson (Edith Cowan University), Corinne Moulé (WA Police), Allyson
Browne (Royal Perth Hospital), Barb Rawlins

2.

Overview of the report
a. Lauren presented an overview of the draft report (disseminated weeks
earlier) and invited group members to make comments and suggestions.

3.

Discussion of report and recommendations
a. There was some discussion about the history of the project and where it was
funded, and it was suggested that some of this could be added to the report’s
executive summary.
b. It was suggested by Jonine, Cath (who emailed her suggestions), and
Stephanie that there should more on information on the effects of injuries
and that there are separate sections for the effects on people who are injured
and the effects on their families, friends, and carers. Stephanie and Paul also
suggested that the terms carer or unpaid family carer are preferable to
caregiver.
c. As Carers WA is the peak body representing carers, it should be incorporated
into the section describing the current supports and services that are relevant
to road traffic crashes in WA. Lauren will liaise with Stephanie for this.
d. It isn’t immediately clear from the report that Lifeline no longer has a road
trauma counselling service – this section requires clarification.
e. While the report says that gaps for psychotherapeutic services tend to range
between $33 and $39 per session, there was the suggestion that the report
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also needs to show that the out-of-pocket expenses may be considerably
more.
f. There was some suggestion that the limitations and gaps of the current
context needs to be ‘beefed-up’ so that the limitations and gaps are
expressed more clearly. Some members of the reference group (e.g., Jonine,
Glenda, Colleen) shared their experiences of negotiating services and
highlighted the limitations of and gaps in the current system.
g. Diana and Paul expressed their reservations about the tenor of the section
outlining trauma and bereavement interventions; the sections requires
further contextualisation as it reads as being too medicalising and
pathologising with too much focus on disorders and not enough
acknowledgement of other approaches.
h. It was suggested that, in the section describing the road trauma support
services in other states, a table summarising their strengths and limitations
would be helpful.
i. There was some discussion about the length of the report and whether and
how this might be addressed. Lauren stated that has considered writing two
reports – a long version with everything and a shorter version that is more
readable but that she needs to be guided by the Department of Health.
j. Odwyn suggested the incorporation of state and national road safety
strategies to the report.
k. Matt suggested Lauren consider amending the use of emotive language in the
recommendations (e.g., must, should) and Stephanie suggested these words
be removed altogether.
l. Terri-Anne described an email conversation she’d had with Lauren about
distinguishing between the recommendations (as authored by the
researchers) and the role of the reference group. There was some discussion
about this distinction and Antonella provided an excellent explanation. It
would then be up to organisations to decide whether to endorse the report
and its recommendations.
m. There was quite a bit of discussion about the funding options. Matt explained
that the legislation underlying the Road Trauma Trust Account precludes the
use of these monies in post-crash supports. Glenda shared correspondence
she has received from MPs suggesting the possibility that the Road Trauma
Trust Account could be used to fund a road trauma service and Lauren stated
that the Road Trauma Trust Account funds have been used in the past for
post-crash supports. Matt shared his concerns about ‘shutting the door’ to
other options if only one is outlined in the report and suggested Lauren
contact the Office of Road Safety about the latest legal advice on the
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legalisation (Lauren will follow-up on this). Antonella suggested that use of
the Road Trauma Trust Account is the most obvious source but that other
funding options should be considered in the report. Discussion ensured about
the possibility of mixed funding from various sources such as health, mental
health, Royalties for Regions, etc., with the idea to have recurrent funding.
Amber suggested the possibility that a separate Government fund be
established.
n. There was quite a bit of discussion about whether or not fees should be
charged, relative to income, for the professional psychotherapeutic
interventions, with some members suggesting that asking about income could
be offensive and impractical, and that these negatives would outweigh any
potential income that would be raised.
o. It was suggested that Lauren clarify the workshop fees for offenders i.e., pay a
fine or complete the workshop in order to have a driver’s licence reinstated.
p. Glenda shared that she’d been contact with Dr Fiona Wood, Injury and
Trauma Network, who is waiting for the report. Both Glenda and Antonella
though that Dr Wood would make an excellent patron of the road trauma
support service.
q. Matt queried the size of the proposed Board of Management, given the small
number of paid staff, and Antonella explained that this ratio was common and
advantageous in the non-government sector.
r. Antonella and Jonine spoke of the importance of adding Indigenous
Australians/Aboriginal and Torres Strait Islander Australians to
Recommendation 21.
s. Lauren stated that she would disseminate the meeting notes as soon as
possible and finalise the report, as it is due to the Department of Health on
the 30th September. She will also find out if the Department still would like
her to deliver an oral presentation to the Road Safety Council.
[NB: The meeting extended beyond the advertised time so some people left, from 11am
onwards]
4.

Acknowledgements
a. Lauren acknowledged and thanked the reference group for its commitment to
the project. She stated that some members of the group were not affiliated
with any organisation and were therefore not being paid for their attendance
and were paying their associated expenses (e.g., petrol, parking). These group
members will receive a voucher to acknowledge their time and effort.

5.

Close – 11.45am
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Appendix D: Structured Protocol for Data Collection
The purpose of this interview is to find out road trauma support services here at
[organisation].
First, I’d like to find out a bit more about you:
 Can you tell me about your background and experience in road trauma support
services?
 Can you tell me about your job and duties or activities here at [organisation]?
Now I want to move on to talking about this organisation:
 Can you tell me about the history of the organisation? What was the impetus for the
service? How has it developed over time?
 What were the set up costs and how were these funded? What are the annual costs?
Where do you access funding now?
 What resources are required to run the service? (accommodation, administration,
computing, communications and promotional materials, etc.)
Now I want to move on to talking about the services offered here:
 Who to you provide services to? Inclusion/exclusion criteria? (gender, Indigenous
status, and cultural and linguistically-diverse status of clients; how many, including
total client numbers and breakdown for bereaved, injured, witnesses, and others)
 How long do you provide services?
 What fees are charged?
 How do you recruit, train, and appoint staff? (Professional counsellors and peer
supporters)
 How are people referred here? Do you refer to other services? If so, where and
when?
 How do you promote the services to potential uses and to referring professionals?
 Do you provide additional services such as advocacy, research, and road safety
education?
 Do you offer metropolitan as well as regional service delivery? If yes, are these the
same or different? How so?
 How are the services evaluated? How do you know they are effective? What would
you like to see incorporated into the service? What could be improved?
 What do you think has contributed to the success of the service? What has
contributed to any setbacks?
 What advice do you have to setting up a road trauma support service in WA? What
should be focussed on and what should be avoided?
Thank you for participating in this interview today. Your answers have been really helpful in
understanding your road trauma support service.
 Are there other questions you wished I had asked you or anything else you wish to
talk about?
Thank you for your time.

91

92

