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Railway Spine  1866 Kraepelin  Fright neurosis           
 1896 

American Civil War      
   Soldier’s Heart 

World War I 
 Shell Shock 

 World War II 
Combat Fatigue 

       Vietnam War 
      DSM III : PTSD 

       Gulf War 
Gulf War Syndrome 

            Korean War   
DSM I : Gross Stress Reaction 





In a nutshell 

             George Vaillant : The Harvard Class of ’42 
 
                Nearly all went to war.   70% had combat exposure 
 
40-50 years later – all had memories / nightmares. Most highly functional, and 
opposed to notion that they were ill, placed value on their experience,  stating 
that it gave them pride / colour 
 
4% of the cohort were traumatised - all identified as struggling to cope by 
1945.  Of that group of 6 men: 
       3 suicided 
                2 suffering long term mental disorder 
                                   1 missing presumed murdered 



Making the diagnosis 

  The 
Trauma 

Cluster A 

Cluster C Cluster B 

Duration 

Distress / Impairment 

Re-experiencing 

Avoidance  
 Numbing 

Hyper-arousal 



The Trauma 

 Criteria A : 
 

 1.  Experiencing, witnessing, or hearing about an 
  event involving  actual or threatened death or 
  serious injury to self or others 

 

 2. Responds to that event with intense fear, 
  helplessness or horror 



Re-experiencing 

 1 or more of the following : 

 
 (1) distressing memories of the event 

 

 (2) distressing dreams of the event. 

 

 (3) flash-backs  : acting or feeling as if the traumatic event were recurring 

 

 (4) intense  distress 

                       arousal  

           on exposure to internal or external cues to the traumatic event 

 



Avoidance / Numbing 

 3 or more of the following :  
  

 (1) avoid thoughts, feelings, or conversations associated with the trauma 

  

 (2) avoid activities, places, or people that arouse recollections of the trauma 

  

 (3) inability to recall an important aspect of the trauma 

  

 (4) diminished interest or participation in significant activities 

  

 (5) detachment or estrangement from others 

  

 (6) restricted range of affect 

  

 (7) sense of a foreshortened future (e.g., does not expect to have a career, 
marriage, children, or a normal life span) 

 



Hyper-arousal 

 2 or more of the following : 

  

 (1) difficulty falling or staying asleep 

 

  (2) irritability 

 

 (3) difficulty concentrating  

 

 (4) hypervigilance 

 

 (5) exaggerated startle response 

 



Duration 

 More than 1 month 

T 
1 

ASD 

4 

Acute PTSD 

6 

Delayed onset PTSD 

Chronic PTSD 

Acute Stress Disorder 
 

13-33% adults      17-21% children 
 
Dissociation (acute ?adaptive / ongoing = Sx) 
 
75-80 % with ASD     PTSD 
BUT : many develop PTSD without initial ASD 
 
 
 
 



Distress / Impairment 

Sub – syndromal PTSD 



Different points of view 

ICD 
WHO / Great Britain 

 
Does not include :  

 
A2 
 

Numbing 
Sense of forshortening 

Impairment 

 

DSM V 
 

 Fear Circuit Disorders 
 ( PTSD / Panic / Social + Specific Phobias ) 

 
No A2 criteria 

 
4 symptom clusters : 

  
1. Intrusions 
2. Avoidance (>1 only + no numbing) 
3. Negative alteration in cognitions or 

moods (includes disinterest / 
detached) 

4. Alteration in arousal 



Assessing PTSD 

Screening and Tracking 
 

PTSD Checklist 
 

Self-report 
Robust psychometrics 

Takes 5 minutes for patient to complete 
Easy to score 

 
 

www.acpmh.unimelb.edu.au/.../PTSD%20Checklist%20_PCL_.pdf 



Controversy 

 Is PTSD a legitimate diagnosis, or is it an attempt to over-medicalise 
normality ? 

 

 Expansion of events qualifying as A1 trauma  =  criteria bracket creep 

 Concept of trauma devalued to the point of meaningless and suffering 
inappropriately inflated 

 Leaves those whose lives have been destroyed by stress marginalised by attention 
given to those who claim to be suffering  in the face of relative trivia 

 Shift in cultural self-perception  /  Shift from life’s misfortunes to life’s injustices 

 Serves as a certificate of impairment 

 Probably dimensional not categorical 

 Does not include co-occuring emotions / symptoms seen in many other diagnoses 

Reaction to Trauma 

none mild severe 

Medically confirmed victim-
hood / case-hood 
 

“I’m ill” 

The moral high ground 
 

“I was wronged” 

Expectation of compensation 
 

“I’m owed” 

Simon Wessely 



Epidemiology 

Epidemiology of 
Trauma Exposure 

Epidemiology  
of  

PTSD 



Epidemiology of Trauma Exposure 

 M=61%   F=51% 
 Multiple trauma more common then single 

 Most common : witness someone killed or  injured 

 Most traumatising : Sexual attack  ( F > M ) 

 Inner city > less populated areas 

 Some occupations carry high risk : paramedics  /  fire-fighters /  police 

 Peak age of trauma risk = 16-20 

               Trauma exposure in past 12 months : 18-39 = 27%   40-59 = 21%   >60 =14% 

 Inner city Ethnic trends : USA –  white rate very similar to non-white rate 

 Developing countries : post-conflict / low income    trauma rate very high 

                                  war zone rates massive (Cambodian refugees : report 12-14 events /          

        nearly  100% exposed to some sort of atrocity) 

 

 

 A2 Criteria :    77% who report trauma meet A2 for that event 

 

                       NB :   A1  criteria M > F          A2  criteria  F>M 
 

 

 

BUT : Risk of trauma exposure  >  Risk of PTSD  



Epidemiology of PTSD 

 
 

           Western World Life-time Prevalence  :  7-9%  

     
                        M=5%        F=10% 
       
      Why ?  High toxicity trauma / Greater A2 experience 
 
            Post-conflict countries : Gaza  18%     
    Cambodia  28%    
    Algeria  37% 

                                 Armed Services 
   
 

Life-time prevalence of PTSD  :  M = 31%    F = 27% 
 
higher  if entered forces early and if remain in forces longer 

                              Ethnicity  
 
 

                         USA  -   white = non-white 
    
                 higher rate in black Vietnam Vets  
 (age / education / firing line placement rather than ethnicity) 

                        Conditional Risk  
   
 

20% F exposed to trauma   PTSD        8% M     PTSD

  
                                  
    Highest risk trauma for PTSD development is rape :         
              M = 65%       F = 46% 
 



Natural History of PTSD 

 

 Rapid onset / symptom peak within first 1/12   

 Steep remission rate in 40-60% within  6-12 months of trauma 

 Median age of onset = 23       Median delay to initial treatment = 12 years
   

 ‘Delayed onset’ subtype ( > 6/12 post trauma) is rare : <5% cases 

 Chronic PTSD is associated with: 

 Low SES 

 Poor educational achievement 

 Poor Quality of Life 

 Poor physical health 

 High utilisation of primary + secondary health care  

  annual cost to treat 1.6 million Vets = $4 - 6.2 billion  

 could be reduced by 27% with provision of EBM 

 Huge indirect cost 

Rothbaum and Foa : 2002 
 
Severe distress and impairment in women  
following rape : 
 
 Initial :   94% 
 
 1 month :  65% 
 
 3 months :  47% 
 
 9 months :  47% 
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Children 
 

USA : age 2-17 : past 1 year 
    >50% physically assaulted 
    1 in 8 maltreated 
    1 in 12 sexually victimised 
    1 in 3 witnessed violence 
 
Most common – learning of 
sudden unexpected death 
 
High rates : chronic poverty, 
teenage pregnancy, juvenile 
justice system 
 
PTSD prevalence age 12 – 17: 
    M = 3.7%      F = 6.3% 
     
 

Older adults 
 
Little studied.  
 
PTSD = 7% in OA in hospital 
 
Displays course of PTSD over time: 
 
• Intense close to trauma 
• Declines over decades 
• Re-intensifies in later life 
       other stressors (age related) 
       changing appraisal of self 
       compromise to coping 
             STM brings LTM to fore  
 
Early milder stressor      PTSD  
Early severe stressor            PTSD  



Co-morbidity 
 

 PTSD is THE MOST commonly co-morbid mental illness 

 92%  have >  1 additional Axis 1 disorder :  
 MDD (77%)   

 D+A (38%)   

 Panic  /  GAD 

  79% meet criteria for an Axis 2 Personality Disorder diagnosis 

 More co-morbidity is associated with more : 
 distress  

 impairment 

 difficulty to treat 

 suicide  

 Usually PTSD comes first 

 Note the cluster of CSA + PTSD + BPD  =  ‘complex’ PTSD 

 

          

 

Bottom Line 
 

If you diagnose PTSD, look hard for the other diagnoses 



Risk Factors 

Traumatic Stressor PTSD 

55% 

8% 

Trauma is necessary but not sufficient for the generation of PTSD 



What else contributes to the risk ? 

Post-
traumatic 

Trauma 

Pre-
existing 

Pre-existing Factors : 
 

Weaker predictors than trauma factors and post-trauma factors  
 
         Family psychopathology  
 

 Prior adversity and trauma   
  NB : prior trauma can either sensitise us to later trauma, or  
  give us what  we need to be able to cope better with later  
  trauma 
 
 Previous psychopathology  
  eg MDD .  Prior history of Antisocial PD and  D+A  raise risk  
  of trauma exposure 
 

 

Trauma Factors : 
 

              Consistently find a direct dose : response relationship  
 

Closer geographic proximity 
 
Perceived life threat  / Peri-traumatic emotional response (A2) 
 
Peri-traumatic dissociation 

 

Post –traumatic Factors : 
 

Low actual or perceived social support   
 
NB :    PTSD                   low support 
 
Additional life stressors following the event 
 
Denial / self-blame / delayed disclosure  
over-estimation of threat  / under-estimation of safety 

 

 
 



Trauma exposure and physical health 

 Most traumatised people are not injured during the event but do suffer from high rate 
of health problems unrelated to the trauma  

 

 

 Childhood trauma    increased adult rate of :  cancer , IHD , CORD ,  high BP ,  DM 

 

 Sexual assault history links to high rates of arthritis and breast cancer in women / thyroid 
disease in men  

 

 PTSD associated with  -  increased risk for arterial / GI / MSK / dermatological  problems 

                                    -  accelerated disease progression and poorer functional outcome 

   -  higher mortality ( n= 16,000 Vets with PTSD : 71% higher) 

 

 

 

 

 

 

 

 

Implications : 
 

As most patients present with physical rather than psychological problems 
We need to be vigilant for PTSD underneath physical problem 

 
 

As most patients prefer to have their problems treated in primary health setting 
We need to actively manage the physical health status of patients with PTSD  

PTSD Morbidity 
Mortality 

Psychological Alterations 
 

Depression, anxiety, 
anger, poor coping, 

dissociation 

Atttentional Processes 
 

Altered symptom 
perception,  mis-

labelling 

Biological Alterations 
 

HPA  ,  NA function , 
immune state 

Health Risk Behaviours 
 

D+A  ,  smoking , poor 
self care , poor medical 

adherence 
 

 

Illness Behaviour 
 

Symptom reporting, 
service utilisation, 
functional status 



What causes PTSD ? 



Psychological Models 

 Learning / Conditioning 

 Cognitive 



Learning / Conditioning 

Classical Operant 
Classical 

We learn by association  :   Might explain the acquisition of fear 

Something Nasty Fear 

Something Neutral No response  

Unconditioned Stimulus 

Conditioned Stimulus 

Unconditioned Response Conditioned Response 



Undoing the connection 
 

                      Repeated exposure to the Conditioned Stimulus 
 
                        In the absence of the Unconditioned Stimulus 
 
                  Results in the extinction of the Conditioned Response 

              This occurs by the formation of a new association 
 

                                      CS   =   safe 
 
                    Not by the Unlearning of the old connection 
 

                                      CS  =   danger 
 



Operant 

We learn by consequences  :  Might explain maintenance of fear We are likely to keep doing something if :  
 
• We get something nice   

 
• Working hard    praise    :   so we keep on working hard 

 
• We don’t get something nasty 

 
• The dentist makes me anxious, and anxiety feels nasty 
 
• If I avoid the dentist I don’t feel anxious so I keep on avoiding the dentist 
 
 
 
 

 
 

Because avoidance reduces anxiety we keep on avoiding situations that cause anxiety 
 
    Consequences  :    Anxiety is never extinguished 
                 We are never exposed to corrective information 



Cognitive 

Cognitive Theory  : 101 
 

1. Experience  =   Event  + Meaning 
 
 

2. Anxiety  =  fearful anticipation of future events 
 

                                        overestimation of threat 
3.     Anxiety   = 
                                  underestimation of ability to cope 



The PTSD Paradox 

 
Anxiety relates to future threat   BUT   PTSD relates to a past event 

 
 
 

In PTSD this means that : 
 

Patients experience their past trauma in a way that creates a sense of current threat 
 
 

HOW DOES THIS OCCUR ? 



TRAUMA 

Nature of Trauma Memory Nature of Trauma Appraisals 

Sense of Current Threat 

Control Strategies 

Multiple memory systems and processes 
 

“Ordinary” memory = autobiographical memory 
 

organises and integrates information, which creates sense of 
time and place, and places experiences in the past 

 
Trauma causes : 

Overwhelm / Dissociation / Constricted attention 
 

This creates memories that are :  
 

Fragmented and disjointed 
Experienced as “here and now” 

Limited awareness of remembering 
 
 
 
 
 

 
 

Centres on the Just World View: 
 

“Good things happen to good people, bad things happen to bad 
people” 

 
Trauma can impact on this in 2 ways :  

 
1)  Reinforces negative  beliefs :  eg “I’m bad”   
  “I brought it on myself because of the clothes I wore” 
 
2) Forces a change in the belief to fit the events  : 
 “The world is a dangerous place”  / “No-one can be trusted” 
  

Plus :  
 

Over-estimate threat /  Under-estimate coping 
 

 
Negative beliefs about symptoms of PTSD 

 

 
 
 

Suppression  /  Avoidance  /  Hypervigilance to threat  /  D+A 



The Neurobiology of PTSD 

Neuro-anatomy 
 of fear 

 of PTSD 

 
Neuro-chemistry 



Neuro-anatomy of Fear 



rattle 

   rattle 

       rattle 

The Fear Circuit 

Sensory 
Thalamus 

Input 



Input 

Thalamus Amygdala Baso-lateral Nucleus 

Cortex 

Hippocampus Threat US + CS 

 
Context + Trauma Memory 



Fear Circuit Output 

Amygdala 
Basolateral 

Nucleus 

Central 
Nucleus 

Brain Stem 

Hypothalamus 

PFC 

Locus coeruleus /  NA / ANS 
HR+BP / arousal/attention/memory 

Periaqueductal grey 
Motor response : fight / flight 

Parabranchial nucleus 
Respiratory changes 

Activation of HPA Axis 
CRF     ACTH    Cortisol 

Affect of fear 
Cognitive processing / evaluation 



Fear Circuit changes in PTSD 

Hyperactive Amygdala Underactive PFC 

Failure to inhibit Am 
Impaired fear extinction 
        Persistence of trauma related fear 
 

Hyper-responsivity to trauma related stimuli 
 hyperarousal 
 
Repetitious stimulation of fear memories 
      re-experiencing 
 
NA / ANS stimulation 
       raised HR /BP / startle 
       over-consolidation of trauma memories 
       feed-forward activation of Am 
 
HPA abnormality 
        failure of normal suppression of ANS 

Evidence 
 

Animal modelling 
 

Functional Imaging 
PET / fMRI   

 
 



Neuro-chemistry of PTSD 

Multiple inter-connected 
chemical systems 

Adrenergic System 
 
          NA 

    Mono-amine System 
 
        Seratonin (5HT) 

Inhibitory / Excitatory Systems 
 
         GABBA / Glutamate 

HPA System 
 
CRF / Cortisol 

              Adrenergic System 
 

                    Noradrenaline 

 
In PTSD see :    high [NA] , ANS reactivity 
 
Activates Amygdala  : Increases fear conditioning / memory consolidation 
  nightmares / flashbacks / hyperarousal 
 
Inhibits PFC  : Impacts cognitive processing + disinhibits Amygdala 
 
Key  Receptors : β  and α1  = excitatory 
  α2   = inhibitory 
 
           Suggests place for :  β blockers  or  α1 antagonists (Prazosin) 
                                          α2  agonists  (Clonidine) 

 
 

 
 

 

                   Mono-amine System 
 
                              Seratonin  ( 5HT ) 
 
In PTSD see : reduced platelet 5HT uptake , comorbidity with other 5HT states    
  (aggression, impulsivity, depression) 
 
Reduction in 5HT activates Amygdala  and Locus coeruleus (raises NA) 
 
5HT mediates impact of stress on hippocampus and links to hippocampal atrophy 
 
 
Suggests place for :   SSRIs   to :   dampen Amygdala  + LC 
   protect hippocampus 

 

              Inhibitory / Excitatory Systems 
 

                               GABBA  /  Glutamate 
 
In PTSD see :  low plasma [GABBA] 
 
Key Glutamate receptor is the NMDA receptor – their activation  Amygdala activation 
      NMDA crucial for new learning via neurogenesis 
 
GABBA activation suppresses activity of Amygdala 
 
 
Suggests place for :  Glutamate / NMDA inhibition (anticonvulsants) 
                              NMDA agonist ( d – Cycloserine ) to enhance extinction learning 
 
                              GABBA activation   (Benzodiazepines)   

                         HPA System 
  
                             CRF  /  Cortisol 
 
Stress  paraventricular nucleus of Hyopthalamus release of CRF  anterior Pituitary 
release of ACTH  adrenal release of glucocorticoids (including cortisol) 
 
Cortisol :  mobilises energy stores / suppresses Noradrenergic response 
 
In PTSD :  relative reduction in [cortisol] 
 
Suggests place for :  Hydrocortisone provision to boost endogenous cortisol 
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Treatment of PTSD 



An ideal starting premise 

 When terrible things happen we’re meant to feel terrible 

 

 Distress after trauma is like Blood Pressure 
 We all have it, but in some it is too high, and it needs to be carefully treated 

 The border between normal and abnormal is hard to define 

 

 We are resilient 
 Most traumatised people recover by themselves using time honoured cultural  

                and social tools (talking/song/humour/alcohol) 

 

 A sub-population do develop psychopathology when stressed, 
most of whom do not get help 

 

 



The Predicament 

There is a large global trauma industry of very well meaning, but 
not necessarily well trained practitioners delivering a large volume 
of aid to a significant population who do not really need it, while 
many of those who do need help struggle to have their problems 
identified, diagnosed and treated by skilled professionals.  
 
 
 

WE NEED TO TRY TO ENSURE THAT WE GET THE 
RIGHT TREATMENT, DELIVERED BY THE RIGHT 

PEOPLE, TO THE RIGHT PEOPLE 



What are the right treatments? 

 Psychological Treatments 

 Pharmacological Treatments 

 Public Mental Health Interventions 

 



Psychological Treatment 

 2 keys :   1)     extinction of responses to aversive stimuli (cues or 
     memories) through exposure 

                   2)    cognitive re-appraisal of trauma 

 
 2 main forms of therapy :   Exposure Therapy 

     in-vivo exposure 

     imaginal exposure 

    Cognitive Therapy (psychoed/relax/IE/Cog) 

 

 Other forms :   EMDR / Imagery re-scripting / Power 

    Family / Couple / Group 

    DBT / ACT 

 

 Other modalities :  via Internet 

    Virtual Reality Exposure 

     

 



Evidence 

 Exposure / CBT  >    W/L 

       > non-specific treatment eg supportive counselling 

 

 Exposure vs CBT :  short-term  -   equally effective (50-79% recover) 

 

            long-term   -   CBT > Exposure 

 

 EMDR : NICE endorsement but : mixed head-to-head findings 

                                                   eye movements give no extra benefit 

 

 Standard treatment modified to effectively treat PTSD plus : 

            anger / panic / D+A / Axis II ( including complex PTSD ) 

 



Predicting response 

Poor Outcome 
 

History of childhood trauma 
 

Physical injury from trauma 
 

Co-morbid GAD 
 

Low functionality (GAF ) 
 

Using BZDs during treatment 
 

High EE at home or living alone 
 

High depression/pain/anger 

Favourable Outcome 
 
 
 
 

Female 
 

Low suicidality 
 

Able to form relationships 

 



Pharmacological Treatment 

Cutting straight to the chase 
 



In closer detail  -  The RCTs 

 Anti-depressants 

 SSRIs 

 Venlafaxine / Mirtazapine 

 Anti-adrenergics 

 Anti-convulsants 

 Atypical Anti-psychotics 

 Steroids 

 NMDA agonists 



Antidepressants 

                                   SSRIs 
 

Treatment of choice in all guidelines – reasonable support for all available SSRIs 
            (effective, tolerable, safe, cheap) 
 
Most benefit on daytime symptoms (little effect on sleep/dreams) 
 
Effective in acute treatment and for prevention of relapse 
 
Improvement tends to accumulate over a long time  
          extending 12 weeks of treatment to 24 converted  55%  non -  responders to    
   responders 
 
               BE PATIENT and provide MAINTENANCE to prevent relapse 

                                        Venlafaxine 
 
RCTs  :   > placebo 
 need long term treatment to secure remission 
 
 
 

                  Mirtazapine 
 
May offer particular benefit for nightmares, or memory of nightmares on 
wakening 
 
 
 



Others 

 Antiadrenergics 
 Propranolol :    

  reduces intrusions and reactivity to cues 

  may have a prophylactic role following trauma 

                      ( ? By blocking memory consolidation ) 

 

 Prazosin ( α1 antagonist ) : 

  single night-time dose reduces nightmares / improves sleep 

  start low to avoid hypotension (1mg before bed)  

  mean maintenance dose = 10mg 

 

 Anticonvulsants 
 Mixed results : Carbamazepine / Valproate / Lamotrigine 

 Overall : adjunctive role in co-morbid PTSD +  BPAD  



More others 

 Atypical Antipsychotics 

 Non-addictive sedatives / α1 blockers so may reduce intrusions  

 Beware the metabolic syndrome 

 Primarily used in combination with SSRIs 

 Evidence for Risperidone / Olanzepine / Quetiapine 

 

 Steroids 

 May impede trauma memory recall and so reduce re-experiencing 

 Cortisol 10mg used as ‘morning after pill’ 

 

 NMDA agonist ( D – cycloserine ) 

 Enhances neurogenesis and so facilitates new learning 

 Used as adjunct to enhance effect of exposure therapy 

 



Early Intervention for Trauma 



A stitch in time 

 The aim of Early Intervention is the prevention of chronic PTSD 

 

 We need to understand the course of recovery from trauma 
 Help offered too early it is likely to be intrusive and inappropriate for most 

 Help offered too late, for those who need it, may increase PTSD risk 

 

 3 time periods follow trauma :  
 Immediate  (0 – 48 hours) : dazed / anguished : Basic physiological / safety needs 

 Acute  (2 days – 1 month) : best  placed for early intervention 

 Chronic : developed maladaptive coping strategies / persistent  PTSD 

 

 May be prudent to focus attention on : 
 Those with severe immediate trauma reactions ( high arousal / depression / 

dissociation ) 

 Those with past psychiatric history / past trauma history 

 Those who face severe isolation / continued adversity 

 

 



Psychological First Aid 

Aim = reduce distress / optimise functioning 

 
 

What helps 
 

     #1 :   contact + engage / safety + comfort / calm + orientate 
 

Be supportive 
 
Allow disclosure if initiated  ( but don’t force it if it’s not ) 
 
Provide information :   what to expect  :  normalise / de-stigmatise 
                                 what support services are available and when to use them 
 
Encourage positive coping strategies and healthy behaviours 
 
Increase social support 
 
Consider medication for symptom containment : anxiety / insomnia 

 
 



The ABCs of PTSD and the ACC 

The Law 

The Accident Compensation Act 2001 



Definition 

Personal Injury 

           Mental injury 
 

Definition :  a clinically significant behavioural, cognitive, or 
psychological dysfunction 



Entitlements 

 

 

 

 

 

20   :  Cover for personal injury 

21   :  Cover for mental injury caused by certain criminal  
  acts 

A person has cover for a mental injury if 
  

• mental injury is caused by an accident to the person 
 

                                 and 
 

• mental injury is caused by physical  injuries suffered by the 
person 

A person has cover for a mental injury if 
 

• the mental injury is suffered inside or outside New Zealand 
on or after 1 April 2002 

 

• the mental injury is caused by a criminal act performed by 
another person 

  
 It is irrelevant that 
 

• no person can be, or has been, charged with or convicted 
of the offence; or 

 

• the alleged offender is incapable of forming criminal intent. 

Sexual violation 

Attempted sexual violation 

Assault with intent to commit sexual violation 

Inducing sexual connection by threat 

Inducing indecent act by threat 

Incest 

Sexual connection with dependent family member 

Attempted sexual connection with dependent family member 

Indecent act with dependent family member 

Sexual connection with child under 12 

Attempted sexual connection with child under 12 

Indecent act on child under 12 

Sexual connection with young person under 16 

Attempted sexual connection with young person under 16 

Indecent act on young person under 16 

Indecent assault 

Exploitative sexual connection with person with significant impairment 

Attempted exploitative sexual connection with person with significant impairment 

Exploitative indecent act with person with significant impairment 

Compelling indecent act with animal 

Infecting with disease 

Female genital mutilation 

Further offences relating to female genital mutilation 

A person has cover for a work-related mental injury if 
 

• the mental injury is caused by a single event that : 
 

• the person experiences, sees, or hears directly  
• is an event that could reasonably be expected to cause 

mental  injury to people generally 
 
 
A work-related personal injury is a personal injury that a person 
suffers 
 

• while at any place for the purposes of their employment 
• while having a break from work while at the place of 

employment 
• while travelling to or from the place of employment if the 

transport is provided by the employer 
21B : Cover for work-related mental injury 



GP Gatekeepers 

 Take care with the diagnosis 

 Don’t over - diagnose  

 Does it fit the A1 bill ? 

 Are the other criteria there ? 

 Watch out for the Check List Expert 

 Don’t under - diagnose 

 Hunt for the co-morbidities 

 

 Think hard about counselling for sexual abuse 

 What is the priority  ? 

 The abuse or its context  

 The history or current adversity 

 Is the timing right ? 

 Does the patient perceive a need for therapy ? 

 Is the patient robust enough for exploratory therapy ? 

 

 Make sure the entitled get their entitlement, and the un-entitled don’t 

 

 Review the process – are your patients getting what they need  from  ACC 
and their clinician ? 

 



… that’s all from me 


