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Introduction: Comorbidity between Substance Use Disorders and trauma/
post-traumatic stress disorder (PTSD) is common, particularly within residential 
treatment services. Comorbidity is associated with poorer treatment retention 
and treatment outcomes. Integrated treatment approaches are increasingly 
recommended but are still under examined in residential treatment services. This 
study will implement and evaluate a novel model of trauma-informed care (TIC) 
in a youth (18–35  years) residential substance use treatment service.

Methods and analysis: A single-armed, phase 1 implementation trial will 
be conducted in one residential treatment service. The model, co-developed with 
staff, incorporates: (i) workforce development in TIC through staff training and 
clinical supervision; adaptions to the service (ii) policies, procedures, and physical 
settings and (iii) treatment program adaptions (in delivery style and content) to 
be more trauma-informed; (iv) client screening and feedback for trauma and PTSD 
at service entry; and (v) the provision of support, referral and/or trauma-focused 
therapy to those with PTSD. Service outcomes will include adherence to the TIC 
model and client treatment completion. Client substance use and mental health 
measures will be collected at service entry, and 1-, 3-, 6- and 12-months follow 
up. Staff outcomes, including workplace satisfaction, burnout, and fatigue, as well 
as perceptions and confidence in delivering TIC will be collected at baseline, and 
at 3-, 6-, 12- and 18-months following training in the model. The sustainability of 
the delivery of the TIC model of care will be evaluated for 12  months using service 
and staff outcomes.

Ethics and dissemination: The study has received ethical approval by the University 
of Queensland (Approval number: 2020000949). The results will be disseminated 
through publication in a peer-reviewed scientific journal, presentations at 
scientific conferences, and distributed via a report and presentations to the 
partner organization.

Clinical trial registration: ACTRN12621000492853.
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Introduction

People with substance use disorders (SUDs) report 
disproportionately higher rates of lifetime trauma, which can both 
precede (1–5) and occur as a consequence of substance use (6). Research 
indicates up to 90% of those seeking help for SUDs report prior trauma 
(7, 8), which can precipitate post-traumatic stress disorder (PTSD); a 
psychiatric condition characterized by symptoms of intrusion, avoidance, 
negative mood and cognitions, hyperarousal, dissociation, and poor 
functioning (9). In particular, both childhood trauma and associated 
PTSD increase risk for early substance use, which is associated with 
greater severity and complexity of SUDs (10, 11). Comorbid SUD and 
PTSD is reported in 43–50% of individuals seeking SUD treatment (8, 
12, 13), and is associated with poorer outcomes than a SUD or PTSD 
diagnosis alone. This includes a greater risk of disability, poorer physical 
and mental health (11, 14), and reduced treatment retention (15, 16). 
Current treatments for SUDs demonstrate limited long-term efficacy for 
reducing relapse and craving (17–19), and improving mental health 
outcome among people with comorbid SUD and PTSD (20). As a result, 
there are increasing calls for SUD treatment settings to offer trauma-
informed and trauma-focused care (9, 21). The link between early 
trauma exposure, early substance use and greater severity of SUD, and 
the subsequent greater complexity of treatment needs underscores the 
importance of early intervention and trauma-informed care particularly 
for young people (22). Trauma-informed care (TIC) refers to service 
delivery that is grounded in an understanding of how trauma affects 
peoples’ lives, service needs, and service usage. Trauma-focused 
approaches provide integrated psychosocial treatment to address 
symptoms of SUD and PTSD concurrently.

Residential treatment is a common treatment approach for people 
with SUD and other mental health comorbidities. Services typically 
provide live-in treatment through structured programs and 24-h 
support in safe accommodation (23), although the nature and specifics 
of such services vary widely (24). Implementing TIC in residential 
treatment may reduce the risk of re-traumatization, enhance 
individual treatment outcomes, and improve staff confidence with 
managing trauma (25, 26). As residential treatment encompasses 
multiple systems of care, in which an individual is situated within a 
program that sits within a broader environment, integrating trauma 
informed models of care at both a service level and individual level 
may be particularly important.

Trauma-informed care at a service level

An organizational approach to TIC assumes a history of trauma 
exposure in all clients, whereby there is a sensitivity to trauma at 
service system levels (27). Based on trauma theory and empirical 
evidence of trauma-informed practices to design service systems, 
common frameworks of trauma-informed care propose five essential 
values of TIC for staff and clients: safety (ensuring all staff and clients 

feel psychologically safe), trustworthiness (transparent operations and 
adequate follow through on promised services), choice (clients are 
given options wherever possible), and collaboration (partnering 
between clients and staff) through empowerment (reducing the power 
differentials between clients, staff and supervisors) (26, 28, 29). These 
guiding principles demonstrate distinct yet related benefits (30), and 
are measurable across an organization (30, 31). TIC has been 
implemented in psychiatric (32), justice (33, 34), medical (35), and 
child/youth welfare systems (36), for both outpatient and residential 
services. Benefits of TIC include greater staff satisfaction, retention, 
commitment, and performance (37). For clients, TIC is associated 
with reduced youth misconduct and increased feelings of safety in 
juvenile justice systems, reduced disciplinary events in schools, in 
addition to reduced aggressive patient incidents, restraints, and 
seclusions in inpatient psychiatric units [see (38), for a review]. 
However, much of this literature has evaluated outcomes using short 
follow-up periods and rarely has the sustainability of TIC models been 
evaluated post implementation (38).

In models of TIC developed for alcohol and drug use settings, 
trauma is addressed via: (i) routine screening for symptoms of PTSD 
in clients entering treatment, (ii) providing feedback to clients about 
their scores and offering appropriate support and/or treatment, (iii) 
ensuring the service environment is sensitive to trauma and its role in 
substance use, and (iv) training staff in TIC and providing them with 
appropriate supervision to identify and manage trauma-related 
reactions in clients (39). The delivery of integrated TIC substance use 
treatment can increase treatment retention in adults compared with 
standard treatment (40), and reduce PTSD symptoms in adolescents 
(41). However, limited research has implemented TIC in residential 
services for SUDs or examined sustainability of TIC models in 
substance use treatment settings.

Trauma-informed treatment at an 
individual level

In addition to organizational practice approaches, the 
implementation of TIC may include individualized and group-based 
trauma-focused treatment (9). In outpatient settings, trauma-focused 
individual and group therapies are more effective at reducing both 
symptoms of PTSD and substance use, when compared to non-trauma 
therapies (see (42), for a review). One study also reported that trauma-
focused therapy was not associated with any greater PTSD symptom 
exacerbation than relapse prevention (43), supporting the safety and 
tolerability of addressing trauma within treatment for SUDs.

Trauma-focused treatments typically use cognitive-behavioral 
principles to promote processing of the traumatic event and its 
meaning (44). One ‘gold-standard’ therapy for PTSD across several 
settings and populations is Cognitive Processing Therapy (CPT) (45–
51). Two meta-analyses have demonstrated that CPT produces the 
greatest average effect sizes for improving PTSD outcomes when 
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compared to psychotropic medication and other psychological 
treatments, including exposure-based interventions (52, 53). The 
treatment effects of CPT for PTSD have also been shown to 
be enduring 5 years after treatment (54). Despite this, there has been 
limited research examining integrated CPT for concurrent PTSD and 
SUD, with one study using a single case design in an outpatient setting 
(55, 56). Further exploration on how CPT could be integrated into the 
treatment of SUDs in residential settings may help to reduce comorbid 
symptoms of PTSD.

The current trial

Providing TIC in residential treatment services for young people 
may help ameliorate problematic substance use and reduce risk of 
relapse (25) as well as improve symptoms of PTSD (20). The current 
trial aims to: (i) determine the feasibility of implementing a new 
model of TIC in a youth (18–35 years) residential substance use 
treatment service, (ii) evaluate the impact on client, staff, and service 
outcomes, and (iii) examine the sustainability of the delivery of the 
TIC model once the formal evaluation ends.

The frameworks used to guide the current project were the 
“Consolidated Framework for Implementation Research” (CFIR; (57)) 
and the “Exploration, Preparation, Implementation, Sustainment” 
[EPIS; (58)] framework. CFIR offers a comprehensive approach to 
understanding the dynamic factors influencing intervention 
implementation across individual, team, and organizational levels. 
This allowed us to systematically assess key constructs, such as 
intervention characteristics, inner and outer settings, individual 
characteristics, and implementation process, to inform our 
implementation strategies. The EPIS framework was used to develop 
a structured phased approach that provided sequential phases of 
exploration, preparation, implementation, and sustainment. This 
combined approach enabled us to better understand the organizational 
context, stakeholder engagement, and potential barriers and 
facilitators throughout each planned phase, and provided a structure 
to develop an intervention with longevity post research involvement.

Methods and analysis

Trial design and sample selection

This single-armed, uncontrolled Phase 1 implementation trial will 
develop and implement a new model of TIC into one residential 
treatment service in Queensland, Australia and evaluate client, staff, 
and service outcomes. The service currently provides a live-in 
six-week treatment program for young people aged 18–35 years with 
substance use problems, using individual and group-based therapy.

The sample for the study will be  clients and staff in the 
participating residential treatment service, who consent to participate 
in the TIC evaluation. Staff include counselors/case managers; 
management; medical staff such as nurses and psychiatry registrars; 
night and support staff. Non-identifiable service data will also 
be  collected. The Standard Protocol Items for Randomized Trials 
(SPIRIT) checklist was adhered to during the development of this 
protocol, see Appendix 1.

Patient and public involvement
To assess the specific needs of the residential service, qualitative 

interviews were conducted with 20 residential staff and 18 clients (59). 
The development of the research question and outcome measures was 
informed by this qualitative research. Both staff and clients perceived 
comorbid SUD and PTSD to be a significant challenge in residential 
treatment and recognized the need for integrating TIC and PTSD 
treatment in these settings. However, staff had an inconsistent 
understanding of what it means for a service to become trauma-
informed and reported considerable variability in their practical skills 
for managing trauma (59). The model was co-designed with residential 
service clients, staff, and management, based on existing models of 
TIC that were developed for adult outpatient services (60). Codesign 
occurred between February and July 2020. After the qualitative 
interviews and initial consultations, the model was refined in 
collaboration with residential service clients, staff, and management. 
There was no patient involvement in the recruitment to and conduct 
of the study. The trial results will be disseminated in the form of a 
report to the treatment services.

The trauma informed care model

The core components of the new TIC model of care, described 
below, include: workforce development, adapting the program and 
broader service environment, screening for trauma, and providing 
trauma-focused therapy. A Logic Model provides an overview of the 
development and proposed implementation and outcomes of the TIC 
model of care (see Figure 1).

Workforce development
Following recommendations from research and practice for how 

to implement TIC models for SUDs (21, 28, 61), workforce 
development had the following aims: ensure staff working with clients 
have an awareness of the extent of trauma exposure, increase 
understanding of the consequences of trauma exposure and its impact 
on behavior and recovery, facilitate recognition of the signs and 
symptoms of trauma-related disorders, and develop skills to apply this 
knowledge in practice using brief intervention strategies (61). A 2-day 
training workshop for staff was developed and delivered by a clinical 
psychologist with specialist skills in TIC in August 2020. The aim of 
the workshop was to build staff knowledge of TIC, and their skills and 
confidence in trauma screening, feedback, and management of 
trauma-related behaviors in residential AOD treatment settings. A 
summary of the workshop content is provided in Table 1.

Clinical supervision in the new TIC model following the 
workshop will be provided to staff involved in direct client care, to 
help consolidate their knowledge, skills, and confidence in TIC. The 
process of supervision will involve support in the new model and 
critical reflection through the lens of TIC principles. Weekly 
supervision will involve a 1:2 ratio of supervisor to supervise for 
40 min each week. This will be provided by a clinical psychologist and 
member of the project team during the initial implementation of the 
TIC model. Once the formal evaluation has finished, period, 
supervision will be provided by a team leader/ manager within the 
service who has received training from a clinical psychologist in TIC 
supervision practices.
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The service environment
The procedures, practices, and physical setting of the residential 

facility were reviewed by the research team and staff to target the key 
TIC principles of safety, trust, choice, collaboration, and empowerment 
in the service environment. The staff, assisted by the researchers and 
TIC specialized clinical psychologist developed a poster that 
highlighted TIC practices at the residential service. Key changes that 
were made after this review included a staff member allocated to a 
floor manager position, responsible for monitoring and managing 
client behavior and the day-to-day activities of the service, including 
adherence to the program schedule.

Staff will be  provided with trauma-informed guidelines to 
reinforce the training content. The guidelines include examples of how 
to discuss trauma with clients, preparing for and managing trauma 
disclosures, strategies for creating a safe environment (e.g., speaking 
in soft and gentle tone, attending to non-verbal’s, being aware of body 
and positioning, normalization, and validation practices), and 
example scripts and strategies for managing and preventing distressing 
trauma-related responses in clients. Additionally, staff will be provided 
with information on taking a strength-based approach (rather than a 
deficit model), supplemented with resources for staff and clients, and 
posters on site.

The group treatment program
The existing 6-week therapeutic group program was extensively 

revised by the research team with staff to create a more structured, 
consistent, and trauma-informed approach, described below. Three 
one-day training workshops on the new program were delivered by 
the research team to residential staff across 2020 and 2021. Staff were 
encouraged to provide feedback on the program throughout training 
to further refine the content. Staff who are in the role of treatment 
facilitators will deliver the 6-week therapeutic program.

Clients entering the service will take part in a 1 h introductory 
group, developed to: (i) provide clients with a general overview and 
feedback on their routine Outcome Measures collected at treatment 
entry; (ii) enhance clients’ motivation to complete residential 
treatment using a motivational interviewing framework (e.g., 
completing decisional balance form on staying versus leaving 
residential facility); and (iii) understanding the benefits and skills they 
will practice during the residential program.

Clients will take part in ‘Grit’, an 12-session strength-based, self-
regulation and wellbeing program (62); ‘Healthy Recovery’, a 6-session 
intervention targeting health behaviors for people in treatment for 
SUDs (63); and ‘ReFrame’, a 12-session Cognitive-Behavior-Therapy 
(CBT) intervention for substance use. The content of each intervention 
is summarized in the Supplementary Tables S1–S3. Additional group 
sessions may also be conducted outside of this program, which clients 
can attend if the content is relevant to their needs and goals (e.g., 
parenting group, gambling group, Alcoholics Anonymous).

Trauma-informed components
Psychoeducation on the impacts of trauma and links with SUDs 

was integrated into the three group interventions. Specifically, Grit 
was adapted to include sessions exploring of the impacts of long-
term stress (including trauma) on the body, how early stress and 
adverse childhood experiences can impact relationships and schemas 
of the world, and coping skills designed for managing strong 
emotions arising from stress. The link between trauma and adverse 
childhood experiences and substance use was also embedded into 
the program content. The content of the program was also evaluated 
to ensure its consistency with TIC, through ensuring that: (i) there 
were no aggressively confrontational practices, exercises or 
discussions in the manuals that may be triggering for clients, (ii) staff 
could provide optional adaptations to the delivery of traditionally 

FIGURE 1

Logic model for the newly developed trauma-informed model of care in residential youth treatment for substance use disorders.
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therapeutic exercises that may be difficult for clients with a trauma 
history (e.g., mindfulness activities that focused on body awareness), 
(ii) in-the moment-strategies provided if clients did experience 
distress in the sessions (e.g., distress tolerance exercises), in addition 
to preventative strategies to reduce the likelihood of distress arising, 
and (iii) clear boundaries and expectations stated at the start of 
each session.

Additionally, all group sessions across the three interventions were 
evaluated to ensure consistent language is used and attuned to clients’ 
varying levels of literacy. Consistent and accessible language for clients 
to understand and consolidate learnings from the groups is important 
for empowerment, a critical component of TIC. In addition to 
consistency in language, a strengths-focused approach was 
implemented across the program, where clients’ strengths are 
emphasized and strength spotting in oneself and others is woven 
throughout the therapeutic program and other activities. This 
included the addition of one formalized strength-spotting group 
session a week where clients were encouraged to identify and provide 
strengths feedback to each other.

To ensure TIC practices are consistently applied across the 
different therapeutic interventions, a section on trauma-informed 
practices was added to the Grit, Healthy Recovery, and ReFrame 
manuals. This was designed to reinforce the strategies of creating a safe 
group environment, providing consistent language for concepts 
discussed with clients, and reinforcing the skills discussed in staff 
training and in the revised policies, procedures, and guidelines 
(outlined in The service environment section).

Trauma screening and feedback
Routine screening for trauma was conducted at service entry 

using the Primary Care PTSD Screen for DSM-5 (PC-PTSD) (64) as 
part of the routine measures collected by the service. Routine 
measures are collected using an online survey that is sent to 
participants once a client is entered into client-relationship 
management system by staff. The five-item PTSD-PC screens for 
PTSD symptoms over the last month, among individual who have 
experienced a traumatic event in their lifetime. Staff will discuss 
Primary Care PTSD Screen scores with clients in their first one-on-one 

TABLE 1 Essential areas of trauma-informed care included in the staff training.

Topic Details

Introductory skills in trauma-informed care

Defining trauma Defining trauma in line with the DSM-5 definitions, and presenting the differences between single event and complex trauma.

Discussing the neuroscience and physiological consequences of trauma.

Research around trauma and substance use (e.g., Adverse Childhood Experiences research), and the effects of trauma on health.

Secondary and vicarious trauma Recognizing vicarious and secondary trauma in AOD staff.

Introduction to trauma-informed care Covering the five principles of trauma-informed care.

Discuss how TIC is beneficial for both staff and clients.

Considerations of TIC for different minority and vulnerable groups (e.g., culturally and linguistically diverse peoples), with 

reference to intergenerational trauma.

Advanced residential-specific skills

Unpacking complex trauma Discussion of factors than affect recovery such as developmental stage, support, stress, pre-morbid functioning, and type of trauma.

The role of disrupted attachment and early interpersonal trauma that will be prevalent in AOD residential clients.

The consequences of complex trauma Discussing the consequences of trauma on emotions and cognitions, and how this can present following single incident versus 

complex trauma, including: emotion dysregulation, maladaptive coping styles, negative beliefs about self, disconnection from the 

body, interpersonal difficulties.

Understanding challenging behaviors Teaching staff to identify potentially challenging behaviors in clients and understand why they may be present in specific contexts.

Symptoms that can present as a result 

of trauma

Training to identify potential symptoms of trauma history and facilitate understanding of the function of these for clients, including: 

suicidality and self-harm (thought/plan/intent to deliberately self-harm or die by suicide), psychosis (hallucinations, delusions, 

grossly disorganized behavior), dissociation (transient periods of cognitive-perceptual disturbance in response to stress).

Managing and presenting vicarious 

trauma

Symptoms of vicarious trauma, and how these may arise in certain work contexts or to certain people (i.e., vulnerability factors).

Facilitating staff to identify vicarious trauma through five recurring factors.

Organizational strategies to prevent or alleviate vicarious trauma. Tips for practice and screening tools for staff.

PTSD screening in clients Staff understanding of the importance of screening for PTSD in clients, and how to administer and interpret this.

Conversations on trauma Teaching staff skills on talking about trauma with clients and how to contain disclosures of trauma.

Managing triggers and distress Teaching staff how triggers for clients can lead to emotion dysregulation and how to deal with this, including: how to respond in the 

moment, creating a sense of safety for clients, grounding exercises.

Responding to trauma symptoms Teaching staff on how to respond to: suicidal ideation, triggers, psychotic experiences, dissociation, aggression, challenging 

behaviors, conflicts between clients.

Importance of formulations Using formulations for clients to help inform treatment, particularly when challenging behavior arises.

What TIC looks like in practice Looking at what the organization is currently doing that is trauma-informed, and what changes need to be made to make it more 

trauma-informed, and discussing potential barriers to this.

How AOD services can inadvertently retraumatise clients and how to minimise this.
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case management session, typically occurring in the first week at the 
service, so that clients are provided timely and appropriate feedback 
on their symptoms. As outlined in Workforce development section, 
staff will receive training in understanding and delivering feedback on 
PTSD symptoms and will have ongoing supervision in this area.

Trauma-informed therapy
Clients with a positive screen on the PC-PTSD are assessed for 

symptoms of PTSD on the PCL-5 (65) with those with elevated 
symptoms (a score of 27+) then considered for eligibility to receive 
Cognitive Processing Therapy (CPT). Exclusions for the CPT 
component are: (a) non-fluent in English, (b) acutely suicidal, (c) a 
current diagnosis of schizophrenia, (d) currently experiencing a 
manic episode, (e) an intellectual disability that does not allow for the 
comprehension of the CPT material, and (f) experienced an index 
early childhood trauma that occurred before the age of three. Eligible 
clients will be offered 10 × 90 min sessions of CPT (66) delivered 
in-person or via telehealth/videoconference while they are in 
residential treatment. Clients who are discharged from the service will 
be offered CPT via telehealth if they have completed at least 2 sessions. 
The 10 sessions of CPT will be delivered twice a week over 5 weeks, to 
fit with the 6-week residential program [Table 2; (44)].

The CPT component of the TIC model will be delivered by three 
study authors (VM, NK, ZW) with a capacity limit of 8 clients 
receiving treatment simultaneously. Clients will commence CPT in 
their second week of treatment (to allow time to settle into the service 
and ensure clients are no longer experiencing symptoms of 
withdrawal). Clinicians will be  trained in CPT by completing a 
recognized 13-h online course (Medical University of South Carolina, 
2021), followed by a two-day training workshop and supervision on a 
weekly basis for 26 weeks delivered by a certified CPT training provider.

Procedure

The TIC model was developed over a 6-month period during 
2020, and the initial implementation, including workforce training, 
occurred post development of the program. All clients will receive 
the residential TIC model as part of routine care. The evaluation 
phase of the TIC model will occur over a 12-month period once the 
initial implementation has been completed. Client outcomes will 
be assessed at baseline and 1-, 3-, 6- and 12-months follow up (till 
December 2022). Within 1 week of entry to the service, clients will 
receive verbal and written information of the trial by a research 
assistant and informed consent will be obtained. Only the data of 
clients who consent to participate in the project will be  used to 
evaluate the effectiveness of the new model. All client participants 
will be  followed up for intent-to-treat purposes, regardless of 
treatment completion. Reminders to complete the survey will be sent 
to participants via SMS and email. At 1-month and 3-month 
timepoints, the online survey and reminders will be sent as part of 
the service’s usual Outcome Measures procedure. At 6- and 
12-months, research assistants will send out the surveys (as these 
time-points are not part of the services usual outcome measure 
procedures). Participants will be  followed-up over the phone by 
research assistants not involved in treatment delivery or model 
design, if the survey is not completed within 1 week. Participants will 
be reimbursed $20 for completing each survey.

Staff outcomes will be collected at the TIC training, and again at 
3-, 6-, 12- and 18-months post-training, via online surveys sent by 
email from research assistants not involved in treatment delivery or 
TIC model design. Staff will be sent reminders to complete the surveys 
by these research assistants and general reminders regarding the study 
by their team leader. Staff who are no longer working at the service 
will not be followed up.

The sustainability of the TIC model will be  assessed for a 
12-month period after the evaluation phase is complete, to determine 
if delivery of the TIC model is sustained once the formal evaluation 
ends. All clients who enter the service consent to their deidentified 
data being used for service evaluation purposes. During this time, the 
researchers will have minimal involvement in the running of the 
model. Service outcomes will be collected during this period (see 
below for outcomes).

Sample size calculation

A power calculation for a single-arm, repeated measure design 
over four time-points indicate we will require 60 clients for adequate 
power (0.9) to detect a moderate effect (f = 0.25) for primary client 
outcomes (estimating an error < 0.01 to correct for multiple outcomes). 
Given our recruitment period of 12-months, we  expect an actual 
sample size of approximately 177 clients, and a retention rate of 81% 
(n = 143) at 1-month, 74% (n = 130) at 3-months, 64% (n = 113) at 

TABLE 2 An overview of the 10-session CPT content.

Week Session Content overview

Week 1 N/A Routine screening and consenting

Week 2

Session 1
Introduction to CPT, psychoeducation, CPT 

overview

Session 2
Introducing thoughts, feelings, and 

identifying stuck points

Week 3

Session 3 Processing events, thoughts, and feelings

Session 4
Level of responsibility and introducing 

challenging questions

Week 4

Session 5
Processing challenging questions and 

introducing patterns of problematic thinking

Session 6
Processing patterns of problematic thinking 

and introducing challenging beliefs

Week 5

Session 7
Reviewing challenging beliefs, introducing 

safety and trust issues

Session 8

Processing safety and trust issues and 

introducing power and control issues, and 

esteem issues

Week 6

Session 9
Processing power and control issues and 

esteem issues, introducing intimacy issues

Session 10

Processing intimacy issues, identifying 

future care pathways, and identifying 

unprocessed stuck points

Sessions were approximately 90 min long to ensure coverage of content and were scheduled 
with at least 3 days apart, to allow for practice between sessions. Each session was 
accompanied with home practice tasks where clients are asked to complete activities that 
map onto the concepts taught from the corresponding therapy sessions. The PCL-5 was 
collected at the beginning of every session to monitor symptom changes.
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6- and 12-months. This estimate was calculated by the recruitment 
rate for a similar therapeutic study held at the same facility (62). The 
staff sample size is determined by the number of staff at the 
participating facility, approximately 20 people.

Outcomes

Client outcomes
Client outcomes will be collected upon entry to the residential 

treatment service (baseline), and again at 1-, 3-, 6-, and 12-months 
later. See Table 3 for the list of measures, including measures that are 
collected as part of routine care and the additional measures 
completed for the evaluation. The primary outcome for the evaluation 
will be substance-related outcomes, assessed via the World Health 
Organization Alcohol, Smoking and Substance Involvement Screening 
Test (ASSIST) (67) and the Australian Treatment Outcomes Profile 
(ATOP) (68). Quality of life is assessed by the relevant items on the 
ATOP. PTSD upon treatment entry is measured using the Primary 
Care PTSD Screen for DSM-5 (64), a brief five-item measure of 
symptoms of PTSD over the last month. Those with a positive screen 
on the PC-PTSD (scored 3+), will be asked to complete the PTSD 

Checklist (PCL-5) (69), a 20-item measure of PTSD symptom severity, 
which will be the primary outcome for the CPT analyses. Secondary 
outcomes include measures of depression and anxiety using the 
Patient Health Questionnaire (PHQ-9) (70), (9-items) and the 
Generalized Anxiety Disorder Scale (GADS-7) (71) (7-items), 
respectively. Client satisfaction will be  assessed via the five-item 
Patient Experience Questionnaire from the Improving Access to 
Psychological Therapies program (72). Open ended responses will also 
be included to collect feedback from the participants about their level 
of satisfaction with their treatment and to better inform 
treatment procedures.

Staff outcomes
Staff outcomes will be collected at the TIC training (baseline), and 

again at 3-, 6-, 12- and 18-months post-training. At each time point, 
the 59-item Knowledge, Principal Support, Self-efficacy, and Beliefs 
that Predict Commitment to Trauma-informed Care Survey (73) will 
be used to measure commitment to TIC (6 items), support for TIC (6 
items), self-efficacy to implement TIC (7 items), beliefs about trauma 
in the workplace (10 items), and foundational knowledge about 
trauma (30 items). Staff perceptions of the five TIC values within an 
organization are also measured using the 10-item Trauma-Informed 

TABLE 3 Study timelines and outcomes.

Enrolment Treatment Follow up

TIMEPOINT -t1 -t2 t1 t2 6  weeks 3  months 6  months 12  months

ENROLMENT:

Staff informed consent X

Client informed consent X

Client eligibility X

INTERVENTIONS:

Model development X

Staff training X

TIC trial

Sustainability X X X X

Evaluation:

Client measures X X X X X

Demographics X

WHO-assist X X X X

ATOP X X X X X

PHQ-9a X X X X X

GAD-7 X X X X X

PTSD screen* X X X X X

PCL-5* X X X X X

Distress tolerance scale X X X X X

Resilience evaluation 

scale

X X X X X

PEQ X X X X

Staff measures X X X X X

aPHQ-9 includes an item on suicide ideation. If suicide ideation is endorsed daily on this item, risk management processes are followed. *Clients complete only if they report experiencing a 
traumatic event in their lifetime. WHO-ASSIST, World Health Organization Alcohol, Smoking and Substance Involvement Screening Test; ATOP, Australian Treatment Outcome Profile; 
GAD-7, Generalized Anxiety Disorder; PHQ-9, Patient Health Questionnaire; PTSD, Post Traumatic Stress Disorder Screen, PCL, PTSD Checklist; PEQ, Patient Experiences Questionnaire.
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Climate Scale-10 (TICS-10) (74). Workplace satisfaction, burnout, 
and fatigue are assessed using the 30-item Professional Quality of Life 
Scale (V5, ProQOL) (75). An Organizational Self-Assessment of TIC 
(76) will also be measured at each time point to assess the extent to 
which the organization is implementing and progressing with a TIC 
model in three domains: organizational readiness for trauma-
informed care change (6 items), competent trauma-informed 
organizational, clinical, and milieu practices (11 items), and consumer 
and family engagement (8 items). We will also measure staff turnover 
rates, and supervision attendance.

Service-level outcomes
Outcomes at the service-level will be evaluated to determine the 

feasibility of and adherence to the model throughout the trial 
(approximately 24 months). Specifically, we will examine number 
and percentage of clients completing the 6-week cycle, admission 
and readmission rates, number of discharges and reason for 
discharge, average length of stay, number of individual sessions 
received while in treatment, time taken to receive first session, 
group session attendance rates, and percentage of group sessions 
run as per program.

Fidelity
Fidelity of the model will be assessed via multiple methods. The 

fidelity of the group program will be assessed via completion of group 
attendance lists, and by session checklists completed by treatment 
facilitators for group sessions run during a 6-week cycle of the model. 
Additionally, during this time, session checklists will be completed by 
independent observers, and inter-rater reliability checks will 
be conducted. To assess the fidelity of the individual CPT component 
of the model, clinicians will audio record sessions. A random sample 
(20%) of session recordings will be independently rated for treatment 
fidelity to ensure the core features of the relevant CPT session 
are delivered.

Data and analyses

Data integrity will be  checked through a variety of methods, 
including examining valid values, range checks, and missing values 
analysis. Acceptability and feasibility of the model will be determined 
by analyzing frequencies of the outcomes outlined above, during both 
the evaluation and sustainability phases of the trial.

The primary evaluation will examine within subject change of 
client outcomes, using generalized linear mixed models, including 
confidence intervals and effect sizes (77). For client outcomes, 
we  will examine change in primary and secondary outcomes 
comparing baseline to 3-, 6-, and 12-month follow-ups. Analyses 
will be conducted by authors ZW and MC, using intention-to-treat 
approach, with all baseline data included for those who were eligible 
and consented to take part in the trial, as well as subset analyses 
examining participants who received TIC model only (i.e., did not 
receive CPT). To assess the outcomes of the CPT component of the 
trial, we will assess participants who received CPT compared to 
matched-pair controls of participants completed TIC alone (trauma 
exposure, age, gender, baseline severity) using mixed effects model 
repeated measures. The mixed method approach included time 

(baseline, 3-, 6-, 12-months), group (intervention: TIC+ CPT, 
control: TIC), and a time x group interaction as fixed effects. 
We  will also perform exploratory analyzes, including (a) using 
Bayesian methods to assess potential changes, as this form of 
analysis is less reliant on value of p testing, and (b) exploring the 
interaction between SUD and PTSD symptoms. Change over time 
in staff and service outcomes will also be examined and within-
subject and differences at each time-point change over time will 
be reported.

Ethics, adverse events, and risk 
management processes

The study has received Human research ethics approvals by the 
University of Queensland (Approval number: 2020000949) and has 
been approved by the treatment service and the broader service 
organization. All participants will have substance use problems, with 
likely SUDs and other mental health comorbidities. Increased 
vulnerability and decreased social engagement must be considered, 
however the project has been specifically designed to support complex 
and typically underserved populations. As the project will be held 
within a residential setting, clients will have 24-h access to support, 
and are connected with a community worker upon leaving the 
program. Any safety or urgent treatment issues will be managed as per 
usual safety and risk management procedures of the residential 
treatment facility. These processes include assessing for suicide and 
self-harm risk on entry, development of risk management/safety plan 
with caseworker, and ongoing monitoring of risk. If clients do present 
at imminent risk of harm or other adverse events, caseworkers will 
work with the clients, utilizing the client’s personalized risk 
management plans, including hospitalization if required. Clients learn 
distress tolerance skills for managing difficult emotions as part of this 
as part of the 6-week TIC program. Further, all therapists will 
be  trained clinicians, experienced in managing risk, distress, and 
discomfort in clients.

Client’s suicide risk will be assessed at follow-ups via the Outcome 
Measures. If participants report suicide ideation in the past 2 weeks at 
1- or 3-month timepoints, the LLW case-manager for the client will 
instantly be  informed through a client-management system, will 
conduct a risk assessment, and provide the client with counseling and 
community support services as required. For clients who are no longer 
active with Lives Lived Well, the risk assessment and subsequent 
required supports (such as connecting to community services) will 
be conducted by a psychologist from the research team.

Staff will be  able to report adverse effects and subsequently 
provided with support via weekly supervision and as needed by their 
team leader.

The project research team meet regularly with team leaders 
and area managers of the service involved in the project, as well 
as meet monthly with organization management. At these 
meetings, feedback is invited on the conduct of the research and 
research progress is provided to the organization, as well as 
soliciting incidents of adverse effects. Additionally, spontaneous 
participant or clinician reports of adverse effects will be recorded. 
The model and research will be adapted in response to feedback, 
if required.
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Dissemination

The findings will be  disseminated to treatment services and 
through conferences and publications in scientific journals. Data will 
be  collected and stored electronically in a secure data file, only 
accessible by the research team. De-identified research data may 
be used as comparative data in future projects for secondary analysis 
with the consent of participants.

Conclusion, strengths, and limitations

This study details a model of trauma-informed care for residential 
substance use treatment that was co-developed with key stakeholders. 
The new model includes workforce development, ongoing supervision 
for staff, the inclusion of trauma screening and feedback, 
psychoeducation and coping strategies; integrated trauma-informed 
care into a 6-week group program, and the provision of specialist 
trauma-focused therapy. We will examine client, staff, and service 
outcomes over 12 months post implementation; and the sustainability 
of the delivery of the model will also be examined. Strengths of the 
current study include this holistic and codesigned approach, the use 
of validated measures across individual (micro), staff (meso), and 
organization (macro) levels, and examining outcomes over a 
12-month period. The use of a single-arm uncontrolled design 
conducted at one site means no conclusions can be made about the 
comparative benefits of trauma-informed care over usual treatment 
and the generalizability of the model to other service settings. Further, 
research team was involved in the development of the model and the 
delivery of aspects of the model, and also subsequently will be involved 
in the collection of outcome measures and analysis. This design can 
affect the objectivity of data collection and analysis. Participants may 
alter their behavior or responses, consciously or unconsciously, based 
on their awareness of the researchers’ role and expectations, leading 
to response bias. Additionally, researchers may unintentionally 
interpret or analyze data in a manner that aligns with their 
preconceived notions or desired outcomes, introducing confirmation 
bias. To mitigate these risks, outcome measure will be collected online 
where possible and by an independent research assistant via phone, 
and we will ensure transparent reporting of methods, data handling, 
and potential conflicts of interest, to enhance the trial’s transparency 
and reproducibility.

Author contributions

MC and ZW led the writing for the protocol. NK, VM, RN, VC, 
and LH provided edits, comments, and oversight. All authors were 

involved in the development of the protocol, contributed to the article, 
and approved the submitted version.

Funding

This implementation trial is funded by a Drug and Alcohol Program 
grant over 2019–2022 awarded to the Chief Investigator Professor 
Leanne Hides, National Center for Youth Substance Use Research 
(NCYSUR), by the Australian Government Department of Health. The 
project forms part of an approved research program funded to deliver 
novel, high-quality research on AOD use under the Department of 
Health AOD Research Grants funding scheme. The AOD Research 
Grants scheme operates within the Australian Government’s Drug and 
Alcohol Program, as part of Outcome 2 – Health Access and Support 
Services, Program 2.4 – Preventive Health and Chronic Disease Support.

Acknowledgments

We would like to sincerely thank the clients of the services involved. 
We would also like to thank the staff from Lives Lived Well who assisted 
in the codesign model and in implementing the program. In addition, 
we  wish to acknowledge assistance from Rhiannon Ellem, Grace 
Newland, Ella Cotterell, Calvert Tisdale, and Sophia Glasgow for their 
assistance in data collection and assistance in managing the project.

Conflict of interest

The authors declare that the research was conducted in the 
absence of any commercial or financial relationships that could 
be construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the authors 
and do not necessarily represent those of their affiliated organizations, 
or those of the publisher, the editors and the reviewers. Any product 
that may be evaluated in this article, or claim that may be made by its 
manufacturer, is not guaranteed or endorsed by the publisher.

Supplementary material

The Supplementary material for this article can be found online 
at: https://www.frontiersin.org/articles/10.3389/fpsyt.2023.1169794/
full#supplementary-material

References
 1. Naqavi MR, Mohammadi M, Salari V, Nakhaee N. The relationship between 

childhood maltreatment and opiate dependency in adolescence and middle age. Addict 
Health. (2011) 3:92–8.

 2. Heffernan K, Cloitre M, Tardiff K, Marzuk PM, Portera L, Leon AC. Childhood 
trauma as a correlate of lifetime opiate use in psychiatric patients. Addict Behav. (2000) 
25:797–803. doi: 10.1016/S0306-4603(00)00066-6

 3. Evans EA, Goff SL, Upchurch DM, Grella CE. Childhood adversity and mental 
health comorbidity in men and women with opioid use disorders. Addict Behav. (2020) 
102:106149. doi: 10.1016/j.addbeh.2019.106149

 4. Prangnell A, Imtiaz S, Karamouzian M, Hayashi K. Childhood abuse as a risk factor 
for injection drug use: a systematic review of observational studies. Drug Alcohol Rev. 
(2020) 39:71–82. doi: 10.1111/dar.13001

 5. Wolitzky-Taylor K, Sewart A, Vrshek-Schallhorn S, Zinbarg R, Mineka S, Hammen 
C, et al. The effects of childhood and adolescent adversity on substance use disorders 
and poor health in early adulthood. J Youth Adolesc. (2017) 46:15–27. doi: 10.1007/
s10964-016-0566-3

 6. Balachandran T, Cohen G, Le Foll B, Rehm J, Hassan AN. The effect of pre-existing 
alcohol use disorder on the risk of developing posttraumatic stress disorder: results from 

https://doi.org/10.3389/fpsyt.2023.1169794
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/articles/10.3389/fpsyt.2023.1169794/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fpsyt.2023.1169794/full#supplementary-material
https://doi.org/10.1016/S0306-4603(00)00066-6
https://doi.org/10.1016/j.addbeh.2019.106149
https://doi.org/10.1111/dar.13001
https://doi.org/10.1007/s10964-016-0566-3
https://doi.org/10.1007/s10964-016-0566-3


Walter et al. 10.3389/fpsyt.2023.1169794

Frontiers in Psychiatry 10 frontiersin.org

a longitudinal national representative sample. Am J Drug Alcohol Abuse. (2020) 
46:232–40. doi: 10.1080/00952990.2019.1690495

 7. Phipps M, Molloy L, Visentin D. Prevalence of trauma in an Australian inner city 
mental health service consumer population. Community Ment Health J. (2019) 
55:487–92. doi: 10.1007/s10597-018-0239-7

 8. Dansky BS, Brady KT, Saladin ME, Killeen T, Becker S, Roitzsch J, et al. 
Victimization and PTSD in individuals with substance use disorders: Gender and racial 
differences. Am J Drug Alcohol Abuse. (1996) 22:75–93. doi: 10.3109/00952999609001646

 9. Center for Substance Abuse Treatment (US) (2014). Trauma-Informed Care in 
Behavioral Health Services. Rockville, MD: Substance Abuse and Mental Health Services 
Administration (US). Treatment Improvement Protocol (TIP) Series, No. 57. Exhibit 
1.3–4, DSM-5 Diagnostic Criteria for PTSD. Available at: https://www.ncbi.nlm.nih.gov/
books/NBK207191/box/part1_ch3.box16/.

 10. Hughes K, Bellis MA, Hardcastle KA, Sethi D, Butchart A, Mikton C, et al. The 
effect of multiple adverse childhood experiences on health: a systematic review and 
meta-analysis. Lancet Public Health. (2017) 2:e356–66. doi: 10.1016/
S2468-2667(17)30118-4

 11. Mergler M, Driessen M, Havemann-Reinecke U, Wedekind D, Lüdecke C, 
Ohlmeier M, et al. Differential relationships of PTSD and childhood trauma with the 
course of substance use disorders. J Subst Abus Treat. (2018) 93:57–63. doi: 10.1016/j.
jsat.2018.07.010

 12. Jacobsen LK, Southwick SM, Kosten TR. Substance use disorders in patients with 
posttraumatic stress disorder: a review of the literature. Am J Psychiatry. (2001) 
158:1184–90. doi: 10.1176/appi.ajp.158.8.1184

 13. Dore G, Mills K, Murray R, Teesson M, Farrugia PJD. Post-traumatic stress 
disorder, depression and suicidality in inpatients with substance use disorders. Drug 
Alcohol Rev. (2012) 31:294–302. doi: 10.1111/j.1465-3362.2011.00314.x

 14. Mills KL, Teesson M, Ross J, Peters LJ. Trauma, PTSD, and substance use disorders: 
findings from the Australian National Survey of Mental Health and Well-Being. Am J 
Psychiatry. (2006) 163:652–8. doi: 10.1176/ajp.2006.163.4.652

 15. Tull MT, Gratz KL, Coffey SF, Weiss NH, McDermott MJ. Examining the 
interactive effect of posttraumatic stress disorder, distress tolerance, and gender on 
residential substance use disorder treatment retention. Psychol Addict Behav. (2013) 
27:763–73. doi: 10.1037/a0029911

 16. Fitzpatrick S, Saraiya T, Lopez-Castro T, Ruglass LM, Hien D. The impact of 
trauma characteristics on posttraumatic stress disorder and substance use disorder 
outcomes across integrated and substance use treatments. J Subst Abuse Treat. (2020) 
113:107976. doi: 10.1016/j.jsat.2020.01.012

 17. Grall-Bronnec M, Laforgue E-J, Challet-Bouju G, Cholet J, Hardouin J-B, 
Leboucher J, et al. prevalence of coaddictions and rate of successful treatment among a 
french sample of opioid-dependent patients with long-term opioid substitution therapy: 
the opal study. Front Psychiatry. (2019) 10:726. doi: 10.3389/fpsyt.2019.00726

 18. Nunes EV, Gordon M, Friedmann PD, Fishman MJ, Lee JD, Chen DT, et al. 
Relapse to opioid use disorder after inpatient treatment: protective effect of injection 
naltrexone. J Subst Abuse Treat. (2018) 85:49–55. doi: 10.1016/j.jsat.2017.04.016

 19. Evren C, Durkaya M, Dalbudak E, Çelik S, Çetin R, Çakmak D, et al. Factors 
related with relapse in male alcohol dependents: 12 months follow-up study. J Psychiatry 
Neurosci. (2010) 23:92. doi: 10.5350/DAJPN2010230203t

 20. Wieferink CEM, de Haan HA, Dijkstra BAG, Fledderus M, Kok T. Treatment of 
substance use disorders: effects on patients with higher or lower levels of PTSD 
symptoms. Addict Behav. (2017) 74:122–6. doi: 10.1016/j.addbeh.2017.06.005

 21. Center for Substance Abuse Treatment (US). SAMHSA/CSAT Treatment 
Improvement Protocols. Trauma-Informed Care in Behavioral Health Services. Rockville 
(MD): Substance Abuse and Mental Health Services Administration (US) (2014).

 22. Cabanis M, Outadi A, Choi F. Early childhood trauma, substance use and complex 
concurrent disorders among adolescents. Curr Opin Psychiatry. (2021) 34:393–9. doi: 
10.1097/YCO.0000000000000718

 23. Reif S, George P, Braude L, Dougherty RH, Daniels AS, Ghose SS, et al. Residential 
treatment for individuals with substance use disorders: assessing the evidence. Psychiatr 
Serv. (2014) 65:301–12. doi: 10.1176/appi.ps.201300242

 24. de Andrade D, Elphinston RA, Quinn C, Allan J, Hides L. The effectiveness of 
residential treatment services for individuals with substance use disorders: a systematic 
review. Drug Alcohol Depend. (2019) 201:227–35. doi: 10.1016/j.drugalcdep.2019.03.031

 25. Oral R, Ramirez M, Coohey C, Nakada S, Walz A, Kuntz A, et al. Adverse 
childhood experiences and trauma informed care: the future of health care. Pediatr Res. 
(2016) 79:227–33. doi: 10.1038/pr.2015.197

 26. Ewer PL, Teesson M, Sannibale C, Roche A, Mills KL. The prevalence and 
correlates of secondary traumatic stress among alcohol and other drug workers in 
Australia. Drug Alcohol Rev. (2015) 34:252–8. doi: 10.1111/dar.12204

 27. Harris ME, Fallot RD. Using trauma theory to design service systems. San Francisco: 
Jossey-Bass (2001).

 28. Mills K, Teesson M. Trauma-informed care in the context of alcohol and other 
drug use disorders In: R Benjamin, J Haliburn and S King, editors. Humanising mental 
health care in Australia: a guide to trauma-informed approaches. Washington, DC: 
Routledge/Taylor & Francis Group (2019)

 29. Substance Abuse and Mental Health Services Administration. Trauma-informed 
care in behavioral health services. Rockville, MD: Center for Substance Abuse Treatment 
(2014).

 30. Hales T, Kusmaul N, Nochajski T. Exploring the dimensionality of trauma-
informed care: implications for theory and practice. Hum Serv Organ Manag Leadersh 
Gov. (2017) 41:317–25. doi: 10.1080/23303131.2016.1268988

 31. Bowen EA, Irish A. Trauma and principles of trauma-informed care in the U.S. 
federal legislative response to the opioid epidemic: a policy mapping analysis. Psychol 
Trauma. (2020) 14:1158–66. doi: 10.1037/tra0000568

 32. Wilson A, Hutchinson M, Hurley J. Literature review of trauma-informed care: 
implications for mental health nurses working in acute inpatient settings in Australia. 
Int J Ment Health Nurs. (2017) 26:326–43. doi: 10.1111/inm.12344

 33. Branson CE, Baetz CL, Horwitz SM, Hoagwood KE. Trauma-informed juvenile 
justice systems: a systematic review of definitions and core components. Psychol 
Trauma. (2017) 9:635–46. doi: 10.1037/tra0000255

 34. Chaudhri S, Zweig KC, Hebbar P, Angell S, Vasan A. Trauma-informed care: a strategy 
to improve primary healthcare engagement for persons with criminal justice system 
involvement. J Gen Intern Med. (2019) 34:1048–52. doi: 10.1007/s11606-018-4783-1

 35. Molloy L, Fields L, Trostian B, Kinghorn G. Trauma-informed care for people 
presenting to the emergency department with mental health issues. Emerg Nurse. (2020) 
28:30–5. doi: 10.7748/en.2020.e1990

 36. Schmid M, Ludtke J, Dolitzsch C, Fischer S, Eckert A, Fegert JM. Effect of trauma-
informed care on hair cortisol concentration in youth welfare staff and client physical 
aggression towards staff: results of a longitudinal study. BMC Public Health. (2020) 
20:21. doi: 10.1186/s12889-019-8077-2

 37. Hales TW, Nochajski TH, Green SA, Hitzel HK, Woike-Ganga E. An association 
between implementing trauma-informed care and staff satisfaction. Adv Soc Work. 
(2017) 18:300–12. doi: 10.18060/21299

 38. Purtle J. Systematic review of evaluations of trauma-informed organizational 
interventions that include staff trainings. Trauma Violence Abuse. (2018) 21:725–40. 
doi: 10.1177/1524838018791304

 39. State of Queensland (Metro North Hospital and Health Service). Model of Care: 
Trauma Informed Care and Practice for Alcohol and Drug Treatment. (2019). Available 
at: https://qheps.health.qld.gov.au/__data/assets/pdf_file/0031/2427682/model-trauma-
care.pdf.

 40. Amaro H, Chernoff M, Brown V, Arévalo S, Gatz M. Does integrated trauma-
informed substance abuse treatment increase treatment retention? J Community Psychol. 
(2007) 35:845–62. doi: 10.1002/jcop.20185

 41. Joiner VC, Buttell FP. Investigating the usefulness of trauma-focused cognitive 
behavioral therapy in adolescent residential care. J Evid Inf Soc Work. (2018) 15:457–72. 
doi: 10.1080/23761407.2018.1474155

 42. Roberts NP, Roberts PA, Jones N, Bisson JI. Psychological interventions for post-
traumatic stress disorder and comorbid substance use disorder: a systematic review and 
meta-analysis. Clin Psychol Rev. (2015) 38:25–38. doi: 10.1016/j.cpr.2015.02.007

 43. Lancaster CL, Gros DF, Mullarkey MC, Badour CL, Killeen TK, Brady KT, et al. 
Does trauma-focused exposure therapy exacerbate symptoms among patients with 
comorbid PTSD and substance use disorders? Behav Cogn Psychother. (2020) 48:38–53. 
doi: 10.1017/S1352465819000304

 44. Resick PA, Monson CM, Chard KM. Cognitive processing therapy for PTSD: A 
comprehensive manual. New York: Guilford Publications (2016).

 45. Chard KM. An evaluation of cognitive processing therapy for the treatment of 
posttraumatic stress disorder related to childhood sexual abuse. J Consult Clin Psychol. 
(2005) 73:965. doi: 10.1037/0022-006X.73.5.965

 46. Monson CM, Schnurr PP, Resick PA, Friedman MJ, Young-Xu Y, Stevens SP. 
Cognitive processing therapy for veterans with military-related posttraumatic stress 
disorder. J Consult Clin Psychol. (2006) 74:898. doi: 10.1037/0022-006X.74.5.898

 47. Resick PA, Wachen JS, Dondanville KA, Pruiksma KE, Yarvis JS, Peterson AL, et al. 
Effect of group vs individual cognitive processing therapy in active-duty military seeking 
treatment for posttraumatic stress disorder: a randomized clinical trial. JAMA 
Psychiatry. (2017) 74:28–36. doi: 10.1001/jamapsychiatry.2016.2729

 48. Resick PA, Galovski TE, Uhlmansiek MOB, Scher CD, Clum GA, Young-Xu Y. A 
randomized clinical trial to dismantle components of cognitive processing therapy for 
posttraumatic stress disorder in female victims of interpersonal violence. J Consult Clin 
Psychol. (2008) 76:243. doi: 10.1037/0022-006X.76.2.243

 49. Galovski TE, Blain LM, Mott JM, Elwood L, Houle T. Manualized therapy for 
PTSD: flexing the structure of cognitive processing therapy. J Consult Clin Psychol. 
(2012) 80:968. doi: 10.1037/a0030600

 50. Rosner R, Rimane E, Frick U, Gutermann J, Hagl M, Renneberg B, et al. Effect of 
developmentally adapted cognitive processing therapy for youth with symptoms of 
posttraumatic stress disorder after childhood sexual and physical abuse: a randomized 
clinical trial. JAMA Psychiatry. (2019) 76:484–91. doi: 10.1001/jamapsychiatry.2018.4349

 51. Resick PA, Nishith P, Weaver TL, Astin MC, Feuer CA. A comparison of cognitive-
processing therapy with prolonged exposure and a waiting condition for the treatment 
of chronic posttraumatic stress disorder in female rape victims. J Consult Clin Psychol. 
(2002) 70:867. doi: 10.1037/0022-006X.70.4.867

https://doi.org/10.3389/fpsyt.2023.1169794
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://doi.org/10.1080/00952990.2019.1690495
https://doi.org/10.1007/s10597-018-0239-7
https://doi.org/10.3109/00952999609001646
https://www.ncbi.nlm.nih.gov/books/NBK207191/box/part1_ch3.box16/
https://www.ncbi.nlm.nih.gov/books/NBK207191/box/part1_ch3.box16/
https://doi.org/10.1016/S2468-2667(17)30118-4
https://doi.org/10.1016/S2468-2667(17)30118-4
https://doi.org/10.1016/j.jsat.2018.07.010
https://doi.org/10.1016/j.jsat.2018.07.010
https://doi.org/10.1176/appi.ajp.158.8.1184
https://doi.org/10.1111/j.1465-3362.2011.00314.x
https://doi.org/10.1176/ajp.2006.163.4.652
https://doi.org/10.1037/a0029911
https://doi.org/10.1016/j.jsat.2020.01.012
https://doi.org/10.3389/fpsyt.2019.00726
https://doi.org/10.1016/j.jsat.2017.04.016
https://doi.org/10.5350/DAJPN2010230203t
https://doi.org/10.1016/j.addbeh.2017.06.005
https://doi.org/10.1097/YCO.0000000000000718
https://doi.org/10.1176/appi.ps.201300242
https://doi.org/10.1016/j.drugalcdep.2019.03.031
https://doi.org/10.1038/pr.2015.197
https://doi.org/10.1111/dar.12204
https://doi.org/10.1080/23303131.2016.1268988
https://doi.org/10.1037/tra0000568
https://doi.org/10.1111/inm.12344
https://doi.org/10.1037/tra0000255
https://doi.org/10.1007/s11606-018-4783-1
https://doi.org/10.7748/en.2020.e1990
https://doi.org/10.1186/s12889-019-8077-2
https://doi.org/10.18060/21299
https://doi.org/10.1177/1524838018791304
https://qheps.health.qld.gov.au/__data/assets/pdf_file/0031/2427682/model-trauma-care.pdf
https://qheps.health.qld.gov.au/__data/assets/pdf_file/0031/2427682/model-trauma-care.pdf
https://doi.org/10.1002/jcop.20185
https://doi.org/10.1080/23761407.2018.1474155
https://doi.org/10.1016/j.cpr.2015.02.007
https://doi.org/10.1017/S1352465819000304
https://doi.org/10.1037/0022-006X.73.5.965
https://doi.org/10.1037/0022-006X.74.5.898
https://doi.org/10.1001/jamapsychiatry.2016.2729
https://doi.org/10.1037/0022-006X.76.2.243
https://doi.org/10.1037/a0030600
https://doi.org/10.1001/jamapsychiatry.2018.4349
https://doi.org/10.1037/0022-006X.70.4.867


Walter et al. 10.3389/fpsyt.2023.1169794

Frontiers in Psychiatry 11 frontiersin.org

 52. Watts BV, Schnurr PP, Mayo L, Young-Xu Y, Weeks WB, Friedman MJ. Meta-
analysis of the efficacy of treatments for posttraumatic stress disorder. J Clin Psychiatry. 
(2013) 74:e541–50. doi: 10.4088/JCP.12r08225

 53. Haagen JF, Smid GE, Knipscheer JW, Kleber RJ. The efficacy of recommended 
treatments for veterans with PTSD: a metaregression analysis. Clin Psychol Rev. (2015) 
40:184–94. doi: 10.1016/j.cpr.2015.06.008

 54. Resick PA, Williams LF, Suvak MK, Monson CM, Gradus JL. Long-term outcomes 
of cognitive–behavioral treatments for posttraumatic stress disorder among female rape 
survivors. J Consult Clin Psychol. (2012) 80:201. doi: 10.1037/a0026602

 55. Vujanovic AA, Smith LJ, Green CE, Lane SD, Schmitz JM. Development of a novel, 
integrated cognitive-behavioral therapy for co-occurring posttraumatic stress and 
substance use disorders: a pilot randomized clinical trial. Contemp Clin Trials. (2018) 
65:123–9. doi: 10.1016/j.cct.2017.12.013

 56. Vujanovic AA, Smith LJ, Tipton KP, Schmitz JM. A novel, integrated cognitive-
behavioral therapy for co-occurring posttraumatic stress and substance use disorders: a 
case study. Cogn Behav Pract. (2019) 26:307–22. doi: 10.1016/j.cbpra.2018.03.003

 57. Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC. 
Fostering implementation of health services research findings into practice: a 
consolidated framework for advancing implementation science. Implement Sci. (2009) 
4:50. doi: 10.1186/1748-5908-4-50

 58. Aarons GA, Hurlburt M, Horwitz SM. Advancing a conceptual model of evidence-
based practice implementation in public service sectors. Adm Policy Ment Health. (2011) 
38:4–23. doi: 10.1007/s10488-010-0327-7

 59. Mefodeva V, Carlyle M, Walter Z, Hides L. Client and staff perceptions of the 
integration of trauma informed care and specialist posttraumatic stress disorder 
treatment in residential treatment facilities for substance use: a qualitative study. Drug 
Alcohol Rev. (2023) 42:181–92. doi: 10.1111/dar.13535

 60. Nation L, Spence N, Parker S, Wheeler MP, Powe K, Siew M, et al. Implementing 
introductory training in trauma-informed care into mental health rehabilitation services: 
a mixed methods evaluation. Front Psych. (2022) 12:12. doi: 10.3389/fpsyt.2021.810814

 61. Mills KL. The importance of providing trauma-informed care in alcohol and other 
drug services. Drug Alcohol Rev. (2015) 34:231–3. doi: 10.1111/dar.12273

 62. Quinn CA, Walter ZC, de Andrade D, Dingle G, Haslam C, Hides L. Controlled 
trial examining the strength-based grit wellbeing and self-regulation program for Young 
people in residential settings for substance use. Int J Environ Res Public Health. (2022) 
19:13835. doi: 10.3390/ijerph192113835

 63. Kelly PJ, Baker AL, Townsend CJ, Deane FP, Callister R, Collins CE, et al. Healthy 
recovery: a pilot study of a smoking and other health behavior change intervention for 
people attending residential alcohol and other substance dependence treatment. J Dual 
Diagn. (2019) 15:207–16. doi: 10.1080/15504263.2019.1612537

 64. Prins A, Bovin MJ, Smolenski DJ, Marx BP, Kimerling R, Jenkins-Guarnieri MA, 
et al. The primary care PTSD screen for DSM-5 (PC-PTSD-5): development and 

evaluation within a veteran primary care sample. J Gen Intern Med. (2016) 31:1206–11. 
doi: 10.1007/s11606-016-3703-5

 65. Blevins CA, Weathers FW, Davis MT, Witte TK, Domino JL. The posttraumatic 
stress disorder checklist for DSM-5 (PCL-5): development and initial psychometric 
evaluation. J Trauma Stress. (2015) 28:489–98. doi: 10.1002/jts.22059

 66. Angelakis S, Weber N, Nixon RDV. Comorbid posttraumatic stress disorder 
and major depressive disorder: the usefulness of a sequential treatment approach 
within a randomised design. J Anxiety Disord. (2020) 76:102324. doi: 10.1016/j.
janxdis.2020.102324

 67. Henry-Edwards S, Humeniuk R, Ali R, Poznyak V, Monteiro G. The alcohol, 
smoking and substance involvement screening test (ASSIST): Guidelines for use in 
primary care (draft version 1.1 for field testing). Geneva: World Health Organization 
(2003).

 68. Ryan A, Holmes J, Hunt V, Dunlop A, Mammen K, Holland R, et al. Validation 
and implementation of the Australian treatment outcomes profile in specialist drug and 
alcohol settings. Drug Alcohol Rev. (2014) 33:33–42. doi: 10.1111/dar.12083

 69. Weathers FW, Litz BT, Keane TM, Palmieri PA, Marx BP, Schnurr P.P. The PTSD 
checklist for DSM-5 (PCL-5). (2013) 10. Available at: www.ptsd.va.gov.

 70. Kroenke K, Spitzer RL, Williams JBW. The PHQ-9. J Gen Intern Med. (2001) 
16:606–13. doi: 10.1046/j.1525-1497.2001.016009606.x

 71. Spitzer RL, Kroenke K, Williams JB, Lowe B. A brief measure for assessing 
generalized anxiety disorder: the GAD-7. Arch Intern Med. (2006) 166:1092–7. doi: 
10.1001/archinte.166.10.1092

 72. The National Collaborating Centre for Mental Health. The improving access to 
psychological therapies manual. London: The National Collaborating Centre for Mental 
Health (2018).

 73. Sundborg SA. Knowledge, principal support, self-efficacy, and beliefs predict 
commitment to trauma-informed care. Psychol Trauma. (2019) 11:224–31. doi: 10.1037/
tra0000411

 74. Hales T, Kusmaul N, Sundborg S, Nochajski H. The Trauma-informed climate 
scale-10 (TICS-10): a reduced measure of staff perceptions of the service 
environment. Hum Serv Organ Manag Leadersh Gov. (2019) 43:443–53. doi: 
10.1080/23303131.2019.1671928

 75. Stamm B. The concise ProQOL manual. 2nd Edn. Towson, MD: A Collaborative 
Publication with Sidran Press (2010).

 76. Hummer V, NJTDoC D, FSwtCo B, Sciences C. Creating trauma-informed care 
environments: an organizational self-assessment (part of creating trauma-informed care 
environments curriculum). Tampa, FL: University of South Florida (2010).

 77. Lee EC, Whitehead AL, Jacques RM, Julious SA. The statistical interpretation of 
pilot trials: should significance thresholds be reconsidered? BMC Med Res Methodol. 
(2014) 14:41. doi: 10.1186/1471-2288-14-41

https://doi.org/10.3389/fpsyt.2023.1169794
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://doi.org/10.4088/JCP.12r08225
https://doi.org/10.1016/j.cpr.2015.06.008
https://doi.org/10.1037/a0026602
https://doi.org/10.1016/j.cct.2017.12.013
https://doi.org/10.1016/j.cbpra.2018.03.003
https://doi.org/10.1186/1748-5908-4-50
https://doi.org/10.1007/s10488-010-0327-7
https://doi.org/10.1111/dar.13535
https://doi.org/10.3389/fpsyt.2021.810814
https://doi.org/10.1111/dar.12273
https://doi.org/10.3390/ijerph192113835
https://doi.org/10.1080/15504263.2019.1612537
https://doi.org/10.1007/s11606-016-3703-5
https://doi.org/10.1002/jts.22059
https://doi.org/10.1016/j.janxdis.2020.102324
https://doi.org/10.1016/j.janxdis.2020.102324
https://doi.org/10.1111/dar.12083
http://www.ptsd.va.gov
https://doi.org/10.1046/j.1525-1497.2001.016009606.x
https://doi.org/10.1001/archinte.166.10.1092
https://doi.org/10.1037/tra0000411
https://doi.org/10.1037/tra0000411
https://doi.org/10.1080/23303131.2019.1671928
https://doi.org/10.1186/1471-2288-14-41

	Study protocol: implementing and evaluating a trauma-informed model of care in residential youth treatment for substance use disorders
	Introduction
	Trauma-informed care at a service level
	Trauma-informed treatment at an individual level
	The current trial

	Methods and analysis
	Trial design and sample selection
	Patient and public involvement
	The trauma informed care model
	Workforce development
	The service environment
	The group treatment program
	Trauma-informed components
	Trauma screening and feedback
	Trauma-informed therapy

	Procedure
	Sample size calculation
	Outcomes
	Client outcomes
	Staff outcomes
	Service-level outcomes
	Fidelity
	Data and analyses

	Ethics, adverse events, and risk management processes
	Dissemination
	Conclusion, strengths, and limitations
	Author contributions

	References

