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Exhausting, but necessary: the
lived experience of participants in
an intensive inpatient trauma
treatment program

Veronica Vaage-Kowalzik!, Jeanette Engeset?,
Marianne Jakobsen?, Wenche Andreassen! and
Julie Horgen Evensen'*

!Division of Mental Health and Addiction, Oslo University Hospital, Oslo, Norway, 2Private Practice,
Oslo, Norway

Background: Intensive inpatient treatment programs have shown robust results
in the treatment of post-traumatic stress disorder (PTSD). How patients
experience this treatment program and what changes they experience as a
result of the treatment have, however, only scarcely been explored through
qualitative studies.

Objective: This study aimed to explore the lived experience of participants in
an intensive inpatient trauma treatment program. Our research questions were
as follows: how do patients experience intensive trauma-focused treatment?
How do they experience possible changes related to participating in the
treatment program?

Methods: Six patients diagnosed with PTSD with significant comorbidities,
who recently participated in an intensive 2-week (4 + 4 days) inpatient trauma
treatment program with prolonged exposure (PE), eye movement desensitization
and reprocessing (EMDR), and therapist rotation (TR), were interviewed with a
semi-structured qualitative interview. Transcripts were analyzed using a thematic
analysis approach.

Results: Our analysis resulted in five main themes: (1) the need to feel safe; (2) the
benefits of many and different therapeutic encounters; (3) variable experience
with elements of treatment; (4) intensity; and (5) experienced change. Our
results suggest that feeling safe within the framework of the treatment program
facilitated the treatment process. Many and different therapeutic encounters,
both through TR and with ward staff, contributed to experienced change. All
participants described the intensity as facilitative to trauma processing. However,
most participants also describe often feeling too overwhelmed to benefit from
all elements of the treatment program.

Conclusions: Our findings suggest that participants experience the overall
treatment program as beneficial and contributing to experienced change.
Participants described the intensity of the program as exhausting, but necessary.
Most did, however, report at times of being too overwhelmed to benefit from
elements of the program. Consequently, our results prompt us to question the
optimal level of intensity.

Trial registration: ClinicalTrials.gov identifier: NCT05342480. Date of
registration: 2022-04-22.
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1 Background

“The cure for pain is in the pain.” This quote by the
13™_century Persian poet Rumi takes on particular significance
when exploring patients’ experiences of current-day trauma
treatment. Trauma-focused therapy, particularly confronting
traumatic memories, is known to be demanding and painful.
Consequently, we need better knowledge of how trauma-focused
treatment is experienced to know if enduring the pain justifies
the possible gains. Post-traumatic stress disorder (PTSD) leads
to significant subjective suffering and often limits vocational
and social functioning. It is associated with increased risk
of suicide, poor physical health, and significant psychiatric
comorbidity (Bisson et al., 2015), thus burdening both the patient
and society (Kessler et al., 2017; Watson, 2019). The World
Health Organization’s (WHO) guidelines for PTSD treatment
(WHO, 2013) recommend cognitive-behavioral-based treatments
for PTSD, such as prolonged exposure (PE) (Foa et al, 2021)
and eye movement desensitization and reprocessing (EMDR)
(Shapiro, 2018). A recent systematic review of treatments for
PTSD confirms these recommendations (Lewis et al, 2020a).
Previous quantitative research studies have compared trauma-
focused to non-trauma-focused treatment, finding the strongest
effect for PTSD in trauma-focused treatments (TFT) (Bradley
et al., 2005; Bisson et al., 2013; Cusack et al., 2016). However,
dropout rates are significantly higher for trauma-focused therapy
than for non-trauma-focused therapy (Lewis et al., 2020a). Lewis
et al. suggest that this disparity is related to the patients
ability to tolerate their focus on traumatic events (Lewis et al.,
2020b).

During the last 10 years, intensive trauma-focused treatment
programs (ITTPs) have been developed. A systematic review of
intensive empirically supported treatments for PTSD containing
treatment modalities including PE and EMDR found that these
intensive treatments have a higher rate of treatment completion
and suggests that intensive treatment for PTSD may be an
effective alternative to standard treatment to prevent dropout
(Sciarrino et al,, 2020). The current study models itself on the
inpatient ITTP developed at the Psychotrauma Expertise Center
(PSYTREC), Netherlands (Van Woudenberg et al, 2018). This
program includes daily EMDR and PE sessions, physical activity
(PA), psychoeducation groups (PEG), and therapist rotation (TR)
(Van Minnen et al, 2018). This research group has published
several studies documenting robust treatment results for patients
with PTSD (Van Woudenberg et al., 2018), including those with
comorbid disorders (Kolthof et al., 2022; Paridaen et al., 2023), and
for those with the dissociative subtype of PTSD (Zoet et al,, 2018).
In a recent Swedish feasibility study, a similar intensive treatment
program using PE and EMDR reported significant reductions in

Abbreviations: DSM-V, Diagnostic and Statistical Manual of Mental Disorders-
version |V; EMDR, eye movement desensitization and reprocessing; IE,
imaginary exposure; IVE, in vivo exposure; ITTP, Intensive Trauma Treatment
Program; M.LN.1.6.0.0., Mini International Neuropsychiatric Interview; PA,
physical activity; PEG, psychoeducational groups; PE, prolonged exposure;

TFT, trauma-focused treatment (TFT); TR, therapist rotation.
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PTSD symptoms (Gahnfelt et al., 2023). However, none of these
research groups nor other researchers have qualitatively explored
how intensive multicomponent inpatient trauma treatment is
experienced by participants. A public regional outpatient unit
for trauma treatment in Trondheim, Norway, has implemented a
version of the Dutch intensive treatment program and adapted it
to their outpatient facility with good results (Auren et al., 2022).
This research group reported, through a qualitative study, that
patients found the treatment program very demanding but worthy
in terms of symptom reduction. The intensity of the treatment and
TR were experienced as important for treatment efficacy, and the
sense of unity with other participants and PA were both factors that
facilitated easier completion of the program (Thoresen et al., 2022).
Furthermore, two qualitative studies have described intensive
trauma-focused therapy programs with one treatment modality. In
a written survey of veterans with PTSD receiving a 2-week massed
PE treatment program, Sherrill et al. (2022)found that treatment
engagement was sustained through quick and meaningful symptom
relief and that treatment was prioritized and avoidance-limited.
Kovacevic et al. (2023) reported that participants in a 1-
week massed Cognitive Processing Treatment program described
changed PTSD symptoms and improved cognitive and affective
coping skills.

Non-intensive TFT has been the subject of inquiry in
some qualitative research studies. A recent systematic review
encompassing nine studies (seven PE or trauma-focused
cognitive behavioral therapy) synthesized the findings into
four primary domains representing the temporal sequence
of TFT: overcoming ambivalence toward TFT, experience of
treatment elements, motivation for dropout or retention, and
perceived changes post-treatment. The authors summarize
that, though patients report high levels of distress and re-
emergence of symptoms during treatment, most perceived the
hardship as essential for improvement (Gjerstad et al, 2024).
The review incorporates only one study on EMDR; it does,
however, reference an earlier systematic review that examines
five EMDR studies (only one with PTSD as the main focus
of treatment). The author emphasizes the patients’ perception
of safety as a necessary condition for EMDR to be effective
and explores changes including coming to terms with the past,
cognitive and behavioral changes, and core “transformational”
changes experienced by patients as resulting from EMDR
(Whitehouse, 2021). Both reviews highlight the significance of
qualitative studies that incorporate the patient’s perspective, which
deepens our understanding and enhances the effectiveness of
trauma-focused treatments.

In summary, there is robust evidence for the treatment
effect of ITTP. This intervention has, however, scarcely
been investigated through qualitative analysis, and little is
known about how patients experience intensive inpatient
multicomponent trauma treatment. The current study aimed to
explore patients’ lived experience of a 2-week intensive inpatient
trauma treatment program combining EMDR, PE, PA, PEG, and
TR. Our research questions were as follows: How do patients
experience intensive trauma-focused treatment? How do they
experience possible changes related to participating in the
treatment program?
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2 Methods

2.1 Design, ethics, and data collection

The present study was conducted in a public psychiatric-
combined inpatient and outpatient clinic in Oslo, Norway. The
clinic offers treatment for a wide range of mental illnesses and
is part of the specialist healthcare system that requires patients
to be referred by a doctor. All patients were recruited from this
clinic. The current study is part of the ongoing Norwegian intensive
inpatient trauma treatment pilot project. Intensive combined
treatment with EMDR and PE has not been previously conducted in
an inpatient setting in Norway. The main aim of this pilot project is
to examine if ITTP is feasible in a regular public healthcare setting.
A total of 18 patients participated in the parent feasibility study, in
three groups of six patients, receiving treatment between 2021 and
2023. The current study describes the experiences of the second
group of patients being treated. The results from the feasibility
study have not yet been published as follow-up is still ongoing.

The Central Norway Regional Ethics Health Committee (REC
South East 0704/2022) has approved the study, which also includes
the qualitative interviews. Clinical Trial gov. identifier 453358.
Written informed consent was obtained from all participants.

2.2 Participants and procedure

All patients (N = 6) from the second treatment group in the
pilot study were invited and consented to participate in the nested
qualitative interview. All six patients had completed the program
and participated in all therapy sessions. The pilot study treatment
program had the following inclusion criteria: patients had to fulfill
diagnostic criteria for PTSD diagnosis, have had >1 traumatic life
event, have had symptoms lasting >6 months, and have had at
least one prior psychotherapeutic treatment (>3-month duration).
Patients had to be in the age range of 18-65 years and should
speak a Scandinavian language adequately. The exclusion criteria
were patients having a psychotic or bipolar disorder, those with
active substance abuse issues, individuals currently in a abusive
or life-threatening situation, or those attempted to take their own
life in the past 3 months before treatment. All participants were
included from our outpatient clinic. Before referral, patients had
been diagnostically assessed with a structured clinical interview, the
Mini-International Neuropsychiatric Interview (MINI) (Sheehan
et al, 1998), and even with the Structured Clinical Interview
for DSM-III-R (SCID-II) (Williams et al., 1992). After referral,
patients were invited to an assessment interview at the inpatient
treatment facility where they were given further information
about the treatment before giving informed written consent. After
inclusion, patients were prepared for treatment through a 4-5-
day pretreatment admission where a detailed, individual treatment
plan was devised (trauma timeline with index traumas and in vivo
exposure plan), and patients received psychoeducation based on the
treatment rationale.

Participants in the current study were six women aged 21-45
(average 28, median 25) years. All of them had previously received
therapy for 1 year or more, among which five had engaged the
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public psychiatric health service since their mid-teens or early
20s. Four had been in contact with the child protection services
and/or child psychiatric services due to psychological or physical
abuse, neglect, and/or parents with substance abuse issues. All
of them reported multiple traumas. All but one had experienced
sexual assault. All had experienced systematic bullying and/or
recurrent humiliating verbal assault. All patients had current
comorbid psychiatric diagnoses including attention deficit disorder
(Bisson et al., 2015), personality disorders (Watson, 2019), other
dissociative (conversion) disorders (Kessler et al., 2017), and autism
spectrum disorder (Bisson et al., 2015).

In an explorative feasibility study of this kind, a smaller
participant pool is considered sufficient for thematic analysis
(Braun and Clarke, 2006; Clarke et al., 2015). Interviewing six
patients was thus deemed acceptable by the authors.

2.3 Treatment

The treatment program had a 2-week time frame with 8 full-
treatment days (Monday-Thursday) and 2 days (Fridays) with
team meetings and planning. Patients went home during the
mid-treatment weekend. The program contained daily PE and
EMDR sessions, between-session PA, and PEG (see Figure 1). A
multidisciplinary team was provided to each patient. TR was used
for EMDR and imaginary exposure (part of PE). The patients thus
met 11-12 different therapists during the treatment. The program
models itself on the PSYTREC program in the Netherlands (Van
Woudenberg et al., 2018) but contains fewer PA and shorter EMDR
sessions. Rather than focusing on PA, we have, similar to the
Trondheim trauma treatment program (Brynhildsvoll Auren et al,
2021), expanded elements of PE by both listening to imaginary
exposure (IE) session recordings and using in vivo exposure (IVE).
IVE as an element of PE was implemented as it targets avoidance
behavior particularly relevant for this patient group (Cusack et al.,
2016).

Both IE and EMDR were carried out by psychologists and
psychiatrists trained in the treatment methods. IVE, PA, PEG, and,
when needed, assistance while listening to the recorded PE sessions
were carried out by ward staff. Ward staff were also available for
supportive ad hoc counseling. The ward staff consisted of nurses
(some specialized in psychiatric nursing) and social workers. All
permanent staff had received trauma treatment courses, including
a course in PE. Therapists and representatives from ward staff had
a daily 1-h meeting to ensure adherence to the treatment protocols
(Shapiro, 2018; Foa et al., 2021) and to monitor progress and plan
the following sessions. On-site supervision was provided in PE and
EMDR therapy by qualified supervisors to further ensure treatment
adherence. All patients remained under the primary care of their
outpatient therapists prior to and after their treatment admission.

2.4 Data collection
A semi-structured interview was designed to explore patients’

lived experience of the treatment. A semi-structured interview
ensures thematic equality between interviews while still allowing
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Daily treatment program

09.00 — 10.00 Imaginary exposure (PE)

12.45 — 13.40 Physical activity/sports
14.00 — 15.00 EMDR

15.30 — 15.45 Afternoon meeting
16.15 — 17.00 Psychoeducational group

10.30 — 12.00 In vivo exposure therapy (PE)

18.00 — 19.00 Listening to recorded PE session
Evenings: patients encouraged to socialize in common area: do puzzles, boardgames etc.
The program includes breaks for meals and snacks.

FIGURE 1
Daily treatment program.

a flexible exploration of the main themes (Kvale and Brinkmann,
2009; Qu and Dumay, 2011; Alvesson et al., 2020). The interview
guide was developed by the pilot study research group. It consisted
of seven main questions, with follow-up questions to deepen
and broaden the main questions (see Table 1). Focusing on the
experience of the treatment program, the patients were asked about
both helpful and unhelpful elements of the treatment and further
asked specifically about various treatment elements. Patients were
asked about changes in cognitions, feelings, and bodily awareness
as well as changed interpersonal relationships and changes in
everyday behavior with respect to possible experienced change
during or after treatment. The interview lasted 30-45min and
was conducted at the inpatient treatment facility. All patients were
interviewed 1-2 weeks after finishing the treatment program by
interviewers independent of the treatment program and research
project. Three interviewers shared the task between them, and
two were present at each interview. Before the interviews were
conducted, the patients were told that the interview was going
to be centered around their experiences, both good and bad, of
receiving the treatment to learn from the patients and thus be able
to offer better care. The patients were informed that the interviews
would be transcribed and anonymized. The interviewers made
an effort to create a supportive, informal tone, encouraging the
participants to elaborate freely on relevant themes. The interviewer
followed up with in-depth or clarifying questions when needed. The
interviews were audio-recorded. A research assistant transcribed
the interviews and anonymized all transcriptions. Due to a fault
with the recording equipment, one interview was not recorded.
This interview is, therefore, not included in the data material.

2.5 Analysis

We used thematic analysis, as described by Braun and Clarke
(2006), to explore and analyze the material. This method identifies
recurrent themes and patterns of meaning-making, is suited to
analyze the experiences and meaning-making of participants, and is
thus suitable for the current study. We identified themes or patterns
within the data by using an inductive bottom-up approach—not
trying to fit the data into a pre-existing frame (Patton, 1990).
To better explore the lived experience and meaning-making of
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the participants in the program, we used the hermeneutical-
phenomenological position (Gadamer, 2013). We conducted the
analyses in six phases described below to increase the traceability
(Castleberry and Nolen, 2018). Phase 1: The first author compared
audio recordings of the interviews to transcriptions made by
a research assistant to ensure the quality of the transcription.
Phase 2: All authors read all transcripts looking for answers to
the research questions. We explicitly looked for both negative
and positive experiences. The first and second author generated
initial codes and searched for themes independently and later
compared and discussed their findings with the last author. To
ensure correspondence between raw data and codes, specific words
and syntax from the transcriptions were used when identifying
and labeling various aspects of the data material. Phase 3: Codes
were reorganized into possible themes. The last author gave
feedback on the first and second author’s reduction and initial
thematic categorization, further refining the themes and subthemes
through discussion. These three authors discussed their unique
understanding of the material and critiqued the categorization
conducted so far. Phase 4: The first, second, and last author
reorganized and refined the themes and subthemes, comparing it
to the initial coded data to ensure that the analyses were consistent
with the information from the interviews. Codes under different
themes were compared to each other to ensure right fit, and re-
categorization was carried out where necessary. Phase 5: All authors
reviewed themes and subthemes presented listwise, discussed their
relevance for the research questions and the research project, and
then agreed on the current categorization and presentation. The
described process made our interpretations less dependent on
individual preferences (Malterud, 2011). Phase 6: Each theme was
described in a report that emphasized the core or essence of the
theme. Participants’ quotes were added to affirm discussion and
arguments. Documents were used to track the process of coding
and generation of themes.

The authors have different therapeutic orientations. VV-K is
both a PE and an EMDR therapist; MJ, JHE, and WA are EMDR
therapists; MJ is also a certified EMDR supervisor; and JE has
no specific therapeutic orientation. This diversity has hopefully
broadened and enriched our interpretation of the data. This
transparency is made in accordance with the checklist of reporting
qualitative research by Tong, Sainsbury, and Craig (Tong et al,
2007). We used the labels general, typical, and variant to indicate
the recurrence and representativeness of therapists” experiences, as
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TABLE 1 Examples of questions asked in the interview with patients.

10.3389/fpsyg.2024.1341716

Topics Questions

Today’s situation and need for
treatment

How have you been since completing the treatment program?
Has it been necessary for you to receive any treatment or additional follow-up since discharge?

Preparations for the treatment

Did you feel that you were adequately prepared for the treatment?
Was there anything that could be done to make you better prepared?

During treatment

new insights, or altered relations)?

suggested by Hill et al. (2005). When something was mentioned
by all, it was labeled as general and in the text referred to as
“all patients.” When something was mentioned by more than half
the patients, it was considered typical and in the text referred to
as “most patients.” We use the expression “some patients” when
something was found to be a variant represented by less than half
the patients but more than one.

3 Results

We organized the material into five main themes: (1) the need
to feel safe, (2) the benefits of many and different therapeutic
encounters, (3) variable experience with different elements of
treatment, (4) intensity, and (5) experienced change. The themes
and subthemes, including representative quotes from patients, are
summarized in Table 2. All names are pseudonymized.

3.1 The need to feel safe

All participants emphasized the importance of feeling safe on
the ward and with ward staff and/or with therapists. Feeling safe
allowed them to enter the treatment process and stick with the
treatment program. Being adequately prepared for the program
emerged as an important aspect of feeling safe.

3.1.1 Getting prepared for treatment

All participants emphasized the importance of getting
adequately prepared for treatment and that the pretreatment
admission was important for this purpose. Most participants
described that getting to know the ward staff and the
multidisciplinary team made them feel safer. Kristin said: “To me,
the week (pre-treatment admission) was very important...I felt a
need to know the place... and the people. Because I have always
felt unsafe around other people. So this (the ward) was really
the first place where I, like, have felt safe around other people.
Adults. Therapists and so on...” Furthermore, learning about the
treatment program and the rationale for treatment was emphasized
as important. Merete said: “..But I absolutely felt that I got more
out of the treatment because I knew, I knew for example exactly
how I was going to talk about the memories. Because we had sort
of practiced it in the pre-treatment admission.” Most patients,
however, said it was impossible to be prepared for how tough it was
going to be.

Frontiersin Psychology

How did you experience the treatment you received in the inpatient ward?
Do you think you changed in any way during, or after, the treatment? If so, how (changed thought patterns, emotions, bodily experiences,

Do you remember a special situation, event, or episode that was particularly important to you?

3.1.2 Access to ward staff and multidisciplinary
team

All participants emphasized how the ward staff made the
treatment program feel safe. Most said that it was good to know
that staff were available if they were struggling and that the ward
staff knew what they were going through. Kari said: “... And when
I experienced a lot of emotions, it didn’t really matter who was my
primary contact (ward staff), I just made eye contact with one of
them and, like, ‘Now we need to go and talk...” And it is really good
that everyone knows stuff. That they write reports, etc.” Having a
multidisciplinary team of two staff members and a therapist was
pointed out as important by most participants. Patients described
the team as an anchor, a family, or as a safety net. Merete said:
“So they (two staff members from the team) were really good to
have, and they also helped me when I was not doing well. But, it
sometimes happened that they were not working, and then I got
(assigned) a new member of staff that I maybe had never met before,
and did not know anything about, and then I didn’t feel totally
comfortable asking for help, if I, for example, was dissociating (...)
But, I thought that all (staff) were competent, and it was good that
there was always someone to you could approach.”

3.2 The benefit of many and different
therapeutic encounters

All participants described how the treatment program had
facilitated both new insights and meaningful encounters with ward
staff and therapists. Most emphasized how this positively differed
from previous psychotherapeutic treatments.

3.2.1 Added perspectives and focus on own
process through therapist rotation

All but one expressed enthusiasm with regard to TR. Most
described how TR gave them added perspectives. Some patients
experienced that TR made it easier to focus on their own process
rather than on the relationship to the therapist and that not being so
close made it easier to open up and talk about difficult experiences.
Merete said: “I thought it turned out really good, that we changed
(therapist) often and that it... like I said... I came to feel like it
was my process in a way. Rather than it being me and another
that were going to go through it together. It also made it feel a
little less - because it is really very private and personal stuff that
one talks about - I think it would have felt a bit, like, creepy
if, like, it was just one person I was to talk to about all those
most difficult things...” Kari also described how TR made the
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TABLE 2 The identified themes and subthemes with quotes from the patients.

10.3389/fpsyg.2024.1341716

Themes Subthemes Examples of quotes
The need to feel safe Getting prepared for treatment “The pre-treatment admission taught me a lot” Merete

Access to ward staff “There was always someone there if you needed someone” Louise
The benefit of many and Added perspectives and focus on own process “It was really good to rotate the therapists. To get several perspectives.” Kari
different therapeutic through therapist rotation “He was really good at setting me straight, almost like a parent (laughs).”
encounters New relational experiences Kristin

What worked for one was difficult for another
The total package was good

Variable experience with
elements of treatment

“To me, that (the listening) was what made me remember stuff.” Kristin vs.
“It (the listening) was awful (...) I got so self-critical.” Louise
“Ijust think the total package was great.” Sigrid

Intensity Exhausting, but necessary
Too intensive?

Being back on my own

“Because when I have been in therapy previously, I haven’t managed to...
to connect to my reactions. But like here, like, here you, in a way, had no
choice.” Merete

“I was so exhausted that when I sat there. It (the psychoeducation) went in
the one ear and out the other.” Kristin

“So the difficult thing is to find the balance between the tools I have learned
for 2 weeks and the life I have lived prior to that.” Kari

Experienced change Acceptance and ownership to one’s trauma history
Less numbness and dissociation, greater access

to feelings

Changed personal relationships

Self-compassion and grief

“And the fact that when we talked through the trauma, I had very few pieces
of the puzzle, but they helped me fill in the rest of the picture.” Merete

“I feel that the fear is stronger because I don’t dissociate from it. And that’s
really a good thing, but it is, like, really tiring.” Kristin

“I'have had to break off with a lot of people, and now it’s really empty.” Kristin
“I think it has become much less guilt and more grief.” Sigrid

therapeutic process less dependent on the quality of the relation to
one’s therapist: “I experienced it as really beneficial to have different
therapists. I felt that, most probably, if I had ended up with only
one therapist then we would have built a kind of relationship. And
if the chemistry hadn’t been right, then I think I would have had
a really lousy experience. Because I have had very many different
therapists (previously), and I have had a bad experience... So it was
really good.”

The only patient who was negative to TR (Louise) said: “To
me, it was difficult that we, like, changed therapists every therapy
session. To me, it made the treatment a bit harder, because I had
to relate to a new person every time (...) So that, I was a bit like, I
should have liked it to keep to one or two, maybe three therapists
that rotated.”

3.2.2 New relational experiences

All the participants described new relational experiences. Most
struggled to trust people in general, particularly men. During
the treatment program, most participants experienced that more
people than they had previously thought were trustworthy. Kristin
emphasized how TR gave her new relational experiences: “I think
it’s really smart (therapist rotation), because I have very little trust
(in people), because of specific things, so that helped me see that
there are several people, like, that are good. And that people are,
kind of, safe. So it was good to have several (therapists).”

Some described that a staff member that they struggled to
trust in the beginning (because of his gender or because he/she
reminded her of someone from the past) after some days became
a safe person. Some described staff members as role models they
had lacked in their upbringing. Kristin said: “And also it was just
generally good to understand that it exists, just to see what adults
really should be like. Because I have not seen it or experienced it.
So I got a really, like, (new) perspective on my childhood and my
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parents (...) But one has to experience it to really understand it,
cause one can hear it as much as that, but one has to experience it.”
These experiences often lead to an understanding of what they had
missed out on in their upbringing.

For some, it was a new experience to open up and expose
vulnerability. Kari said: “...but also the first time I got a real big
panic attack with someone present, (previously) I have always been
by myself. And that was real, like, exposure, to show someone
(the panic attack). It sounds like such a cliche, but to, like, show
someone your worst side.”

3.3 Variable experience with different
elements of treatments

All patients found two or more useful elements in the daily
treatment program, but the participants disagreed about what
was beneficial. What was helpful to one was challenging or even
experienced as impeding to another. All patients, however, agreed
that the treatment program overall was good.

3.3.1 What worked for one was difficult for
another

All participants described EMDR as beneficial, and all described
gains from elements PE. Most participants described that imaginary
exposure (IE) helped them either retrieve details of trauma
memories or gain access to emotions. Louise, on the other hand,
was struggling with IE. She, however, found in vivo exposure
helpful: “I experienced really good progress when we were going
outside to do exposure (...) There I managed to keep up, and make
it to the next level...”

Most of the patients described the daily program as challenging,
but well-structured. Kari said: “I enjoyed that we started with PE
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that I could listen to in the evening, and I liked that this was
followed by in vivo exposure. And then EMDR in the afternoon.
It was, kind of, a good set up.” Some wanted to swap around the
elements of treatment in the timetable. Louise said she would have
preferred to have IE later in the day and possibly EMDR as the first
therapy session. Kristin would also have preferred to do EMDR as
the first session, as this treatment often made her feel calmer, while
she experienced IE as more anxiety-inducing and therefore thought
she would have benefitted more from in vivo exposure if she did this
part of PE after EMDR.

The patient group was most divided with regard to listening
to PE recordings. Most of the patients described listening to the
PE session as helpful, in that it was a different kind of trauma
exposure and made them remember details of their trauma history
or increase self-compassion. Sigrid said: “Yes, it was the especially
the recordings. To listen to them, that really helped me. It was
so surprising to me, that like, to just listen to yourself telling
an awful story, that it helps one have self-compassion.” Kristin
described how listening to recordings aided her memory “Ehm...
I think it (the listening) went pretty well. It’s just that one is pretty
tired, and ... but to me, that (the listening) was what made me
remember stuff.” Some patients, however, struggled to listen to
their recorded PE sessions as the listening made them self-critical
and/or dissociative.

Most patients enjoyed the physical activity groups. Kari said:
“The activity groups were good. I enjoyed... It was such a good
variation. And the fact that we went for walks and got to know each
other. Boxing and climbing were the definitive favorites. And Kubb
in the garden, great fun. And you get to feel more secure about the
ward staff too.” However, the group varied in the level of fitness,
and some found it challenging to exercise in groups as it made them
feel self-conscious.

3.3.2 The total package was good

All participants described the overall treatment program as
good or very good. Some of the participants described how different
elements of treatment complimented each other and created a
synergistic effect. Merete said: “And I think it was nice that, it was
tiring, but it was nice to be able to get two so different types of
therapy in the same day. Cause it kind of helped me, to first get
a lot of stuff to the surface, and then later I felt that EMDR kind of
helped me to contextualize and talk around it.” Kristin described:
“I think talking about the trauma in the present tense (element of
PE) helped me to remember (...) when I remembered more about
how it was, and how I felt, the EMDR worked better too.” Kristin
also described how listening to the PE recordings aided her memory
and further benefitted her progress in the EMDR sessions.

3.4 Intensity

3.4.1 Exhausting, but necessary

All the participants experienced the intensity of the treatment
program as an important factor in the treatment process. Most
experienced the intensity as necessary to stick to the processing of
their trauma history. Louise said: “I think it was positive to kind

Frontiersin Psychology

10.3389/fpsyg.2024.1341716

of be very connected all the time. That there were no, like, long
breaks between each treatment session. That it was easier in a way
to reenter the trauma, or look back at things, because you were
kind of in it—the milieu or the mindset.” Most described how the
intensity of the treatment program made it difficult to close up.
Sigrid explained how this allowed her to move on: “With regards to
how many sessions we have had over those 2 weeks. It’s almost like
6 months of normal treatment. How much further one has come,
because one is vulnerable all the time. Because you can’t, kind of,
close up. And to put it in that perspective, it’s like. .. Yes, but Hello!
It's not strange that I am tired (...) because that was two bloody
tough weeks, but it’s so worth it.”

Some explained that the intensity helped them continue
exposing themselves rather than avoid trauma triggers and related
feelings. Merete described: “I think it’s related to the fact that I
didn’t just have one therapy session and then was allowed to leave,
and leave it behind, and avoid thinking about it.” She further
described how the tight session schedule made her have a very
intense psychological reaction early in the first treatment week and
said “That made it very clear how inflamed it was (the trauma
history), and what stuff I had to work through. So that became a
tough...but also a really important experience.”

3.4.2 Too intensive?

As described in the previous section, all patients described that
the intensity of the program was beneficial and necessary to the
therapeutic process. However, most patients also reported times
where they were too overwhelmed to benefit from elements of the
treatment program. This was particularly related to either listening
to PE recordings and/or in psycho-educational groups. Some
patients specifically reported that migraine and/or dissociative
symptoms impeded listening to PE recordings. Some also reported
a more general experience of being pushed over their preferred
limit in or in between the therapy sessions. Kari said: “I had a
really high SUD (Subjective Unit of Distress) and felt my body
really resisting it. And to still be pushed (to do treatment), when
I was completely destroyed. But I understand that is a part of
the treatment, but I think, to me, that was the worst.” Only one
patient however explicitly suggested changing the program and
said she would have preferred to have 1 day free per week from
therapy sessions.

3.4.3 Being back on my own

Most of the participants described the transition from the 2
intensive weeks of treatment to returning home after discharge as
tough and that they needed time to settle before going back to
their normal chores. Most wished they had been better prepared
for discharge to experience a smoother transition. Kristin said: “So
I think, that was what was challenging when I got out of here,
that suddenly you’re back to everyday life, but your body is still in
that bubble, in the treatment program. So I kind of needed a few
days to just calm my nervous system, before I really had to, should
have had to, go out to do stuff.” Most had started to regard their
feelings and/or trauma history in a new way, and for some, that
changed existing relationships, making the process of returning to
these relationships difficult.
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3.5 Experienced change

All participants expressed a change in how they related to their
trauma history. All expressed being more emotionally connected
and in touch with how they were feeling, most in a more nuanced
and novel way than before commencing the treatment program.
Most expressed that this influenced their day-to-day functioning
and/or relationships.

3.5.1 Acceptance and ownership to one’s trauma
history

All participants expressed that the treatment program had
given them new insights related to their trauma history. Merete
said: “.. And that is something that, like, totally changed the
understanding of my own experiences. And I feel that change in
a very positive way. And that helps differentiate... differentiate
between what actually happened, and in a way understand...
understand what happened back then (...) Initially it was just about
understanding what perspectives (of trauma) I had had. And then
it was all about changing those perspectives. And that was, and I
wasn’t prepared for this at all, but that was very, very helpful, and
I really think it has changed a lot.” Most participants explained
how these new insights led to increased acceptance and ownership
of their trauma history. Kristin said: “... what I remembered felt
like it had been a dream. So, kind of, I had no ownership of what
had happened. And that makes one really frustrated and confused
and annoyed all the time. So, it helped a lot. And now knowing,
when I am home, and I have a reaction, it’s because of that memory,
or that thing, like.” A greater sense of acceptance and ownership
made it easier to separate what they should and should not take
responsibility for. Sigrid said: “I feel like the most important thing
regarding trauma is the sense of control. And if you take on all
the responsibility, you feel a lot of control. Right? Because then
...everything is on me. But it’s been surprisingly freeing to think
that <this happened, and there were loads of other, earlier things
that happened, and it wasn’t my responsibility, and someone else
should have taken on that responsibility.”

3.5.2 Less numbness and dissociation and greater
access to feelings

All patients describe a greater ability to access a broader
spectrum of emotions and a better ability to understand their
emotional and physical reactions. Louise said: “I have, among
other things, allowed myself to feel irritable and angry with certain
people, something I never did before. That was also something we
worked on to accept that it is ok (to feel angry).”

Most reported that less numbness and dissociative reactions
made them gain access to a larger range of emotions. Merete
said: “It made a big difference—that I was able to talk about and
think about things that I previously could not think about without
dissociating. (...) and it was still uncomfortable, but it wasn’t at
all as uncomfortable as it had been. And I notice that, in my body
too, that there is less, like, the anxiety level has lessened...” Kristin
explained how dissociation and numbness previously had worked
as self-protective mechanisms: “I just think, like I said, just about
my dissociation, it is...It’s like a kind of shield, that I in a way left
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behind here.” Kari said: “Earlier I have always been shutting out
everything. So now that I think a lot more, my brain has gotten
a kind of kick-start. I feel that it is processing and works hard,
like, compared to before when I couldn’t even think, and was just
laying around sleeping all day. So now I feel like it (the brain)
has gotten some new energy, and then its back working.” Both
greater acceptance of their own trauma history and having greater
emotional accessibility made some participants clearer about their
needs and more likely to take these needs into account in their
everyday setting. Merete said: “I value more...what I feel is right,
like. And I value my own feelings and needs a bit more...”

3.5.3 Changed interpersonal relationships

Most participants mentioned that new perspectives and insights
related to their upbringing and trauma history affected their
relationships with family, friends, or partners. Kristin said: “I can’t
view things the same way anymore. Like... I can’t accept certain
things from my family. Or, I want to be around my family, but
it costs me a lot, like when people are screaming and those kind
of things...So... That's been better, I have had to accept that I
don’t have a family I can lean on, and that I must lean on other
things instead. To not have, like, not go around hoping... Cause
I feel that that is what one does as a kid—hoping that things will
get better, or that one can help someone, or...right. But I have
tried breaking with that hope, but that has also been scary.” Some
participants described feeling lonelier and that their lack of a proper
non-professional support system had become more apparent.

3.5.4 Self-compassion and grief

Most participants described how processing their trauma
history had given them a more complete narrative and that by
addressing feelings of guilt, shame, and responsibility for the
experienced trauma, they had gained access to a more nuanced
repertoire of emotions. This repertoire included feelings of grief
as they more clearly saw themselves as victims of past traumatic
events. Most thereby gained a new perspective on their upbringing
and/or past relations.

Sigrid described her process like this: “It was during an EMDR
session, I can’t remember which. But... I told her about stuff.
And... we went through it, and then she said ‘Oh, that is so sad,
and so painful that it happened.” And that really hit me, because
I never thought like that myself (crying). And I have had a very
difficult childhood, and if only my mom had said that once, it would
have helped me a lot. So it was a bit, like, odd, to think about. That
just to hear it once is so intense. But it really helped me be kinder
to myself. And like, it's painful and it’s sad that it happened. But I
can’t change it, I must move on, and I can’t pretend like it didn’t
happen...Because I had never heard such a thing. And to hear it
several times, and in different ways, that has been really valuable.”

4 Discussion

This study aimed to explore the lived experience of participants
in an intensive inpatient trauma treatment program. Our
findings suggest that feeling safe within the framework of the

frontiersin.org


https://doi.org/10.3389/fpsyg.2024.1341716
https://www.frontiersin.org/journals/psychology
https://www.frontiersin.org

Vaage-Kowalzik et al.

treatment program, many and different therapeutic encounters,
and the intensity of the program may contribute to experienced
change. In the following sections, we discuss our findings in
the light of therapeutic alliance, the level of intensity that is
optimal for treatment benefits, and processes contributing to
experienced change.

4.1 Feeling safe and establishing
therapeutic alliance within the framework
of the treatment program

To our knowledge, no previous qualitative study on
to date. Our
patient sample described how accessibility to ward staff, a

inpatient intensive trauma treatment exists

supportive multidisciplinary team, and pretreatment admission
made them feel safe, something they emphasized as facilitative
to the treatment process. All participants in our sample had
significant comorbidities, and an inpatient facility likely provided a
therapeutic framework that they experienced as perhaps necessary,
or at least beneficial, to the therapeutic process. Therapeutic
alliance is an established predictor of outcomes in psychotherapy
(Fliickiger et al., 2020; Howard et al., 2022). Recent quantitative
and qualitative studies have reported that patients experience
treatment alliance within massed trauma-focused treatment
programs without TR (Goldfried, 1980; Galovski et al, 2022;
Kovacevic et al.,, 2023). Our patient sample met new therapists
nearly every day of the program and thus did not develop a one-to-
one therapeutic alliance (bond) with the therapists. However, the
patients developed an alliance (bond) with the multidisciplinary
team and ward staff and a working alliance with the rotation
therapists and treatment program itself.

One could imagine that this working alliance could enhance
autonomy, as was explicitly mentioned by one patient who said TR
made her feel that the process of therapy became her process rather
than a shared experience with a therapist. One can hypothesize
that this more autonomous process has a longer-lasting effect,
continuing to be effective after completing treatment. Our findings
support those of Van Minnen et al. (2018) who, in a quantitative
study on patients in a similar intensive trauma treatment program,
found that even patients with attachment problems could develop
a good working alliance in a TR setting.

A recent narrative literature review that includes nine
qualitative studies from diverse patient populations about their
experiences of EMDR emphasizes the role of the therapeutic
relationship (Marich et al, 2020). The authors discuss a study
that compares the experiences of EMDR vs. eclectic therapy of
victims of sexual abuse. This study reports that, while all the
patients in the eclectic therapy group attributed their improvement
to the therapeutic relationship, the EMDR patient group, though
they spoke highly of their therapists, did not attribute their
success in therapy to the therapeutic relationship but rather to
the technical EMDR process and/or to how well the therapist
followed the procedural protocols (Edmond et al, 2004). This
finding is in line with a recent analysis by Hase and Brisch (2022)
who used attachment theory as a framework for understanding
how procedures and protocols in EMDR therapy are related to
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the therapeutic relationship. It could thus be that the therapeutic
alliance with the therapists described by our patient group was
partly a result of the EMDR treatment method.

Van Minnen et al. (2018) further found that 85% of patients
preferred working with a TR team to being treated by one
therapist only. Similar to this and the study by Thoresen et al.
(2022), we found that patients were positive to TR and that TR
facilitated new relational experiences and contributed to different
perspectives. Expanding on these findings, we report that some
patients experienced that changing therapists from session to
session made it easier to focus on their own process rather than
the relationship with the therapist and that not being so close made
it easier to open up and talk about difficult past experiences.

Similar to Thoresen et al., we found that TR can provide
corrective emotional experiences. These experiences are known
to have curative potential in psychotherapy (Goldfried, 1980).
Our sample reported experiencing being seen and understood by
therapists and being able to trust and feel safe, experiences which
they said were missing in their upbringing. Most patients reported
similar corrective emotional experiences from ward staff, an aspect
that is lacking in outpatient treatment.

To our knowledge, no previous qualitative study on
inpatient intensive trauma treatment exists to date. Our patient
sample described how accessibility to ward staff, a supportive
multidisciplinary team, and pretreatment admission made
them feel safe, something they emphasized as facilitative to the
treatment process. All participants in our sample had significant
comorbidities, and it is likely that an inpatient facility provided a
therapeutic framework that they experienced as perhaps necessary,
or at least beneficial, to the therapeutic process. Therapeutic
alliance is an established predictor of outcomes in psychotherapy
(Fluckiger et al., 2020; Howard et al., 2022). Recent quantitative
and qualitative studies have reported that patients experience
a treatment alliance within massed trauma-focused treatment
programs without TR (Goldfried, 1980; Galovski et al., 2022
Kovacevic et al.,, 2023). Our patient sample met new therapists
nearly every day of the program and thus did not develop a
one-to-one therapeutic alliance (bond) with the therapists. It
seems like they, however, experienced an alliance (bond) with the
multidisciplinary team and ward staff and a working alliance with
the rotation therapists and treatment program itself.

One could imagine that this working alliance could enhance
autonomy, as was explicitly mentioned by one patient who said TR
made her feel that the process of therapy became her process, rather
than a shared experience with a therapist. One can hypothesize
that this more autonomous process has a longer lasting effect,
continuing to be effective after the completion of treatment. Our
findings support those of Van Minnen et al. (2018), who, in
a quantitative study on patients in a similar intensive trauma
treatment program, found that even patients with attachment
problems could develop a good working alliance in a TR setting.

Van Minnen et al. (2018) also found that 85% of patients
preferred working with a TR team to being treated by one therapist
only. Similar to this study and the study by Thoresen et al.
(2022), we found that patients were positive to TR and that TR
facilitated new relational experiences and contributed to different
perspectives. Expanding on these findings, we report that some
patients experienced that changing therapists from session to
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session made it easier to focus on their own process rather than on
the relationship with the therapist and that not being so close made
it easier to open up and talk about past difficult experiences.

A narrative literature review including nine qualitative studies
from diverse patient populations about their experiences of EMDR
therapy emphasizes the role of the therapeutic relationship (Marich
etal., 2020). The authors include and discuss a study that compares
the experiences of EMDR vs. those of eclectic therapy undergone
by victims of sexual abuse. They report that, while all the patients
in the eclectic therapy group attributed their improvement to the
therapeutic relationship, the EMDR group patients, though they
spoke highly of their therapists, did not attribute their success in
therapy to the therapeutic relationship but rather to the technical
EMDR process and/or to how well the respective therapist followed
the procedural protocols (Edmond et al., 2004). This observation
is in line with that of a recent analysis by Hase and Brisch (2022)
who used attachment theory as a framework for understanding
how procedures and protocols in EMDR therapy are related to
the therapeutic relationship. It could thus be that the therapeutic
alliance expressed by our patient group was, in part, a result of the
EMDR treatment method.

Similar to the study by Thoresen et al,, we found that TR
can provide corrective emotional experiences. These experiences
are known to have curative potential in psychotherapy (Goldfried,
1980). Our sample reported experiences of being seen and
understood by therapists and also being able to trust and feel
safe, experiences which they said lacked in their upbringing.
Most patients reported similar corrective emotional experiences
from ward staff, an aspect that is obviously lacking in out-
patient treatment.

4.2 What is the optimal level of intensity?

Previous qualitative studies describe how intensive trauma
treatment facilitates commitment to treatment and limits avoidance
(Sherrill et al., 2022; Thoresen et al., 2022). Similarly, our sample
described that the intensity of the treatment program facilitated
processing their trauma history, as the program gave little
opportunity to close up emotionally between sessions. However,
most patients also reported times when they were too overwhelmed
to benefit from elements of the treatment program. Some further
reported a more general experience of being pushed over their
preferred limit in or in-between the therapy sessions. Our results
thus raise the question of what the optimal level of intensity is and
if patients would profit equally well, or better, from a somewhat
less busy schedule or a slightly longer admission with more breaks.
An outpatient study where veterans were administered cognitive
processing therapy compared a 3-week to a 2-week program.
In the 2-week program psychoeducation, mindfulness and yoga
were omitted, but the number of therapy sessions remained the
same. The study concluded that the 2-week program could be
considered non-inferior to the 3-week program in both clinical
outcomes and satisfaction (Held et al., 2023). The study does not
report the prevalence of comorbidity disorders in this veteran
sample. It is possible that, in patient groups like ours, with high
levels of comorbidity, factors like psychoeducation and physical
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activity are more important and that a somewhat longer admission
with more breaks could be beneficial. Another of our findings is
that patients in our sample profited from different aspects of the
treatment program. It is thus not self-evident as to which part of the
treatment program is superfluous and should be omitted, though
Van Woudenberg et al. (2018) in the original PSYTREC program
omitted PE listening “due to the intensive treatment format”. It
could be argued that an intensive treatment program should be
more individualized, so elements that appear non-beneficial to
individual patients should be replaced by more beneficial treatment
elements; this finding, however, opens up to the potential pitfall of
going along with patients’ avoidance patterns.

4.3 Experienced change

Neither of the two earlier qualitative studies of intensive trauma
therapy focused on patient’s lived experience of change after
completing treatment, though Thoresen et al. (2022) report patients
feeling calmer and more present as well as having more hope for
the future. In the current study, we found that all participants
expressed a change in how they related to their trauma history and
that the program had facilitated new insights into their emotional
and/or cognitive reaction patterns. All participants reported being
more emotionally connected, with less numbness and dissociation.
Most further described greater acceptance and ownership of their
trauma history and being clearer about not being responsible for
traumatic events that they previously had blamed themselves for.
In the wake of these insights came not only more self-compassion
but also grief as most participants gained a new perspective on
their upbringing and past or current relations. Similarly, reductions
in maladaptive posttraumatic cognitions (related to among others
self-blame) and trauma-affected erroneous perceptions of the self
and the world have previously been described as a result of non-
intensive trauma-focused treatment (Kangaslampi and Peltonen,
20225 Gjerstad et al., 2024). For some, new perspectives on their
upbringing and relations made them change how they wanted
to relate to or interact with these relations, some experiencing a
need to change relationship patterns or break contact. Viewing
their non-professional support system as scanter than anticipated,
some of our patients felt lonelier and more vulnerable. This
is a potential effect of therapy that we need to be aware of.
Patients may need an updated post-discharge plan where they
are adequately supported in what our sample describes as a
demanding transition.

Thoresen et al. (2022) described the elements of the treatment
program (EMDR and PE) as beneficial as they were effective in
different ways. In the current study, we found that some patients
described a synergistic effect between treatment modalities and
that the elements of PE and EMDR complemented each other,
making the combined effect stronger. This finding is interesting
as the two approaches differ somewhat in their therapeutic
target; PE’s main mechanism of change appears to be through
changing dysfunctional attitudes and thought patterns (cognitive
change) (Kangaslampi and Peltonen, 2022; Brown et al., 2019),
while the most supported mechanism of change in EMDR is
through reducing vividness and emotionality of trauma memories
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as well as through changed physiological parameters (Landin-
Romero et al, 2018; Wadji et al., 2022). As suggested by Van
Minnen et al. (2018), it seems possible that treating patients’
trauma histories from several angles within the same treatment
program could create a fuller, more multifaceted therapeutic
trauma processing.

4.4 Strengths and limitations

This study has some important limitations. It consists of
female participants only, which limits its generalizability. Due to
technical issues with the recording, one interview could not be
included in the data set and thematic analysis. This unfortunate
omission could have potentially somewhat influenced our findings.
The smaller number of participants in our study is compensated
for by the format of our interview and the fact that the study
explores a novel therapy intervention that has received very scarce
previous qualitative investigation. The interviews were carried out
shortly after the treatment was completed. The participants thus
remembered the treatment vividly. Not enough time had passed,
however, to explore the long-term effect of the program.

5 Conclusion and recommendations

This study aimed to explore the lived experience of participants
in an intensive inpatient trauma treatment program. Our findings
suggest that establishing therapeutic alliances within the framework
of the treatment program as well as intensive multimodal trauma
treatment may contribute to experienced change. Participants
described greater acceptance and ownership of their trauma
history and greater emotional accessibility as well as changed
interpersonal relations. The intensity of the program was described
as exhausting, but necessary. Most patients reported at times being
too overwhelmed to benefit from elements of the program. Our
results thus prompt us to question the optimal level of intensity.

Clinical implications: Our findings suggest that it is
important to not only prepare participants adequately before
commencing treatment but also better prepare for discharge,
which could be particularly important in patients with high levels
of comorbidities.

Future research recommendations: Future qualitative studies
should interview patients after a longer time interval to investigate
if the experienced change from ITTP is lasting. Qualitative
exploration of the experience of ITTP therapists could also further
improve our knowledge in this field. The optimal level of intensity
in intensive trauma treatment should be further explored through
qualitative as well as quantitative studies.
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