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Abstract of Dissertation
The Trauma Recovery and Empowerment Model: A Trauma-Informed Treatment
Program for Female Offenders in the Community

This study investigated the effects of the Trauma, Recovery, and Empowerment Model
(TREM) on the female offender population in a community setting. The TREM
intervention is a 33-topic model that focuses on trauma specific to women through
psycho-education and cognitive-behavioral methods. This quasi-experimental study with
an intervention and treatment-as-usual (TAU) group used the Brief Symptom Inventory-
18, Modified Posttraumatic Symptom Scale, Addiction Severity Index, the Daily
Living/Role Functioning and Relation to Self and Others Subscales (BASIS 32), and
Trauma, Recovery and Empowerment Profile (TREP) to determine whether the group
receiving the TREM intervention had reduced PTSD symptoms, general mental health
symptoms, substance use, increased social role functioning and increased relation to self
and others, as well as increased trauma-related coping skills. T-tests, correlations, and
effect sizes were used to assess outcomes from baseline to post-intervention or 3-month
follow up within the intervention group, and between the intervention and TAU group.
Results of the t-tests ns between variables of interest failed to reach statistical
significance, however significant correlations and non-significant medium to large effect
sizes were found on the BASIS-32 Subscales and Modified Posttraumatic Symptom
Scale, small to medium effects were found on the Global Severity Index (BSI-18), with
small to no effect for the Trauma, Recovery and Empowerment Profile, and the
Addiction Severity Index Drug and Alcohol Composite scores. Qualitative analysis also
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revealed support for the model by participants. These results
somewhat support the current research in showing effectiveness for the TREM
intervention with females, however more research and investigation into the TREM

intervention is warranted.

vii



Table of Contents

DeAICAtION. .. ettt e v
ACKNOWIEAZEMENLS. ... ..ottt e v
ADSLIact OF DISSEITATION. . ... uettt ettt ettt vi
LSt Of FigUIS. ..ttt e e ix
List Of Tables. .. ... neeie e X
Chapter 1: INtrodUCHON. ... ..ottt e e e 1
Chapter 2: Review of the Literature.............oooiiiiiiiiiiiii e, 13
Chapter 3: MethodOLOgY.......ooniieiii e 51
Chapter 4: ReSUILS. .....uiieii e 87
Chapter 5: DISCUSSION. ...ttt ettt et et et e e e et et et et e et e e te et eeerenenns 109
REfOTONCES. ...t 132
APPENAICES. . .ottt ettt e 152

viii



List of Figures

Figure 1. Flow Diagram of Study Participants................ccoooiiiiiiiiiiiiiiiin e 58
Figure 2. Non-Equivocal (Control) Group Design...........ccooiviiiiiiiiiiiiiiiiienn.. 88
Figure 3. Modified Posttraumatic Symptom Scores of TREM Participants................. 94
Figure 4. Drug Problem Severity Scores of TREM Participants...............c..ccoooeeneee. 96
Figure 5. Alcohol Problem Severity Scores of TREM Participants.......................... 97
Figure 6. Participant 1 Scores: MPSS, ASI-drug, ASI-alcohol........................c... 103
Figure 7. Participant 2 Scores: MPSS, ASI-drug, ASI-alcohol............................ 104
Figure 8. Participant 3 Scores: MPSS, ASI-drug, ASI-alcohol........................c... 105
Figure 9. Participant 4 Scores: MPSS, ASI-drug, ASI-alcohol........................c. 106
Figure 10. Participant 5 Scores: MPSS, ASI-drug, ASI-alcohol............................ 107
Figure 11. Participant 6 Scores: MPSS, ASI-drug, ASI-alcohol............................ 108

iX



List of Charts and Tables
Table 1. Demographic and Clinical Characteristics of the Participants at
Baseline. .....o.oneini i 90
Table 2. Outcome Means (SD) at Baseline, Post-intervention, and 3 Months
for TREM and TAU GIroUPS. .....ouuieniiiiatteeie et ee e 91
Table 3. Correlations Between Outcomes and # of Groups Attended, # of Months
INCarcerated. ... ..oueneiei 100

Table 4. Correlations at Baseline for all Outcome Measures, Ranges, and Norms....... 101



CHAPTER 1: INTRODUCTION

Introduction to the Problem

There are over 1.5 million individuals detained in US state and federal
correctional facilities, in addition to 750,000 in jails, with nearly one in 32 adults on
parole or probation supervised by correctional officers (Bureau of Justice Statistics [BJS],
2009). Among these, 18% are female, and 82% are male. Research has shown the
growth of female offenders has increased by 48% as compared to 29% for males in the
last 15 years (Soderstrom, 2007), with females primarily entering the system for non-
violent crimes such as petty drug charges and prostitution (Lewis, 2006). Women in the
correctional system are more likely to be undereducated, have limited resources, have
more severe mental health and substance abuse disorders, and undocumented trauma
histories (Drapalski, Youman, Stuewig, & Tagney, 2009; Van Wormer, 2010; Becker,
Noether, Larson, Gatz, Brown, Heckman et. al., 2005). For example, the Bureau of
Justice Statistics (2006) reports over 73% of female inmates have mental health concerns,
with 75% of these women also meeting criteria for substance abuse or dependence.
Posttraumatic Stress Disorder (PTSD) is highly prevalent with female offenders, with
rates as high as 90% (Messina & Grella, 2006), and comorbid PTSD and substance use

prevalence reaching near 90% as well (Salgado, Quinlan, & Zlotnick, 2007). Housing



difficulties, employment concerns, and childcare struggles compound mental health
symptoms, which decrease the rate of success for these individuals (Becker et. al., 2005).
Further, mental health and substance abuse treatment is limited in most correctional
facilities, sending female inmates back to the same environment and community ill
equipped to succeed (van Wormer, 2010).

Female offenders also face significant barriers to mental health and substance
abuse treatment in the community; with as many as 40% of offenders not receiving
needed services such as mental health care. For these offenders, the presence of a PTSD
diagnosis, mental health treatment, and in particular substance abuse treatment is related
to recidivism and perpetuates the cyclical pattern through the correctional system
(Kubiak, 2004). Programs focusing on both trauma and substance use such as
“Transcend”, Substance Dependence PTSD Therapy (SDPT), and Seeking Safety offer
integrated services, but have limitations such as being tailored to veterans (Donovan,
Padin-Rivera, & Kowaliw, 2001), requiring a 6 month rehabilitation program prior to
treatment, either include an intense re-experiencing trauma component or no past-trauma
focus at all (Najavits, 2002), and require highly trained clinicians (Triffleman, Carroll, &
Kellogg, 1999) . Also, integrated treatment for PTSD and substance abuse are rarely
offered specifically for female offenders, due to lack of services, poorly trained
clinicians, and an overall disregard for the interdependence of trauma and substance use
by traditional treatment approaches (Miller, 2002). The need for integrated, trauma-
informed services for female offenders could facilitate recovery, rehabilitation, and

provide the needed treatment for these females to be successful in the community.



The Trauma Recovery and Empowerment Model (TREM) has been developed to
meet the comprehensive needs of women with comorbid trauma and substance issues in a
supportive environment. This group intervention focuses on empowerment, psycho-
education, coping skills, and trauma recovery, which can help facilitate rehabilitation for
female offenders. TREM has shown promising results and has been used in the
community and treatment centers in the Washington, DC area and in other states (Fallot
& Harris, 2002; Harris, 1998; Toussaint, VanDeMark, Bornemann, & Graeber, 2007;
Amaro, Dai, Arévalo, Acevedo, Matsumoto, Nieves et. al., 2007). The current study
attempts to validate TREM with female offenders with comorbid PTSD and substance
use. Specifically, validation of this group intervention for female offenders will support
the need for trauma-informed, gender responsive treatment for this population.

Purpose of the Study

The purpose of the study is to investigate the effects of the Trauma Recovery and
Empowerment Model group intervention with female offenders as compared to a
Treatment-As-Usual (TAU) comparison group. Research has shown a need for integrated
treatment for trauma and substance use, and few empirically validated models exist that
combine interventions addressing both issues concurrently (Miller, 2002). The Trauma
Recovery and Empowerment Model has been shown to be effective in community
samples, in substance abuse treatment centers, and advancing the research base with the
female offender population will increase the awareness of the need for such interventions
(Fallot & Harris, 2004; Toussaint et. al., 2007). If significant differences are found in the
intervention versus the TAU group, the Trauma Recovery and Empowerment Model can

be further validated as a suitable intervention for female offenders with co-occurring



trauma and substance abuse issues, helping to reduce the cycle of mental illness and
recidivism.
Research Questions

The research topic is the investigation of the effects of the Trauma Recovery and
Empowerment Model group intervention in reducing symptoms of overall mental health,
posttraumatic stress disorder, reducing substance use, and increasing trauma-related
coping skills in a sample of female offenders. While trauma and substance abuse affects
many individuals in the community, the sample for this study is female offenders
receiving treatment at the Green Door, a community mental health agency in
Washington, DC. The following research questions address the proposed results of the

treatment program.

Research Question 1: Is the Trauma Recovery and Empowerment Model group
intervention effective in reducing overall mental health symptoms as evidenced by a
lower score on the Global Severity Index, as measured by the Brief Symptom Inventory-
18, in a sample of female offenders?

HI1: At post-intervention, participants in the TREM group intervention will have a

significantly lower score than the Treatment-As-Usual group on the Global Severity

Index, as measured by the Brief Symptom Inventory-18.

H2: Participants in the TREM group intervention will have a significantly lower score

than the Treatment-As-Usual group on the Global Severity Index, as measured by the

Brief Symptom Inventory-18 three months following the group intervention.

Research Question 2: Is the Trauma Recovery and Empowerment Model group

intervention effective in reducing symptom severity of posttraumatic stress disorder as



evidenced by a lower score on the Modified Posttraumatic Symptom Scale, in a sample
of female offenders?
HI1: At post-intervention, participants in the TREM group intervention will have a
significantly lower score on the Modified Posttraumatic Symptom Scale than the
Treatment-As-Usual group.
H2: Participants in the TREM group intervention will have a significantly lower score
on the Modified Posttraumatic Symptom Scale than the Treatment-As-Usual group
three months following the group intervention.

Research Question 3: Is the Trauma Recovery and Empowerment Model group

intervention more effective in reducing substance use as evidenced by a lower score on
the Alcohol and Drug Composite Scores, as measured by items from the Addiction
Severity Index, in a sample of female offenders?
HI1: At post-intervention, participants in the TREM group intervention will report a
significantly higher reduction of substance use as measured by the Addiction Severity
Index Alcohol and Drug Composite Scores than the Treatment-As-Usual group.
H2: Participants in the TREM group intervention will report a significantly higher
reduction of substance use as measured by the Addiction Severity Index Alcohol and
Drug Composite Scores than the Treatment-As-Usual group three months following
the group intervention.

Research Question 4: Is the Trauma Recovery and Empowerment Model group

intervention more effective in increasing trauma-related coping skills as evidenced by a
change in the Trauma Recovery and Empowerment Profile, in a sample of female

offenders?



HI1: At post-intervention, participants in the TREM group intervention will improve
their trauma-related coping skills as evidenced by a higher score on the Trauma
Recovery and Empowerment Profile than the Treatment-As-Usual group.

H2: Participants in the TREM group intervention will improve their trauma-related
coping skills as evidenced by a higher score on the Trauma Recovery and
Empowerment Profile than the Treatment-As-Usual group three months following the
group intervention.

Research Question 5: Is the Trauma Recovery and Empowerment Model group

intervention effective in reducing difficulty in daily living, relationships, and social role
functioning, as evidenced by a lower score on the Relation to Self and Others and Daily
Living/Role Functioning Subscales, as measured by items from the Behavior and
Symptom Identification Scale (BASIS-32), in a sample of female offenders?
HI1: At post-intervention, participants in the TREM group intervention will have a
significantly lower score than the Treatment-As-Usual group on the Relation to Self
and Others and Daily Living/Role Functioning Subscales, as measured by items from
the Behavior and Symptom Identification Scale (BASIS-32).
H2: Participants in the TREM group intervention will have a significantly lower score
than the Treatment-As-Usual group on the Relation to Self and Others and Daily
Living/Role Functioning Subscales, as measured by item from the Behavior and
Symptom Identification Scale (BASIS-32) three months following the group
intervention.

Research Question 6: Is the Trauma Recovery and Empowerment Model group

intervention effective in improving the experiences of the participants as evidenced by



positive comments and suggestions on the Semi-Structured Interview, in a sample of
female offenders?
HI1: At post-intervention, participants in the TREM group intervention will have
positive reflections and suggestions about their experience in the TREM group.

Research Question 7: Is time a factor when assessing treatment effects of the Trauma

Recovery and Empowerment Model group intervention, as evidenced by a reduction in
symptoms on the Global Severity Index, the Modified Posttraumatic Symptom Scale, the
Addiction Severity Index, and the BASIS-32 Subscales, and an increase in trauma-related
coping skills from baseline, post-treatment, to three months following treatment for a
sample of female offenders?

HI1: Participants in the TREM group intervention will have lower scores on the
Global Severity Index, the Modified Posttraumatic Symptom Scale, the Addiction
Severity Index, the BASIS-32 Subscales and higher scores on the Trauma Recovery and
Empowerment Profile from baseline to post-intervention more than the Treatment-As-
Usual group.

H2: Participants in the TREM group intervention will have lower scores on the
Global Severity Index, the Modified Posttraumatic Symptom Scale, the Addiction
Severity Index, the BASIS-32 Subscales and higher scores on the Trauma Recovery and
Empowerment Profile than the Treatment-As-Usual group from baseline to three months
following the group intervention.

Nature of the Study
The group intervention assessed in this study is the Trauma Recovery and

Empowerment Model, an integrated, trauma-informed program for females with co-



occurring trauma and substance abuse issues. This program was developed at
Community Connections in response to the need for gender-responsive, comprehensive
treatment for females with a history of trauma and compounding substance use. The goal
of the group intervention is to reduce symptoms of posttraumatic stress and substance use
by empowering women to understand and overcome their trauma histories, connect past
abuse with current behaviors, and teach women trauma-related coping skills (Fallot &
Harris, 2002).

Data for this study will be from a TREM group facilitated by the lead researcher
at the Green Door agency in Washington, DC for females with a history of incarceration,
trauma, and substance use. Eight to twelve female offenders will participate in the 25-
session intervention, and complete assessments to determine any reduction of symptoms
as evidenced by significant scores on the presented scales. Results from the assessments
will be compared to a treatment-as-usual control group to enhance validity. The lack of
research on gender-specific treatment for females with trauma and substance use warrants
further exploration of effective treatment models to increase mental health, reduce
recidivism, and improve the lives of female offenders in the community.

Significance of the Study

This study is significant for several reasons. Research has shown the female
offender population has increased by 48% in the last 15 years, with over 73% of female
inmates having mental health concerns (Soderstrom, 2007; Bureau of Justice Statistics
[BJS], 2006). Of these mental health concerns, trauma and Posttraumatic Stress Disorder
are highly prevalent in this population, with prevalence rates as high as 99% of female

offenders reporting past victimization (Cook, Smith, Tusher, & Raiford, 2005).



Substance Use Disorders are highly comorbid with mental health concerns for female
offenders, with 75% of male and female inmates having both a mental health disorder
and substance use or dependence (BJS, 2006).

Female offenders have higher rates of behavioral health problems, poverty, risky
behaviors, trauma histories and a need for mental health treatment compared to male
offenders (Messina & Grella, 2006; Komarovskaya, Loper, Warren, & Jackson, 2011).
Female offenders face barriers to treatment both while incarcerated and in the community
signaling a need for comprehensive treatment that focuses on trauma issues and substance
use simultaneously. Few studies have been published assessing the effects of the TREM
program, and no studies to date have been published for effectiveness with the female
offender population specifically. This study can add to the research base on TREM, and
further bolster the awareness of the need for trauma-informed treatment programs for
females with trauma and substance use.

Definition of Terms
Incarcerated/Offender — The term incarcerated and offender are used in combination to
describe the population with a history or a current incarceration. Incarcerated can include
imprisonment in jails or prisons, and offender can include individuals on probation,
parole, or who have a history of incarceration. Both represent individuals having a
current or past relationship with the correctional system.
Posttraumatic Stress Disorder (PTSD) — Posttraumatic Stress Disorder is defined in
terms of the Diagnostic and Statistical Manual of Mental Health Disorders IV — Text

Revision. PTSD is defined as the presence of maladaptive behaviors or thoughts



following a traumatic event, with the core symptoms being re-experiencing of the trauma,
increased emotional reactions, and avoidance.

PTSD symptom reduction — Symptoms of PTSD will be measured by the total reduction
on the Modified Posttraumatic Symptom Scale; a lower score on the scale will signify
lower PTSD symptoms.

Substance Use — Substance use is defined in this study as having a current or past
substance abuse issue, having a Substance Abuse/Dependence Disorder or Alcohol
Abuse/Dependence Disorder, or Polysubstance Abuse Disorder. The total score on the
Alcohol and Drug Composite Questions from the Addiction Severity Index will measure
substance use. A lower score on the composite Alcohol and Drug scores will represent a
reduction in substance use from the Addiction Severity Index.

Trauma — Trauma is defined as having experienced a severe life event in childhood or
adulthood that resulted in psychological or physical injury. Examples include past sexual
abuse, physical abuse, personal injury, neglect and maltreatment, and natural disasters.
Trauma-Related Coping Skills — Trauma-related coping skills will be measured by the
total score from the Trauma, Recovery and Empowerment Profile (TREP). An increase
in the total score from the TREP will indicate an increase in trauma-related coping skills.
Trauma Recovery and Empowerment Model — The Trauma Recovery and Empowerment
Model is a 33 topic, 25-session group intervention that attempts to reduce symptoms of
trauma and substance use through empowerment, cognitive-behavioral techniques, and
psycho-education. The program’s focus is on trauma-informed services and takes into

account the gender, culture, and complexities that influence a female’s environment.
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Mental Health Functioning — the total score on the Global Severity Index (GSI) from the
Brief Symptom Inventory-18 will measure mental health functioning. A lower GSI score
on the Brief Symptom Inventory-18 will indicate higher mental health functioning/lower
mental health symptoms.
Daily Living/Role Functioning and /Relation to Self and Others — These two subscales
represent one’s daily functioning, relationships, and social role functioning and will be
measured by the Daily Living/Role Functioning and the Relation to Self and Others
Subscales from the BASIS-32 assessment measure. A lower score on these subscale
items will indicate an improvement in daily functioning, social role functioning, and
relationships.
Treatment — Treatment is defined as an intervention delivered to reduce negative
symptoms or symptoms of a specific disorder through a specific plan or procedure to
increase client’s level of functioning.
Organization of the Remainder of the Study

In Chapter 2, current research on the incarcerated population, specifically female
offenders, is presented along with prevalence rates of mental health disorders in general,
PTSD, and Substance Use Disorders with this population. Current research on the
treatments for PTSD in general, as well as with the female offender population is
presented. This is followed by current research on substance use and the female offender
in addition to comorbidity. Integrated treatment models such as “Transcend”, Substance
Dependence PTSD Therapy (SDPT), and Seeking Safety are briefly described in the
context of treating both PTSD and substance use. The Trauma Recovery and

Empowerment Model is described in detail and current outcome research is presented.
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Advantages of the TREM group intervention are then outlined leading into the
Methodology section.

In Chapter 3, the methodology of the study is presented by outlining the research
design, the hypotheses, and the methods of data collection. The descriptive analysis as
well as the quantitative and qualitative rationales and methods are described in detail to
provide data on the effects of reducing mental health symptoms, PTSD symptoms, and
substance abuse after the TREM program, as well as increasing trauma-related coping
skills. Chapter 4 contains the presentation of the results, followed by Chapter 5 which
contains a discussion, recommendations for future studies, and the implications for
counselors. This study will use the Trauma Recovery and Empowerment Model to assess
treatment outcome with a sample of female offenders in the community and add to the
body of research showing the need for integrated trauma treatment programs for female

offenders.
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CHAPTER 2: REVIEW OF THE LITERATURE

The Offender Population

Over 1.5 million individuals are currently housed in US state and correctional
facilities with over 5 million individuals supervised through the community on probation
or parole (Bureau of Justice Statistics [BJS], 2010). According to the Bureau of Justice
Statistics (BJS), the jail, state correctional, probation, and parole population decreased
during 2009, while the number of federal inmates increased by 3.4%. BJS reports also
state that in 2005, more than half of the total population of male and female prison and
jail inmates had a documented mental health problem. In addition, a majority of these
inmates faced increased homelessness prior to incarceration, experienced previous
physical and sexual abuse, and had a history of drug use/abuse at the time of the offense.
Among inmates with mental health concerns, the common types of offenses include
robbery (14%), drug trafficking (13%), and homicide (12%) with nearly half of inmates
having a violent crime in their offense history. Nearly three-quarters of these individuals
with a mental health problem also met criteria for substance abuse or dependence

(Bureau of Justice Statistics [BJS], 2006). By gender, the majority of offenders are male
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(82%) while the remaining 18% are female (BJS, 2006). However, the dramatic increase
in the female offender population warrants further investigation.
Female Offenders

From 1990 to 2010, the female inmate population increased by 14%, with
198,600 women being incarcerated in US prisons or jails, in addition to over one million
females being supervised by the correctional system in the community (BJS, 2010).
While this may constitute approximately only 15-18% of the total incarcerated and
supervised population, women involved in the justice system are more likely to be from
lower socioeconomic backgrounds, have a history of victimization, and tend to have
severe mental health and physical health needs (Lewis, 2006). Nearly two-thirds of
incarcerated females are reported as non-White, undereducated, unskilled, and have
major responsibilities to children less than 18 years of age (Morash & Schram, 2002).
They are also more likely to commit nonviolent crimes such as property crimes,
prostitution, and minor drug charges, making gender one of the best predictors of
criminality (Lewis, 2006; Morash & Schram, 2002; Battle, Zlotnick, Najavits, Gutierrez,
& Winsor, 2003).

The Bureau of Justice Statistics (2006) reports female inmates, as compared to
male inmates, had a higher rate of mental health issues, with over 73% of incarcerated
females having mental health concerns. Inmate self-reports have been used upon entry
into a full-service jail for both men and women to identify those individuals with mental
health disorders or reported histories. The findings suggest that the rates of mental illness
range from 13% to as high as 80%. In one study, 69% of the women met criteria for

Major Depressive Disorder, 60% met criteria for PTSD, and only two women out of 198
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jail detainees reported never experiencing a traumatic event. In addition, 76-78% of
women inmates met the criteria for a current or lifetime psychiatric disorder, and more
than 80% met the criteria for substance abuse or dependence (Farkas & Hrouda, 2007).
According to Lewis (2006), the lifetime prevalence of the mental health disorders of
Major Depression and Posttraumatic Stress Disorder (PTSD) among incarcerated women
range from 13%-36.2% and 10.4%-40.8% respectively. Steadman, Osher, Robbins,
Case, and Samuels (2009) collected data from five jails and reported the rate of severe
mental illness (major depressive disorder, depressive disorder not otherwise specified,
bipolar disorder I, II, not otherwise specified schizophrenia, schizoaffective disorder,
schizophreniform disorder, brief psychotic disorder, delusional disorder, psychotic
disorder not otherwise specified, posttraumatic stress disorder) for female inmates as
34.3%, including PTSD as a diagnosis. Women inmates with mental health issues are
more likely to report prior sentences, physical or sexual abuse, a physical or verbal
assault charge since incarcerated and past family abuse of substances (BJS, 2006).
Among the mental health disorders in the female inmate population,
Posttraumatic Stress Disorder is highly prevalent. In fact, Lewis (2006) reports PTSD is
the most common diagnosis in conjunction with or in addition to substance
abuse/dependence found in the female inmate population. According to the DSM-1V TR,
the lifetime prevalence rate for PTSD is 8% in the general population (DSM-IV TR,
2000). However, lifetime rates of PTSD in incarcerated females are 33% with over 22%
of females reporting a current PTSD diagnosis. Similarly, research states the rate of
victimization among female inmates is also high, with some reports showing a range

between 36% and 60% (Teplin, Abram, & McClelland, 1996). Cook et. al., (2005) report
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finding a range of 78 to 99% of incarcerated females who reported at least one traumatic
event in their lives, with nearly 81% experiencing five or more traumatic events. Salina
and colleagues (2007) used the Structured Clinical Interview for DSM-IV Axis |
Disorders to assess a sample of female inmates and report that more than 75% met the
criteria for chronic PTSD. Female inmates have often been witness to violence and have
been seen as sexual objects throughout their lives, experiences which decrease their
ability to adapt and function in the community (Salina et. al., 2007). Further, females
with PTSD are at greater risk for Substance Abuse/Dependence, leading to a poorer
prognosis, exacerbating both disorders within the correctional system (Battle et. al.,
2003).

The Bureau of Justice Statistics reports 75% of male and female inmates with a
mental health disorder also met DSM criteria for substance abuse or dependence (BJS,
2006), with the lifetime prevalence rate of substance abuse among female offenders as
65.4%-70.2% (Lewis, 2006). Research suggests the total increase in female inmates
correlates with the War on Drugs movement; where females are involved in non-
substantial drug possession and trafficking charges. Drug-abusing female inmates report
substantial health and psychosocial problems including abuse, infections and cardiac
difficulties, and a lack of family and social networks. In addition, Substance Abuse and
Dependence disorders have been significantly correlated with mental disorders, such as
schizophrenia, mood disorders, and PTSD (Morash & Schram, 2002). Salgado et. al.,
(2007) reported that 89.6% of incarcerated females met criteria for both Substance
Dependence and PTSD, with nearly 50% reporting lifetime poly-substance dependence.

In addition, women are more likely to be under the influence of substances during the
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time of the crime, commit crimes to support their drug habit (prostitution), and use more
serious drugs more often, than men (Substance Abuse and Mental Health Services
Administration [SAMHSA], 2011).

The female inmate population continues to increase at a significant rate, and the
prevalence of mental disorders such as PTSD and Substance Abuse/Dependence within
this population is growing. This population faces additional burdens including increased
health risk, lack of treatment, and females often carry the sole responsibility of caring for
their children. Female offenders are increasingly being cycled through the criminal
justice system, with the correctional facilities and community agencies serving as
important mental health treatment centers. Research targeting female offenders with
mental health disorders, specifically PTSD and Substance Abuse/Dependence is limited,
signaling the need for a deeper investigation into issues affecting the female offender
(van Wormer & Bartollas, 2011).

Posttraumatic Stress Disorder

Posttraumatic Stress Disorder (PTSD) is defined as the development of
maladaptive behaviors or symptoms following a traumatic event where death was
threatened or serious personal injury was imminent. The individual who witnessed or
experienced this event can feel intense fear, hopelessness, or horror, where the event can
be experienced recurrently through dreams, intrusive thoughts, and physiological
reactions. An individual with PTSD avoids situations where the traumatic event could be
re-experienced, and often has increased emotional and psychological arousal. This
disorder is highly comorbid with other disorders, such as Major Depressive Disorder,

other anxiety disorders, and substance abuse disorders. PTSD can occur at any age, and
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can cause severe personal, occupational, and interpersonal impairment (DSM-IV-TR,
2000).

As reported in the National Comorbidity Study Replication (NCS-R), the
prevalence rate of PTSD is 3.5% with a lifetime prevalence rate of 6.8% (Kessler, Chiu,
Demler, & Walters, 2005; Kessler, Berglund, Demler, Jin, Merikangas, & Walters, 2005).
According to the NCS-R, anxiety disorders were reported as most prevalent (28.8%) and
women compared to men had a significantly higher risk for anxiety disorders. Also, the
median age for onset of anxiety disorders was much younger (age 11) than other mental
health disorders, such as mood (age 30) and substance disorders (age 20). Research
reports mixed results on demographic characteristics of those individuals at risk and with
current PTSD diagnoses. Differences can be assessed on exposure to a traumatic event,
as well as proclivity to developing PTSD. Further, research reports Whites are more
likely to seek treatment with mental health disorders furthering the debate on ethnic or
race demographic differences (Roberts, Gilman, Breslau, Breslau, & Koenen, 2011).
Data reported from the National Epidemiologic Survey on Alcohol and Related
conditions (NESARC 2004-2005) found a lifetime prevalence rate of 7.3% for PTSD,
with African Americans having a statistically higher prevalence than Whites, Hispanics,
and Asians. Based on exposure and risk of exposure to traumatic events, Whites were
more likely to be exposed to any traumatic event or learning of a traumatic event
occurring to a friend or family, while African American and Hispanic participants were
more likely to be exposed to or be at risk for child maltreatment or domestic abuse.

Based on data from NESARC, African Americans were also more likely to develop
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PTSD, and were less likely to seek or receive treatment than Whites (Roberts et. al.,
2011).

Research suggests that the prevalence of PTSD among females is higher than for
males (Tolin & Foa, 2006; Olff, Langeland, Draijer, & Gersons, 2007). In a
comprehensive meta-analysis, Tolin and Foa (2006) report that across 40 studies
including 52 male-female comparisons, females were more likely to meet diagnostic
criteria for PTSD than males. Also, while males were more likely to report a potentially
traumatic event, females had a higher frequency of sexual assault and childhood sexual
abuse than males. These gender differences within PTSD can be found in numerous
studies with lifetime and current prevalence rates (Norris, Perilla, Ibanex, & Murphy,
2001; Tolin & Foa, 2006; Breslau, Kessler, Chilcoat, Schultz, Davis, & Andreski, 1998;
Breslau, Peterson, Poisson, Schultz, & Lucia, 2004; Olff et. al., 2007). Breslau et. al
(1998), using a representative sample of 2181 individuals in the Detroit area, report the
lifetime exposure to any traumatic event as 89.6%, with a mean number of distinct
traumatic events for women significantly higher than men (5.3 and 4.3 respectively). The
data also report gender was a significant risk factor for PTSD, controlling for other
factors such as race, education, marital status, and type of traumatic event, with women
having twice the rate of PTSD than men (Breslau et. al., 1998). The Detroit Area Survey
of Trauma data (1996) reported that females and non-whites experienced PTSD more
than males and White participants, with females being twice as likely to have conditional
probability for PTSD in both worst traumas reports, as well as randomly selected
traumas. Females had higher proportions of sexual assault and rape, where males

reported more violence with weapons, such as muggings or being threatened or stabbed.
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(Breslau, et. al., 2004). In a comparison of female civilians and police officers, while
female police officers reported more exposure to trauma including assault, female
civilians reported more peritraumatic distress and more severe PTSD symptoms (Lilly,
Pole, Best, Metzler, & Marmar, 2009). It is clear from the research females are over-
represented in being at risk for developing, or currently having a PTSD diagnosis. With
the increasing number of females entering the correctional system, this disorder could
present specific challenges and opportunities for mental health treatment.

The percentage of incarcerated females with PTSD ranges from 33% to 60%, with
some data reporting the prevalence as high as 90%, according to the research (Messina &
Grella, 2006; Komarovskaya et. al., 2011; Zlotnick, 1997). According to Komarovskaya
et. al. (2011), in a sample of 266 male and female inmates, more than 94% of the inmates
reported at least one traumatic event, with 40.2% of females meeting criteria for lifetime
PTSD, as compared to 12.5% of males. Females reported higher symptomatology, more
interpersonal sexual trauma from childhood to adulthood, and more general trauma
reported in adulthood than men. Green, Miranda, Daroowalla, and Siddique (2005)
report in a sample of 100 incarcerated females, 62% of the women reported a child or
sexual abuse history, 90% reported at least one interpersonal trauma, with 22% having a
current PTSD diagnosis. In a comparison of incarcerated females with and without
PTSD, females with PTSD reported more traumas (6.55 compared to 4.76) and also a
wider variety of traumas. Nearly 38% of both groups of females reported physical or
sexual abuse before the age of 18 (Warren, Loper, Komarovskaya, 2009). Zlotnick
(1997) reported 48.2% of a sample of incarcerated females in Rhode Island met current

PTSD criteria, with 20% meeting lifetime PTSD criteria. Among these women, 87.1%
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reported at least one traumatic event, with 65.9% reporting child or sexual abuse before
the age of 13. These PTSD and trauma history prevalence rates align with data on female
juvenile offenders and forensic hospitals as well (Cauffman, Feldman, Waterman, &
Steiner, 1998; Spitzer, Dudeck, Liss, Orlob, Gillner, & Freyberger, 2001). As stated
before, female offenders have significantly higher percentages for behavioral health
problems (e.g., prostitution, eating disorders), mental health treatment and use of
psychotropic medications, health concerns as well as higher rates of poverty, risky
behaviors, and trauma histories than the general population (Messina & Grella, 2006;
Komarovskaya et. al, 2011). Further complicating the problems for female offenders is
the high prevalence rates of substance use.
Substance Use

Substance Abuse is defined as a pattern of substance use with repeated and
adverse consequences, such as the inability to fulfill obligations, recurrent social and
interpersonal problems, and putting oneself in dangerous situations (DSM-IV TR, 2000).
Substance Dependence is defined by substance abuse, but also the presence of tolerance
and withdrawal symptoms. Individuals with a Substance Dependence diagnosis may
spend a significant amount of time obtaining the substance, may have unsuccessful
attempts to stop using the substance, and substance use/abuse is continued even when it
exacerbates recurrent physical or psychological concerns. Similarly, Alcohol Abuse and
Dependence mirror the same criteria as Substance Abuse/Dependence with increased
consequences for alcohol withdrawal (DSM-IV-TR, 2000).

According to the National Comorbidity Survey Replication, the 12-month

prevalence of any substance disorder in the general population is 3.8%, with alcohol
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abuse having a prevalence rate of 3.1% (Kessler et. al., 2005). Lifetime prevalence rates
gained from the NCS-R report alcohol abuse to be 13.2% in the population, with
substance abuse disorders being the 4™ highest prevalent disorder with 14.6% prevalence
rate. Men had a significantly higher risk for substance abuse disorders, and low
education level correlated with substance use disorders (Kessler et. al., 2005). Data from
community samples show similar results. According to the National Survey on Drug Use
and Health (NSDUH) reported by SAMHSA, 8.7% of the population (12 and older) were
classified with DSM-IV Substance Abuse or Dependence, with 2.9% abusing illicit drugs
and alcohol, 4.2 million abusing illicit substances without alcohol, and 15 million abusing
just alcohol. NSDUH reports in 2010 over 22 million Americans or 8.9% ages 12 and
older reported using illicit drugs in the past month, with marijuana being the most
commonly used drug. Other drugs reported were cocaine (.6% or 1.5 million people),
hallucinogens (.5% or 1.2 million people), prescription drugs (2.7% or 7 million people),
and methamphetamines (.1% or 353,000 people). In addition, 51.8% of Americans
reported being current alcohol drinkers, with 23.1% of those 12 and older reporting binge
drinking. In regards to gender, males had a higher rate of current illicit drug use than
females (11.2% to 6.8% respectively), with males more frequent users of several drugs
including marijuana, psychotherapeutic drugs for nonmedical purposes, cocaine, and
hallucinogens. Males also had higher rates of alcohol use (57.4%) compared to females
(46.5%), however this difference diminished for youth (13.7% for males, 13.5% for
females) (SAMHSA, 2011).

Substance Use Disorders are prevalent among incarcerated populations. The

Center for Disease Control report nearly one fourth of all inmates are incarcerated for
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drug related charges, with almost a third of state and a fifth of federal inmates reporting
being under the influence of drugs at the time of their most recent offense (CDC DHHS
2001). Similarly, according to the Bureau of Justice Statistics, the prevalence rate of
inmates using drugs at the time of the offense was found to be 20%, with the rate
increasing to as much as 37% for those with other mental health disorders (James &
Glaze, 2006 BJS). According to the NSDUH in 2010, 27% of the 1.5 million adults on
parole or supervised release were drug users, with marijuana being the most abused
substance (20.6%) (SAMHSA, 2011). For female inmates, drug and alcohol use and
abuse is highly prevalent. According to the CDC, 80% of incarcerated females have used
drugs or alcohol, 54% used drugs a month before incarceration, a fourth of the women
were under the influence of substances when committing their crime, with 24% breaking
the law to get resources for drugs. In a review of prisoners entering correctional
facilities, Fazel, Bains, and Doll (2006) found 10.0% to 23.9% of females were diagnosed
with alcohol abuse/dependence, and 30.3% to 60.4% were diagnosed with drug
abuse/dependence using structured instruments and clinical interviews. These rates are
higher than for males, which total 17.7 to 30.0% for alcohol abuse and 10.0% to 48% for
drug abuse/dependence (Fazel et. al., 2006). Using DSM-IV criteria, Mullings, Hartley,
and Marquat (2004) found 18% of all inmates and 40% of women to be alcohol
dependent in a sample of newly incarcerated females within the Texas prison system.

In addition to mental health concerns, female offenders with substance abuse
issues face increased risky sexual behaviors, sexually transmitted diseases, are many
times single mothers, and tend to report a history of negative family and childhood

experiences (CDC DHHS 2001; Mullings et. al., 2004). According to the CDC, at the
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start of 2000 3.4% of incarcerated females in state prisons were HIV positive, with
Hepatitis C infection rates as high as 55%. In addition, 75% of incarcerated females are
mothers, with 62% reporting being single mothers, and 6-10% of female inmates being
pregnant. In a study relating alcohol use and childhood maltreatment with female
inmates, Mullings et. al. (2004) report incarcerated females were more likely to report
negative family experiences, with 25% reporting a mother with alcohol or drug related
problems, and 39% of fathers with substance abuse issues. In addition to increased rates
of physical and sexual abuse, many reported feeling unsafe or in danger during childhood
(36%), with 23-35% reporting a lack of basic needs such as shelter and food. In addition,
childhood neglect was a significant predictor of alcohol dependency (Mullings, et. al.,
2004). Research has shown women get involved with substances in different contexts
than men, with females abusing multiple substances over a shorter history, having
increased abuse histories, and increased stigma and fear surrounding treatment for
substances for females over men (Johnson, 2006).
PTSD/Substance Use Comorbidity

Research has shown PTSD and Substance and Alcohol Dependence/Abuse are
highly comorbid. In a study of new admits to a prison substance abuse treatment
program, females were twice as likely to report PTSD as men, 17.4% to 8.3%
respectively (Zlotnick et. al., 2008). In a study comparing female inmates with comorbid
PTSD and Substance Abuse with Polysubstance Abuse, 89.6% of the participants with
Substance Abuse prior to incarceration met PTSD criteria, with 47.8% of PTSD
diagnosed inmates reporting polysubstance dependence. The females meeting

polysubstance dependence also reported more traumatic events, had higher trauma-
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related symptomatology, higher prevalence of guilt symptoms, and an increased severity
of alcohol and drug use than those without polysubstance dependence (Salgado et. al.,
2007). Researchers attribute the link between PTSD, trauma, and substance use to
models such as the self-medication model, where abuse at an early age disrupts affect-
regulation skill-building, leading to increased psychopathology, causing an individual to
self-medicate with substances (Zlotnick et. al., 2008). The complex landscape of the
female inmate with PTSD and Substance or Alcohol Abuse issues is a cause for specified
treatment to address the unique needs of this population. Without appropriate treatment,
these chronic mental health disorders decrease adaptability to changing environments,
decrease psychological functioning, lower decision making, all which can contribute to
increased recidivism (Salina et. al., 2007).

However, while the need for substance abuse and mental health treatment for
female inmates is evident, little research has been done addressing both concerns for this
population. Most treatment programs addressing substance abuse for offenders have
been developed and implemented with males, with little consideration for past trauma or
the specific needs of women. Empirically validated treatments for female offenders with
comorbid PTSD and substance abuse are scarce if not non-existent, however a few
emerging treatments have shown optimistic results (Battle et. al., 2003). With the
expanding population of female offenders in the correctional system, interventions must
be created and validated as effective for this population.

Treatment for PTSD
The most well-known and researched therapeutic treatments for both PTSD and

substance abuse are cognitive-behavioral in nature (Bradley, Greene, & Russ, 2005;
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Young, 2007). Cognitive-behavioral therapy (CBT) for PTSD varies in emphasizing
behavioral components versus those of a cognitive nature and include, but are not limited
to, exposure or prolonged exposure therapy, trauma-focused cognitive-behavioral
therapy, eye movement desensitization and reprocessing, and cognitive processing
therapy. Exposure interventions are common to CBT, and prolonged exposure entails
either imagined or in vivo techniques by revisiting the trauma, emphasizing habituation
of the memory, and decreasing feelings of danger and avoidance (Cukor, Olden, Lee, &
Difede, 2010; Mueser, Rosenberg, & Jankowski, 2004). Trauma-focused cognitive
behavioral therapy entails traditional CBT techniques with a focus on changing one’s
attitudes, thoughts, and behaviors in order to decrease negative emotions. However, CBT
for trauma interventions have a unique focus on the trauma memory and the meaning
associated with it (Wampold, Imel, Laska, Benish, Miller, Fluckinger, Del Re et. al.,
2010). Eye movement desensitization and reprocessing (EMDR) attempts to stimulate
one’s information processing and promote alternative positive cognitions, using body
awareness and physiological responses to promote coping mechanisms (Foa, 2009),
however lack of specificity of active ingredients to this therapy cause some researchers to
question it’s efficacy (Wampold, et. al., 2010). Cognitive processing therapy (CPT) and
cognitive restructuring involve identifying defeating and maladaptive thoughts pairing
them to trauma material, with the goal of altering them (Mueser et. al., 2004; Foa, 2009).
CPT attempts to decrease the avoidance so prevalent with PTSD, by increasing the
amount of exposure and can include PTSD psychoeducation components. This treatment

also identifies cognitive distortions and beliefs such as guilt, and helps to establish more
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balanced thoughts about the self and the world in terms of their trauma (Cukor et. al.,
2010; Iverson, Gradus, Resick, Suvak, Smith, & Monson, 2011).

Several meta-analyses have been published exploring the effectiveness and
efficacy of PTSD treatments. Bradley et. al. (2005), found that in 26 controlled studies
with 44 comparisons, 56% of participants who enrolled, and 67% of those completing
treatment no longer met PTSD criteria after treatment. Inclusion criteria for this analysis
included studies that tested a specific psychotherapeutic treatment, was randomized with
a control or other treatment comparison group, and used validated PTSD measurements
(Bradley et. al., 2005). Another meta-analysis of 38 studies using therapies such as
trauma-focused CBT, EMDR, stress management, group CBT, and other treatments
found trauma-focused CBT had significantly greater benefits over other treatments, with
EMDR a close second. The authors cite both treatments specifically address the
traumatic event, memories, and the meanings attached to it (Bisson et. al., 2007). CBT
and Person-centered therapy has been found to be significantly more effective in reducing
PTSD symptom severity, anxiety, and maladaptive cognitive schemas related to trauma
than a wait-list control, with CBT showing more treatment effects sustained over time
(McDonagh, Friedman, McHugo, Ford, Sengupta, Mueser et. al., 2005). CBT has also
been found to reduce PTSD symptoms and symptoms of depression, thereby reducing
incidents and risk of future interpersonal violence (Iverson et. al., 2011).

The International Society for Traumatic Stress Studies have published guidelines
and created levels based on strength of evidence for each CBT treatment and its research
base as reported by Foa (2009). While the amount of evidence is abundant for CBT

treatments, the quality of the research and supporting evidence is varied. Based on the
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ISTSS guidelines, Exposure Therapy is found to be highly efficacious for a varied group
of trauma survivors and populations, with an additional evidence base for CPT, Stress
Inoculation Training, Cognitive Therapy, and Systematic Desensitization. Combination
treatments focusing on PTSD that contain elements of exposure, cognitive, and stress
inoculation therapy have a strong evidence base, however limited Level A studies exist,
and the range of trauma populations used in these studies has been limited. Group
Therapy has been found to show improvements in PTSD symptoms, and have been
superior to no treatment; however more research is needed to advance the research base
on its efficacy and effectiveness. The ISTSS also suggests guidelines for treating
comorbid PTSD and other mental disorders and list such treatments as Seeking Safety,
Collaborative Care, Transcend, The Trauma Recovery and Empowerment Model, and
Substance-Dependence-PTSD Therapy. According to ISTSS, these models are in the
early stages of development and are in the process of being established as effective,
suggesting the need for more research for integrated treatment for PTSD and substance
use (Foa, 2009).

The International Society for the Study of Trauma and Dissociation (2011) has
outlined a phase-oriented treatment approach to treat complex trauma-related disorders,
which include a series of sequenced stages. For complex PTSD, such as those
individuals who have experienced repeated trauma, beginning in childhood, and lasting
throughout the developmental periods, the focus is on the development of safety,
stability, and the facilitation of skills to maneuver daily life. Phase I includes developing
a sense of safety, explaining the treatment, and creating a frame for treatment to have

clients be able to function, manage their symptoms, and benefit from the treatment.
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Phase 2 helps individuals begin to acknowledge and explore deeper into the traumatic
experiences. This phase can be intense and involves abreaction or the release of strong
emotions related to trauma and past experiences. This phase helps to process, integrate,
and learn about the body and the trauma’s effects on one’s identity, awareness of self,
and make overall improvements in one’s symptomatology. In Phase 3, clients gain more
integration, attempt to achieve a more solid sense of self, improve their functioning, and
experience a more unified sense of identity that includes both past trauma and a new
sense of resilience. While the most common form of treatment for complex trauma is
individual psychotherapy, group therapy could be a viable mechanism as a stand-alone or
in combination with other therapeutic services. With PTSD and substance use being
highly comorbid, group treatment for PTSD and substance use is not only needed, but in
need of more research to show improvement and allow clinicians and mental health
centers to treat this population effectively (International Society for the Study of Trauma
and Dissociation, 2011).
Treatment for Substance Abuse

As stated before, substance abuse is prevalent in the general population, with a
12-month prevalence rate of 3.8% and the lifetime prevalence rate of 14.6% for any
substance abuse disorder, according to the National Comorbidity Survey (Kessler et. al.,
2005; Kessler et. al., 2005). The prevalence rate for incarcerated individuals and
offenders is even higher, with rates as high as 80% of male and female inmates having a
substance abuse disorder. Treatment for alcohol abuse in general has moved away from
residential treatment to brief treatments including twelve-step approaches, behavioral and

cognitive-behavioral methods, motivational interviewing, and relapse prevention. Brief
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treatments for lower level users with no other psychological concerns have shown
promise, but for severe addictions such as cocaine and opioid abuse, CBT-based relapse
prevention and other longer treatment are appropriate (Roth & Fonagy, 2005).

Effective substance abuse treatment with offenders includes several components
including delivering comprehensive treatment that addresses a range of psychosocial
areas, with cognitive behavioral techniques, skill-based interventions, and relapse
prevention education being key components of effective treatment. These interventions
can be delivered through individual therapy, family-based therapy, and therapeutic
communities (Inciardi, et. al., 2004). Henggeler (2011) has conducting extensive
research on multisystemic therapy (MST) with juvenile offenders and their families. The
premise of MST is taking an ecological perspective on juveniles and focusing on
increasing protective factors, while decreasing risk factors. The combination of
strengthening parental involvement and skills, a treatment delivery method in the home,
and the use of evidence-based techniques with the juveniles as well as the family
members allows for success on multiple levels of functioning (Henggeler, 2011).
Clinical trials using MST with juvenile offenders have consistently shown a reduction in
youth criminal behavior, substance use, psychiatric symptoms, and have shown
improvements in family and school environments (Henggeler, 2011; Henggeler, 2004;
Swenson, Henggeler, Schoenwald, Kaufman, & Randall, 1998; Letourneau, Henggeler,
Borduin, Schewe, McCart, Chapman, & Saldana, 2009). While MST has shown
promising results with juvenile offenders, the most common method of treatment with
adult offenders is in a group setting. Much research has been conducted on the treatment

outcomes with therapeutic communities, for example. Inciardi et al. (2004) evaluated
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Delaware’s multistage therapeutic community where each offender received drug
treatment while incarcerated, transitional treatment with a work release program, and an
aftercare program while the offender remained on parole or probation. Researchers
found a significant reduction in criminal recidivism, offenders who participated in the
program were 4 times more likely to remain drug free after treatment, and 30% of the
program graduates remained drug free for at least 5 years according to self-report and
urine testing (Inciardi, et. al., 2004). Further, the prevalence of dual-diagnosed offenders
is high, with as much as 82% of the prison population having both a mental health and
substance abuse disorder. Assessment and diagnosis of dual-diagnosed offenders can be
challenging, and mental health professionals have contended placing the primary focus
on the substance abuse issues, or the mental health issues in treatment. Also, dual-
diagnosis treatment with offenders is lacking in the criminal justice system, with an
increasing need for cross-trained individuals in mental health and substance abuse
treatment modalities. Even less research has been conducted with dual-diagnosed female
offenders. As stated previously, most treatment programs for offenders lack integration,
have been developed and used for men, and fail to address the needs of female offenders
(Springer, McNeece, & Arnold, 2003; Greenfield, Brooks, Gordon, Green, Kropp,
McHugh et. al., 2007).

Substance abuse treatment with female offenders is effective when addressing the
unique characteristics of women such as having more severe clinical profiles,
complicated family needs and parenting issues, a greater presence of past trauma, and
higher rates of victimization (Grella, 2008; Greenfield et. al., 2007). Female offenders

also benefit from comprehensive treatment, especially when treatment can begin while
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incarcerated and continues into the community. Messina, Grella, Cartier, and Torres
(2009) compared a gender responsive treatment program, Helping Women Recover and
Beyond Trauma with generic therapeutic community interventions and found significant
reductions after controlling for demographic factors, drug use, reductions in recidivism,
and females in the gender-responsive treatment were more likely to stay in treatment
longer. In another study with female prisoners in substance abuse treatment, those
females who completed programs at the CREST Outreach Center therapeutic community
were significantly less likely to be re-arrested during follow-up with program completers
using fewer drugs in the 18 months following their incarceration. Also, female offenders
with children were significantly more likely to enter the program. The CREST
Therapeutic Community is a graduated release program that provides a comprehensive
treatment environment that promotes personal growth to transform behavior, attitudes,
emotions, and values (Robbins, Martin, & Surratt, 2009). Oser, Knudsen, Staton-
Tindall, and Leukefeld (2009) used data from the National Institute on Drug Abuse
funded Criminal Justice Drug Abuse Treatment Studies’ National Criminal Justice
Treatment Practices Survey to investigate wraparound services in treatment programs
with and without women-specific programs. Researchers found the most common
service offered in these programs was case management (81.3%), mental health
counseling (76.9%) with only one-fifth of the community substance abuse programs
offering a women-specific program. Of the organizations offering women-specific
substance abuse treatment programs, housing assistance, legal assistance, and mental
health counseling were significantly more available than in those organizations without

women-focused programs (Oser et. al., 2009). In a comprehensive meta-analysis
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investigating treatment outcomes for women with substance use disorders, researchers
found that when gender differences were found, females tended to have better treatment
outcomes in general compared to men, regardless of treatment type, treatment setting,
and substances used. Even though gender may not necessarily be a solid predictor of
treatment entry, retention, and outcome, pro-social factors such as less psychological
symptoms, more education, employment, education, and social support are all positive
factors for females in substance abuse treatment (Greenfield et. al., 2007). Also,
successful substance abuse treatment for women can result in secondary benefits such as
the prevention of HIV/AIDS, reducing negative impact on infants such as fetal alcohol
syndrome, and reducing welfare and foster care costs and consequences (Springer et. al.,
2003).
Barriers to PTSD/Substance Abuse Treatment

The barriers to treatment for PTSD and substance use are evident while
incarcerated, and continue for female offenders when transitioning to the community
(Becker et. al., 2005). For example, while many females are incarcerated for drug-related
crimes, treatment programs while incarcerated are severely limited, with only 20% of
drug-addicted women receiving treatment in prison (Schram, Koons-Witt, Williams, &
McShane, 2006). Schram et. al. (2006) used 546 parole profiles to assess the success or
failure of female offenders and found 65.2% of the female offenders failed, or were re-
incarcerated, within the first year after release. In addition, more than 38% of the females
were assessed in need of substance abuse treatment but only 48% of them received it,
over two thirds were unemployed, 35% reported housing difficulties, with only 42% of

the females having at least one of these met while on parole (Schram et. al., 2006).
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Becker and colleagues (2005) assessed whether integrated trauma-informed services were
beneficial for women through the Women, Co-Occurring Disorders and Violence Study
(WCDVS) and found 40% of female offenders reported not receiving a needed service,
with mental health being in most need (35.2%), followed by trauma treatment specifically
(24.9%), receiving benefits or medical services (21.1% and 17.7% respectively), and
substance abuse treatment (13.6%). Also, the barriers reported to these services included
waiting for service (30.3%), service not available (16.9%), sought help but denied
(16.2%), and too much trouble or poor treatment (14.6%). Female offenders face not only
limited access to mental health care, but face challenges in finding affordable and safe
housing, have limited access to job and education opportunities, and may have children to
reunite with and care for. These additional challenges can further hinder success in
receiving treatment for trauma, PTSD, and substance use. With many female offenders
transitioning into the community being poor, underemployed, with little education and
tremendous mental health and substance abuse treatment needs, the need for effective
community treatment is abundant (Becker et. al., 2005).

Specific treatment for female offenders should include a comprehensive
assessment, culturally-appropriate education and psychological counseling, skill-building
such as parenting and relapse prevention, and should help the female identify other
services in the community in order to promote self-sufficiency and success (Springer et.
al., 2003; Battle et. al., 2003). Van Wormer (2010) cites several programs; while in their
infancy that are gender specific, which include increasing protective factors and are built

upon a strengths-based model. These include the Seeking Safety program developed by
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Najavits, and discussed later, the Trauma Recovery and Empowerment Model (Van
Wormer, 2010; Harris, 1998).
Integrated Treatment Models

According to Young (2007), the goal of mental health services in correctional
facilities is to alleviate symptoms that significantly interfere with one’s ability to
function, and some services are offered in many facilities. These services can include
screening and mental health evaluation, suicide and crisis intervention, psychotropic
medication referrals, and case management services. The larger the facility, the more
services it is likely to provide, and the most common mental health clinician is a
psychiatrist. However, while many facilities provide screening, medication referrals, and
crisis intervention, the quality and level of service may not match the needs of the
population. Research has shown only 23-35% of inmates may receive these services, and
only the most severely mentally ill may receive them (Young 2007).

There are also numerous challenges faced when implementing treatment
programs in a correctional environment (Kubiak & Rose, 2007). According to Kubiak
and Rose (2007) while several cognitive approaches for PTSD such as systematic
desensitization, exposure therapy, and eye movement desensitization and reprocessing
have been explored, these intensive treatments can be challenging in the forensic setting.
For example, clinicians are often restricted in what they can bring into the facility,
inmates are required to have passes to attend groups, and scheduling sessions around
“count” times can be difficult (Kubiak & Rose, 2007). The clinician may also face
ethical issues, where an inmate discloses current abuse within the facility. Also, fostering

genuine, safe relationships within the prison walls can be challenging in regular
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counseling, let alone in a group setting. In this setting, women are trained and can be
resistant to protect themselves outside of the group, therefore presenting contextual
challenges (Kubiak & Rose, 2007). Jails and prisons are inherently non-therapeutic
environments, which do not promote physical and mental health. Inmates face
overcrowding, lack of personal space, poor diet and limited ability for exercise,
restrictive and controlling relationships, and lack of access to adequate healthcare. The
institutional rules and potential discrimination can severely impede the treatment and
effectiveness of these programs (Kubiak & Rose, 2007; Young, 2007; Kinsler & Saxman,
2007). Further, van Wormer (2010) cites the attitude and resentment towards the inmates
from the correctional officers, and the need for specialized training in order to work with
female inmates is sorely needed. Also, mental health treatment can be hard to receive,
with inmates only being seen by the psychiatrist if an inmate reports being suicidal.
Other times, inmates can be over-medicated to keep them calm and submissive. Finally,
while the women are focused on their families and children, their economic stability, and
relationships in general, the correctional institutions and officers are focused on
protecting the public, not necessarily healing or rehabilitating the mental ill (van Wormer,
2010).

While services while incarcerated are limited, community resources and services
are also a challenge. As stated before, female offenders are more likely to be
undereducated, have limited resources, and have significant mental health and substance
abuse treatment needs (Lewis, 2006; Morash & Schram, 2002). Of these treatment
needs, trauma and substance abuse treatment needs are particularly high, with as many as

89% of female offenders having comorbid trauma or PTSD and substance abuse
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diagnoses (Zlotnick et. al., 2008; Battle et. al., 2003). Many female offenders lack health
insurance, inpatient treatment is many times unavailable, and females are subject to non-
gendered treatment (van Wormer and Bartollas, 2011). In addition, without appropriate
treatment, female offenders are likely to repeat their past behaviors that led them to jail or
prisons in the first place (Springer et. al., 2003).

Research has shown a need for integrated organizations and services, a need for
trauma-informed care, gender-responsive practice, with comprehensive assessment and
services made available for these women (Huntington, Moses, & Veysey, 2005; van
Wormer & Bartollas, 2011; Battle et. al., 2003). The Women, Co-occurring Disorders,
and Violence Study (WCDVS), a multi-site study conducted by SAMSHA from 1998-
2003, was designed to expand integrated services for women with trauma, substance
abuse, and mental health concerns. As traditionally high-end users of publically funded
services, this study’s purpose was to advance the empirical research with this population
and investigate the effectiveness of trauma-informed services that included
comprehensive, integrative services for women who were survivors, or in recovery from
trauma. Several significant findings were found within this research including the
importance of integrated services, significant improvements in general mental health
symptoms, PTSD symptoms, and alcohol and drug use severity both at 6-month and 12-
month follow up (Clark & Power, 2005; Cocozza, Jackson, Hennigan, Morrissey, Reed,
Fallot et. al., 2005; Morrissey, Ellis, Gatz, Amaro, Reed, Savage et. al., 2005; Morrissey,
Jackson, Ellis, Amaro, Brown, Najavits, 2005). After clustering the participants into
various groups based on symptom severity, Cusack, Morrissey, and Ellis (2008) found

those women with the most severe PTSD and substance abuse improved the most on
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symptoms after integrated treatment, as compared to the comparison group. While
different treatment models were used, all were required to be trauma-informed and
integrated, with results amplified with the more integrated the services, showing the
increasing need for such services in this population. Several integrated treatment models
exist focusing on PTSD and substance use, such as Seeking Safety, Collaborative Care,
Transcend, Substance Dependence-PTSD Therapy, and the Trauma Recovery and
Empowerment Model (McCarthy & Petrakis, 2010; Foa, 2009).

According to Najavits (2002), Seeking Safety is a psychotherapy treatment
designed for individuals with combined PTSD and substance abuse. The model draws
from literature and best practices in substance abuse treatment, CBT, PTSD-focused
treatment, women’s treatment, and educational research. This modified CBT model
incorporates cognitive, behavioral, and interpersonal techniques to help both individuals
and groups learn effective coping skills addressing both disorders. This model differs
from existing treatments for PTSD and substance abuse in several ways. First, the sheer
combination of treatment for both PTSD and substance abuse is critical to this model, and
the focus on safety as the first priority is different than traditional CBT and substance
abuse treatment. Seeking Safety attempts to make CBT accessible and interesting to the
individuals receiving it, with an emphasis on the therapist’s compassion, honesty, and a
heightened focus on the processes of psychotherapy. Also, the emphasis on case
management and the design of therapist and client materials for the 25 topic areas are
easy to follow and are customized to meet the needs of the population, setting, and
limitations when delivering the program (Najavits, 2002). In a comprehensive

randomized, controlled study with seven community substance abuse treatment programs
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across the United States, Hien, Wells, Jiang, Suarez-Morales, Campbell, Cohen et. al.
(2009) used the Seeking Safety model in comparison to standard treatment and found
both treatments had significant reductions in PTSD symptoms, with PTSD symptoms
decreasing more rapidly in the Seeking Safety model. Similar results were found in other
studies using intent-to-treat groups in residential and outpatient groups (Gatz, Brown,
Hennigan, Rechberger, O’Keefe, Rose, et. al., 2007; Ghee, Bolling, and Johnson, 2009;
Ghee, Johnson, Burlew, and Bolling, 2009; Hien, Cohen, Miele, Litt, and Capstick,
2004).

Other integrated models such as Transcend, Collaborative Care, and Substance
Dependence-PTSD Therapy have less of an evidence base but have shown some positive
results in the literature. Transcend is a program tailored to veterans with interventions
that focus on the development of a therapeutic alliance, a dedication towards self-
exploration, and attempts to engage and reinforce a set of new, positive behaviors. Other
components include a mandatory 6-month substance abuse rehabilitation program, and
participants must be open, engaged, and willing to challenge each other in order to
process war zone trauma and increase self-esteem (Donovan, Padin-Rivera, & Kowaliw,
2001). Donovan and colleagues (2001) found a significant decrease in PTSD symptoms
and alcohol and drug use after 12 weeks in the Transcend Program, as well as 6- and 12-
month follow up.

The Substance Dependence PTSD Therapy program goals are establishing
abstinence from substances through cognitive-behavioral and coping skills treatment for
substance abuse (CBCST), maintaining that abstinence throughout the PTSD treatment,

and a reduction in PTSD symptom severity (Triffleman, Carroll, & Kellogg, 1999). This
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model differs from other integrated treatments in that it is delivered in a two-phase
program, where the substance use is treated first before an individual can transition into
the PTSD treatment. Highly trained clinicians are needed to be able to deliver this
model, and proponents explain that each phase does not ignore the other (substance use
or PTSD) but rather targets one over the other during each phase. Also, this model is not
suggested for individuals with severe, repeated, and prolonged sexual and/or physical
abuse due to its brief, highly symptom-focused premise, which may not benefit
individuals with more involved therapeutic needs (Triffleman, Carroll, & Kellogg, 1999).

Collaborative Care is designed for medically injured trauma survivors at risk for
PTSD and substance use disorders in an integrated prevention program combining
motivational interviewing, CBT case management, and medication management. Less
research has been conducted on this model, but according to the International Society of
Traumatic Stress Studies, “the prevention model remains promising” (Foa, 2009, p. 607).
The Trauma Recovery and Empowerment Model (TREM)

The Trauma Recovery and Empowerment Model (TREM) was developed through
the District of Columbia Trauma Collaboration Study in a two-phase process. During
phase I, information was gathered through qualitative methods with trauma survivors
with substance abuse issues, and Integrated Trauma Service Teams in the DC Area. In
phase II, the program was tested for effectiveness by comparing it to treatment as usual.
Most notably, this model was developed and began at Community Connections in
Washington, DC and has developed into a manualized, fully integrated approach to treat

trauma, substance abuse, and mental health concerns (Fallot & Harris, 2004).
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According to Fallot and Harris (2004), the goals of the TREM intervention rest in
the stated literature mentioned above, but are based in feminist theory and principles.
The program is based on four assumptions; 1) the current, dysfunctional behaviors
exhibited by trauma victims are likely the result of adaptive coping responses to trauma
developed at some point, 2) long-term trauma experiences have robbed women of the
opportunity to learn proper coping skills, 3) traumatic events such as sexual and physical
abuse cut interpersonal connections but also disconnect one’s feelings, thoughts, and
behaviors, and 4) repeated trauma causes women to feel powerless and unable to assert
oneself. Based on these assumptions, the creators of the model sought to address key risk
areas, skill deficits, and particular knowledge gaps that women recovering from trauma
could benefit the most from. These risk areas included emotional regulation, emotional
numbness and dissociation, interpersonal relationship difficulties, depression, inaccurate
self-appraisal, and substance use. The model uses techniques such as cognitive
restructuring, psychoeducation, skill development, and peer support to target these risk
areas, all within a contained exposure environment. One particular aspect of the program
is the attention given to the importance of gender specificity. Certain behaviors and
patterns such as the importance of women’s relationships, strengths, fostering a caring
and supportive environment, and connection with staff and clinicians was crucial to the
development of the program (Fallot and Harris, 2002).

The TREM program includes not only trauma-specific interventions, but was
developed within a trauma-informed environment, which attempts to take into account
the affects of trauma and trauma recovery into the policies and procedures of the

organization, as well as the overall culture. According to the developers, trauma, mental
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health, and substance abuse integrated treatment should be investigated, researched, and
implemented on a clinical AND a systems level, which TREM attempts to do.
Coordinating programs and interventions between the different treatment philosophies is
essential to have a truly integrated program. In creation of the program, the individuals
in recovery were key collaborators in all parts of the development of the program. Also,
cultural considerations were discussed in the development of TREM, and many of the
clients who participated in its creation were African American. The TREM intervention,
through research, recognizes the importance of the complexities this marginalized
population face including poverty, a history of discrimination and oppression, and
homelessness. The TREM program was to offer individuals suffering from multiple
issues an all-inclusive package of services, within a cultural context, to increase strength
and empowerment in regards to trauma, as well as address the substance and mental
health needs of the participants (Fallot & Harris, 2004).

After pre-study surveys, clinical experience accounts, the gathering of
information through research as well as individual study participants, the TREM program
was crafted into a fully manualized 33-session group intervention program. Effectiveness
scales were created such as the TREM Fidelity Scale (Fallot & Harris, 2005) to ensure
treatment fidelity, and the Trauma Recovery and Empowerment Profile (TREP) to
measure changes in cognitive, behavioral, and emotional domains for the participants
(Fallot & Harris, 2002). The TREM program involves 33 topics, delivered in 75 minute
weekly sessions led by two to three clinicians. Many of the interventions are cognitive-
behavioral in nature, with empowerment goals, however were specifically tailored to the

unique needs of women. The overarching themes of the program are empowerment,
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moving into trauma recovery, and personal healing and forgiveness. The program also
offers the creation of a community where women can offer each other healing, tap into
past memories and realities and receive validation for their experiences and feelings.
This program also takes into account health concerns, such as HIV and other infectious
diseases, parenting skills and other skill enhancement, as well as relapse prevention
(Fallot & Harris, 2004).

Few studies have been published using the TREM group intervention, with most
if not all being conducted within SAMSHA’s Women with Co-Occurring Disorders and
Violence Study (WCDVS) from 1998-2003. Fallot, McHugo, Harris, and Xie (2011)
compared the TREM program to treatment as usual in a quasi-experimental design. Two
hundred and fifty one females with histories of trauma were assessed using the
Posttraumatic Symptom Scale, the Brief Symptom Inventory, the Addiction Severity
Index, the Lifetime Exposure to Stressful Events, and other measures to assess symptom
reduction following the TREM intervention as compared to a comparison group. For
primary outcomes, the TREM group had better outcomes on alcohol problem severity
and drug problem severity. The two groups did not differ in PTSD or global mental
health symptom severity. However, a significant main effect was found for time on both
groups, signaling that both groups improved. The TREM group had significantly better
outcomes on the Anxiety, Personal Safety, and Current Exposure to Other Stressors
subscales of the BSI, and Fallot et. al. (2011) also found that women who attended more
TREM sessions scored high in the Trauma Recovery and Empowerment Profile, showing

increased trauma-related coping skills.
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Toussaint and colleagues (2007) used the TREM program in a residential
substance abuse treatment center in Colorado, also within the WCDVS study funded by
SAMHSA. The researchers used an adaptation of the TREM intervention with 190
women compared to a Treatment-as-Usual group; however the study was not
randomized. The researchers condensed the TREM sessions from 33 to 24 based on the
number of weeks the women spent in the residential program. Toussaint and colleagues
(2007) measured treatment fidelity, six scales from the Women, Co-occurring Disorders
and Violence Study, which included the PTSD Symptom Scale and other scales related to
stressors and interpersonal abuse. The Brief Symptom Inventory and the Addiction
Severity Index were also used to assess mental health and substance abuse/dependence,
similar to Fallot et. al. (2011).

Toussaint et. al. (2007) found the TREM participants reported fewer PTSD
symptoms, more ability to cope with their trauma, and had lower measures on nearly all
mental health and trauma assessments with effect sizes ranging from .38 to .63. There
were no statistically significant differences between groups with substance abuse as both
groups of women were in a residential treatment facility. The researchers concluded that
the TREM intervention was both practical and effective in this type of setting (Toussaint
et. al., 2007).

Amaro et. al. (2007) used a trauma-informed program that included the TREM
intervention with a sample of 181 females in a substance abuse treatment facility, similar
to Toussaint et. al. (2007). Using similar assessments such as the Addiction Severity
Index and the Posttraumatic Symptom Scale, they found a significantly better

improvement in both PTSD symptoms and general mental health (BSI) in the
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intervention group compared to the intent-to-treat group, as well as reduced drug use
however no significant difference was found with alcohol abuse. Researchers also
investigated any significant differences in outcomes based on ethnicity and found no
particular ethnic group had better outcomes than any other (Amaro et. al., 2007).
Advantages of TREM

While Seeking Safety, Transcend, the Substance Dependence-PTSD Therapy, and
Collaborative Care have been developed to treat comorbid trauma and substance use, the
Trauma Recovery and Empowerment Model has several advantages for treating PTSD
and substance abuse. First, Transcend is tailored to veterans, is highly-behavior focused,
and requires an in depth introspection into one’s trauma (Donovan et. al., 2001). The
Substance Dependence PTSD Therapy program treats both PTSD and substance use, but
in different phases, and highly trained clinicians are needed to implement the intervention
(Triffleman et. al., 1999). Collaborative Care is again tailored for a specific population,
medically injured trauma survivors, and lacks a serious evidence research base (Foa,
2009). Perhaps the most similar to the TREM program is Seeking Safety, which focuses
on building appropriate skills to use for coping with the effects of PTSD and substance
abuse. However the TREM intervention attempts to integrate both skill building and
symptom reduction. The program’s basis is helping women identify and practice new
skills, in conjunction with identifying and reducing symptoms, which mutually reinforce
each other to promote enhanced benefits for group members (Fallot & Harris, 2002).
Another clear distinction is the TREM’s focus on empowerment. The TREM
intervention weaves an empowerment focus throughout each session to not only address

abuse in terms of its definition and the effect on the members, but how to overcome it
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through empowerment. The concept of empowerment has been debated and used in
many settings and for various reasons in mental health research according to Masterson
and Owen (2006). For mental health purposes, research uses the term as a mechanism of
personal growth, leading to a sense of personal power, therefore empowering an
individual. Also, individuals can be encouraged to take ownership and responsibility of
their social and mental health situations over relying on professionals (Masterson &
Owen, 2006). Research on the benefits of promoting empowerment in reducing PTSD
symptoms shows promising results. The Helping to Overcome PTSD through
Empowerment (HOPE) program is a present focused, 9-12 session intervention focusing
on the cognitive, behavioral, and interpersonal domains as it relates to PTSD in battered
women. Delivered in shelters primarily, this intervention addresses multicultural issues,
encourages collaboration and safety, focuses on goals, and incorporates empowerment
(Johnson & Zlotnick, 2009). In a randomized clinical trial of HOPE, Johnson, Zlotnick,
and Perez (2011) found women in the HOPE intervention reported less severe symptoms
of emotional numbing, reported less PTSD symptoms at the follow-up, reported less
instances of abuse over the 6-month follow up period, and reported higher levels of
empowerment on the Personal Progress Scale-Revisited.

Another advantage is the use of cognitive-behavioral techniques, which are found
in TREM, Seeking Safety, and many of the previous models explained. TREM uses a
combination of skill building, psycho-education, and cognitive restructuring to help
females understand their trauma experience. CBT has been shown as effective for PTSD
treatment, but also in reducing recidivism. Pearson, Lipton, Cleland, and Yee (2002)

used data from the Correctional Drug Abuse Treatment Effectiveness (CDATE) project
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to assess whether behavioral and cognitive-behavioral treatment reduced recidivism rates
in a meta-analysis of 69 primary research studies. They concluded not only cognitive-
behavioral studies in general, but more specifically those studies using social skills
development and cognitive skills training were statistically significant in reducing
recidivism rates as compared to the comparison groups (Pearson, Lipton, Cleland, & Yee,
2002).

The Trauma Recovery and Empowerment Model also differs from Seeking Safety
and other integrated programs for PTSD and Substance Abuse in its ability to discuss and
therefore process past abuse. The Transcend program requires participants to explore and
delve deep into past trauma as an essential part of the treatment (Donovan et. al., 2001).
Where Seeking Safety focuses only on the present and how to develop skills to overcome
trauma and symptomatology, the TREM intervention allows participants to voluntarily
disclose or not disclose past trauma experiences and process past abuse in a safe
environment. The TREM group can offer new definitions and ways to view their
experiences, as well as identify how the past abuse can affect present symptoms and
behaviors (Fallot & Harris, 2002). In working with substance abuse and trauma issues in
correctional facilities, clinicians can be hesitant to address trauma, for fear of increasing
psychological symptoms. However, research has shown addressing both trauma and
substance abuse can be beneficial and sometimes necessary for recovery (Killeen, Hien,
Campbell, Brown, Hansen, Jiang et. al., 2009; Covington & Bloom, 2006; van Wormer &
Bartollas, 2011). Killeen et. al. (2009) compared a trauma-focused intervention (Seeking
Safety) to a non-focused trauma intervention (Women’s Health Education) with 353

women in a community substance abuse program and found no differences in reported
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adverse events between the two treatment conditions. Addressing multiple aspects of
female offenders’ lives including trauma can help promote recovery and increase social,
economic, and psychological opportunities (Covington & Bloom, 2006).
Recommendations
Based on the existing research, there are several critical points to explore and
further advance the knowledge base on female offenders with comorbid PTSD and
substance use. Research on this topic should address the following key findings:

1. The number of female offenders currently incarcerated and in the community is
increasing; however research focusing on this population is limited. Female
offenders have more mental health problems, have higher rates of trauma than
their male counterparts, and have comorbid substance use issues that often result
in further complications and the potential for re-offending. In particular, the
prevalence of PTSD and comorbid Substance Use Disorders is high for female
offenders, with as many as 89% of female offenders having PTSD and reported
substance use issues (Zlotnick et. al., 2008).

2. While treatment exists for PTSD and for substance abuse, few programs address
both issues simultaneously for female offenders. Most treatment models have
been developed and implemented for male offenders, and do not address the
combination of victimization and substance use. Further, only two programs,
Seeking Safety and the Trauma Recovery and Empowerment Model are tailored
towards female trauma survivors but more research is needed to explore their

effects among female offenders.
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3. The Trauma Recovery and Empowerment Model group intervention was designed
to address both trauma and substance use issues simultaneously, with a focus on
empowerment for women, in a group format. The intervention utilizes cognitive-
behavioral techniques to reduce PTSD symptomatology and increase trauma-
related coping skills, but few studies exist in the current literature measuring the
effectiveness with incarcerated women.

The need for further research in the female offender population is warranted, and the
development, implementation, and research for integrated treatment models such as
TREM is important for several reasons. First, trauma and PTSD is more prevalent for
females than males, and even more prevalent within the female offender population. Few
services within the correctional system offer services addressing victimization, even
though PTSD prevalence rates can be as high as 90% for female offenders. Second, few
treatment programs exist addressing both trauma and substance use specifically for
female offenders. Focusing on both issues can help end the cycle of poor mental health
and offending, allowing females to learn skills to be successful in the community. Third,
while a few integrated, trauma-informed treatment models do exist, the research base
could be further expanded to show the effects for the female offender population. Finally,
while trauma-focused treatment is widely offered in group formats, there is not enough
evidence to support its recommendation for a preferred mode of therapy over individual
therapy for PTSD (Foa, 2009). Without appropriate treatment, these disorders impair
psychological functioning, decrease coping skills in changing environments, and lower
decision making abilities in the complicated landscape of the lives of female offenders

with trauma and substance use disorders (Salina et. al., 2007; Springer et. al., 2003). By
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reducing symptoms and increasing coping skills, the Trauma Recovery and
Empowerment Model group intervention can influence functioning in a meaningful way

for this marginalized population.
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CHAPTER 3: METHODOLOGY

Research Design

The goal of this study was to validate the Trauma, Recovery, and Empowerment
Model group intervention to decrease general mental health symptoms, symptoms of
PTSD, decrease substance use, and increase daily role functioning and trauma-related
coping skills. This design was quasi-experimental in nature, as the treatment group was
compared to a treatment-as-usual group but no randomization occurred (Creswell, 2009).
This was also an exploratory study assessing TREM with the female offender population,
and involved a pre-test-post-test non-equivocal group design with a third assessment
period at a 3-month follow up. This study was conducted in four phases. Phase 1
entailed measuring PTSD symptoms, general mental health symptoms, substance use,
and daily functioning/social role functioning, and trauma-related coping skills with a
battery of assessments in a sample of female offenders and a treatment-as-usual group.
Phase 2 was the implementation of the 25-session Trauma Recovery and Empowerment
Model program to a sample of selected female offenders. The treatment-as-usual group
continued to receive usual community support services such as case management and

psychiatry services. After the program, TREM group intervention participants and the
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treatment-as-usual group were given the same assessment battery as in Phase 1 (Phase 3).
Each measure was scored and analyzed to show any change or absence of change as a
result of the provided treatment, and the TREM group intervention and treatment-as-
usual results were compared. The final phase was a 3-month follow up assessment using
the same measures and the same groups to show any change or absence of change over
the three months following the TREM intervention (Phase 4). The goal of this study was
to compare each of the participants’ scores prior to treatment against those at post-
intervention, as well as at follow-up with the treatment-as-usual group. This design was
chosen to determine if a reduction in symptoms and an increase in mental health, a
reduction in substance use, and an increase in coping skills existed for the participants
following TREM as compared to the treatment-as-usual group.

In order to assess mental health symptom reduction, the Brief Symptom
Inventory-18 (BSI-18) and the Modified Posttraumatic Symptom Scale were used. The
Brief Symptom Inventory-18 measures overall mental health functioning, based on 18
items. The BSI-18 employs a 5-point likert scale of distress ranging from 0-4, and the
Global Severity Index score was used for each participant at pre- and post-treatment as
well as at the 3-month follow-up. The Modified Posttraumatic Symptom Scale assesses
core Posttraumatic Stress Disorder symptoms experienced in the past month (frequency)
as well as severity of each symptom on a 4-point scale from “not at all bothersome” (0) to
“almost always bothersome” (3). The sum of all 17 items on the measure was calculated
to obtain an overall symptom severity score, which was assessed for each participant at
pre-, post-treatment, and at the 3-month follow-up. To measure substance use, the Drug

and Alcohol Questions from the Addiction Severity Index were used to assess current
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drug and alcohol use severity in the past 30 days. The composite scores were assessed on
a scale between 0 (no significant problem) to 1 (extreme problem). This measure is
clinician administered and was given at baseline, post-treatment, and at the 3-month
follow-up in a group format. The Relation to Self and Others and the Daily Living/Role
Functioning Subscales of the BASIS-32 were used to assess daily functioning, social
roles, and relationships. The Daily Living Subscale consists of nine items, and the
Relation to Self and Others Subscale consists of seven items. Both scales are rated on a
5-point Likert difficulty scale ranging from 0= No difficulty to 4= Extreme Difficulty.
The total scores were calculated and the lower the score, the better functioning reported
by the participant. Finally, the Trauma Recovery and Empowerment Profile was used to
assess skill development as it related to trauma symptoms. On eleven dimensions, the
participant’s case manager rated each participant’s level of skill acquisition on a 5-point
scale. The total score represents the average of the 11 dimensions, with a higher score
signifying more skills. This was conducted at baseline, at the conclusion of the TREM
group intervention, and at 3-month follow up to both the treatment group and the
treatment-as-usual group. Also, socio-demographics were measured at baseline.
Participant Characteristics

Site and Conditions

The TREM group was conducted in partnership with the Green Door agency
located in Northwest DC. The Green Door provides community support services,
psychiatric care, supportive employment programs, and housing assistance to over 1,800
individuals with severe mental illness in the community. The Green Door prides itself on

the community it has built in partnership with its clients, helping individuals become self-
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sufficient in the community through comprehensive services that facilitate personal
growth and mental wellness. Clients at the Green Door are mostly under the federal
poverty level and roughly 85% are African American, 10% are Caucasian, and 57% are
male. One hundred percent of clients have a major mental illness, with half of the total
client base having a secondary substance abuse diagnosis. Many of the clients at the
Green Door are or have been homeless; therefore staff members often visit shelters, and
also continue services through periods of incarceration at the DC Correctional Facilities.
The Green Door offers psychiatric services to diagnosis and treat mental illness,
substance abuse and counseling groups on topics such as family support, anger
management, and recovery, and community support/case management. They also offer
housing assistance primarily in the form of working with housing authorities and
landlords to help clients secure and maintain affordable housing. The Green Door also
promotes employment through their successful job training programs, enabling clients to
gain the skills needed to be a productive member of society.
Exclusion/Inclusion Criteria

Participants were 20 females with trauma histories or a diagnosis of Posttraumatic
Stress Disorder, with a self-reported history of substance abuse. Participants were also to
have a history of incarceration, to include both misdemeanor offenses (parole violations,
prostitution, drug possession for example) as well as felony crimes (assault, drug
trafficking, etc.). Eligible participants were female clients ages 18-65 who were
receiving services at the Green Door; had the ability to read and write English at a 6
grade level; were interested in trauma recovery; were willing to attend group regularly;

were able to provide informed consent to the researcher. Members to be referred to the
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group had to have a trauma history, a past or current substance abuse problem, and a
desire to learn more about relationships and trauma recovery. Females with current
substance abuse issues were to meet with a case manager or counselor to address the
relationship with trauma and substances.

Ineligible participants were those individuals who were unable to provide
informed consent due to cognitive impairment; were under the influence of substances
during sessions; individuals who missed more than two of the first four group sessions; or
were uninterested in trauma recovery. Females who attempted to attend the group under
the influence of substances were not allowed to attend the group, and individuals with
severe drug problems that interfered with the group process and functioning were
confronted and evaluated for inclusion in the group. Due to the nature of the group, some
females may have been uncomfortable with discussing trauma; therefore each member
had to be willing to create an environment of safety. If a member was unable to manage
their anxiety, anger, or other strong emotional reactions, the group leaders or case
managers were ready to provide additional assistance. Females with low educational
levels and current psychosis were also encouraged to attend the group, as the structure of
the group and the ability to discuss buried trauma issues could be helpful.

Recruitment

Participants were recruited through communication and engagement with the
Green Door staff and community support specialists. The Green Door serves over 1,800
individuals from the DC area, where 100% of the clients have a severe mental illness and
over 90% of individuals served are below the poverty level. The following recruitment

protocol was used to attract participants to the group: a) the researcher used a
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combination of printed materials such as flyers and handouts to display at the agency,
sent informative emails, and passed around materials to Green Door staff to encourage
referrals; b) the researcher conducted personal meetings with community support
specialists and team leaders (eg. Jail Diversion Team, ACT team, etc.) to discuss the
group, build awareness, and asked for referrals from community support specialists on
each team; c) the researcher met with potential group members to explain the details and
benefits of the group, and helped answer specific questions and concerns; d) the
researcher provided community support specialists and Green Door staff with Starbucks
gift-cards ($10) for providing time and space to discuss the group. Participation in the
group was voluntary and was not a condition on receiving services at the Green Door.
Both new clients as well as continuing clients at the agency were eligible to participate.
Group Assignment

Eligible participants self-selected into the intervention group or a treatment-as-
usual group. The intervention group received the TREM group intervention, and was the
first 15 women meeting all criteria that expressed interested in participating in the group.
The treatment-as-usual (TAU) group consisted of 5 women who met eligibility, were
interested in participating in the group, but could not participate for some reason
(transportation, timing of the group, receiving enough services already, etc.). The target
number for the TAU group was comparable to the intervention group (10-15) however
recruitment was challenging. The treatment-as-usual group continued to receive services
through the Green Door without change. These services included community support,
psychiatry services, and any other services they were currently receiving. Also,

individuals had the ability to work with their community support specialists to identify
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additional resources if needed. The TAU group completed all assessments along with the
TREM participants and was compensated for their time.
Study Participants

The sample for this study was female clients receiving services at the Green Door,
a mental health agency serving over 1,800 clients with severe mental illness in the
District of Columbia area. In this quasi-experimental study, the researcher utilized a
convenience/snowball sample, with participants volunteering to participate in the group
and study. A group of 30-35 females was the target number for inclusion in either the
TREM treatment group, or the treatment-as-usual group. The researcher was able to
recruit 20 individuals for this study.

Out of 20 study participants at baseline, 15 (75%) completed the outcome
measures at post-intervention. Of these, four participants completed baseline measures
and attended 1-3 sessions, and one participant provided contaminated data. These 5
participants’ data were not used in further analysis other than for the effects of attrition.
In addition, 2 of the 10 remaining TREM participants did not complete the TREM
intervention and were excluded from all analyses including correlations. A threshold of
60% of group completion (n = 6) was used in comparison analyses (t-tests), which
encompassed 75% of the 8 individuals who completed the intervention. In addition, one
of the six TREM participants was unable to be reached at the 3-month follow-up (TREM-
3-month follow up, n = 5). All five participants in the Treatment-As-Usual (TAU) group
were retained at baseline and post-intervention, with one TAU participant having not

responded at the 3-month follow-up (see Figure 1).
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Figure I: Flow diagram of study participants from the screening process to the 3-month
follow-up for the TREM and TAU groups. For correlation analysis, 7 participants were
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used as one TREM participant could not be reached at 3-month follow up, and 2 outliers
were removed who attended less than 32% of the group.

The 11 participants (n = 6 (TREM), n =5 (TAU)) (all female) used in analysis
ranged in age from 39 years of age to 59 (M =48.5, SD = 6.04). Both the TREM and
TAU groups were similar in most demographic variables such as age and race (10 of the
11 women reported being African American), with only one participant being employed
in either group. Nearly 50% of the total number of participants in the study reported
never being married (n = 5), with another 36% being divorced (n =4). The TAU group
reported 30% more months of incarceration than the TREM group (33.8 months
compared to 21.22 months). Both groups were similar in years of education, and 8 of the
11 women reported having a mental health diagnosis (diagnoses). These included
Depression (n= 6), Bipolar Disorder (n=4), PTSD (n= 2), and Schizoaffective Disorder
(n=1).

Participant Retention and Attrition

In this study, attrition was calculated by the total number of participants at
baseline (TREM and TAU groups) compared to the total participants at the 3-month
follow-up. This resulted in a 35% attrition rate. Within the TREM group, a 40% attrition
rate was calculated from baseline to the 3-month follow-up. Potential reasons for this
attrition were the conflicts within the client’s schedule and other treatment priorities, as
well as the length of the group (25 weeks). While the Green Door is accessible by public
transportation, many community support specialists travel to clients’ homes to deliver
services, or provide transportation to other agencies. In addition to transportation issues,

the researcher felt competing appointments to doctors, other treatment providers, and

59



school/work conflicts presented difficulty to women participating in the group. To
combat attrition, the researcher provided monetary incentives to participants in the form
of Metro fare dollars every four sessions ($10.00) loaded onto their Smarttrip cards, in
order to help support travel costs. Also, the researcher provided Giant gift-cards to
members who completed the first four sessions ($20 per participant), after the 14™
session ($20 per participant), and after the completion of the group ($20 per participant).
Participants received a final incentive at 3-month follow-up ($25 per participant). For the
treatment-as-usual group, gift cards ($20) were provided at each assessment period (3
total assessment periods). In order to promote retention in the group, the following
strategies were utilized: 1) weekly phone calls to group members reminding them of the
group meeting; 2) snacks and beverages for the group meetings; 3) providing certificate
of completion for the TREM group; 4) providing Healing the Trauma of Abuse
workbook, journal, and other materials to use for the group sessions. For the 3-month
follow up assessment period, the researcher: 1) reminded participants at the end of group
about the final assessment by discussing the importance of the research; 2) reminded
participants about the final gift card they were to receive at the follow-up; 3) discussed
individually with participants their outlook for the next three months in terms of life
situations (job change, moving, anticipated employment) at the final interview; 4)
communicated with the community support specialists about the 3-month follow-up to
elicit their assistance in reminding clients about the follow-up; 5) created a 3-month

calendar with reminders and inspirational thoughts to keep participants engaged.
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Measures and Covariates

Psychological Functioning Indicator Measures

The researcher administered the assessments (Addiction Severity Index items, the
Brief Symptom Inventory-18, the Modified Post-traumatic Symptom Scale, the BASIS-
32 Subscales) at the first group meeting, as well as at the last group session, and at the 3-
month follow-up for both the TREM group and the treatment-as-usual group.
Participants completed the Demographic Questionnaire before the first group session.
The participants’ case managers completed the Trauma, Recovery, and Empowerment
Profile at each assessment period as well (baseline, post-intervention, and at 3-month
follow up).
Brief Symptom Inventory-18

The Brief Symptom Inventory-18 (BSI; Derogatis, 2000) is a condensed version
of the 53-item Brief Symptom Inventory, derived from the 90-item Symptom Checklist-
90-Revisited. The BSI-18 was developed to be an even shorter screening tool for most
common psychiatric disorders, including depression (DEP), anxiety (ANX), and
somatization (SOM). The BSI-18 is a self-report instrument where participants report
their level of distress within the last seven days on a 5-point Likert scale (0 — not at all, to
4 — extremely). The score on the three dimensions, SOM, ANX, and DEP result in the
Global Severity Index (GSI), which scores range from 0 to 72. Higher scores on the GSI
infer higher levels of psychological distress. Internal consistency reported for the
instrument has been reported as .74 for SOM, .79 for ANX, and .84 for DEP, and .89 for
the Global Severity Index. BSI reliability has been reported as .68, .79, and .84 for SOM,

ANX, and DEP respectively, over a six-week period, with GSI having a reliability of .90.
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(Derogatis, 2000). Concurrent reliability with the original SCL-90-R ranges from .91 to
.96 on both dimensions and the total scores (Asner-Self, Schreiber, & Marotta, 2006;
Derogatis, 2000).

For the purposes of this study, the Brief Symptom Inventory-18 was used to
assess general psychological symptoms and impairment, with a focus on PTSD
symptoms. The original 53-item BSI measure has been used in numerous studies looking
at trauma history, PTSD, and other forms of psychological distress (Meijer, Rivka, de
Vries, & van Bruggen, 2011; Norman, Tate, Anderson, & Brown, 2007). Previous studies
conducted using the TREM program have also used the BSI (Fallot et. al., 2011; Toussaint
et. al., 2007). Also, the use of the BSI-18 was intended to reduce participant time in
taking the assessment battery, and is strong in its internal consistency.

Modified Post-Traumatic Symptom Scale

The Modified Post-Traumatic Symptom Scale (Falsetti, Resnick, Resick, &
Kilpatrick, 1993) is a 17-item measure, which assesses the core symptoms of PTSD to
include avoidance, hyperarousal, and re-experiencing, in addition to their intensity.
Participants rate how often each symptom has been bothersome in the last month from
“not at all or only one time” (0) to “5 or more times per week/almost always” (3), and the
intensity level (A=not at all upsetting to D=extremely upsetting). To assess PTSD
symptom severity, the sum is calculated to obtain an overall trauma symptom score
(Falsetti et. al., 1993). The items on the measure correspond with DSM-IV symptom
criteria, and internal consistency (alpha=.90-.97) has been demonstrated in several studies
(Ghee et. al., 2009; Gatz et. al., 2007; Ghee et. al., 2009). This measure has served as a

screening tool in populations of substance abusers, trauma victims, and has been used in
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previous outcome studies using both Seeking Safety and the Trauma Recovery and
Empowerment Model to assess trauma symptom severity (Ghee et. al., 2009; Gatz et. al.,
2007; Ghee et. al., 2009; Fallot et. al., 2011; Hein et. al., 2009).
Addiction Severity Index

The Addiction Severity Index (ASI) is a comprehensive structured interviewer-
administered measure that assesses seven different domains including medical,
employment, family and social relationships, drug and alcohol use, legal issues, and
psychiatric problems. This instrument is typically used for individuals entering substance
abuse treatment programs. For the purposes of this study, the drug and alcohol sections
will be used to assess current (within the past 30 days) substance use severity. The Drug
and Alcohol Composite Scores are based on self-report use and severity of perceived
problem within the past 30 days. The Drug and Alcohol section consists of 16 questions,
including a listing of drugs used in the past 30 days, drug and alcohol treatment history,
and a clinician-based assessment on participant’s severity of problem and need for
treatment. Participants indicate how many days in the past month they have used
substances (each substance separately), how much money they have spent on substances,
and how many days they have experienced alcohol or drug problems within the last 30
days. They also report on a scale of 0 (not important) to 4 (extremely important) how
important treatment is for them. The higher the score, the more severe problem a client
may have, which signals the level of treatment needed (McLellan, Kushner, Metzger,
Peters, Smith, Grissom et. al., 1992). The ASI has been used extensively in substance
abuse studies, including those measuring both trauma and substance abuse, including the

Seeking Safety program and with the Trauma, Recovery and Empowerment Model
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(Fallot et. al., 2011; Hiller, Narevic, Webster, Rosen, Staton, Leukefeld et. al., 2009;
Becker et. al., 2005; Toussaint et. al., 2007). The Drug and Alcohol Composite scores
have shown strong predictive validity (Bovasso, Alterman, Cacciola, & Cook, 2001),
internal consistentcy (McLellan, Kushner, Metzger, Peters, Smith, Grissom, et. al., 1992),
and are designed to represent the estimate of the status of the general problem with drugs
and alcohol.
Daily Living/Role Functioning and Relation to Self and Others Subscales (BASIS-
32)

The Behavior and Symptom Identification Scale (BASIS-32) (Eisen, Dill, &
Grob, 1994) was designed to assess mental health with both inpatient and outpatient
clients, and contains five domains/subscales; Relation to Self and Others, Daily
Living/Role Functioning, Depression/Anxiety, Impulsive/Addictive Behavior, and
Psychosis. Difficulty with each domain is rated on a 5-point scale, from 0 = no difficulty
to 4 = extreme difficulty. Internal consistency of the subscales ranges from .65 to .80,
with the test-re-test reliability ranging from .65 to .81. Alpha coefficients for Relation to
Self and Others range from .76 to .89, and .80 to .88 for Social Role Functioning/Daily
Living (Eisen et. al., 1994; Eisen, Wilcox, Leff, Schaefer, & Culhane, 1999). The Daily
Living Subscale contains nine items, and the Relation to Self and Others Subscale
contains seven items. For the purposes of this study, these subscales were used to assess
relationships, daily functioning, and basic coping skills. These particular subscales have
been used in previous studies, including a TREM study with an inpatient substance abuse
treatment population (Toussaint et. al., 2007). Other studies have used the subscales as

separate dependent variables for mentally impaired homeless individuals (Gamst,
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Herdina, Mondragon, Munguia, Pleitez, Stephens, et. al., 2006) and specifically, the
Daily Living/Role Functioning and Relation to Self and Other subscales have
demonstrated reliable change over time with 1188 severely mentally ill individuals in one
mental health center after receiving a variety of interventions (Jerrell, 2005). Also,
Doerfler, Addis, and Moran (2002) found that the Daily Living/Role Functioning and
Relation to Self and Others subscales had the highest intercorrelation with the overall
score on the BASIS-32 (r =.90 for both subscales).
The Trauma Recovery and Empowerment Profile

The Trauma Recovery and Empowerment Profile is a measure specific to the
TREM intervention and has eleven dimensions (self-awareness, self-protection, self-
soothing, emotional modulation, relational mutuality, accurate labeling of self and others,
sense of agency and initiative taking, consistent problem solving, reliable parenting,
possessing a sense of purpose and meaning, and judgment and decision making). Each
dimension corresponds with a skill that can be used to effectively cope with trauma. This
profile was completed by the participant’s case manager and provides a summary of the
participant’s recovery skills at any particular time. The measure has descriptions on a 5-
point scale on the person’s skill level in the past month. The total score is the average of
the 11 dimensions, with a high score signaling more skills (Fallot & Harris, 2002; Fallot
& Harris, 2011; Fallot & Harris, 2004). This measure has been used in previous TREM
studies and will be used to assess skill development from an unbiased perspective of the

primary care providers of the participants (Fallot et. al., 2011).
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Sociodemographics
Basic demographic information such as age, race/ethnicity, marital status,
employment, monthly income, and previous incarceration history was collected at
baseline.
Semi-Structured Interview
Semi-structured interviews were conducted with members of the group at the last

TERM group session. Semi-structured interviews use pre-determined questions to elicit
information from participants, however allows more flexibility in terms of wording,
order, and structure. The questions in a semi-structured interview are asked of all
participants, but follow-up questions are allowed, and the intent is to understand
participant’s experience, opinion, or to understand a particular situation (Merriam, 2009).
For this study, the semi-structured interview were used to gain knowledge about the
member’s overall experience in the group, in order to facilitate further development of
the group delivery, provide feedback and suggestions about future groups, and to help
understand how the members felt about their experience. The following questions were
used in the semi-structured interview:

1. What did you like and dislike about the TREM group?

2. Describe a memorable moment or a favorite moment during the TREM group.

3. What would you change about the TREM group for the future?
Two group interviews were conducted at the Green Door in small group formats, at the

last intervention and within one week of the end of the TREM intervention.
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Experimental Manipulations/Interventions
Intervention Fidelity

The fidelity of the TREM program was maintained and controlled using the
following methods: 1) TREM training through Community Connections for the
researcher/main facilitator, 2) thorough review of the TREM program through analyzing
the TREM manual by both researcher and co-facilitator, 3) weekly debriefing and
planning sessions with researcher and co-facilitator, 4) supervision by Green Door
Clinical Administrators throughout length of group. The primary researcher completed
the 2-day training for the TREM program offered through the Community Connections
Agency on March 26™ and 27" 2012. This training provided the leader with effective
group facilitation skills and allowed the researcher to learn more about the intervention
program from the creators of the model.

The primary researcher was the main facilitator and group leader, with the second
facilitator taking a supportive role. The primary researcher guided the sessions, addressed
the women’s questions and comments, facilitated the exercises, and attended to the
process of the group. The second facilitator fulfilled a supportive role, coordinating the
activities and materials, taking notes and using the flip chart for activities, and providing
general support when needed. The responsibility of the group leaders was to help
facilitate a safe and responsive environment, in order to allow the development of
empowerment skills and promote trauma recovery. For the TREM group, two leaders
were needed in order to provide support to each other as well as the group members, to
prevent clinician burnout, and to allow proper focus on group content as well as group

process. Group leaders used materials such as flip charts, group and individual journals,
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and nametags to create an environment of inclusion and have a record of the group’s
work. Leaders refrained from disclosing about their own personal trauma, and practiced
self-care due to the emotional nature of the group.

The primary researcher was a Licensed Professional Counselor in the District of
Columbia and had experience working in community counseling, crisis interventions, and
the parole and incarcerated populations. The second facilitator was a clinician at the
Green Door agency and had experience with the Trauma Recovery and Empowerment
Model through her work at Community Connections where the model was created. She
is a Licensed Independent Social Worker in the District of Columbia.

TREM Intervention

As described previously, the Trauma Recovery and Empowerment Model
(TREM) was developed through the District of Columbia Trauma Collaboration Study in
a two-phase process at Community Connections in Washington, DC. First, information
was gathered through qualitative methods from trauma survivors with substance abuse
issues, and Integrated Trauma Service Teams in the DC Area. Second, researchers, in
comparing it to a treatment-as-usual group, tested the effectiveness of the program. The
model was then developed into a manualized, fully integrated approach to treat trauma,
substance abuse, and mental health concerns (Fallot & Harris, 2004). The TREM group
intervention recognizes the impact of the potential complex histories of poverty,
discrimination and oppression, and homelessness this marginalized population faces. The
TREM program identifies 33 topics, and suggests a length of 75 minutes per session led
by two to three clinicians. Many of the interventions are cognitive-behavioral in nature

with a focus on empowerment, however are specifically tailored to the unique needs of
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women. The program also offers the creation of a community where women can offer
each other healing, tap into past memories and realities and receive validation for their
experiences and feelings.

In Phase 1 of the current study, participants completed the assessment measures
and were informed of the group focus and structure at the start of the TREM group
intervention (first session). At this meeting, the researcher answered questions, addressed
concerns, and delivered the informed consent aspects that allowed each participant to
decide to participate. In Phase 2, the TREM program was conducted weekly on Tuesday
mornings on site at the Green Door in a private group meeting room for a total of 25
sessions. If a group member was unable to attend group at any week, the member was
encouraged to complete the corresponding chapter in Healing the Trauma of Abuse, the
workbook associated with the TREM model. Each member was provided a workbook at
the start of the program along with a personal journal. Each group session followed a
similar format to include a welcome and brief reflection of the previous week, an
overview of the day’s session, a discussion surrounding the topic and predetermined
questions, and 1-2 exercises. The exercises were collaborative, psycho-educational,
cognitive-behavioral, and self-reflective in nature to help promote group cohesion and to
educate the members in pertinent issues. This allowed participants to experience the
topic and encouraged the less vocal members of the group to participate.

The TREM group intervention was delivered in 25 sessions. This version of
TREM was based on the suggested modifications from the TREM training conducted on
March 26™ and 27" at Community Connections Mental Health Agency. This version

contained the core components of the TREM model in a shorter time period to mitigate

69



the potential of increased attrition due to the length of the group. The first part,
Empowerment, consisted of eight topics in seven sessions and spoke to self-awareness,
gender identity issues, interpersonal boundaries, sexuality, and self-esteem. The second
part entitled Trauma Recovery consisted of eight sessions with topics centered on
relationships and sexual, physical, and emotional abuse as they related to mental health
symptoms and substance abuse. The third part, Advanced Trauma Recovery Issues,
further explored trauma, focusing on blame, responsibility, and the role of forgiveness in
eight sessions. The leaders concluded the TREM group intervention with one session
allowing participants to revisit their views of abuse, what it means to be a woman, and
provided an opportunity to say goodbye in the last part, Closing Rituals.

Session topics.

As stated before, the TREM group intervention was delivered in 25 sessions,
divided into four parts, Empowerment, Trauma Recovery, Advanced Trauma Issues, and
Closing Rituals. Participants were asked to commit to a total of 27 weeks for the TREM
intervention, with a half-hour follow up meeting three months post-intervention. The
leaders delivered each session based on the TREM leader’s manual. The weekly session
topics and descriptions are listed below.

Part one: Empowerment.

1. Session 1: Introductory Session/What it Means to be a Woman. This session
involves an introduction to the group, setting expectations, and getting to know
one another. The leaders have each member participate in one of two activities
to learn more about each other, either making creative name tags with craft

supplies, or discussing as a group what each member looks to get from the
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group. Group leaders take the opportunity to begin understanding potential
group dynamics, present the agenda and timeline for the group, and provide a
safe environment for the members to discuss concerns and ask questions.
Group members also discuss what it means to be a woman and how this has
affected their lives.

Session 2: How Do You Feel About Your Body? Participants are introduced to
the feminist context for the recovery process, and leaders help members
explore what they understand, like, and don’t like about their bodies. Common
among victims of abuse, individuals can feel mostly shame and disgust for
their bodies, and may have negative or volatile views of their bodies (Harris,
1998).

Session 3: Physical Boundaries. In this session, the leaders help members
explore physical space, comfortable distances from others, and determine what
each individual has control over in regards to their body. The leaders guide
members in an interactive activity that allows the members to work together,
using props such as boxes to measure comfortable space and distance from one
another.

Session 4: Emotional Boundaries: Setting Limits and Asking for What You
Want. Group members discuss the important topic of emotional boundaries,
exploring how members can get what they want, how to verbalize their wants
and needs, and how to say no. These wants and needs are discussed in the
context of entering new relationships, and the leaders help participants connect

their wants with their feelings. Also, the leaders explore with the members

71



previous strategies on saying no, emotional and other consequences of saying
no, and effective and ineffective strategies to use.

Session 5: Self-Esteem. The leaders introduce self-esteem and the goal is for
members to develop and list positive qualities about themselves, the affects of
others’ opinions, and how their abuse history has affected their self-esteem.
The leaders use A Self-Esteem Thermometer and the Positive Self-Esteem
Achievement Chart to help the members explore how they feel about
themselves giving specific examples when positive feelings have occurred in
their lives, and how others can deeply impact one’s self esteem. The leaders
facilitate a discussion and make a clear connection for the women between
trauma and poor self-esteem.

Session 6: Developing Ways to Feel Better: Self-Soothing. The leaders help
the participants discuss and explore how to soothe oneself in a healthy and
comforting way. Many of these women may have learned maladaptive
strategies to cope and comfort oneself with the use of drugs and alcohol,
cutting behaviors, etc (Harris, 1998). The leaders explore specific strategies on
how to identify and specifically articulate positive features in others.

Session 7: Intimacy and Trust. The leaders help the women explore sexuality
in a safe environment, discussing some of their early sexual experiences, many
times when abuse began, and the difference between sexuality, intimacy, and
closeness. The leaders help women understand sex in a different way, and how
to gain control of their sexual relationships and approach these relationships

with less fear, anger, and other negative emotions.
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Part two: trauma recovery.

Sessions eight through 15 are psychoeducational in nature and the leaders explored

relationships, abuse, trauma, and recovery.

8.

10.

11.

Session 8: Gaining an Understanding of Trauma. The leaders introduce
trauma, words used to describe trauma, and the feelings associated with it to
include fear, helplessness, and loss of control. The leaders encourage the
members to speak about trauma, explore a shared meaning of abuse, and begin
discussing the painful emotions surrounding trauma and abuse.

Session 9: The Body Remembers What the Mind Forgets, the leaders focus on
the members’ bodies, and how emotional reactions can impact the body for
each individual.

Session 10: What is Physical Abuse? The leaders explore the meaning and
definition of physical abuse for the members. Often times physical abuse
carries less stigma and this discussion is intended to facilitate an abuse
discussion and help members see the role of threats, intimidation, and other
subtle forms of abuse and violence. The leaders speak about abuse in terms of
abusive relationships, those that weren’t abusive, and how to move towards
healing.

Session 11: What is Sexual Abuse? Members discuss and define sexual abuse,
understand the emotional impact of sexual abuse, and label their experiences
correctly. Leaders facilitate the discussion connecting behavior patterns,
understanding short-term and long-term effects, and how past abuse informs

decisions and behaviors in the present.
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12.

13.

14.

15.

16.

Session 12: Physical Safety. Members focus on physical safety and leaders
teach women strategies to keep themselves safe, how to understand their
environments, and offer both practical and psychological techniques for self-
defense.

Session 13: What is Emotional Abuse? Members discuss emotional abuse, its
definition, and just like physical abuse, the leaders help connect past emotional
abuse to current behaviors and choices. The importance and recognition of
everyday common emotional abuse and experiences must be explored and
leaders help members understand emotional abuse and its relationship to daily
functioning, personal relationships, and self-esteem.

Session 14: Abuse and Psychological and Emotional Symptoms. The leaders
help the women identify the connection between trauma, abuse, and mental
health.

Session 15: Trauma and Addictive or Compulsive Behaviors. In this session
leaders discuss dependence on substances and other maladaptive responses to
abuse and identify ways individuals use substances and other behaviors to cope
with feelings. Also, the members identify relationships that involve abusive
patterns, how past relationships have influenced current ones, and what a

healthy relationship entails.

Part three: advanced trauma recovery issues.

Session 16: Family Life. Members explore their own family dynamics,
understand family beliefs and communications as it relates to abuse, and

identify how past family issues have influenced their life. Members also
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17.

18.

19.

20.

identify current family dynamics, explore ways to change or alter family
relationships, and learn how to identify dysfunctional aspects of their
relationships.

Session 17: Decision Making and Communication: Trusting Your Judgment.
Members explore the ways in which they make decisions, learn how to trust
themselves, and discuss past decisions and their consequences.

Session 18: Communication: Making Yourself Understood. The leaders
discuss and have the women practice communication skills. Often times,
individuals in abusive situations are unable to communicate their needs and
speak their minds in a direct and effective manner. The leaders help empower
participants through a practice exercise in clear communication and receive
feedback from their fellow group members.

Session 19: Self-Destructive Behaviors. Members identify emotional reactions
when faced with difficult situations, with the goals of understanding the
triggers and consequences of feeling angry and out of control. Members
explore possible self-destructive behaviors used in the past, and discuss more
adaptive ways to regulate their own emotions.

Session 20: Blame, Acceptance, and Forgiveness. Members think about the
concepts of blame and responsibility when speaking about their abusive
histories, and begin to think about forgiveness and how to come to terms with

the past.
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21.

22.

23.

24.

25.

Session 21: Feeling Out of Control. Members learn about their emotional
triggers, ways to anticipate a maladaptive emotional reaction, and develop
better ways to regulate their emotions.

Session 22: Female Sexuality and Sex with a Partner. Members discuss how
they view sex and sexual relationships. Leaders facilitate a discussion about
female sexuality in terms of themselves, as well as what it means to be sexually
intimate with a partner.

Session 23: Relationships and Abuse. Members learn about the stages of
relationship development, discuss their fears and hesitations in interpersonal
contact, and identify the impediments to a healthy relationship. It is crucial for
the leaders to help members start to feel confident and comfortable in forming
and maintaining healthy relationships, since many survivors of abuse feel this
is an unattainable goal. In this session, members also identify their progress in
recovery, and discuss what is still needed for each member in the process of
recovery. Members shift from past to present and think about next steps in
moving past their abuse.

Session 24: Truths and Myths About Abuse. The leaders revisit the women’s
view of abuse and how this may have changed over the course of the group.

Members also discuss what they feel constitutes abuse and what does not.

Part four: closing rituals.

Session 25: Closing Rituals, members reflect on their group experience through

several meaningful exercises, and have a chance to say good-bye.
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Data Analysis
Research Questions and Hypotheses

Research Question 1: Is the Trauma Recovery and Empowerment Model group

intervention effective in reducing overall mental health symptoms as evidenced by a
lower score on the Global Severity Index, as measured by the Brief Symptom Inventory-
18, in a sample of female offenders?
HI1: At post-intervention, participants in the TREM group intervention will have a
significantly lower score than the Treatment-As-Usual group on the Global Severity
Index, as measured by the Brief Symptom Inventory-18.
H2: Participants in the TREM group intervention will have a significantly lower score
than the Treatment-As-Usual group on the Global Severity Index, as measured by the
Brief Symptom Inventory-18 three months following the group intervention.

Research Question 2: Is the Trauma Recovery and Empowerment Model group

intervention effective in reducing symptom severity of posttraumatic stress disorder as
evidenced by a lower score on the Modified Posttraumatic Symptom Scale, in a sample
of female offenders?
HI1: At post-intervention, participants in the TREM group intervention will have a
significantly lower score on the Modified Posttraumatic Symptom Scale than the
Treatment-As-Usual group.
H2: Participants in the TREM group intervention will have a significantly lower score
on the Modified Posttraumatic Symptom Scale than the Treatment-As-Usual group

three months following the group intervention.

77



Research Question 3: Is the Trauma Recovery and Empowerment Model group

intervention more effective in reducing substance use as evidenced by a lower score on
the Alcohol and Drug Composite Scores, as measured by items from the Addiction
Severity Index, in a sample of female offenders?
HI1: At post-intervention, participants in the TREM group intervention will report a
significantly higher reduction of substance use as measured by the Addiction Severity
Index Alcohol and Drug Composite Scores than the Treatment-As-Usual group.
H2: Participants in the TREM group intervention will report a significantly higher
reduction of substance use as measured by the Addiction Severity Index Alcohol and
Drug Composite Scores than the Treatment-As-Usual group three months following

the group intervention.

Research Question 4: Is the Trauma Recovery and Empowerment Model group
intervention more effective in increasing trauma-related coping skills as evidenced by a
change in the Trauma Recovery and Empowerment Profile, in a sample of female
offenders?

HI1: At post-intervention, participants in the TREM group intervention will improve

their trauma-related coping skills as evidenced by a higher score on the Trauma

Recovery and Empowerment Profile than the Treatment-As-Usual group.

H2: Participants in the TREM group intervention will improve their trauma-related

coping skills as evidenced by a higher score on the Trauma Recovery and

Empowerment Profile than the Treatment-As-Usual group three months following the

group intervention.

78



Research Question 5: Is the Trauma Recovery and Empowerment Model group

intervention effective in reducing difficulty in daily living, relationships, and social role
functioning, as evidenced by a lower score on the Relation to Self and Others and Daily
Living/Role Functioning Subscales, as measured by items from the Behavior and
Symptom Identification Scale (BASIS-32), in a sample of female offenders?
HI1: At post-intervention, participants in the TREM group intervention will have a
significantly lower score than the Treatment-As-Usual group on the Relation to Self
and Others and Daily Living/Role Functioning Subscales, as measured by items from
the Behavior and Symptom Identification Scale (BASIS-32).
H2: Participants in the TREM group intervention will have a significantly lower score
than the Treatment-As-Usual group on the Relation to Self and Others and Daily
Living/Role Functioning Subscales, as measured by item from the Behavior and
Symptom Identification Scale (BASIS-32) three months following the group
intervention.

Research Question 6: Is the Trauma Recovery and Empowerment Model group

intervention effective in improving the experiences of the participants as evidenced by
positive comments and suggestions on the Semi-Structured Interview, in a sample of
female offenders?
HI1: At post-intervention, participants in the TREM group intervention will have
positive reflections and suggestions about their experience in the TREM group.

Research Question 7: Is time a factor when assessing treatment effects of the Trauma

Recovery and Empowerment Model group intervention, as evidenced by a reduction in

symptoms on the Global Severity Index, the Modified Posttraumatic Symptom Scale, the
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Addiction Severity Index, and the BASIS-32 Subscales, and an increase in trauma-related
coping skills from baseline, post-treatment, to three months following treatment for a
sample of female offenders?

HI1: Participants in the TREM group intervention will have lower scores on the
Global Severity Index, the Modified Posttraumatic Symptom Scale, the Addiction
Severity Index, the BASIS-32 Subscales and higher scores on the Trauma Recovery and
Empowerment Profile from baseline to post-intervention more than the Treatment-As-
Usual group.

H2: Participants in the TREM group intervention will have lower scores on the
Global Severity Index, the Modified Posttraumatic Symptom Scale, the Addiction
Severity Index, the BASIS-32 Subscales and higher scores on the Trauma Recovery and
Empowerment Profile than the Treatment-As-Usual group from baseline to three months
following the group intervention.

Data Collection

The data set for this study were the scores from the baseline, post-intervention,
and 3-month follow-up periods on each measure for each participant in both the TREM
group and the treatment-as-usual group. To prevent the disclosure of the participant,
each participant was assigned a number beginning with 100 and followed until each
participant was coded. Final reports were reported using the coded numbers only. To
assess PTSD symptoms, scores from the BSI-18 and the MPSS were compared pre- to
post-treatment and at 3-month follow up within the TREM group subjects as well as
between the TREM group and the TAU group. Also, to assess substance use, the Drug

and Alcohol Composite Scores from the Addiction Severity Index were used. The total
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scores from two subscales of the BASIS-32 (Daily Functioning/Role Functioning and the
Relation to Self and Others) were compared at baseline to post-intervention and at 3-
month follow-up to assess daily functioning and relationship skills. The total score from
the Trauma, Recovery and Empowerment Profile was assessed at baseline, post-
intervention and at 3-month follow up to assess skill acquisition of the TREM group as
compared to the TAU group who did not receive the intervention. Variables at pre-, post-
intervention, and at 3-month follow up were to be analyzed using a repeated measures
design to assess the effects of the treatment program over time, however, due to the small
sample size, inferential statistics were not used and instead t-tests, effect sizes, and
correlations were used to describe the data.
Descriptive Analysis

Descriptive analyses were conducted to assess differences between the TREM
group and the treatment-as-usual group to include basic demographics, age, employment
status, and previous incarceration history (total number of months incarcerated), mental
health diagnosis, etc. Baseline group differences were reported through independent
group t-tests for continuous variables and chi-square analyses for categorical variables.
Attrition effects between study dropouts and completers were calculated by comparing
those participants who completed at least one follow-up assessment against those who
completed baseline measures only through t-tests and chi-square analyses.
Quantitative Analysis/Statistical Rationale

Originally, the outcome assessments were to be analyzed using a repeated-
measures analysis of variance (ANOVA) to assess mental health outcomes by time

(baseline, post-intervention, 3-month follow up). The repeated-measures ANOVA was to
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focus on the mean differences by time to compare scores on the instruments used to
measure PTSD symptoms, overall functioning, daily living/social role functioning, and
substance use. However, inferential statistics could not be used due to the small sample
size. Therefore, t-tests, effects sizes, and correlations were used to describe the data. The
total number of months incarcerated was used to compare length of incarcerations to
study results, and outcome measures were correlated with the number of sessions
attended to assess any further intervention effects. The goal of the study was to
demonstrate a difference in scores from pre- to post-intervention and at the 3-month
follow up. In all measures both the raw scores as well as the test statistics were reported
to determine clinical significance. It was expected that a reduction in PTSD symptoms, a
reduction in substance use, and an increase in skill-level will be demonstrated over the
three assessment periods in the TREM group. Finally, the differences within the TREM
group were assessed using paired t-tests for the baseline, post-intervention, and 3-month
follow-up.

The dependent variables in this study were the symptoms and skills as measured
by the scales used at three time periods (b=baseline, w25=post-intervention, and w37=3
month follow up). For the Brief Symptom Inventory-18, the Global Severity Index
served as the global indicator of mental health symptoms on the scale. The sum score on
the Modified Posttraumatic Symptom Scale was used as the PTSD symptom severity
indicator, and the Drug and Alcohol Composite Scores were used to measure substance
use. The total scores of the Daily Living/Role Functioning and Relation to Self and
Others Subscales were calculated to assess daily functioning and relationship skills, and

were assessed at all three assessment periods. The total score on the clinician-based
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Trauma Recovery and Empowerment Profile was used to assess pre- and post treatment
trauma-related coping skills, as well as at the 3-month follow up. Ideally, as there were 3
assessment periods (b=baseline, w25=post-treatment, w37= 3 month follow up), a
repeated-measures ANOVA analysis could have been used to compare the mean
differences between assessment periods for the same sample of participants. The use of
the repeated-measures ANOVA instead of t-tests to compare pre- and post-test measures
is most appropriate to identify differences between the three assessment periods on the
measures of symptomatology, substance abuse, and trauma-related coping skills.
However, this was not conducted due to the small sample size and low power. The
outcomes were assessed using a longitudinal method with the scales mentioned above
over three assessment periods for both groups, and were entered into the statistical
software, SPSS to calculate significance.

The researcher also analyzed the number of sessions attended as it related to
improvement in the outcome measures by conducting independent t-tests and chi-square
analyses to test overall differences between group dropouts and follow-up participants.
Also, the researcher used correlations to determine whether participants who completed
more sessions had better outcomes. The alpha level was set at .05, which essentially
means 5 times out of one hundred you could reject the null, when the null was actually
true. Reducing the alpha level to .01 decreases this chance for error, but increases the
chance that the null will fail to be rejected when it is false. However, results at both .01

and .05 alpha levels were reported when appropriate.
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Qualitative Analysis

Semi-structured interviews were conducted at post-treatment to assess the group’s
likeability, perceived success, and overall experience of the participants. The questions
asked of participants were “What did you like and dislike about the group”, “Describe a
memorable moment or favorite moment during the TREM group,” and “What would you
change about the TREM group for the future?” Information was collected from
participants through group interviews lasting 15-20 minutes and was recorded digitally
for transcription. Transcripts were coded using emergent, axial, and open coding methods
(Creswell, 2007). For this study, the researcher used emergent coding to identify
categories evident across the member’s answers. These categories were similar thoughts,
statements, or common phrases used by the participants to answer the pre-determined
interview questions. The researcher then took these main categories and re-coded the
data identifying themes, reasons, and explanations for the larger themes. The focus was
on understanding the participants’ experiences as a whole, and to explore modifications
to the structure and delivery of the TREM group.
Findings

The Trauma Recovery and Empowerment Model delivered was a 25-session
integrated intervention program that focused on the reduction of PTSD symptoms, a
reduction in substance abuse, and an increase in coping skills affected by past trauma.
The TREM group intervention suggests that participants will present a reduction in
general symptomatology, PTSD symptom severity, daily functioning and relationship
skills, and substance abuse after the group intervention over the treatment-as-usual group.

An increase in coping skills as evidenced by a higher score on the Trauma Recovery and
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Empowerment Profile was also expected following the TREM group intervention. The
outcomes were intended to further advance the argument for comprehensive treatment
that includes attention to both trauma and substance abuse in the female offender
population.
Assumptions and Limitations

The basic assumptions for this study were (a) the participants were truthful when
answering questions on the scales given at baseline, post-treatment and at the 3-month
follow up; (b) participants answered questions on the scales based on their own lives; (¢)
participants had both a history of trauma and incarceration; (d) participants had current or
past substance use issues; (e) participants were interested in trauma recovery.
Organization Permission and Ethical Considerations

This study was conducted in partnership with the Green Door agency in
Northwest Washington DC. The Green Door is a mental health agency serving over
1,800 clients with severe mental health disorders. The agency provides comprehensive
treatment to include case management, mental health counseling, housing assistance, and
job training. The Clinical Director of the agency, Willa Morris, and the Assistant
Clinical Director, Athena Garvis granted permission for the study. The primary
researcher had an ongoing relationship with the agency through her doctoral internship
experience in 2010-2011. The primary researcher was approached by the agency to
develop a Trauma Recovery and Empowerment Model treatment group to assess whether
such a program would be beneficial to clients of the Green Door. The primary researcher
worked closely with the Green Door staff throughout the planning and delivery process

of this intervention.
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The primary focus of this study was to help female offenders improve their
mental health functioning by reducing symptoms of PTSD and trauma, substance abuse,
and increasing coping skills as it relates to trauma. Of upmost importance was the safety
of the participants, and the protection of their information. To protect the identity of the
participants, each participant was given a number beginning with 100 in place of names.
Demographic data such as age and income was gathered but not used in the data analysis.
Also, a thorough informed consent was used to alert each participant of the study and the
advantages and risks of participating in the group. To minimize harm, the researcher
adhered carefully to the treatment program, supervisors from the Green Door Agency
oversaw the TREM group, and the researcher followed IRB protocol in the protection of

all data.
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CHAPTER 4: RESULTS

Introduction

This chapter presents the results of the investigation into the Trauma, Recovery,
and Empowerment Model (TREM) intervention on female offenders, as well as any
effects compared to a Treatment-as-Usual (TAU) group. Data were collected at baseline,
post-intervention, and at a 3-month follow up to determine any significant differences on
the assessments. This chapter describes the participants, the results of the psychological
functioning assessments, and offers statistical and qualitative analyses related to the
hypotheses derived from the research questions.

Research Design

The psychological functioning indicator measures used in this study to assess the
dependent variables were the Brief Symptom Inventory-18 (BSI-18), the Modified
Posttraumatic Symptom Scale (MPSS), the Drug and Alcohol Composite Scores from the
Addiction Severity Index (ASI-drug, ASI-alcohol), the Daily Living/Role Functioning
and Relation to Self and Others Subscales from the BASIS-32, and the Trauma,
Recovery, and Empowerment Profile (TREP). Each assessment is described in detail, as

well as the scoring in Chapter 3. The participants self-selected into either the
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intervention or treatment-as-usual group, and data were collected at three time periods
(see Figure 2). Inferential statistical analyses were not used as a post-hoc power analysis
showed too small of a sample size to show any statistical differences or an appropriate
power (a power of .8 is ideal for inferential statistics, post-hoc power analysis in current
study yielded a power of .28). Because of this, t-tests, effect sizes, and correlations
between variables of interest were used to describe the data. Effect sizes were considered
to be small at .2, medium at .5, or large at.8 for the purpose of this study (Cohen, 1988).
In addition, individual analysis on the study’s main outcomes (MPSS scores and ASI-
drug and ASI-alcohol severity measures) is presented for the TREM participants to
further enhance understanding of the data. This trend analysis can provide the reader a
better understanding of the participants’ results on the outcome measures, as well as the

measures in relationship to one another.

Pre-test Post-Int. 3 months
TREM
O |——| X |—»| 0 |[—» | O
TAU
0] »| O —»| O

Figure 2. Non-equivocal (Control) Group Design showing the TREM (intervention) and
TAU (control) groups at pre- and post-intervention and at 3-month follow-up.
Baseline Differences
Independent t-tests and chi-square analyses were used to test overall differences
between group dropouts and follow-up participants. Out of 15 TREM intervention

participants at baseline, 10 completed at least one or both follow-up assessments
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(66.67%). All five participants in the TAU group completed at least one follow-up
assessment (100%). Baseline variables (age, race/ethnicity, employment, education,
relationship status, # of months incarcerated, and scores from the Brief Symptom
Inventory - 18, Daily Living/Role Functioning and Relation to Self and Others Subscales,
Addiction Severity Index, Modified Posttraumatic Symptom Scale, Trauma, Recovery
and Empowerment Profile) were examined for any affect of attrition within the TREM
intervention group. There were no statistically significant differences between those who
completed at least one follow-up assessment and those who did not (see Table 1 for
variables).

The differences between the TREM intervention group and the treatment-as-usual
group were calculated and are shown in Table 1. Baseline group differences were
measured across a range of variables as well as the assessments using independent-
sample t-tests and chi-square analyses when appropriate. There were no statistically
significant differences on demographic variables or outcome measures reported at

baseline (see Table 1).
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TABLE 1

Demographic and Clinical Characteristics of the Participants at Baseline

Variable Values TREM Group Comparison Group Statistic p
(n=06) (n=5)
Age M (SD) 48.5(1.64) 48.40 (9.37) t=.02 0.98
Race/ethnicity n (%) African American 6 (100) 4 (80) x*=1.32 0.25
n (%) Other 0(0) 1 (20)
Currently Employed n (%) Yes 1(16.67) 0 (0.00)
Education (# of years) M (SD) years 11.33 (1.51) 11.1(1.34) t=.27 0.79
Relationship Status n (%) Now Married 1(16.67) 0(0) x?=2.13 0.55
n (%) Widowed 0(0) 0 (0)
n (%) Divorced 2(33.33) 2 (40)
n (%) Seperated 0(0) 1 (20)
n (%) Never Married 3 (50) 2 (40)
Number of Months
Incarcerated M (SD) 21.22 (39.79) 33.8 (23.56) t=.62 0.55
n (%) Less than 2 Month 1(16.67) 0(0) x*=594 0.2
n (%) 2-6 Months 3 (50) 1 (20)
n (%) 7 Months - 2 Years 1(16.67) 1 (20)
n (%) 2-4 Years 0(0) 2 (40)
n (%) 4 Years or More 1(16.67) 1(20)
Global Severity Index
(BSI-18) M (SD) 26.33 (20.55) 14.2 (10.71) t=1.19 0.27
Relation to Self and
Others Subscale
(BASIS-32) M (SD) 1.99 (1.10) .88 (.94) t=21.77  0.11
Daily Living Subscale
(BASIS-32) M (SD) 1.58 (.79) 70 ((54) t=2.10 0.07
Modified
Posttraumatic
Symptom Scale
(MPSS) M (SD) 64.5 (28.70) 35.7 (26.46) t=1.72 0.12
Drug Problem Severity
(ASI) M (SD) A7 (21) .06 (.03) t=1.08 0.31
Alcohol Problem
Severity (ASI) M (SD) .29 (.48) .15 (.04) t=0.66 0.52
Trauma, Recovery,
and Empowerment
Profile (TREP) M (SD) 2.63 (.72) 3.43 (.55) t=2.02 0.07
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Measures and Covariates
Psychological Functioning Indicator Measures
Independent sample t-tests were used to measure differences on outcome
variables between the TREM and TAU group from baseline to post-intervention, as well
as baseline and 3-month follow up (see Table 2). Paired sample t-tests were used to
assess significant differences within the TREM group at both follow-up time periods.

TABLE 2
Outcome Means (SD) at Baseline, Post-int., and 3-mo. between TREM and TAU Groups

TREM Treatment-as-Usual

Variable Time Period n M (SD) n M (SD) p d

Global Severity Index

(BSI-18)
Baseline 26.33 (20.55) 14.20 (10.71)  0.27 0.74
Post-intervention 17.83 (16.74) 14.40 (7.83) 0.69 0.26
3-month Postint. 22.80 (18.01) 12.50 (10.66)  0.35 0.70
Relation to Self and
Others Subscale
(BASIS-32)
Baseline 1.99 (1.10) .89 (.94) 0.11 1.08
Post-intervention 1.31(1.27) .80 (.52) 0.42 0.53
3-month Postint. 1.32 (.74) A7 (75) 0.13 1.14
Daily Living Subscale
(BASIS-32)
Baseline 1.58 (.79) 70 ((54) 0.07 1.30
Post-intervention 1.06 (.96) 51 (.67) 0.08 0.66
3-month Postint. 5 .84 (.72) 4 28 (.35) 0.17 0.99
Modified Posttraumatic
Symptom Scale (MPSS)
Baseline 64.50 (28.70) 35.70 (26.46) 0.12 1.04
Post-intervention 6 36.33 (12.42) 29.40 (16.41) 045 0.48
3-month Postint. 5 46.20 (25.97) 31.00 (28.40) 0.43 0.56
Drug Problem Severity
(AS])
Baseline 6 17 (21 .06 (.03) 0.31 0.73
Post-intervention 6 .01 (.02) .07 (.08) 0.08 1.03
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3-month Postint. 5 .14 (.10) 4 .10 (.04) 0.39 0.53

Alcohol Problem

Severity (ASI)
Baseline 6 29 (.48) 5 .15 (.04) 0.31 0.41
Post-intervention 6 .04 (.10) 5 .09 (.08) 0.08 0.55
3-month Postint. 5 17 (L12) 4 17 (.14) 0.93 0.00

Trauma, Recovery, and

Empowerment Profile

(TREP)
Baseline 6 2.63 (.72) 5 3.43 (.55) 0.07 -1.25
Post-intervention 6 3.17 (.49) 5 3.24 (1.04) 0.89 -.09
3-month Postint. 5 3.04 (.40) 2 3.47 (1.33) 0.64 -44

Brief Symptom Inventory — 18

Research Question 1: Is the Trauma Recovery and Empowerment Model group

intervention effective in reducing overall mental health symptoms as evidenced by a
lower score on the Global Severity Index, as measured by the Brief Symptom Inventory-
18, in a sample of female offenders?

As reported in Table 2, a non statistically significant difference in participants
Global Severity Index from the Brief Symptom Inventory-18 was found between the
TREM intervention group and the TAU group at post-intervention (M = 17.83, SD =
16.74),t (6) = .42, p = .69, d = .26 and at 3-month follow-up (M =22.8, SD = 18.01), t
(5) =1.00, p = .35, d =.70. Within the TREM intervention group only, there was also a
non-statistically significant reduction in overall mental health symptoms reported on the
BSI-18 at post-intervention (p = .45), and at the 3-month follow up (p =.73). A small,
non statistically significant effect was found at post-intervention, moving to the large
range at the 3-month follow-up between the TREM and TAU groups (Table 2), and a

medium to small non statistically significant effect was found for just the TREM group at
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post-intervention (d = .45) and at 3-month follow up (d = .18). Cronbach’s alpha was
calculated at .94 for this measure.

The Depression (DEP), Somatization (SOM), and Anxiety (ANX) subscales of
the BSI-18 were assessed at both follow-up periods between the TREM and TAU groups,
as well as within the TREM intervention group. No statistically significant reductions
were found between any of the subscales using independent and paired sample t-tests at
post-intervention or at the 3-month follow up and are not discussed further.

Modified Posttraumatic Symptom Scale

Research Question 2: Is the Trauma Recovery and Empowerment Model group

intervention effective in reducing symptom severity of posttraumatic stress disorder as
evidenced by a lower score on the Modified Posttraumatic Symptom Scale, in a sample
of female offenders?

Clients reported a non-statistically significant decrease in posttraumatic stress
symptoms on the MPSS at post-intervention (M = 36.33, SD = 12.42), t (6) = .80, p = .45,
d = .48, and also at 3-month follow-up (M =46.2, SD =25.97),t(5) = .84, p= 43, d =
.56 compared to the TAU group. Within the TREM intervention group, participants
reported a non-statistically significant change at post-intervention (p =.22) and at the 3-
month follow-up (p =.06). As shown in Table 2, effect sizes show a medium effect at
both post-intervention and at the 3-month follow-up between the TREM and TAU
groups, and medium to large effects for the TREM group only (post-intervention d =
1.27, 3-month follow up d = .67). These effects were not statistically significant. Of the
6 TREM participants, five reported a decrease in MPSS score from baseline to post-

intervention, increased symptoms on the MPSS from post-intervention to 3-month follow
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up, and reported decreased MPSS scores from baseline to 3-month follow-up (see Figure
3). Visual analysis of the six individual TREM participants on the MPSS assessments
show that Participants 1 (P1), 3 (P3) and 4 (P4) reported similar scores and reductions in
PTSD symptoms, while Participant 2 (P2) reported an increase in PTSD symptoms
dramatically from baseline to post-intervention. Participant 6 (P6) reported the highest
level of PTSD symptoms on the MPSS at baseline, and the lowest MPSS score at the 3-
month follow-up. Participant 5 (P5) also reported a dramatic decrease in PTSD
symptoms from baseline to post-intervention but no data were collected at the 3-month

follow-up (see Figures 4-9). Cronbach’s alpha was calculated at .94 for this measure as

well.
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Figure 3: Scores from the Modified Posttraumatic Symptom Scale of the 6 TREM
participants used in t-test analysis from baseline to post-intervention and at 3-month
follow up.

Addiction Severity Index

Research Question 3: Is the Trauma Recovery and Empowerment Model group

intervention more effective in reducing substance use severity as evidenced by a lower
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score on the Alcohol and Drug Composite Scores, as measured by items from the
Addiction Severity Index, in a sample of female offenders?

Clients reported their alcohol and drug severity on the Addiction Severity Index
subscales. A non-statistically significant change in participants drug severity was
reported by the participants at post-intervention (M = .01, SD =.02), t (6) = 1.95, p = .08,
d =1.03 and at 3-month follow-up (M = .14, SD = .10), t (5) = .85, p = .39, d = .53 as
compared to the TAU group. Within the TREM intervention group only, there was also a
non-statistically significant change in drug severity at post-intervention (p = .11), and at
the 3-month follow up (p = .42). For alcohol, outcomes between the TREM and TAU
group did not reach statistical significance at either post-intervention (M = .04, SD = .10),
t(6) =-.86, p=.41,d = .55, or at 3-month follow up (M =.17, SD = .12),t(5) = .09, p =
.93, d=0. The TREM intervention group reported a non-statistically significant change
in alcohol severity at post-intervention (p = .10) and at the 3-month follow-up (p = .55).
A large effect was found with drug severity at post-intervention with a medium effect at
3-month follow up, while alcohol severity showed a medium effect at post-intervention
but no effect at 3-month follow-up. Effect sizes within the TREM group showed medium
to large effects for both drug (d = 1.07) and alcohol severity (d = .72) at post-
intervention, moving to the small range at the 3-month follow up (drug d = .18, alcohol d
=.34) for both outcomes. All effects on the ASI however failed to reach significance.
All TREM participants reported lower drug severity at post-intervention, with all
participants reporting increased drug severity at 3-month follow up (see Figure 4).
Similar results were found in alcohol severity, with participants reporting either a

decrease or no change in alcohol severity from baseline to post-intervention (5 of 6), with
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either no change or increases from post-intervention to 3-month follow up (see Figure 5).

Further analysis of the TREM participants (see Figures 6-11) shows that 5 of the 6

participants reported similar scores for alcohol and drug use, showing little variance in

the results. Participant 5 (P5) reported no alcohol or drug use severity at baseline or post-

intervention, however 3-month follow up data could not be obtained. Cronbach’s alpha

could not be calculated for the ASI-drug subscale due to so many n = 0, Cronbach’s alpha

for the ASI-alcohol subscale was .07 (based on just 5 scores).

0.7

0.6

0.5

0.4

0.3

0.2

Drug Problem Severity

0.1

Baseline

Post-Int.

Assessment Period

. —

3-Mo. Follow Up

Participant 1

Participant 2
Participant 3

Participant 4

Participant 5
Participant 6

Figure 4: Drug Severity Scores from the Addiction Severity Index of the 6 TREM
participants used in t-test analysis from baseline to post-intervention and at 3-month
follow up. Note: 2 participants scored the same at baseline (.077), post-intervention (0),

and at the 3-month follow-up (.077).
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Figure 5: Alcohol Severity Scores from the Addiction Severity Index of the 6 TREM
participants used in t-test analysis from baseline to post-intervention and at 3-month
follow up. Note: 3 participants reported score of .167 and two participants reported score
of 0 at baseline. Two participants reported score of .167 at 3-month follow-up.

Daily Living/Role Functioning and Relation to Self and Others Subscales

Research Question 5: Is the Trauma Recovery and Empowerment Model group

intervention effective in reducing difficulty in daily living, relationships, and social role
functioning, as evidenced by a lower score on the Daily Living/Role Functioning and the
Relation to Self and Others Subscales, as measured by items from the Behavior and
Symptom Identification Scale (BASIS-32), in a sample of female offenders?

Two subscales of the BASIS-32 were used to assess daily functioning and relation
to self and others (Daily Living/Role Functioning and the Relation to Self and Others
Subscales). As reported in Table 2, a non statistically significant change in daily living
skills (DL) was found between the TREM intervention group and the TAU group at post-
intervention (M = 1.06, SD =.96), t (6) = 1.07, p = .31, d = .66 and at 3-month follow-up

(M=.84,SD=.72,t(5)=1.55,p=.17,d=.99. Paired-sample t-tests reported a non-
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statistically significant change within the TREM intervention group at both post-
intervention (p = .55) and at 3-month follow-up (p = .28). Results of the Relation to Self
and Others (RSO) subscale present non-statistically significant changes at post-
intervention (M = 1.31, SD =1.27), t (5) = .84, p = .42, d = .53 and at 3-month follow up
M=1.32,SD=.74),t(5)=1.70, p = .13, d = 1.14. No statistically significant
differences were found within the TREM group on the DL subscale at post-intervention
(p = .55) or at 3-month follow-up (p = .28), or the RSO subscale at post-intervention (p =
.61) or 3-month follow up (p = .07). Medium, non-statistically significant effect sizes
were found for both the Relation to Self and Others and Daily Living Subscales at post-
intervention and large effects were found at the 3-month follow-up between the TREM
and TAU group as reported above. Medium to large effects were found within the
TREM group at post intervention (RSO d = .57, DL d = .59) and at 3-month follow up
(RSO d=.71, DL d = .98). All effect sizes were not statistically significant. For the
Role Functioning/Daily Living Subscale, Cronbach’s alpha was reported as .81 and for
the Relation to Self and Others Subscale, .86.

Trauma, Recovery, and Empowerment Profile

Research Question 4: Is the Trauma Recovery and Empowerment Model group

intervention more effective in increasing trauma-related coping skills as evidenced by a
change in the Trauma Recovery and Empowerment Profile, in a sample of female
offenders?

A non-statistically significant difference in participants trauma-related coping
skills was found between the TREM intervention group and the TAU group at post-

intervention (M =3.17, SD = .49), t (6) = .14, p = .89, d = -.09 and at 3-month follow-up
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(M =3.04, SD = .40), t (5) = .55, p = .64, d = -.44. Within the TREM intervention group
only, there was also a non-statistically significant increase in trauma-related coping skills
at post-intervention (p = .38), and at the 3-month follow up (p = .83). Small effect sizes
were found at post-intervention, with a medium to large effect at 3-month follow-up
between the TREM and TAU groups, and large effects found within the TREM group at
both post-intervention (d = -.88) and at 3-month follow up (d = -.70) (see Table 2).
Cronbach’s alpha was calculated at .89 for this assessment.
Correlation Analysis

Pearson’s correlations were calculated to show any significant relationships
between outcome assessments and total number of groups attended by each of the TREM
participants who completed at least one follow-up assessment. Upon visual analysis of
the scatter plots, two participants were removed as outliers on correlations at post-
intervention and at 3-month follow-up. The justification for their removal is based on the
low attendance and misrepresentation of the group participants, as one of these
participants completed just 6 groups (24%) while the other completed 8 (32%). The
removal of these outliers allowed for appropriate analysis of the group’s relationship on
the outcome measures; however it should be noted that the removal of these outliers may
have restricted the range, influencing outcomes. Therefore, these correlations should be
interpreted cautiously because of both the small sample size and the restricted range. At
post-intervention, a strong negative correlation was found between the number of groups
attended and the Daily Living Subscale, which was statistically significant (» =-.89, n =
7, p =.01). Strong negative correlations were found between number of groups attended

and the BSI (r = -.58, n = 8), the MPSS (» = .56, n = 8), and the ASI-drug subscale (» = -

99



.57, n = 8) however these results were not statistically significant. At the 3-month follow
up, the MPSS was negatively correlated to the number of groups attended (» =-.95, n = 6,
p =.00), which was statistically significant (see Table 3).

TABLE 3
Correlations Between Outcomes and # of Groups Attended, # of Months Incarcerated

# of months

Measure # of groups attended incarcerated
r p N r p

BSI-18 - post-intervention -0.58 0.14 8 -0.2 0.64
BSI -18- 3-month follow up -0.74 0.06 7 -0.68 .10
MPSS - post-intervention -0.56 0.15 8 -0.03 0.95
MPSS - 3-month follow up -0.95* .00 6 0.84%* .04
TREP - post-intervention -0.08 0.86 8 -0.38 0.35
TREP - 3-month follow up 0.44 0.32 5 -0.10 0.83
ASI-drug subscale - post-intervention -0.57 0.14 8 -0.04 0.92
ASI-drug subscale - 3-month follow up. -0.11 0.81 7 -0.34 0.45
ASI - alch. Subscale - post-intervention -0.28 0.51 8 -0.18 0.66
ASI - alch. Subscale - 3-month follow up -0.34 0.46 7 -0.07 0.89
BASIS-32 - Daily living subscale - post-intervention -0.06 0.89 7 -0.43 0.34
BASIS-32 - Daily living subscale - 3 month follow up -0.89* .01 9 -0.3 0.43
BASIS-32 - Relation self/others subscale - post-int. 0.28 0.50 8 0.77* 0.02
BASIS-32 - Relation self/others subscale - 3-month -0.6 0.15 7 -0.27 0.56

Notes: *p < .05

Pearson correlations were calculated to explore the relationship between the
number of months incarcerated and all outcome measures. Two statistically significant
correlations were found. At post-intervention, a strong positive correlation was found
between the number of months incarcerated and the BASIS-32 — Relation to Self and
Others Subscale (r=.77, n =8, p =.02). At the 3-month follow-up, a strong positive

correlation was found with the MPSS and incarceration length (» = .84, n = 6, p = .04),
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which was also statistically significant. No other statistically significant correlations
were found at post-intervention or at 3-month follow up (see Table 3).

Pearson’s correlations were calculated across all outcome measures at baseline
and are presented in Table 4. The findings indicate a statistically significant correlation
between relationship status and the number of months incarcerated (» = .76, n =6, p =
.03), statistically significant correlations between the number of months incarcerated and
the MPSS (=-.81, n =8, p =.02) as well as the Relation to Self and Others Subscale (r =
-.74,n =28, p=.04). The MPSS was also statistically significantly correlated at baseline
with three of the other outcome measures, BSI-18 (= .73, n =8, p = .04), Relation to
Self and Others Subscale (» = .78, n = 8, p = .02), and the Role Functioning/Daily Living
Subscale (= .88, n =8, p =.004). The BSI-18 was statistically significantly correlated
to the Relation to Self and Others Subscale (» = .88, n = 8, p = .004), and the two BASIS-
32 subscales (DL and RSO) were statistically significantly correlated with each other (r =

.83, n =28, p=.01). Ranges of all outcome measures for the TREM participants, as well

as normative data when available are reported in Table 4.

TABLE 4
Correlations at Baseline for all Outcome Measures, Ranges, Norms

Variables (n=8) 1 2 3 4 5 6 7 8 9 10 11 12 13
1. Age 1

2. Race 0 1

3. Employment -0.21 -0.14 1

4. Relationship

Status 0.42 0.34 0.34 1

5. Education 0.09 0.46 0 0 1

6. - -

Mo.Incarcerated -1.41 0.04 -0.23  0.76* 0.11 1

7. MPSS 0.35 0.18 0.42 0.62 0.60 -0.81* 1

8. ASI-drug 0.23 0.14 0.01 0.51 040 -0.19 -0.04 1

9. ASlI-alcohol 0.30 0.05 -0.28 0.35 0.43 -0.11 -0.18 0.95 1

10. BSI-18 -0.20 0.06 0.29 024 054 -0.61 0.73* 050 -0.58 1
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11. BASIS-32-

0.35

RSO sub 0.18 0.13 -0.05 035 0.61 -0.74* 0.78%* -0.34  0.88* 1
12. BASIS-32- -
DL sub 0.37 0.51 0.10 051 0.74 -0.65 0.88* 021 -030 0.70 0.83%* 1
13. TREP -033  -041 -0.10  -0.80 0.27 0.28 -0.09 078 -0.68 033 0.18 0.03 1
Mean 49 2.38 0.13 3.75 12 20.79 7013 0.16 028 265 212 189 2.62
SD 1.85 1.06 0.35 149 177 33.72 2653 0.18 041 174 096 089 0.71
7/8
Af. 7/8 1 day- 0- 0- 29- 22- 191-
Range 47-52 Am. Un. N/A N/A 85yrs 1598 22 1.25  0-55  3.57 3.0 3.36
71 (1) .09 .16
Range (normed) - - - - - - 46 (c)  (11) (23) >21 na na na

Notes: *p < .05

Table 4. Pearson’s correlations for all outcome measures at baseline for § TREM
completers. The range of responses is also reported for each measure. Norms and/or
cutoff scores are provided for each assessment where available. For MPSS, 71 is the
treatment norm cutoff for PTSD positive, 46 is the community cutoff. Means and
Standard Deviations are provided for the ASI drug and alcohol composite score norms

(outpatient norms). A cutoff score of 21 is provided for the BSI (<21 to indicate normal

functioning). Data for the BASIS-32 Subscales and the Trauma, Recovery, and
Empowerment Profile were not available.

Trend Analysis

Trend analysis was conducted on each TREM participant for the primary

outcomes of PTSD Symptom Severity (MPSS) and substance use severity (ASI

subscales) (see Figures 6-11). This analysis was conducted to further investigate the
effects of the TREM intervention on those individuals who completed at least 60% of the

group. Participants’ scores from baseline to post-intervention and the 3-month follow up

are discussed.

Participant 1 (P1) reported a decrease across all three measures from baseline to

post-intervention. At post-intervention, this participant denied both drug and alcohol

severity altogether and reported a decrease in PTSD symptom severity. However at the

3-month follow up, Participant 1 reported a higher MPSS score than at post-intervention

and baseline, indicating no lasting change in PTSD symptoms after completion of the
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TREM intervention (or a slight increase) (see Figure 6). At the 3-month follow-up, both

drug and alcohol severity returned to levels reported at baseline.
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Figure 6: Participant 1 scores from the MPSS, ASI-drug, and ASI-alcohol assessments at
baseline, post-intervention and at 3-month follow up. (ASI-drug and ASI-alcohol scores
presented as score x 100).

Participant 2 (P2) reported low alcohol and drug severity at baseline, and then
reported no severity at all at post-intervention. However, at the 3-month follow-up, drug
and alcohol severity increased back to baseline measures similar to Participant 1. On the
MPSS, Participant 2 reported a low level of PTSD symptom severity at baseline, with a
dramatic increase at post-intervention. At the 3-month follow-up however, this
participant reported a lower score than baseline measures on PTSD symptoms showing
an increase in symptoms during the intervention, with a reduction of symptoms during

the 3-months following the intervention (see Figure 7).
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Figure 7: Participant 2 scores from the MPSS, ASI-drug, and ASI-alcohol assessments at
baseline, post-intervention and at 3-month follow up. (ASI-drug and ASI-alcohol scores
presented as score x 100).

Participant 3 (P3) reported a decrease in PTSD symptom severity, alcohol, and
drug use severity from baseline to post-intervention. At post-intervention, Participant 3
denied drug or alcohol use severity altogether. This participant also reported a low level
of PTSD symptoms directly after the intervention. However, at the 3-month follow up,
Participant 3 returned to similar levels of drug and alcohol use severity (still lower than
baseline), and reported a large increase in PTSD symptoms. PTSD symptom severity at

3-month follow up was still below baseline levels however. (see Figure 8).
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Figure 8: Participant 3 scores from the MPSS, ASI-drug, and ASI-alcohol assessments at
baseline, post-intervention and at 3-month follow up. (ASI-drug and ASI-alcohol scores
presented as score x 100).

Participant 4 (P4) reported no alcohol severity and low drug severity at baseline.
At post-intervention, client reported no alcohol severity again, and a decrease in drug
severity after the intervention. For PTSD symptom severity, this participant reported a
decrease in symptoms from baseline to post-intervention, but at the 3-month follow up,
Participant 4 reported an increase in PTSD symptom severity (still below baseline

measures however). Like other participants, Participant 4 reported increases in both drug

and alcohol severity from post-intervention to the 3-month follow-up (see Figure 9).
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Figure 9: Participant 4 scores from the MPSS, ASI-drug, and ASI-alcohol assessments at
baseline, post-intervention and at 3-month follow up. (ASI-drug and ASI-alcohol scores

presented as score x 100).

Participant 5 (P5) reported a dramatic decrease in PTSD symptom severity from
baseline to post-intervention and denied drug or alcohol use severity at either baseline or
post-intervention. This participant was not responsive at the 3-month follow up therefore
the data were not presented (see Figure 10). It should be noted that based on collateral

information, this participant may have relapsed after the intervention.
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Figure 10: Participant 5 scores from the MPSS, ASI-drug, and ASI-alcohol assessments
at baseline and post-intervention. (ASI-drug and ASI-alcohol scores presented as score x
100).

Participant 6 (P6) reported high drug and alcohol severity at baseline, with a
decrease at post-intervention (including no drug severity altogether). While an increase
was reported from post-intervention to the 3-month follow-up for substances, the drug
and alcohol scores were still less than reported at baseline. This participant also reported
a decrease at both post-intervention and at the 3-month follow up on PTSD symptom
severity on the MPSS, resulting in near elimination of reported PTSD symptom severity

(see Figure 11).
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Figure 11: Participant 6 scores from the MPSS, ASI-drug, and ASI-alcohol assessments
at baseline, post-intervention and at 3-month follow up. (ASI-drug and ASI-alcohol
scores presented as score x 100).
Qualitative Analysis

Semi-structured interviews were conducted with TREM intervention participants
(n=9) in small groups due to time constraints and availability. The questions asked of
participants were “What did you like and dislike about the group”, “Describe a
memorable moment or favorite moment during the TREM group,” and “What would you
change about the TREM group for the future?” Two group interviews were conducted,
transcribed, and coded to identify common themes using open, axial, and emergent
coding procedures. First, the researcher identified the major categories of information
from the two transcriptions based on at least two similar answers to each question. Then,
using axial coding methods, the researcher began with these categories and re-coded the
data based on number of similar responses to identify further categories within these
major themes. These themes were then reduced to 1-2 major themes per question using

emergent coding procedures.
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On the first question, “What did you like and dislike about the group?”’, emergent
coding revealed a strong theme of learning and understanding about the participants as it
related to others’ feelings, others’ experiences, and understanding that their experiences
were shared by many of the women (n = 7). As one participant commented, “...I felt that
I wasn’t alone, and there was other people that have gone through similar things or you
know dealin with the same issues that I have...”. Another participant commented in
regards to what she gained from the group, “...closeness from the sisters in the group,
and understanding each one as an individual....” Also, nearly half (4 out of 9)
commented on learning patience as a result of participating in the group.

The second question received mixed answers, as participants were asked to
“Describe a memorable moment or favorite moment during the group.” Participant
answers ranged from singular activities like the “shake-it-off”” beginning activity of each
group (n = 2), to talking about relationships (n = 5). Others had a hard time finding one
particular thing. For example, one participant commented, “Well, I will say my...all of it
was good for me because it made...if I hadn’t started that group, I would still be dwelling
in my misery, thinking I am inadequate of having a decent relationship....it made me get
up and want to do something about my situation.”

Lastly, the majority of the participants (8 out of 9) commented that they would
have liked the group to last longer, or have a part 1 and 2 in response to question 3,
“What would you change about the group?” As one member stated, ““...maybe a year,
cause once we start getting into detail about how we feel and what we was going through,
it’s almost over.” Another group member stated, “I am gonna keep it simple, I wish we

could do it again.”
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CHAPTER 5: DISCUSSION AND LIMITATIONS

The purpose of the study was to investigate effects of the Trauma, Recovery, and
Empowerment Model (TREM) on a group of female offenders in the community, as well
as further the research on the TREM intervention and the need for trauma-integrated
services. The research presented show that Posttraumatic Stress Disorder, histories of
trauma, and substance abuse often accompany women in correctional facilities, however
the treatment while incarcerated and in the community is limited (van Wormer and
Bartollas, 2011). The methodology featured a quasi-experimental investigation with an
intervention (TREM) and a treatment-as-usual (TAU) group to determine on several
psychological functioning indicators whether the intervention group receiving the TREM
intervention had reduced PTSD symptoms, general mental health symptoms, substance
use, and increased social role functioning and trauma-related coping skills.

Interpretation of Findings and Discussion

The main study analysis was greatly impacted by the small sample size and weak
power, limiting the ability to answer the main research questions definitively. The post-
hoc power analysis showed a weak power of .28; therefore sound inferential statistics

were not conducted. Therefore, many of the results were not statistically significant, and
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no statistically significant differences were found between the TREM and TAU groups at
post-intervention or 3-month follow up. This fails to support the hypotheses that the
TREM intervention is effective in reducing overall mental health symptoms, symptoms
of Posttraumatic Stress Disorder, alcohol and drug use, and increasing skills in daily
living, social role functioning, and trauma-related coping as compared to the Treatment
as Usual group. However, while the results indicate that no statistically significant
differences were found between the TREM and TAU groups, medium to large effects
were found in all but two outcome measures. It should be noted that effect sizes with this
small of a sample are positively biased; therefore these effects would likely be lower in
the actual population. Also, individual analysis of the six TREM participants was
conducted using trend analysis on the main outcome measures of PTSD symptom
severity and alcohol and drug use severity, and scores for these TREM participants were
compared to the clinical cutoff and normative data when available. In addition,
statistically significant correlations were found between number of groups attended and
outcome measures at 3-month follow-up suggesting further analysis of TREM’s
effectiveness.

A non-statistically significant difference between the TREM and TAU groups was
found in the Modified Posttraumatic Symptom Scale at both post-intervention and at 3-
month follow up. The TREM intervention is intended for females with significant
histories of trauma, and is based on trauma-informed care (Fallot and Harris, 2002). This
result is surprising and does not concur with the few research studies showing that the
TREM intervention is effective in reducing symptoms of PTSD and trauma-related

mental health (Fallot et. al., 2011; Toussaint et. al., 2007). Toussaint et. al. (2011) found
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significant results in many PTSD symptoms such as dissociation, sense of safety, and
coping on the 6-month and 12-month follow up in their TREM outcome study, and Fallot
et. al. (2007) found a significant reduction in anxiety symptoms and perceived safety
although not in overall PTSD symptoms. It should also be noted that both previous
studies using TREM had much larger sample sizes (n= 170, n=251). Amaro et. al. (2007)
found a significant difference between the TREM and comparison group with 342
women in a Boston treatment facility, at both the 6 and 12 month follow-up after the
intervention. In a more recent study focusing on person-group fit using female prisoners
and the TREM intervention, Paquin, Kivlighan, Jr., and Drogosz (2013) found a large
significant effect from pre- to posttest using the PTSD Symptom Scale-Self Report (PSS-
SR). This study used 6 groups of 12 individuals each and the TREM intervention was
delivered in a Midwestern women’s state correctional facility.

Within the current study, a non statistically significant, medium effect was found
in the Modified Posttraumatic Symptom Scale at both post-intervention and at 3-month
follow up between the TREM and TAU group however, with effect sizes found to be
quite large at post-intervention (d = 1.27) moving to the medium-large range (d = .67)
within the TREM intervention group. In further analysis of the six TREM participants,
five of the six participants did report a decrease in PTSD symptom severity from baseline
to post-intervention, perhaps indicating a positive effect of the TREM intervention.
While an increase in symptoms from post-intervention to 3-month follow up was also
seen following the intervention (see Figure 1), these scores were still lower than baseline
measures. Unique to one individual in the group, Participant 2 (P2) reported a low level

of PTSD symptom severity at baseline, with a dramatic increase at post-intervention,
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returning to a low level at the 3-month follow-up. This pattern of response was unique to
this individual participant, as the other five TREM participants reported baseline MPSS
scores of at least 57 (compared to 15 in participant 2).

Based on treatment norms defined by Falsetti, Resnick, Resick, and Kilpatrick
(1993), three participants (P2, P3, P6) never reached clinical levels for PTSD, and are
considered PTSD negative according to the MPSS. Two participants (P4 and P5)
reported scores on the MPSS above the cutoff at baseline (PTSD positive), and were
below the cutoff at post-intervention and/or 3-month follow-up (PTSD negative).
Participant 1 reported PTSD negative at baseline and post-intervention but reported
increased scores at 3-month follow-up, above the clinical cutoff for PTSD according to
the MPSS. Based on community norms for the MPSS, three participants, moved from
PTSD positive to negative from baseline to post-intervention and/or 3-month follow up
(P3, PS5, P6), one participant became PTSD positive at post-intervention only and then
was reduced to PTSD negative at 3-month follow-up (P2), and two participants remained
PTSD positive at all three assessment periods (P1 and P4). Based on these comparisons,
it can be interpreted that the TREM intervention may have had an impact on just a few
participants, as half the group began the intervention at sub-PTSD thresholds and one
participant’s PTSD symptoms increased after the intervention. If participants reported
sub-threshold severity at baseline, the effect of the intervention may have been too small
to show significance. However, it should be noted that the mean MPSS score of the
TREM group was nearly double that of the TAU group at baseline, even though the
difference was not found to be statistically significant. Also, the TREM intervention

does not focus heavily on symptom reduction, but rather emphasizes skill development
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and takes a strengths-oriented approach perhaps explaining the non-statistically
significant results (Fallot & Harris, 2002). All six participants were below the PTSD
threshold at post-intervention however which could indicate some effect of the
intervention. This suggests that more research should be conducted addressing TREM’s
effectiveness in reducing symptoms of PTSD after the intervention, as well as for any
lasting effects.

No statistically significant difference was found in alcohol or drug severity
reported on the Addiction Severity Index between the TREM and TAU groups, or within
the TREM intervention group participants at any assessment period. In fact, drug and
alcohol severity increased for both groups during this time period (TREM participants —
see Figures 4 and 5). In visual analysis, the six TREM participants reported very little to
no alcohol or drug severity at baseline or post-intervention, which could explain the non-
statistically significant effect. Using the outpatient normative data for both alcohol and
drug composite scores from the Addiction Severity Index (McLellan, Cacciola, Alterman,
Rikoon, & Carise, 2006), the TREM participants scored similarly to the norm group on
both drug and alcohol severity perhaps indicating low levels of substance severity
throughout the intervention. It should also be noted that the Addiction Severity Index
measures not only current drug and alcohol use (within the past 30 days), but also how
“troubled or bothered” an individual has been over any drug/alcohol problems, and how
important treatment for these problems is to that individual. For example, an individual
would have a score of .077 (ASI-alcohol) and .137 (ASI-drug) if treatment for each of
these issues was important to them, but they denied drug or alcohol use. Based on this

scoring, many of the women denied drug or alcohol use within the past 30 days at
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baseline, post-intervention and at 3-month follow-up but still retained some positive score
making the results difficult to interpret. Also, the ASI is meant to serve as a complete
assessment, designed as a clinical assessment completed by the clinician during an intake
interview (McLellan, et. al., 1992). In the current study, the assessment was completed in
a group session rather than individual interviews, which could have influenced scores.
Also, substance use is sensitive information and participants could have misrepresented
themselves, as these answers were self-report and not confirmed with other methods such
as urinalysis. There have also been questions regarding the instrument’s potential
problems with special populations, like women, and those individuals with severe mental
illness (McLellan, Cacciola, Alterman, Rikoon, & Carise, 2006).

Previous research on TREM has been mixed with one study finding significant
differences in alcohol and drug severity at post intervention (Fallot et. al., 2011) and two
having no significant differences (Toussaint et. al., 2007; Amaro et. al., 2007). In the
Women, Co-occurring Disorders, and Violence Study (WCDVS) conducted by
SAMHSA at nine sites across the country using trauma-informed interventions with
females, ASI drug and alcohol scores showed improvement at six and 12 months, but
only drug severity was statistically significant at 6 months compared to the treatment-as-
usual group, and at 12 months no additional gains were found (Cocozza et. al., 2005;
Morrissey et. al., 2005). In further analysis of the WCDVS participants, the women
clustered in the PTSD/Alcohol profile in particular showed no better improvement with
integrated services over comparison group, and overall, only small improvements in
substance abuse outcomes for the PTSD and comorbid drug/alcohol groups was found

(Cusack et. al., 2008). The findings in the current study could also be due to the lack of
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focus on substance abuse found in this model. For example, only 2 out of 25 sessions
(8%) addressed substance use directly, while nearly all sessions focused on trauma and
other issues. Research with substance abusing females shows the importance of
comprehensive treatment, but also the inclusion of relapse prevention techniques, which
TREM certainly lacks (Inciardi, et. al., 2004). However it would be expected to find
some improvement in substance severity within the study as the TREM intervention was
designed for females with co-occurring trauma and substance use, and research shows as
many as 89% of female offenders have co-occurring trauma and substance abuse issues
(Zlotnick et. al., 2008). Also, while the difference was not statistically significant, the
mean scores for both drug and alcohol severity were nearly double for the TREM group
versus the TAU group. Further investigation into drug and alcohol severity/use
assessments is warranted to capture an accurate picture of the participants’ substance use
presentation, as well as the TREM intervention’s positive impact on these outcomes.
Results showed no statistically significant change in overall mental health
symptoms on the BSI-18 either between the TREM intervention and TAU group, or
within the TREM group itself at any assessment period. Also, a small effect was found
between the TREM intervention group and the TAU group at post-intervention, but
increased to medium/large at 3-month follow up. Within the TREM group however, a
medium effect at post-intervention (d = .45) was reduced at 3-month follow-up (d = .18).
Just like the MPSS and ASI scores, the mean scores of the BSI-18 at baseline were nearly
double in the TREM group than the TAU group. These non-statistically significant
findings somewhat correspond with the previous TREM research where some studies

found no significant difference in overall mental health symptoms between the treatment
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and control groups (Fallot et. al., 2011) and others had significant results (Toussaint et.
al., 2007; Amaro et. al., 2007). The results of the current study could be explained by the
severity of mental illness many of the women reported. The most frequent diagnoses
reported by the participants were Bipolar Disorder, Depression, and PTSD. However, the
average score on the BSI-18 for the TREM participants (n = 6) was 26.33 (20.55) at
baseline, and 22.8 (18.01) at the 3-month follow-up. Based on the cutoff for normal
functioning (<21) (Derogatis, 2000), the TREM participants were near the threshold at
both assessment periods, perhaps indicating a low level of mental health symptoms both
prior to, and after the intervention. If the participants’ reported levels of mental health
symptoms were not severe enough, the change seen may not have reached significance.
Cusack et. al. (2008) found that no positive effect was found for women reporting low
levels of PTSD or other mental health issues on outcome measures in the WCDVS study
who received integrated services. Also, the TREM intervention is a cognitive-behavioral
based psychoeducational model used in groups with females with trauma histories. As
mentioned before, the intervention does not particularly focus on symptom reduction, but
rather the development of skills in a strengths-based format, which is hoped to reduce
mental health symptoms as a result (Fallot & Harris, 2002). While many mental health
symptoms were addressed in sessions such as Abuse and Psychological or Emotional
Symptoms and Trauma and Addictive or Compulsive Behaviors, it is not a psychotherapy
group intervention. Being psychoeducational in nature, the goals and objectives were
centered on basic insight into trauma, abusive relationships, and women’s health. The
intervention also spent time on relationships and learning language and definitions

surrounding trauma issues. While basic mental health topics like coping skills were
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discussed several times, few sessions were devoted specifically to mental health. Also
missing from this model is specific psychoeducation regarding mental health diagnoses,
further explaining the non-statistically significant results.

Non-statistically significant results were found for the Daily Living and Relation
to Self and Others subscales from the BASIS-32 at post-intervention and at the 3-month
follow-up. Questions on these subscales pertained to ones ability to perform daily living
tasks such as handling money, making good decisions in various aspects of life, and
relating to others both within and outside one’s family. As mentioned previously, the
TREM intervention is highly psychoeducational, providing knowledge and promoting the
development of social skills (Harris and Fallot, 2002; Harris, 1998). For example, 22 out
of the 25 sessions (88%) focused on knowledge building and skill development such as
decision-making, relationship building, and coping. Therefore, this result is unexpected
as the participants spend a great deal of time interacting with each other in a prosocial
way, as well as learning new ways to interact and cope with daily problems. However,
these results concur with previous studies using TREM, where Toussaint et. al. (2007)
failed to find significant improvements or a strong effect on the Role Functioning/Daily
Living Subscale with a group of inpatient substance users, and Fallot et. al. (2011) found
no significant reduction in the physical or mental component scores on the SF-12 Health
Survey which measured health-related quality of life. Also, while TREM is designed for
women with multiple and complex difficulties, this population tends to have significant
and diverse needs which may need different, and increased interventions to affect change
in such skills as daily functioning and relating to others. Also, the outcomes from the

BASIS-32 subscales may not correspond directly with sessions or skills taught in the
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TREM intervention. While not statistically significant, medium to large effects were
found for the subscales between the TREM and TAU groups, but also within the TREM
intervention group at both assessment periods. These results could indicate a positive
increase in the ability to function daily and relate to others. These findings indicate a
need for further exploration of the positive effects of TREM on such daily living and
relationship skills.

Non-statistically significant increases in trauma-related coping skills as reported
on the Trauma, Recovery and Empowerment Profile were found at post-intervention and
at the 3-month follow-up. This outcome measure was completed by the participants’ case
managers and served as a third-party subjective measure outside of the participants and
group leaders. This assessment focused on specific questions related to self-awareness
and self-soothing, relationships, and emotional regulation, and was created specifically
for the TREM intervention. This finding could be the result of the case manager’s
inaccurate assessment of their clients. For example, of the 13 case managers at baseline
that completed the assessment, seven of these left the agency and new case managers
completed the post-intervention assessment. The researcher also received at least two
emails from case managers who were concerned about not knowing enough about the
client(s) to complete the assessment, or not having seen the client in several months. At
the 3-month follow-up, four more new case managers completed the TREP for the
participants, further questioning the accuracy of the assessment. Research on case
management services shows not only the importance of these services as it relates to
client outcomes (Bjorkman & Hansson, 2000; Kondrat & Teater, 2012), but also a

significant effect over time, indicating a stronger therapeutic alliance at 12-month follow-
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up compared to baseline and 3-month follow-up (Chinman, Rsenheck, & Lam, 1999).
This suggests the length of time each case manager spent with the participants could have
impacted the accurate reporting of trauma-related coping skills.

Also of concern is the lack of scientific evidence surrounding the validity and
reliability of the measurement. According to Fallot and Harris (2005), the TREP was
originally designed in addition to the TREM Fidelity Scale to further support the TREM
intervention. The TREP was intended as a clinical tool for service providers to use with
clients to help identify and structure interventions surrounding the 11 dimensions. These
11 areas were identified specifically to address the negative impact of lasting trauma with
individuals with both mental health and substance abuse issues (Fallot & Harris, 2005).
Included with the TREP is a manual on how to increase trauma-related coping skills
specifically for each dimension, with instructions on how to implement certain
interventions. The TREP scores/results, in addition to standard assessments are used in
conjunction to target areas of concern. The only published research study using the
TREP in regards to outcomes was published by the creators (Fallot and Harris, 2011),
showing changes in TREP scores significantly correlated to 6 of the 12 outcomes
including PTSD symptoms, the Global Severity Index from the BSI, drug and alcohol
severity, and a Safety Scale. While the results should be interpreted cautiously in the
current study, this assessment was the only measure included in the study that wasn’t
self-report, perhaps revealing a more accurate reflection of the participant’s change in
trauma-related coping skills. These findings warrant further research on TREM’s
effectiveness in improving trauma-related coping skills, as well as the reliability and

validity assessment of the TREP instrument.
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Correlations were conducted to assess whether the number of groups attended and
the number of months incarcerated influenced participants outcomes. Statistically
significant negative correlations were found between the number of groups attended and
both the MPSS and the Role Functioning/Daily Living Subscale of the BASIS-32 at the
3-month follow up. This indicates that with the more groups attended by the TREM
participants, the lower the PTSD symptom severity and the higher the daily functioning
was reported. This provides some support for the effectiveness of TREM in reducing
PTSD symptom severity, as well as increasing daily functioning, however more research
should be conducted to explore this relationship. The average number of groups attended
by the TREM intervention completers was 16.25 (n = 8) with the most groups attended
by one participant being 22. Out of 25 total groups, this is just 65 % as the average
attendance by participants. It could be interpreted that the outcomes may have been
different if participants attended more groups. It should also be noted that the attendance
in the current study is similar to the previous TREM research where the average sessions
attended was 11.8/24 (Toussaint et. al., 2007), 21/33 (Fallot et. al., 2011) and 10/25
(Amaro et. al., 2007). The research on dose-response in counseling and therapy is quite
mixed (Covi, Hess, Schroeder, & Preston, 2002; Shapiro, Barkham, Rees, Hardy,
Reynolds, and Startup, 1994) with some studies showing improvements reached with
more sessions only for the more severely mentally ill. Molenaar, Boom, Peen,
Schoevers, Van and Dekker (2011) found no clear differences between depressive
symptoms and social functioning between 8 and 16 sessions of psychotherapy (both
combined with pharmacology), and similar results were found in another study assessing

dose response with depressive patients (Dekker, Molenaar, Kool, Van Aalst, Peen, & de

121



Jonghe, 2005). Warner, Herron, Javier, Patalano, Sisenwein and Primavera (2001)
compared individuals in cognitive-behavioral therapy to those in psychodynamic therapy
and found those who completed more than 8 sessions reported more treatment benefits
such as getting more encouragement, obtaining new interpersonal ideas, self-control, and
reported more progress in treatment. The current study used a modified version of the
TREM intervention, combining some topics and eliminating others to contain 25 sessions
as compared to the traditional 33-session version. Perhaps more sessions and time spent
on the various topics would have shown more significant outcomes.

There were also statistically significant correlations between the number of
months incarcerated and the Relation to Self and Others Subscale at post-intervention,
and the MPSS at the 3-month follow up. These strong, positive correlations could
indicate poorer functioning and PTSD symptom severity for those individuals with longer
incarceration histories. The relationship between the number of months incarcerated and
outcome measures was exploratory and further research should investigate any further
significant correlation between these two variables.

For the qualitative analysis, emergent themes of “not being the only one”,
understanding and learning, and the group lasting longer were found across the group
interviews, and were connected by the women’s overall sentiment of being close to one
another, even calling one another “sisters”. One of the main functions of the group is to
connect women with each other in a supportive community. This was accomplished as
evidenced by the participant’s own words. Also important was the concept of learning

for the participants. Having such a psychoeducational focus in this model, it would be
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expected that the women learn about themselves, particular topics as it relates to their
experiences, and gain an understanding about their situations.

The women also expressed a desire to continue the group, have a part one and
two, or simply have the group last longer. While this could be a function of simply not
wanting to let go of their support system, the women truly developed a bond over the six
months, and as one member commented, the model does cover more in depth topics
closer to the end leaving the women perhaps wanting even more exploration. This
corresponds with the previous research on the TREM model, where Fallot and Harris
(2005) found many of the women in The District of Columbia Trauma Collaboration
Study desired the group to continue past the intervention, suggesting booster sessions, or
wanting to participate in the same group again. According to Fallot and Harris (2005),
the women reported missing important content because of overwhelming feelings, and
felt repeating the group would be a new experience, seeing themselves from a different
lense. They also mentioned the desire to continue the group due to the strong bond and
the community they created. Further research on the TREM intervention should include
content and session analysis, but also explore ways to continue the experience through
additional booster sessions, or other mechanisms to continue recovery.

Finally, the research question that time would be a factor in that the participants’
treatment effects would be maintained at the 3-month follow-up was somewhat supported
for posttraumatic stress symptom severity, however was not supported for alcohol or drug
severity, general mental health symptoms, and trauma-related coping skills. It was
supported however for the subscales of the BASIS-32 as evidenced by improvements in

daily living and relation to self and others from baseline to 3-month follow up. This
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assumption is based on mean differences however, and further research should expand on
lasting treatment effects for the TREM intervention.
Limitations of the Study

The limitations in this study must be taken into consideration when interpreting
the results. Perhaps the biggest limitation was the small sample size. With only 11
participants used in analysis, inferential statistics were not conducted; therefore the
results cannot be generalized to the general population. The quasi-experimental, non
equivocal study design chosen here carries threats to both internal and external validity,
such as the potential self-selection into the TREM and TAU groups (internal validity),
and as mentioned previously, the lack of randomization doesn’t allow for generalizability
to the greater population (external validity).

There were no statistically significant results found between the TREM
intervention group and TAU group, however the sample size was small (n = 6). As stated
previously, small sample size affects many outcomes, such as power and significance.
Limitations for this study also included that participation in the treatment group was
voluntary, and the sample gathered was of convenience based on female offenders
receiving treatment at the Green Door. In addition, as the participants were receiving
other services both at the Green Door and other organizations (Alcoholics Anonymous,
individual counseling at other mental health agencies), the observed effects cannot be
associated conclusively with one particular aspect of the TREM intervention. Therefore
the potential for differential treatment effects over time is also a factor in that both
positive and negative influences could have altered participants social functioning and

mental health over the course of the TREM intervention. Also, the group intervention
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was modified from the 33-topic group to 25 sessions, based on the population in the study
and the threat of attrition. The original model of 33 topics/sessions may have had a
stronger influence over well-being and could have resulted in different outcomes. It
should also be noted that only 6 of the 10 TREM participants completed 60% or more of
the intervention. It could be argued that better attendance and participation could have
positively impacted the results. Limitations to the qualitative analysis included group
instead of individual interviews, the minor fluctuations regarding the questions asked by
the researcher, and the limited expansion by the participants. For future research,
individual interviews should be conducted, with fidelity to the questions, and more
elicited expansion on topics discussed by participants.

In addition, the battery of assessments could have limited the TREM
intervention’s ability to show effectiveness in specific areas. For example, of the five
assessments given to the study participants, there were no outcomes on the effects of
knowledge gained through the psychoeducational nature of the intervention. In the
TREM intervention, 23 of 25 sessions contained a specific topic with the objective of
teaching the participants about various issues related to relationships, trauma, and
women’s health. However, no assessments measured this directly. Many of the women
lacked clear knowledge about their bodies including the menstrual cycle and menopause.
Providing that information in session could have affected their decision-making regarding
positive health changes and making more informed choices regarding their bodies. Also,
two of the women reported leaving abusive relationships during the course of the group.
One of the goals of the TREM intervention is to increase empowerment within its

participants; however no outcome assessment measured this beneficial outcome.
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Assessing these prosocial life changes or decisions such as these could have resulted in
more evidence of effectiveness in these areas. Also, a deeper investigation into specific
behavior changes and how to assess these as they relate to the TREM intervention is
needed. The assessments chosen had relevance to the TREM intervention overall, but a
clearer connection between skills, behaviors, and the TREM lessons is suggested.
Finally, all measures used in the study were self-report other than the Trauma, Recovery
and Empowerment Profile, which were completed by Green Door case managers.
Reliance on self-report can include inaccurate or lack of understanding of mental health
symptoms, bias, as well as socially desirable responding. More objective observation of
the participants could have resulted in more accurate outcomes on the assessment
measures.
Recommendations for Future Research

Further research should be conducted with female offenders and the TREM
intervention with larger sample sizes. In the current study, the sample size was limited
due to the challenging recruitment and retention of participants with this population
(female offenders with trauma and substance abuse). A larger sample size could provide
more clinical significance, provide the ability to use inferential statistics, and then
randomization and comparison groups could be used with other models such as Seeking
Safety. Future studies using TREM should include additional supports and incentives to
help recruit and obtain participants. These could include regular check-ins with case
managers to enhance group attendance, transportation incentives provided at each

session, and larger monetary incentives at more frequent intervals during the intervention.
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Second, with the current study’s results being similar to the previous TREM studies, it
appears more research should be conducted regarding the intervention effect for reducing
drug and alcohol use/abuse and general mental health symptoms. While treatment effects
can be seen surrounding specific PTSD symptoms, more research should focus on the
participant’s overall health and wellness and reducing the use of substances.

Third, the model could benefit from a significant change in structure where the
core curriculum can be delivered, but also additional components based on need and/or
population could be added. For example, many of the participants commented on the
group being longer, or having the group delivered into two parts. However, when
analyzing attendance, only three of the first 13 groups had less than 50% attendance,
where seven of the last 12 had less than 50% attendance. Of the last seven groups, five of
them had only 3-4 members each. In the qualitative analysis, participants commented on
getting to know one another, sharing each other’s struggles, and learning patience and
understanding as key components of their experience. Session topics in the first half of
group included what it means to be a woman, emotional and physical boundaries, self-
esteem and self-soothing, and intimacy and trust. Perhaps these topics were more
relevant to the participants therefore attendance was better during this time. The
attendance analysis also supports the notion of a reduced but higher concentrated model
that could include less overlap in sessions and more targeted interventions, like
psychoeducation about mental health diagnoses and relapse prevention techniques. A
modified version could deliver the core curriculum with many of the general topics
delivered in the original model in a more concentrated format, but then additional specific

topics could be discussed in a subsequent series of groups that are optional. These

127



additional sessions could focus on advanced trauma recovery, topics specific to the
population of female offenders, or be structured as booster sessions to further reinforce
prosocial behaviors. Research has provided some evidence in beneficial outcomes with
studies including booster sessions (Schnurr, Friedman, Foy, Shea, Hseih, Lavori et. al.,
2003), with larger effect sizes found in studies that included additional booster sessions
after treatment (Gearing, Schwalbe, Lee & Hoagwood, 2013). Further studies should
also investigate the content of the group to determine effectiveness of sessions in the first
half of the intervention compared to the second.

Fourth, the TREM intervention could be delivered in a comprehensive, trauma-
informed environment, where other service providers, such as counselors and case
managers, then reinforce the skills and knowledge gained. With evidence supporting
comprehensive treatment for females, especially in areas such as mental health, trauma,
and substance use (Robbins et. al., 2009; Springer et. al., 2003; Battle et. al., 2003; Van
Wormer, 2010; Morrissey et. al., 2005), the effects of the TREM intervention could be
greatly enhanced. Finally, in future research with the TREM intervention, mediators and
moderators should be explored to further explain the results and highlight important,
critical aspects of the TREM intervention structure as it relates to positive health and
functioning.

TREM and Female Offenders

Several observations were made regarding future TREM groups with female
offenders, as well as future TREM research in general. First, it is suggested that with
females with severe trauma, substance use, and criminal histories certain topics may need

less attention than others. The session on physical safety can be combined with personal

128



space as many of these women have spent significant time on the streets, learning how to
survive in the most difficult of situations. An entire week on physical safety was not
needed for these women as they were quite versed in ways to keep themselves safe.
Second, groups should have a clear structure, perhaps more than the model suggests. The
group leaders struggled with getting the participants attention at the start of the session
for example. The leaders began implementing a technique called “Shake-It-Off” where
the participants would stand up, shake their bodies thereby “shaking off”” any thoughts,
feelings, and other things that would keep them from focusing on the group that day.
This proved to be extremely helpful as evidenced by the increased attention found after
this activity, and the member’s own statements during the post-intervention group
interviews. Research has shown significant cognitive impairment with trauma and PTSD
in particular, including impairment in sustained and divided attention, as well as memory
(Qureshi, Long, Bradshaw, Pyne, Magruder, Kimbrell, et. al., 2011; Jelinek, Jacobsen,
Kellner, Larbig, Biesold, Barre et. al., 2006; Vasterling, Brailey, Allain, Jr., Duke,
Constans, & Sutker, 2002; Brandes, Ben-Schachar, Gilboa, Bonne, Freedman, & Shalev,
2002; Vasterling & Verfaellie, 2009). Specific to females with PTSD, Paxton, Vassileva,
Gonzalez, Maki, and Martin (2012) examined differences on the Immediate Memory
Task and found females with PTSD performed more poorly than males with PTSD and
females without PTSD, highlighting a deficit in sustained attention. Including activities
designed to help the women focus and other concrete activities in the model could greatly
impact the effects of the sessions for those with trauma histories. Lastly, more
psychoeducation should be included about mental health diagnoses, including

Posttraumatic Stress Disorder, to aid in participant’s personal growth. As mentioned
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previously, no sessions were devoted specifically to identifying signs and symptoms of
trauma-related diagnoses such as PTSD, or Mood Disorders such as Depression and
Bipolar Disorder. Providing information about these could aid the clients in
understanding their reactions to stressors and help clients recognize triggers as they
related to daily struggles and relationships.
Implications for Clinicians

Clinicians using the TREM intervention should take several factors into
consideration. First, the need to understand the individuals who are participating in the
group is critical to its success. With female offenders, some topics required less time and
attention than others, and specific activities to encourage focus and attention were added
to help engage the participants. The delivery of the intervention is flexible in that if
participants desire more time on a particular topic, this can be achieved without
dismantling the overall structure entirely. The group leaders should consistently monitor
the group for level of engagement and learning, and make adjustments accordingly. The
group leaders can also spend more time focusing on psychoeducation of mental health
diagnoses if applicable to the population, as well as specific relapse prevention
techniques. Helping the women identify problematic situations surrounding the use of
drugs and alcohol, and perhaps role-playing these situations could provide the added push
to remain free of substances (McGovern, Wrisley, & Drake, 2005). Also, the overall
structure of the intervention is in need of an in-depth analysis to identify the salient items
to deliver. In this study, attendance was quite poor in the second half of the group,
perhaps indicating a need to further engage participants or deliver the most critical

content in the first portion of the intervention. In addition, offering booster sessions, and
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working closely with the case managers and individual clinicians could help support not
only attendance and engagement, but also reinforce the thinking and behaviors learned
from the group intervention and the other participants. Based on the results of the trend
analysis, positive effects were found after the intervention for most of the participants,
but rarely were they maintained at the same level just three months after the group. This
could support an argument for continued services to allow the participants to continue on
their path to recovery and offer the community so many of the participants appreciated.

Finally, integrated services for this population are difficult to find, and this model
provides some evidence of improvement for the participants. Research consistently
shows that the more integrated services are delivered with females with mental health,
substance use, and trauma, the better the outcomes (Morrissey et. al., 2005; Cocozza et.
al., 2005). With a historically difficult population such as female offenders with
multiple needs, the TREM intervention provides structure, is easy to implement, provides
supportive materials (manual and corresponding workbook) and can be adapted in
multiple settings. For these reasons, the TREM intervention should be considered when
working with this hard-to-serve population.

Summary

This chapter focused on the discussions, limitations, and suggestions for future
research with the Trauma, Recovery, and Empowerment Model. In this study, no
statistically significant results were found between the TREM and Treatment-As-Usual
Group indicating the need for further research on this model’s effectiveness. While
statistically significant correlations were found on PTSD symptom severity and daily

functioning based on the number of groups attended, it is clear more scientific evidence
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of this model’s ability to reduce mental health functioning and other outcomes is
warranted. The lack of scientific evidence and research base as a whole provides support
for an in-depth analysis at the model’s current structure, the session content, and its
ability to affect change in its participants. Future development of the TREM
intervention could include a more concentrated structure, expanding the group model to
include psychoeducation regarding mental health diagnoses, and relapse prevention
techniques. Also, optional sessions after the initial group intervention could be explored,
and more discussion surrounding overall mental health and drug/alcohol use could be
included. Future research should also be directed on more TREM studies that include
larger sample sizes, as this study contained a small sample of 11, limiting the statistical
power and ability to infer the results to the population. However, this study does add to
the small TREM research base, providing some preliminary evidence of the possible
positive effect the TREM intervention can have on female offenders in the community.
Strong support for the model’s modification is provided for a greater impact on treatment

effects after the TREM intervention.

132



References

Alemagno, S. A. (2001). Women in jail: Is substance abuse treatment enough? American
Journal of Public Health, 91, 798-800.

American Psychiatric Association. (2000). Diagnostic and statistical manual of mental
disorders (4th ed., text rev.). Washington, DC.

Asner-Self, K. K., Schreiber, J. B., & Marotta, S. A. (2006). A cross-cultural analysis of
the brief symptom inventory-18. Cultural Diversity and Ethnic Minority
Psychology, 12,367-375.

Battle, C. L., Zlotnick, C., Najavits, L. M., Gutierrez, M., & Winsor, C. (2003).
Posttraumatic stress disorder and substance use disorder among incarcerated
women. In Ouimette, P. & Brown, P. J. (Eds.). Trauma and Substance Abuse (pp.
209-225). Washington, DC: American Psychological Association.

Becker, M. A., Andel, R., Boaz, T., & Constantine, R. (2011). Gender differences and
risk of arrest among offenders with serious mental illness. The Journal of
Behavioral Health Services and Research, 38, 16-27.

Becker, M. A., Noether, C. D., Larson, M. J., Gatz, M., Brown, V., Heckman, J. P. et. al.
(2005). Characteristics of women engaged in treatment for trauma and
co-occurring disorders: Findings from a national multisite study. Journal of
Community Psychology, 33, 429-443.

Benish, S. G., Imel, Z. E., & Wampold, B. E. (2008). The relative efficacy of bona fide
psychotherapies for treating post-traumatic stress disorder: A meta-analysis of
direct comparisons. Clinical Psychology Review, 28, T46-758.

Bisson, J. L., Ehlers, A., Matthews, R., Pilling, S., Richards, D., & Turner, S. (2007).

133



Psychological treatments for chronic post-traumatic stress disorder. British
Journal of Psychiatry, 190, 97-104.

Bjorkman, T. & Hansson, L. (2000). What do case managers do? An investigation of case
manager interventions and other relationship to client outcome. Soc Psychiatr
Epidemiol, 35, 43-50.

Bovasso, G. B., Alterman, A. 1., Cacciola, J. S., Cook, T. G. (2001). Predictive validity of
the addiction severity index’s composite scores in the assessment of 2-year
outcomes in a methadone maintenance population. Psychology of Addictive
Behaviors, 15,171-176.

Bradley, R., Greene, J., Russ, E., Dutra, L., & Westen, D. (2005). A multidimensional
meta-analysis of psychotherapy for PTSD. Am J Psychiatry, 162, 214-227.

Brandes, D., Ben-Schachar, G., Gilboa, A., Bonne, O., Freedman, S., & Shalev, A. Y.
(2002). PTSD symptoms and cognitive performance in recent trauma surviviors.
Psychiatry Research, 110, 231-238.

Breslau, N., Kessler, R. C., Chilcoat, H. D., Schultz, L. R., Davis, G. C. & Andreski, P.
(1998). Trauma and posttraumatic stress disorder in the community. Arch Gen
Psychiatry, 55, 626-632.

Breslau, N., Peterson, E. L., Poisson, L. M., Schultz, L. R., & Lucia, V. C. (2004).
Estimating post-traumatic stress disorder in the community: lifetime perspective
and the impact of typical traumatic events. Psychological Medicine, 34, 889-898.

Brown, V. B., Najavits, L. M., Cadiz, S., Finkelstein, N., Heckman, J. P., & Rechberger,
E. (2007). Implementing an evidence-based practice: Seeking safety group.

Journal of Psychoactive Drugs, 39, 231-240.

134



Burdon, W. M., St. De Lore, J., & Prendergast, M. L. (2011). Developing and
implementing a positive behavioral reinforcement intervention in prison-based
drug treatment: Project BRITE. Journal of Psychoactive Drugs, 43, 40-50.

Bureau of Justice Statistics. (2010). Bulletin: Correctional populations in the United
States, 2009 (U.S. Department of Justice Publication No. NCJ 231681). Retrieved

May 21, 2012 from http://bjs.ojp.usdoj.gov/content/pub/pdf/cpus09.pdf

Bureau of Justice Statistics. (2009). Prisoners in 2008 (U.S. Department of Justice
Publication No. NCJ 228417). Retrieved May 21, 2012 from

http://bjs.ojp.usdoj.gov/content/pub/pdf/p08.pdf

Bureau of Justice Statistics. (2006). Mental health problems of prison and jail inmates
(U.S. Department of Justice Publication No. NCJ 213600). Retrieved May 21,

2012 from http://bjs.ojp.usdoj.gov/content/pub/pdf/mhppji.pdf

Cauffman, E., Feldman, S. S., Waterman, J., & Steiner, H. (1998). Posttraumatic stress
disorder among female juvenile offenders. J. Am. Acad. Child Adolesc.
Psychiatry, 37, 1209-1216.

Center for Disease Control. (2001). Drug use, HIV, and the criminal justice system
(Department of Health and Human Services). Retrieved May 21, 2012 from

http://www.cdc.gov/idu

Center for Disease Control. (2001). Women, injection drug use, and the criminal justice
system (Department of Health and Human Services). Retrieved May 21, 2012

from http://www.cdc.gov/idu

Cloitre, M. (2009). Effective psychotherapies for posttraumatic stress disorder: A review

and critique. CNS Spectr, 14, 32-43.

135



Cohen, J. (1988). Statistical power analysis for the behavioral sciences (2" ed.).
Hillsdale, NJ: Erlbaum.

Cook, S. L., Smith, S. G., Tusher, C. P., & Raiford, J. (2005). Self-reports of traumatic
events in a random sample of incarcerated women. Women & Criminal Justice,
16, 107-126.

Covi, L., Hess, J. M., Schroeder, J. R., & Preston, K. L. (2002). A dose response study of
cognitive behavioral therapy in cocaine abusers. Journal of Substance Abuse
Treatment, 23, 191-197.

Covington, S. S. & Bloom, B. E. (2006). Gender responsive treatment and services in
correctional settings. Women & Therapy, 29, 9-33.

Crewell, J. W. (2009). Research design: Qualitative, quantitative, and mixed methods
approaches. Sage Publications: Thousand Oaks, CA.

Creswell, J. W. (2007). Qualitative inquiry & research design. Sage Publications:
Thousand Oaks, CA.

Cukor, J., Olden, M., Lee, F., & Difede, J. (2010). Evidence-based treatments for PTSD,
new directions, and special challenges. Annals of the New York Academy of
Sciences, 1208, 82-89.

Cusack, K. J., Morrissey, J. P., & Ellis, A. R. (2008). Targeting trauma-related
interventions and improving outcomes for women with co-occurring disorders.
Adm policy Ment Health, 35, 147-158.

Dekker, J., Molenaar, P. J., Kool, S., Van Aalst, G., Peen, J., & de Jonghe, F. (2005).
Dose-effect relations in time-limited combined psycho-pharmacological treatment

for depression. Psychological Medicine, 1, 47-58.

136



Derogatis, L. R. (2000). The Brief Symptom Inventory-18 (BSI-18): Administration,
Scoring and Procedures Manual. Minneapolis, MN: National Computer Systems.

Derogatis, L. R. & Melisaratos, N. (1983). The brief symptom inventory: An introductory
report. Psychological Medicine, 13, 595-605.

Doerfler, L. A., Addis, M. E., & Moran, P. W. (2002). Evaluating mental health
outcomes in an inpatient setting: Convergent and divergent validity of the OQ-45
and BASIS-32. The Journal of Behavioral Health Services & Research, 29, 394-
403.

Donovan, B., Padin-Rivera, E., & Kowaliw, S. (2001). “Transcend”: Initial outcomes
from a posttraumatic stress disorder/substance abuse treatment program. Journal
of Traumatic Stress, 14, 757-772.

Drapalski, A. L., Youman, K., Stuewig, J., & Tangey, J. (2009). Gender differences in
jail inmates’ symptoms of mental illness, treatment history and treatment seeking.
Criminal Behavior and Mental Health, 19, 193-206.

Ehlers, A., Bisson, J., Clark, D. M., Creamer, M., Pilling, S., Richards, D. et. al. (2010).
Do all psychological treatments really work the same in posttraumatic stress
disorder? Clinical Psychology Review, 30, 269-276.

Ehlers, A. & Clark, D. M. (2008). Post-traumatic stress disorder: The
Development of effective psychological treatments. Nord J Psychiatry, 62 Suppl
47, 11-18.

Eisen, S. V., Dill, D. L., & Grob, M. C. G. (1994). Reliability and validity of a brief

patient-report instrument for psychiatric outcome evaluation. Hospital and

Community Psychiatry, 45, 242-247.

137



Eisen, S. V., Wilcox, M., Leff, H. S., Schaefer, E., & Culhane, M. A. (1999). Assessing
behavioral health outcomes in outpatient programs: Reliability and validity of the
BASIS-32. The Journal of Behavioral Health Services & Research, 26, 5-17.

Engelhard, I. M., Arntz, A., & van der Hout, M. A. (2007). Low specificity of symptoms
on the post-traumatic stress disorder (PTSD) symptom scale: A comparison of
individuals with PTSD, individuals with other anxiety disorders and individuals
without psychopathology. British Journal of Clinical Psychology, 46, 449-456.

Erickson, D. J., Wolfe, J., King, D. W, King, L. A., & Sharkansky, E. J. (2001).
Posttraumatic stress disorder and depression symptomatology in a sample of gulf
war veterans: A prospective analysis. Journal of Consulting and Clinical
Psychology, 69, 41-49.

Fallot, R. D. & Harris, M. (2004). Integrated trauma services teams for women
survivors with alcohol and other drug problems and co-occurring mental
disorders. Alcoholism Treatment Quarterly, 22, 181-199.

Fallot, R. D. & Harris, M. (2002). The trauma recovery and empowerment model
(TREM): Conceptual and practical issues in a group intervention for women.
Community Mental Health Journal, 38, 475-485.

Fallot, R. D., McHugo, G. J., Harris, M., & Xie, H. (2011). The trauma recovery and
empowerment model: A quasi-experimental effectiveness study. Journal of Dual
Diagnosis, 7, T4-89.

Falsetti, S. A., Resnick, H. S., Resick, P. A, & Kilpatrick, D. G. (1993). The modified
PTSD symptom scale: A brief self-report measure of posttraumatic stress

disorder. The Behavior Therapist, 16, 161-162.

138



Fan, X. (2001). Statistical significance and effect size in education research: Two
sides of a coin. The Journal of Educational Research, 94, 275-282.

Foa, E. (2009). Guideline 4: Cognitive-behavioral therapy for adults. In Effective
Treatments for PTSD, Second Edition. Guilford Press: New York, NY.

Farkas, K. J. & Hrouda, D. R. (2007). Co-occurring disorders among female jail
detainees: Implications for service delivery. Journal of Social Work Practice in
the Addictions, 7, 51-67.

Fazel, S., Bains, P., & Doll, H. (2006). Substance abuse and dependence in prisoners: A
systematic review. Addiction, 101, 181-191.

Fullerton, C. S., Ursano, R. J., Epstein, R. S., Crowley, B., Vance, K., Kao, T. et. al.
(2001). Gender differences in posttraumatic stress disorder after motor vehicle
accidents. Am J Psychiatry, 158, 1486-1491.

Gamst, G., Herdina, A., Mondragon, E., Munguia, F., Pleitez, A., Stephens, H. et. al.,
(2006). Journal of Clinical Psychology, 62, 1485-1501.

Gatz, M., Brown, V., Hennigan, K., Rechberger, E., O’Keefe, M., Rose, T. et. al. (2007).
Effectiveness of an integrated trauma-informed approach to treating women with
co-occurring disorders and histories of trauma: The los angeles site experience.
Journal of Community Psychology, 35, 863-878.

Gearing, R. E., Schwalbe, C. S. J., Lee, R., & Hoagwood, K. E. (2013). The effectiveness
of booster sessions in CBT treatment for child and adolescent mood and anxiety
disorders. Depression and Anxiety, 30, 800-808.

Ghee, A. C., Bolling, L. C., & Johnson, C. S. (2009). The efficacy of a condensed

seeking safety intervention for women in residential chemical dependence

139



treatment at 30 days posttreatment. Journal of Child Sexual Abuse, 18, 475-488.

Ghee, A. C., Johnson, C. S., Burlew, A. K., & Bolling, L. C. (2009). Enhancing retention
through a condensed trauma-integrated intervention for women with chemical
dependence. North American Journal of Psychology, 11, 157-172.

Giard, J., Hennigan, K., Huntington, N., Vogel, W., Rinehart, D., Mazels, R. et. al.
(2005). Development and implementation of a multisite evaluation for the
women, co-occurring disorders and violence study. Journal of Community
Psychology, 33,411-427.

Grant, J. (2009). A profile of substance abuse, gender, crime, and drug policy in the
United States and Canada. Journal of Offender Rehabilitation, 48, 654-668.

Green, B. L., Miranda, J., Daroowalla, A., & Siddique, J. (2005). Trauma exposure,
mental health functioning, and program needs of women in jail. Crime &
Delinquency, 51, 133-151.

Greenfield, S. F., Brooks, A. J., Gordon, S. M., Green, C. A., Kropp, F., McHugh, K. et.
al. (2007). Substance abuse treatment entry, retention, and outcome in women: A
review of the literature. Drug and Alcohol Dependence, 86, 1-21.

Grella, C. E. (2008). From generic to gender-responsive treatment: Changes in social
policies, treatment services, and outcomes of women in substance abuse
treatment. Journal of Psychoactive Drugs, SARC Supplement 5, 327-343.

Grubaugh, A. L., Zinzow, H. M., Paul, L., Egede, L. E., & Frueh, B. C. (2011). Trauma
exposure and posttraumatic stress disorder in adults with severe mental illness: A
critical review. Clinical Psychology Review, 31, 883-899.

Harris, M. (1998). Trauma recovery and empowerment: A clinician’s guide for working

140



with women in groups. The Free Press: New York, NY.

Henggeler, S. W. (2011). Efficacy studies to large-scale transport: The development and
validation of multisystemic therapy programs. Annu. Rev. Clin. Psychol., 7, 351-
381.

Henggeler, S. W. (2004). Advantages and disadvantages of multisystemic therapy and
other evidence-based practices for treating juvenile offenders. Journal of Forensic
Psychology Practice, 3, 53-59.

Hien, D. A., Cohen, L. R., Miele, G. M., Litt, L. C., & Capstick, C. (2004). Promising
treatments for women with comorbid PTSD and substance use disorders. Am J
Psychiatry, 161, 1426-1432.

Hien, D. A., Jiang, H., Campbell, A. N. C., Hu, M., Miele, G. M., Cohen, L. R. et. al.
(2010). Do treatment improvements in PTSD severity affect substance use
outcomes? A secondary analysis from a randomized clinical trial in NIDA’s
clinical trials network. Am J Psychiatry, 167, 95-101.

Hien, D. A., Wells, E. A., Jiang, H., Suarez-Morales, L., Campbell, A. N., Cohen, L. R.
et. al. (2009). Multisite randomized trial of behavioral interventions for women
with co-occurring PTSD and substance use disorders. Journal of Consulting and
Clinical Psychology, 77, 607-619.

Hiller, M. L., Narevic, E., Webster, J. M., Rosen, P., Staton, M., Leukefeld, C. et. al.
(2009). Problem severity and motivation for treatment in incarcerated substance
abusers. Substance Use & Misuse, 44, 28-41.

Huntington, N., Moses, D. J., & Veysey, B. M. (2005). Developing and implementing a

comprehensive approach to serving women with co-occurring disorders and

141



histories of trauma. Journal of Community Psychology, 33, 395-410.

Inciardi, J. A., Steven S. M. & Clifford A. B. (2004). Five-year outcomes of therapeutic
community treatment of drug-involved offenders after release from prison. Crime
and Delinquency, 50, 88-107.

International Society for the Study of Trauma and Dissociation (2011): Guidelines for
Treating Dissociative Identity Disorder in Adults, Third Revision. Journal of
Trauma & Dissociation, 12, 115-187.

Iverson, K. M., Gradus, J. L., Resick, P. A., Suvak, M. K., & Smith, K. F. (2011).
Journal of Consulting and Clinical Psychology, 79, 193-202.

Jackson, D. O., Cropsey, K. L., Weaver, M. F., Villalobos, G. C., Eldridge, G., & Stitzer,
M. L. (2010). Factors related to injection drug use among female prisoners.
Substance Use & Misuse, 45, 368-383.

Jelinek, L., Jacobsen, D., Kellner, M., Larbig, F., Biesold, K-H., Barre, K. et. al. (2006).
Verbal and nonverbal memory functioning in posttraumatic stress disorder
(PTSD). Journal of Clinical and Experimental Neuropsychology, 28, 940-948.

Jerrell, J. M. (2005). Behavior and symptom identification scale 32. Journal of
Behavioral Health Services & Research, 32, 341-346.

Johnson, D. M. & Zlotnick, C. (2009). HOPE for battered women with PTSD in domestic
violence shelters. Professional Psychology, 40, 234-241.

Johnson, D. M., Zlotnick, C. & Perez, S. (2011). Cognitive behavioral treatment of PTSD
in residents of battered women'’s shelters: Results of a randomized clinical trial.
Journal of Counseling and Clinical Psychology, 79, 542-551.

Johnson, H. (2006). Concurrent drug and alcohol dependency and mental health problems

among incarcerated women. The Australian and New Zealand Journal of

142



Criminology, 39, 190-217.

Kessler, R. C., Berglund, P., Demler, O., Jin, R., Merikangas, K. R., & Walters, E. E.
(2005). Lifetime prevalence and age-of-onset distributions of DSM-IV disorders
in the national comorbidity survey replication. Arch Gen Psychiatry, 62, 593-602.

Kessler, R. C., Chiu, W. T., Demler, O., & Walters, E. E. (2005). Prevalence, severity,
and comorbidity of 12-month DSM-IV disorders in the national comorbidity
survey replication. Arch Gen Psychiatry, 62, 617-7009.

Killeen, T., Hien, D., Campbell, A., Brown, C., Hansen, C., Jiang, H., et. al. (2008).
Adverse events in an integrated trauma-focused intervention for women in
community substance abuse treatment. Journal of Substance Abuse Treatment, 35,
304-311.

Kinsler, P. J. & Saxman, A. (2011). Traumatized offenders: Don’t look now, but your
jail’s also your mental health center. Journal of Trauma & Dissociation, 8, 81-95.

Komarovskaya, I. A., Loper, A. B., Warren, J., & Jackson, S. (2011). Exploring gender
differences in trauma exposure and the emergence of symptoms of PTSD among
incarcerated men and women. The Journal of Forensic Psychiatry & Psychology,
22,395-410.

Kondrat, D. C. & Teater, B. (1993). The looking-glass self: Looking at relationship as the
mechanism of change in case management of persons with severe mental illness.
Families in Society, 93,271-278.

Koons, B. A., Burrow, J. D., Morash, M., & Bynum, T. (1997). Expert and offender
perceptions of program elements linked to successful outcomes for incarcerated

women. Crime & Delinquency, 43, 512-532.

143



Kubiak, S. P. (2004). The effects of PTSD on treatment adherence, drug relapse, and

criminal recidivism in a sample of incarcerated men and women. Research on
Social Work Practice, 14, 424-433.

Kubiak, S. P. & Rose, I. M. (2007). Trauma and posttraumatic stress disorder in inmates
with histories of substance abuse. In Springer, D. W. & Roberts, A. R. (Eds.).
Handbook of Forensic Mental Health with Victims and Offenders (pp.445-467).
New York, NY: Springer Publishing Company.

Letourneau, E. J., Henggeler, S. W., Borduin, C. M., Schewe, P. A., McCart, M. R,
Chapman, J. E. et. al. (2009). Multisystemic therapy for juvenile sexual offenders:
1-year results from a randomized effectiveness trial. Journal of Family
Psychology, 23, 89-102.

Lewis, C. (2006). Treating incarcerated women: Gender matters. Psychiatr Clin N Am,
29, 773-789.

Lilly, M. M., Pole, N., Best, S. B., Metzler, T., & Marmar, C. R. (2009). Gender and
PTSD: What can we learn from female police officers? Journal of Anxiety
Disorders, 23, 767-774.

Masterson, S. & Owen, S. (2006). Mental health service user’s social and individual
empowerment: Using theories of power to elucidate far-reaching strategies.
Journal of Mental Health, 15, 19-34.

McCabe, S. E., Hughes, T. L., Bostwick, W. B., West, B. T., & Boyd, C. J. (2009).
Sexual orientation, substance use behaviors and substance dependence in the
United States. Addiction, 104, 1333-1345.

McCarthy, E. & Petrakis, 1. (2010). Epidemiology and management of alcohol

144



dependence in individuals with post-traumatic stress disorder. CNS Drugs, 24,
997-1007.

McDonagh, A., Friedman, M., McHugo, G., Ford, J., Sengupta, A., Mueser, K. et. al.
(2005). Randomized trial of cognitive-behavioral therapy for chronic
posttraumatic stress disorder in adult female survivors of childhood sexual abuse.
Journal of Consulting and Clinical Psychology, 73, 515-524.

McGovern, M. P., Wrisley, B. R., Drake, R. E. (2005). Relapse of substance use disorder
and its prevention among persons with co-occurring disorders. Psychiatric
Services, 56, 1270-1273.

McLellan, A. T., Cacciola, J. S., Alterman, A. 1., Rikoon, S. H., & Carise, D. (2006). The
addiction severity index at 25: Origins, contributions, and transitions. American
Journal of Addiction, 15, 113-124.

McLellan, A. T, Kushner, H., Metzger, D., Peters, R., Smith, 1., Grissom, G., et al.
(1992). The fifth edition of the Addiction Severity Index. Journal of Substance
Abuse Treatment, 9, 199-213.

Meijer, R. R., de Vries, R. M., & van Bruggen, V. (2011). An evaluation of the brief
symptom inventory-18 using item response theory: Which items are most strongly
related to psychological distress? Psychological Assessment, 23, 193-202.

Merriam, S. B. (2009). Qualitative research: A guide to design and implementation.
Jossey-Bass: San Francisco, CA.

Messina, N. & Grella, C. (2006). Childhood trauma and women’s health outcomes in a
California prison population. American Journal of Public Health, 96, 1842-1848.

Messina, N., Grella, C. E., Cartier, J., & Torres, S. (2010). A randomized experimental

145



study of gender-responsive substance abuse treatment for women in prison.
Journal of Substance Abuse Treatment, 38, 97-107.

Miller, D. (2002). Addictions and trauma recovery: An integrated approach. Psychiatric
Quarterly, 73, 157-170.

Molenaar, P. J., Boom, Y., Peen, J., Schoevers, R. A., Van, R., & Dekker, J. J. (2010). Is
there a dose-effect relationship between the number of psychotherapy sessions
and improvement of social functioning? British Journal of Clinical Psychology,
50,268-282.

Morash, M. & Schram, P. J. (2002). The Prison Experience: Special Issues of Women in
Prison. Waveland Pr Inc: Prospect Heights, IL.

Mueser, K. T., Rosenberg, S. D., Jankowski, M. K., Hamblen, J. L., & Descamps, M.

A cognitive-behavioral treatment program for posttraumatic stress disorder in
persons with severe mental illness. American Journal of Psychiatric
Rehabilitation, 7, 107-146.

Mullings, J. L., Hartley, D. J., & Marquart, J. W. (2004). Exploring the relationship
between alcohol use, childhood maltreatment, and treatment needs among female
prisoners. Substance Use and Misuse, 39, 277-305.

Najavits, L. M. (2002). Seeking safety. The Guilford Press: New York, NY.

Najavits, L. M., Weiss, R. D., Shaw, S. R., & Muenz, L. R. (1998). “Seeking Safety’:
Outcome of a new cognitive-behavioral psychotherapy for women with
posttraumatic stress disorder and substance dependence. Journal of Traumatic
Stress, 11, 437-456.

Norman, S. B., Tate, S. R., Anderson, K. G., & Brown, S. A. (2007). Do trauma history

146



and PTSD symptoms influence addiction relapse context? Drug and Alcohol
Dependence, 90, 89-96.

Norris, F. H., Perilla, J. L., Ibanez, G. E., & Murphy, A. D. (2001). Sex differences in
symptoms of posttraumatic stress: Does culture play a role? Journal of Traumatic
Stress, 14, 7-28.

O’Keefe, M. L. & Schnell, M. J. (2007). Offenders with mental illness in the correctional
system. Mental Health Issues in the Criminal Justice System, 45, 81-104.

OIff, M., Langeland, W., Draijer, N., & Gersons, B. P. R. (2007). Gender differences in
posttraumatic stress disorder. Psychological Bulletin, 133, 183-204.

Oser, C., Knudsen, H., Staton-Tindall, M., & Leukefeld. (2009). The adoption of
wraparound services among substance abuse treatment organizations serving
criminal offenders: The role of a women-specific program. (2009). Drug and
Alcohol Dependence, 103S, S82-S90.

Paquin, J. D., Kivlighan, Jr., D. M, & Drogosz, L. M. (2013). Person-group fit, group
climate, and outcomes in a sample of incarcerated women participating in trauma
recovery groups. Group Dynamics: Theory, Research, and Practice, 17, 95-109.

Parsons, S., Walker, L., & Grubin, D. (2001). Prevalence of mental disorder in female
remand prisons. The Journal of Forensic Psychiatry, 12, 194-202.

Paxton, J. L., Vassileva, J., Gonzalez, R., Maki, P. M., & Martin, E. M. (2012).
Neurocognitive performance in drug-dependent males and females with
posttraumatic stress disorder symptoms. Journal of Clinical and Experimental
Neuropsychology, 34, 521-530.

Pearson, F. S., Lipton, D. S., Cleland, C. M., & Yee, D. S. (2002). The effects of

147



behavioral/cognitive-behavioral programs on recidivism. Crime & Delinquency,
48, 476-496.

Qureshi, S. U., Long, M. E., Bradshaw, M. R., Pyne, J. M., Magruder, K. M., Kimbrell,
T. et. al. (2011). Does PTSD impair cognition beyond the effect of trauma?
Journal of Neuropsychiatry and Clinical Neurosciences, 23, 16-28.

Robbins, C. A., Martin, S. S., & Surratt, H. L. (2009). Substance abuse treatment,
anticipated maternal roles, and reentry success of drug-involved women prisoners.
Crime & Delinquency, 55, 388-411.

Roberts, A. L., Gilman, S. E., Breslau, J., Breslau, N., & Koenen, K. C. (2011).
Race/ethnic differences in exposure to traumatic events, development of post-
traumatic stress disorder, and treatment-seeking for post-traumatic stress disorder
in the United States. Psychological Medicine, 41, 71-83.

Rosen, P. J., Hiller, M. L., Webster, J. M., Staton, M., & Leukefeld, C. (2004). Treatment
motivation and therapeutic engagement in prison-based substance use treatment.
Journal of Psychoactive Drugs, 36, 387-396.

Roth, A. & Fonagy, P. (2005). What works for whom? The Guilford Press: New York,
NY.

Salgado, D. M., Quinlan, K. J., & Zlotnick, C. (2007). The relationship of lifetime
polysubstance dependence to trauma exposure, symptomatology, and
psychosocial functioning in incarcerated women with comorbid PTSD and
substance use disorder. Journal of Trauma & Dissociation, 8, 9-26.

Salina, D. D., Lesondak, L. M., Razzano, L. A., & Weilbaecher, A. (2007). Co-occuring

mental disorders among incarcerated women: Preliminary findings from an

148



integrated health treatment study. In Mental Health Issues in the Criminal Justice
System (p. 207-225). Retrieved October 16, 2011 from

http://jor.hawthornepress.com

Schnurr, P. P., Friedman, M. J., Foy, D. W., Shea, T., Hsieh, F. Y., Lavori, P. W. et. al.
(2003). Randomized trial of trauma-focused group therapy for posttraumatic
stress disorder. Arch Gen Psychiatry, 60, 481-489.

Schram, P. J., Koons-Witt, B. A., Williams III, F. P., & McShane, M. D. (2006).
Supervision strategies and approaches for female parolees: Examining the link
between unmet needs and parolee outcome. Crime & Delinquency, 52, 450-471.

Shapiro, D. A., Barkham, M., Rees, A., Hardy, G. E., Reynolds, S., & Startup, M.

(1994). Effects of treatment duration and severity of depression on the
effectiveness of cognitive-behavioral and psychodynamic-interpersonal
psychotherapy. Journal of Consulting and Clinical Psychology, 62, 522-534.

Soderstrom, 1. R. (2008). Mental illness in offender populations. Journal of Offender
Rehabilitation, 45, 1-17.

Spitzer, C., Dudeck, M., Liss, H., Orlob, S., Gillner, M., & Freyberger, H. J. (2001). Post-
traumatic stress disorder in forensic inpatients. The Journal of Forensic
Psychiatry, 12, 63-77.

Springer, D. W., McNeece, C. A., & Arnold, E. M. (2003). Substance abuse treatment
for criminal offenders. American Psychological Association: Washington, DC.

Steadman, H. J., Osher, F. C., Robbins, P. C., Case, B., & Samuels, S. (2009). Prevalence
of serious mental illness among jail inmates. Psychiatric Services, 60, 761-765.

Steffensmeier, D. & Allan, E. (1996). Gender and crime: Toward a gendered theory of

149



female offending. Annu. Rev. Sociol., 22, 459-487.

Strauss, S. M. & Falkin, G. P. (2000). The relationship between the quality of drug
user treatment and program completion: Understanding the perceptions of
women in a prison-based program. Substance Use & Misuse, 35,2127-2159.

Substance Abuse and Mental Health Services Administration. (2011). Results from the
2010 national survey on drug use and health: Summary of national findings (U. S.
Department of Mental Health Services Administration NSDUH Series H-41, HHS
Publication No. (SMA) 11-4658. Rockville, MD.

Sung, H., Mellow, J., & Mahoney, A. M. (2010). Jail inmates with co-occurring mental
health and substance use problems: Correlates and service needs. Journal of
Offender Rehabilitation, 49, 126-145.

Suresh, K. P. & Chandrashekara, S. (2012). Sample size estimation and power analysis
for clinical research studies. Journal of Human Reproductive Sciences, 5, 7-13.

Swenson, C. C., Henggeler, S. W., Schoenwald, S> K., Kaufman, K. L., & Randall, J.
(1998). Changing the social ecologies of adolescent sexual offenders:
Implications of the success of multisystemic therapy in treating serious antisocial
behavior in adolescents. Child Maltreat, 3, 330-338.

Teplin, L. A., Abram, K. M., & McClelland, G. M. (1996). Prevalence of psychiatric
disorders among incarcerated women. Archives of General Psychiatry, 53, 505-
512.

Tolin, D. F. & Foa, E. B. (2008). Sex differences in trauma and posttraumatic stress
disorder: A quantitative review of 25 years of research. Psychological Trauma:
Theory, Research, Practice, and Policy, S1, 37-85.

Toussaint, D. W., VanDeMark, N. R., Bornemann, A., Graeber, C. J. (2007).

150



Modifications to the trauma recovery and empowerment model (TREM) for
substance-abusing women with histories of violence: Outcomes and lessons
learned at a Colorado substance abuse treatment center. Journal of Community
Psychology, 35, 879-894.

Triffleman, E., Carroll, K., & Kellogg, S. (1999). Substance dependence posttraumatic
stress disorder therapy. Journal of Substance Abuse Treatment, 17, 3-14.

van Wormer, K. (2010). Working with Female Offenders: A Gender-Sensitive Approach.
Hoboken, NJ: John Wiley & Sons, Inc.

van Wormer, K. S. & Bartollas, C. (2011). Women and the criminal justice system.
Pearson Education, Inc: Upper Saddle River, NJ.

Vasterling, J. J. & Verfaellie, M. (2009). Posttraumatic stress disorder: A neurocognitive
perspective. Journal of the International Neuropsychological Society, 15, 826-
829.

Wampold, B. E., Imel, Z. E., Laska, K. M., Benish, S., Miller, S. D., Fluckiger, C. et. al.
(2010). Determining what works in the treatment of PTSD. Clinical Psychology
Review, 30, 923-933.

Warner, L. K., Herron, W. G., Javier, R. A., Patalano, F., Sisenwein, F., & Primavera, L.
H. (2001). A comparison of dose-response curves in cognitive-behavioral and
psychodynamic psychotherapies. Journal of Clinical Psychology, 57, 63-73.

Wolff, N., Fruech, B. C., Shi, J., Gerardi, D., Fabrikant, N., & Schumann, B. E. (2011).
Trauma exposure and mental health characteristics of incarcerated female’s self-
Referred to specialty PTSD treatment. Psychiatric Services, 62, 954-958.

Warren, J. L., Loper, A. B., & Komarovskaya, 1. (2009). Symptom patterns related to

151



traumatic exposure among female inmates with and without a diagnosis of
posttraumatic stress disorder. The Journal of the American Academy of
Psychiatry and the Law, 37, 294-305.

Young, D. S. (2007). Jail mental health services. In Springer, D. W. & Roberts, A. R.
(Eds.). Handbook of Forensic Mental Health with Victims and Offenders (pp.425-
444).

New York, NY: Springer Publishing Company.

Zlotnick, C. (1997). Posttraumatic Stress Disorder (PTSD), PTSD comorbidity, and
childhood abuse among incarcerated women. Journal of Nervous and Mental
Disease, 12, 761-763.

Zlotnick, C., Clarke, J. G., Friedmann, P. D., Roberts, M. B., Sacks, S., & Melnick, G.
(2008). Gender differences in comorbid disorders among offenders in prison
substance abuse treatment programs. Behavioral Sciences and the Law, 26, 403-

412.

152



