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Chapter 1

1 Introduction

For the past several decades, social and health services have increased their efforts to
enhance service delivery and close the ‘science-to-service’ (or ‘evidence-to-practice’)
gap by implementing effective interventions. However, dissemination and
implementation of new interventions are complex and challenging processes (Greenhalgh
et al., 2004). This study aims to understand the implementation process of trauma- and
violence-informed care (TVIC), a complex intervention focused on providing safety and
choice for service users in the context of their life experiences and conditions, exploring
factors that facilitate or prevent successful implementation in health and social services.
This chapter will introduce the study by discussing the background and context, followed
by the problem statement, research questions, study significance, and an overview of this
dissertation.

1.1 Background

An estimated 76% of Canadians experience a traumatic event during their lifespan that
would meet the threshold for post-traumatic stress, and 8% develop post-traumatic stress
disorders (PTSD) (Van Ameringen et al., 2008); these rates are at what would be
considered the higher end of traumatic experiences and impacts, globally (Benjet et al,
2016). Exposure to trauma and violence affect individuals in various ways and can leave
long-term impacts, including but not limited to poor physical health outcomes, difficulty
managing daily activities, and cognitive and emotional impairments resulting from
neurobiological disfunctions (Van der Kolk, 2014, Felitti, 1998). The negative impacts
of trauma and violence are not isolated or limited to individual experiences or struggles.
Systems such as health and social services play crucial roles in helping people access and
receive appropriate care. However, many of those working in these organizations, and the
policies and practices guiding their work, are often unaware of the long-term impacts of
trauma and violence and may inadvertently create harmful environments for those with

previous and ongoing trauma who seek care. In addition, our broader society often views
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trauma experiences as “in the past” with consequences on a person’s psyche (i.e., “in
their head”); this individualistic view of trauma tends to place the responsibility to seek
cure and treatment for trauma “symptoms” on trauma survivors. This limited
understanding enables retraumatization by building harmful practices — i.e., violence -
into care systems (Browne et al., 2012). In addition, there is little awareness of the range
and types of trauma, from single acute events, such as natural disasters, to chronic and
complex experiences, such as child maltreatment and intimate partner violence.
Importantly, many trauma theories also fail to include historic and social events and
conditions as trauma and violence. In Canada for example, the devastating and ongoing
impacts of Indian Residential Schools, the Indian Act, and the child welfare system
continue to traumatize Indigenous Peoples, and intersect with other forms of systemic
violence, including policy-induced poverty, homelessness, and racism (Brown et al.,
2016). Adding to this complexity is that many behavioural responses to trauma, and
emotional and physical pain are themselves stigmatized, especially use of certain
substances. These forms of structural violence (Varcoe, Browne and Cender, 2014) are
sometimes overt and visible, such as policies turning away from service those using
substances, or less visible, but no less harmful, such as implicit bias, i.e., unconscious
stereotypes and assumptions that people may not be aware of but are embedded in both
individual practices, and systems of care, further pushing some people experiencing
various forms of trauma and violence into marginalization (Sukhera et al., 2020).

In recent years, trauma-informed care (or practice) (TIC/P) has emerged as an important
way to enhance service delivery. TIC/P creates awareness about the long-term impacts of
trauma and recognizes the unique needs of individuals with a trauma history. When
principles of TIC/P are applied in service delivery, service providers assume that anyone
could have experienced trauma. Therefore, a key goal of TIC/P is to create safe
environments that prevent retraumatization during care interactions (Harris and Fallot,
2001; Hopper et al., 2010). Understanding the impacts of trauma can help providers
understand “non-compliant clients,” reducing judgement and stigma. TIC/P encourages
service providers to see symptoms as “responses to particular contexts and

circumstances,” shifting the question from “what’s wrong with this person?” to “what



happened to this person?” (Harris and Elliot, 2001 p.13). A key understanding is that
trauma-informed approaches are differentiated from trauma-specific services. ‘Trauma-
informed’ means providing service in welcoming and appropriate environments tailored
to meet the unique needs of individuals, and this type of care is practiced by everyone in
a setting; ‘trauma-specific’ therapies are delivered by specialized services, with experts
treating trauma symptoms at the individual level (Harris and Elliot, 2001). Various
adaptations of TIC/P have been developed and applied in different settings, but this study
was particularly interested in exploring an important evolution of the concept: trauma-
and violence-informed care (TVIC) as initially articulated by researchers from EQUIP
Healthcare (the short name for Research to Equip Healthcare for Equity) (Browne et al.,
2015), a multi-component intervention to enhance equity at the point of care. In the next
section, I introduce EQUIP and how TVIC has further evolved both within and outside of

this intervention.

1.1.1 EQUIP

EQUIP is a multi-component, complex intervention designed to foster the delivery of
equity-oriented health care. EQUIP aims to improve organizational capacity to provide
responsive care that fits with the diverse needs of clients, especially those who face
barriers to accessing care. EQUIP describes and operationalizes three intersecting “key
dimensions” of equity-oriented care: TVIC, cultural safety, and harm reduction, with the
cross-cutting dimension of tailoring to context (Varcoe et al., 2019). Implementation of
EQUIP includes educating staff and implementing necessary organizational policies and
practices that shift the culture of care (Browne et al., 2015; Varcoe et al., 2019). EQUIP
recognizes that people affected by social inequities and structural violence are more
likely to suffer from ill-health and have the least access to health care services. In
addition, the distribution of health services is not necessarily tailored to the needs of
people or groups with poor health, due in part to fragmentation and under-resourcing of
certain parts of the health system (Browne et al., 2012). Encouraging change solely by
targeting practice and knowledge of health and social service providers can be beneficial
for individual clients/patients at the point of care, but the impact would be limited since

many of the barriers to providing optimal care reside at the system level, including
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workload, organizational policies and process of care, resourcing, leadership and socio-
political considerations; EQUIP therefore emphasizes organizational and policy changes
to facilitate equity-oriented care (Lavoie et al., 2018). While all three key dimensions of
equity-oriented care interact and overlap, the focus of the present dissertation is on TVIC.

1.1.2  Adding the “V”

TVIC expands on the core concepts TIC/P and, crucially, brings an intentional focus on
both interpersonal and structural violence, demonstrating the links between them (Ponic,
Varcoe & Smutylo, 2016; Purkey et al., 2020; Wathen & Varcoe, 2019); this focus is
generally lacking, as will be reviewed in Chapter 2, in TIC/P approaches. Therefore,
adding the “V’ to TIC/P highlights the need for structural and cultural shifts in
organizations to recognize and address the impacts of structural and systemic violence
(and ideally advocate to prevent them) as an explicit way to improve service delivery.

1.1.3 Implementation Science

In recent decades, knowledge translation (KT), or linking research to practice, has been
an important focus of researchers, practitioners and policy actors (Khalil, 2016) with the
aim of reducing the evidence-practice gap. However, moving research-based knowledge
to practice is itself a complex task, requiring changes in both research and practice, and
the use of strategies such integrated KT, i.e., partnered research that is co-developed by
researcher and the ultimate users of new knowledge (Kothari, and Wathen 2013).

As recognition, arising from fields such as evidence-based medicine, of the need to
accelerate knowledge uptake to improve health outcomes has emerged, implementation
science has become its own field of both practice and inquiry, with the specific goal of
examining and guiding how to adopt, assess and sustain interventions in complex settings
such as health and social services. Implementation science is defined as “the scientific
study of methods to promote the systematic uptake of research findings and other
evidence-based practices into practice” (Eccle and Mittman, 2006, p.1). Research in this
area focuses on understanding the implementation process and the facilitators and

barriers of implementation to increase fidelity (commitment to deliver the intervention



fully) and sustainably (continuity of using the intervention) of implementation (Khalil,
2016).

1.1.4  Complexity theory: Complex interventions and
Complex contexts

Many, if not most, interventions are to some degree complex, and implementation
settings are themselves complex (Shiel et al., 2008); TVIC, and the sites under
investigation in this research are no exceptions. Complex interventions have multiple
interacting components that, when implemented, interact with the context of
implementation (Hawe et al., 2009). These contexts, such as, for TVIC, health and social
services, are complex systems. By definition, a complex system is “adaptive to changes
in its local environment, is composed of other complex systems (for example human
body) and behaves in a non-linear fashion (changes in outcome is not proportional to
change in output)” (Shiel et al., 2008, p.1281). Therefore, the implementation of complex
interventions does not occur in isolation from the context of implementation. In fact,
complex interventions and complex contexts evolve together during the implementation
process (Hawe et al., 2009).

Hawe and colleagues (2015) argue that traditional views of implementation often fail to
recognize the importance of these interactions and expect a linear and predictable
implementation process, leading many interventions to fail to achieve their intended
outcomes. Hawe et al.(2015) suggest that instead of heavily relying on individual-level
theorizing, researchers should adopt a dynamic, ecological approach to study complex
systems. Researchers need to be aware of both the interaction between components of the

intervention and the interactions between the intervention and the context.

1.1.5 Active Implementation Frameworks (AlFs)

There are various implementation frameworks in the literature; applied implementation
frameworks are particularly interested in understanding the implementation process by
explicitly considering the interactions between the intervention and the context (Duda.,
2015). Among these, the Active Implementation Frameworks (AlFs) approach is
proposed as an appropriate framework for studying the TVIC implementation process

because it pays attention to contextual factors and has detailed guidelines on facilitator
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activities and core components of practical implementation (Fixsen et al., 2005). AlFs
define implementation as “a specific set of activities designed to put into practice an
activity or program of known dimensions” and includes five frameworks: usable
intervention criteria, stages of implementation, implementation drivers, improvement
cycles, and implementation teams (Fixsen et al., 2005, p.5; see Chapter 2).

AlFs assume a non-linear, interconnected process for intervention and a multi-stage
framework to demonstrate different points in the implementation. These stages overlap
and may reoccur, and activities in one stage may be repeated as the activity in the next
stage begins (Metz et al., 2015, Metz & Bartley, 2012). Since each stage includes a set of
specified activities and structure that ensures moving to the next stage of implementation,
AlFs help make visible how these activities can be contextualized and tailored by an
organization based on their specific needs and goals, and consequently how this tailoring
could contribute to effective implementation (Fixsen et al., 2009). AlFs are also designed
to help determine what an intervention is and what it means to implementers and service
providers; clear understanding of the intervention and its principles ensures its full
operationalization (Fixsen et al., 2005).

Therefore, this dissertation applied AlFs as a model with which to explore the
overarching question of how TVIC is perceived and understood, initiated, and
implemented in health and social services with a focus on how leaders and staff engage
with, tailor, and deliver their services using a TVIC approach. Specifically, this study was
an in-depth analysis of select organizations to understand why and how they implemented
TVIC, with specific attention to contextual factors influencing decisions. Up until now,
AlFs have been mostly applied to facilitate implementation by providing a map to guide
the implementation team. However, the present thesis took a novel approach by applying
AlIFs as a retrospective organizing framework to understand the implementation process

of TVIC in three case organizations in London, Ontario.

1.2 Problem Statement
While TVIC has been implemented and studied as a component of EQUIP (Browne et el,
2015; Varcoe, 2019) and, in the past several years in multiple implementations conducted

by members of the Gender, Trauma and Violence Knowledge Incubator at Western
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University (including some of the cases examined in this dissertation (Wathen & Varcoe,
forthcoming), little is known about how TVIC as a distinct intervention is implemented in
health and social services and how implementation impacts setting. More importantly,
new evidence on how a TVIC implementation process unfolds and what structural and
cultural changes are needed to ensure fidelity (commitment to fully deliver the
intervention) and sustainability (continuity of using the intervention) (Greenhalgh et al.,

2004) would fill important gaps in the literature.

Therefore, this study aims to understand the impact of contextual factors on the
implementation process of TVIC in health and social services while paying particular

attention to important variations in service delivery across different settings.

1.3 Research Questions

The purpose of this study was to understand how and why organizations became
interested in TVIC and, for a selected subset, how organizations implemented TVIC,
across time, in their specific context. The following research questions (RQ) were asked:

RQ1. How do leaders and staff within organizations come to understand the concept of

TVIC for their service context?

RQ2. What structural, cultural, and practical changes are required to implement TVIC,

and what factors enable or impede uptake?

RQ3. How does TVIC implementation impact organizations?

1.4 Study Significance

This is the first study that explores, using AlFs, implementation of TVIC in health and
social services. Findings will help fill an important research gap by providing guidance,
using a complexity lens, for TVIC implementation processes across contexts. This study
aims to understand how and why organizations choose TVIC as a good fit for
implementing changes in their organizations to support more person-centred, and safe,
care practices. By exploring the implementation process, this study highlightes the

necessary operational and cultural shifts required for providing an enabling context for
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TVIC implementation. Furthermore, the exploration of the implementation process
clarifies how TVIC evolves as an intervention in different contexts and how
organizations contextualize and tailor the TVIC principles to their unique contexts. The
results of this study offer practical suggestions for organizations interested in integrating
TVIC into their service delivery, as well as advances to our thinking in implementation

science.

1.5 Chapters Overview

This dissertation is written as a monograph. Chapter one includes the introduction,
background, statement of the problem, research questions and significance of the study.
Chapter two provides a more extensive literature review on trauma informed approaches,
and TIC/P and TVIC implementation. This chapter also describes theoretical approaches
and frameworks for the implementation of complex interventions in complex contexts,
especially AlFs as an appropriate approach to study the TVIC implementation process.
Chapter three includes details related to methodology, research paradigm, case selection,
data collection, data analysis and ethical considerations. Chapters four and five apply
AIFs to synthesize the findings of the study. Chapter four details the findings addressing
the first research question of how leaders and staff come to understand the concept of
TVIC, while Chapter five provides findings on the second and third research questions,
including a description of structural and cultural changes that took place during the
implementation process and how the implementation of TVIC impacted the participating
organizations. Chapter six consists of the discussion of findings, limitations of the study,

future directions, implications and conclusions.



Chapter 2

2 Literature Review

This study explores the implementation process of trauma and violence-informed care as
a complex intervention applicable in a range of complex health and social services
contexts. Trauma-informed approaches are built on understanding the impact of trauma
on individuals seeking care. In other words, applying a trauma-informed lens requires
service providers to recognize these impacts and tailor care toward the unique needs of all
individuals. TIC/P originally emerged from mental health and addiction services (Harris
and Fallot, 2001a), with numerous variations and adaptations since emerging across
different implementation contexts (Wathen et al., 2021; SAMSHA, 2014). More recently,
the concept of violence has been added to TI/P approaches to recognize the impact of
interpersonal and structural violence with important conceptual differences (Browne et
al., 2012). This chapter will discuss the origin and development of trauma- (and violence)
informed approaches that inform the methodological approaches of this study. | am
particularly interested in the implementation of TVIC as a more critically oriented
construct that recognizes the impacts of ongoing and historical interpersonal and
structural violence on individuals’ lives and wellbeing (Ponic et al., 2016). TVIC has
been implemented as a component of EQUIP in multiple contexts (Browne et al., 2018;
Varcoe et al., 2019), and has been adapted, for example, in teacher education (Rodger et
al., 2020) but this is the first study looking at the implementation of TVIC as a distinct
intervention in health and social services. TVIC is a complex intervention with
interactive components; therefore, when implemented in an organization, it interacts
dynamically with the complex context of the setting. To understand TVIC as a complex
intervention, | first provide an overview of TVIC as a complex intervention, then review
the relevant literature on the implementation of complex interventions in complex

contexts.



2.1 Trauma and the Impacts of Exposure to Traumatic
Events

Trauma can be experienced as a single catastrophic event such as an accident, natural
disaster, or an episode of sexual assault, or a series of repeated events such as war,
genocide, or abuse/ neglect throughout childhood. Regardless of the type of experience,
shock, terror, negative thoughts and affect, shame and isolation are some of the
predictable outcomes of exposure to violence and trauma (Van der Kolk, 2014). These
outcomes can impact individuals’ wellbeing and safety and working through the

associated consequences of trauma is sometimes a lifelong journey for survivors.

Feeling unsafe is one of the hallmarks of trauma, particularly when the traumatic events
are ongoing and unpredictable. Exposure to constant danger alters brain function to
continuously assess threats in the environment. Consequently, trauma survivors often
experience hypersensitivity, hyperarousal, hypervigilance, and agitation. Conversely,
some may experience numbness and dissociation as ways to cope with the overwhelming
nature of these physiological responses — the so-called “flight, fight or freeze” response.
These brain responses may also lead people to misinterpret danger and stressful
situations, making it particularly challenging to trust others and the environment (Ford-
Gilboe et al., forthcoming; Van del Kolk, 2014). Therefore, trauma survivors often
experience reactivation or ‘triggering.” This refers to reactions to seemingly neutral
events that instead lead to re-experiencing the traumatic event. Even well-intentioned
behaviours could result in activation or retraumatization (Lanius, Vermetten, Pain, 2010;
Lanius et al., 2011). There is well-established evidence of the links between experiences
of trauma and violence and physical and mental health outcomes, such as chronic pain,
anxiety, depression, and health risk behaviours, including substance misuse (Felitti et al.,
1998). These experiences are also highly correlated with poverty and other forms of
marginalization (Krieger et al., 2011). The intersection of these factors means that trauma
survivors may require additional support, particularly when they seek health and social

services.
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When service providers become aware of the negative consequences of exposure to
trauma and violence, they are more likely to tailor their services to meet the needs of
trauma survivors. Indeed, trauma- and violence-informed approaches directly respond to
both the very high prevalence of trauma and violence (Van Ameringen et al., 2008) and
the need to provide care responsive to these needs (Browne et al., 2012). There are
various approaches to trauma- (and violence-) informed care in the literature, and |

discuss the most relevant to this study in the following section.

2.2 Trauma and Violence Informed Approaches

In most forms of service delivery, there is a lack of awareness about the impacts of
trauma and violence on individuals. This lack of understanding often results in the
misinterpretation of trauma symptoms — i.e., what trauma “looks like” in a care encounter
- and failure in providing tailored services to accommodate the unique needs of those
who have experienced or are experiencing trauma and violence (Browne et al., 2012). For
instance, the intersection of trauma, violence, substance use, and structural violence such
as homelessness and poverty are often ignored by health and social services, and
substance use is approached as an isolated problem that counsellors or psychiatrists are
best-placed to resolve (Browne et al., 2018; Harris and Fallot, 2001a). Trauma-informed
approaches, on the other hand, challenge the dominant pathological view of substance
use, and other behaviours that attenuate pain, and encourage service providers to see
these, in part, as understandable responses to current and past experiences; importantly,
this shifts the question from “what is wrong with this person?” to “what has happened,
and is still happening, to this person?” (Wathen and Varcoe, 2019).

Increasing awareness about trauma and violence does not require organizations and staff
to provide counselling and therapy for their clients. Trauma-informed approaches are
different than trauma-specific therapies. While the latter address the actual symptoms of
trauma and assist clients in developing strategies and coping skills to manage their
trauma symptoms, the former is designed to “provide services in a manner that is
welcoming and appropriate to the special needs of trauma survivors” (Harris and

Elliot,2001a p.5; Wathen and Varcoe, 2019).
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While research on trauma-informed care has recently increased, much of this work
represents adaptations of TIP for specific contexts or settings that do not add additional
theoretical or empirical innovations to the core idea of TIP (Wathen et al., 2021). Many
of these adaptations are built on two models that pioneer this field: 1) TIC, developed by
Harris and Fallot (2001); and 2) The Sanctuary Model, developed by Bloom (1997). In
the next section, I discuss each model’s philosophy and theoretical background. I will
follow this with an examination of the research on implementation and implementation

guidelines.

2.2.1  Philosophy and Principles

Maxine Harris and Roger Fallot (2001a) were among the first to advocate for the
importance of recognizing the impact of trauma and ongoing violence in the lives of
people who seek mental health and substance abuse services. Although TIC was initially
developed to foster service delivery for individuals seeking mental health and substance
abuse programs, it has been expanded to other settings such as housing support (Bebout,
2001) and inpatient services (Harris & Fallot, 2001b).

The TIC model moves beyond the pathological view of seeing trauma as a single isolated
event; it recognizes the far-reaching impacts of trauma on individuals across their life
span. TIC views trauma as “a defining and organizing experience that forms the core of
an individual’s identity” (Harris and Fallot, 2001a, p.13). TIC is based on the recognition
that these lifelong impacts create unique needs and requirements for trauma survivors.
The framework suggests that service delivery should undergo necessary structural and
cultural shifts to accommodate these needs. TIC suggests that “any service delivery,
regardless of its primary task, can become trauma-informed by making specific
administrative and service level modifications in practice” (Fallot and Harris, 2008, p.6).
By implementing structural and cultural shifts, trauma becomes the primary focus of
service delivery and becomes centralized (Harris and Fallot, 2008). The authors also
distinguish between trauma-specific and trauma-informed services and advocate for a
universal understanding of trauma, even and especially among service providers who do

not provide trauma-specific services/therapy (Harris and Fallot, 2001a).

12



TIC encourages agencies to create a culture of trauma informed care (CCTIC) because
culture represents “the most inclusive and general level of an agency or program’s
fundamental approach to its work” (Fallot and Harris., 2015a, p.3). By changing the
culture of an agency to TIC, the agency’s focus and attention are set on the importance of
practicing principles of trauma-informed care. These principles include 1) safety:
ensuring the physical and emotional safety of clients and service providers, 2)
trustworthiness: providing service by creating clear and consistent practices and
maintaining appropriate boundaries, 3) choice: maximizing experience of choice and
control for service providers, 4) collaboration: ensuring collaboration and shared decision
making between clients and service providers 5) empowerment: recognition of strength
and skills of client and creating opportunities for growth (Harris and Fallot 2001a, Fallot
and Harris., 2015a).

2.2.2 Implementation Guidelines and Tools for TIC

Fallot and Harris (2015b) developed a guideline to implement principles of TIC in an
organization. As the first step, an extensive assessment and review of programs and
policies are required. These assessments indicate the extent to which knowledge about
the impacts of trauma and prevention of retraumatization are embedded in the routines
and activities of the organization. TIC recommends asking a series of questions to check
and identify potential problems and barriers to practicing TIC principles. For instance, to
check for safety, the organization should review whether the first contacts with the clients
are welcoming, respectful, and engaging or check to see if the clients get a clear and

appropriate message about their rights and choices (Brown, Harris, and Fallot, 2013).

In addition to the assessment, Fallot and Harris have two other recommendations:
reviewing written policies and conducting trauma screening/assessment (Fallot and
Harris, 2008). Organizations are encouraged to review their written procedures to reduce
the risk of coercive practices and eliminate retraumatization. For instance, organizations
need to communicate their approach to confidentiality clearly with their clients. This
communication should be reflected in their written documents while considering an

appropriate literacy level. Staff and client rights and responsibilities also should be
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transparent (Fallot, and Harris., 2015 a). Unlike the TVIC the approach used in this study,
TIC often recommends universal trauma screening that is often followed by a more in-
depth assessment of the impact of trauma. The results of these procedures inform
appropriate service planning and, for instance, referral to trauma-specific programs.

A TIC approach also includes implementing structural and cultural changes. For instance,
improving new employees’ knowledge about trauma and its impacts should be part of the
hiring process and included in orientation sessions. New staff should have at least basic
information about trauma and learn how to incorporate TIC principles into service
delivery (Fallot and Harris, 2008). The authors also developed protocols, self-
assessments, and fidelity scales to facilitate TIC implementation for organizations (Fallot
and Harris., 2015a; 2015b; 2015c)

2.3 The Sanctuary Model

The Sanctuary Model was developed by a team of clinicians led by Dr. Sandra Bloom
based on their clinical and personal experiences (Sanctuary Institute, 2021). The
Sanctuary Model promotes clinical and organizational changes to facilitate recovery from
adversity in safe environments (Esaki et al., 2013). It defines trauma as “an experience in
which a person’s internal resources are inadequate to cope with external stressors.” A
traumatic experience could be discrete or ongoing and often intersects with structural
issues such as poverty and racism (Sanctuary Institute, 2021. para.5). The Sanctuary
Model encourages staff to understand the impacts of trauma and shift their interpretation
of what could be seen as “difficult” behaviours instead of “survivor strategies.” For
instance, the fear expressed by a client in a nonthreatening situation could be
reinterpreted as a coping skill developed to provide protection. The Sanctuary Model also
encourages cultural changes in organizations. The primary focus of the Sanctuary Model
is to create and sustain a safe and non-violent culture in service delivery. The model
promotes physical safety (an environment free of any threat to physical wellbeing),
psychological safety (elimination of bullying behaviours such as sarcasm, put-downs,
public humiliation, etc.), social safety (feeling safe with other people), and moral safety

(elimination of moral distress). Creating a culture of safety provides opportunities for
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clients to receive the necessary help and enables service providers to offer support
(Bloom, 2010).

2.3.1  Philosophy and Principles

Multiple theoretical frameworks inform the Sanctuary Model, including

1) Constructivist self-development theory that emphasizes the impact of childhood
adversity on self-development (McCann & Pearlman, 1990; Pearlman & Sakvitne, 1995).
The Sanctuary Model applies this understanding by creating safe environments in which
meaningful relationships can happen (Esaki et al., 2013).

2.) Burnout theory defines burnout as a stress response to an exhausting job. Burnout
often arises from emotional exhaustion that prevents the service provider from being
available to their clients in need of attention and positive relationships (Maslach &
Jackson, 1981; Maslach, Schaufeli, & Leiter, 2001). The Sanctuary Model emphasizes
the importance of providing care and structural support for staff to prevent burnout (Esaki
etal., 2013).

3.) Systems theory defines a system as interrelated components that are in mutual
interaction. In this theory, organizations are also viewed as interconnected subsystems in
constant interaction (Bertalanffy, 1974). The Sanctuary Model views organizations as
systems that include stakeholders, service providers, and clients, all of which are the

primary target of the intervention (Esaki et al., 2013).

4.) The valuation theory of organizational change recognizes that structural and cultural
shifts in an organization could be interpreted differently by staff, teams, and the
organizations as a whole (Hermans, 1991; Weatherbee et al., 2009). The Sanctuary
Model incorporates this understanding to shift and improve organizational culture based
on reflecting on the personal meanings shaped by staff, i.e., the organizational actors
(Esaki et al., 2013).
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2.3.2 Implementation Guidelines and Tools for the Sanctuary

Model

The Sanctuary Model brings all these theories together and offers the four pillars of

Trauma Theory, the SELF Model, Seven Commitments and Sanctuary Toolkit (Sanctuary

Institute, 2021).

Table 1

The Four Pillars adapted from the Sanctuary Model: the theoretical framework (Esaki
et al., 2013 & Sanctuary Institute,2021)

Trauma Theory

Recognizing the impact of trauma along a vast
continuum that includes both discrete events and
ongoing, cumulative, and perhaps intangible

experiences like racism and poverty.

Seven Sanctuary

Commitments

Moving away from trauma-reactive behaviours by
committing to nonviolence, emotional intelligence,
inquiry and social learning, democracy, open
communication, social responsibility, growth, and

change.

SELF

Acronym for the organizing categories of safety,
emotion management, loss, and future, used to
formulate plans for client services or treatment as well
as for interpersonal and organizational problem-

solving.

Sanctuary Toolkit

These tools, community meetings, safety plans, Self-
treatment planning conferencing, team meetings, self-
care planning, and SELF psychoeducation are the daily
practices for both staff and clients that support an

organization’s creation of a trauma-informed culture.
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The Sanctuary Model encourages both individual- and organizational-level change and
provides tools and strategies to guide cultural shifts. Implementation starts with an
overall needs assessment of the organization to identify the strengths and areas for
targeted intervention. The organization’s leaders then will attend a five-day training
session to learn about implementing the Sanctuary Model in their organization (Sanctuary
Institute 2021, Yanosy, 2009). A core implementation team should be established after
the training, and support and consultation from the institute guide the team for an extra
year. Entering the third year, the organization continues to incorporate the model into
service delivery. Organizational shifts occur by operationalizing the seven commitments
and realigning policies and procedures to support implementation (Esaki et al., 2013). In
the final implementation stage, the organization will receive the Sanctuary Certification
representing the successful implementation of the Sanctuary Model in the organization
(Sanctuary Institute 2021).

The Sanctuary Model has been implemented in various organizations in different
contexts and settings such as acute and inpatient care (Bloom, 1997, 1994; 2000),
juvenile justice programs (Ford, and Blaustein, 2013; Elwyn Esaki & Smith, 2015), child
welfare and (Henry et al., 2011; Hummer et al., 2010). Each year more than ten new sites
become certified by the Sanctuary Institute (2021) both in the US and internationally.
Various scoping reviews have been conducted on the impact of TIC training and
implementation in different settings. Gundacker et al. (2021) reviewed the effectiveness
of trauma informed approach curricula for primary care providers. The results indicate
primary care professionals reported an overall increase in knowledge about trauma,
increased confidence in providing care and improved attitude toward clients with trauma
history. O’Dwyer et al. (2020) conducted another scoping review on the implementation
of TIC in acute psychiatric inpatient settings. The results showed that TIC encouraged
health professionals to reflect on the previous practices (restraint, seclusion, rigid nursing
roles) and appreciate adopting TIC as a new approach to care. Becoming trauma
informed helped them understand the impacts of their clients’ trauma history and show
more empathy in response. In addition, TIC principles assisted the health professionals to

shift from control to collaboration and allowed for creating safe spaces for positive and
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mutual respect between them and their clients. However, the participants also expressed
fear and anxieties about implementing TIC principles in their practice because of a lack
of organizational support and guidance from senior management. For instance,
organizational pressures to follow safety and risk management procedures sometimes

interfered with integrating TIC and reducing coercive practices.

Another significant challenge for staff was the variability of how health professionals and
management interpreted TIC principles and implemented these principles in their units.
For instance, these discrepancies created concerns for staff regarding bed management
and particularly the female clients’ safety. Creating space for shared knowledge and
accountability and questioning the dominance of the biomedical model based on TIC
principles empowered nurses to voice their concern about the system. This review points
at the importance of organizational structural and cultural changes to facilitate the
implementation of TIC. Moreover, implementation of TIC, even in the same type of
setting (i.e., psychiatric units) cannot ensure the same interpretation of TIC principles,
highlighting the importance of having coaches to guide the implementation process
(Fixsen et al., 2005).

2.4 Trauma and Violence Informed Care

Compared to the above two models, each with decades of history, TVIC is a relatively
new and still evolving intervention that builds on key aspects of those two models. TVIC
was initially articulated as part of EQUIP Healthcare (http://EQUIPHealthcare.ca), a

multi-competent, complex intervention designed to foster the delivery of equity-oriented
health care. EQUIP has three key dimensions: TVIC, cultural safety and harm reduction,
all framed by complexity theory and requiring tailoring-to-context (\Varcoe et al., 2019).
The TVIC component of EQUIP emphasizes the need to create an emotionally,
physically, and culturally safe environment that recognizes the impacts of trauma and
violence (Browne et al., 2012; Ponic et al., 2016; Levine et al., 2021).
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2.4.1  Philosophy and Principles

Like TIC and The Sanctuary Model, TVIC views trauma as a multidimensional response
(brain, mind, and body) to stressful and overwhelming single or ongoing events. These
stress responses can impact individuals’ lives throughout their life span, creating unique
needs and circumstances. Therefore, the first goal of TVIC is to educate service providers
and raise awareness of the impact of trauma, leading to tailoring care and enhancing

service delivery.

TVIC also distinguishes between trauma-specific and trauma-informed approaches and
encourages service providers to create a safe space to reduce harms from service
interactions and increase their effectiveness, rather than treat trauma symptoms (Wathen
and Varcoe, 2019).

2.4.2 Structural Violence

One key difference of TVIC is its explicit emphasis on violence, particularly structural
violence. Like other trauma informed approaches, TVIC is committed to structural and
cultural shifts both at the individual and organizational level; however, TVIC emphasizes
the “V’ (representing all forms of interpersonal, structural, cultural, historical, and
intergenerational violence) more explicitly. This explicit commitment broadens the view
of seeing trauma as past experiences that happen to someone, to recognize ongoing forms
of interpersonal and structural violence (Wathen, and Varcoe, in press). TVIC
acknowledges that interpersonal violence (e.g., child maltreatment, intimate partner
violence) and structural violence (poverty, homelessness, racism, and other forms of
discrimination etc.) are embedded in society and are in many cases explicit acts or results
of policy decisions and non-decisions. Acts of violence, whether interpersonal or
structural, can be perpetuated in service delivery settings if, for example, these services
(in whole are by individual providers) legitimize violence and harm by offering moral or
cultural justifications for them. In other words, “cultural violence makes direct and
structural violence look, even feel right - or at least not wrong” (Galtung, 1969, p.291).
Interpersonal/direct violence, structural violence, and cultural violence together shape a

triangle. Cultural violence is an invariant, a ‘permanence,’ that normalizes historical
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forms of trauma (e.g., the genocide of Jewish or Indigenous peoples) and their
intergenerational aspects (e.g., the impacts of Residential Schools on Indigenous
communities). The presence of these forms of violence (normalization, justification,
denial) in service delivery could lead clients and staff to see repression and exploitation

as normal, and eventually not seeing them at all (Galtung, 1969, Varcoe, forthcoming).

Explicit recognition of structural violence, and commitment to addressing it, along with
interpersonal forms of violence, in practice has been shown to create significant cultural
and structural shifts in organizations. For instance, the implementation of EQUIP in
primary health care clinics encouraged staff to learn about structural violence.
Consequently, post-training staff challenged the status quo and increased their confidence
in handling structural violence that appeared through racism and discrimination. In
addition, the dynamic between staff and Indigenous clients shifted because staff members
were able to move away from taking a biomedical approach to a client’s struggles and
recognizing the impact of the ongoing and intergenerational experience of trauma and
structural violence, including racism, on their lives (Browne et al., 2018). Changing
service delivery by incorporating a universal understanding among and between
providers about trauma, ongoing and past violence, and the impacts of these experiences
on their clients can prevent systems and services from further traumatizing clients
(Levine et al., 2021, Purkey et al, 2020).

2.4.3 TVIC Theoretical Framework

The underlying philosophy of TVIC is a critical theoretical understanding of social
justice. As articulated in the EQUIP intervention, inequities in health and social service
are a result of structural barriers (Varcoe et al., 2019), and achieving health equity in
practice requires recognizing systematic and structural inequities embedded in systems,
including explicit and implicit policies and practices that prevent tailoring care to attend
to these factors (Browne et al., 2018). The four Principles of TVIC as articulated in
EQUIP and subsequent work, aim to improve organizational capacity to provide
responsive care that fits with diverse clients needs on two levels: 1) educating and

supporting staff, and 2) clarifying necessary improvements in organizational policies and
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practices, shifting the culture of care, and facilitating contextually tailored changes in
policies and services delivery. TVIC is framed as “universal” in that the intent is to
reduce harm, tailor care to an individual’s unique needs, and improve service delivery,
regardless of a person’s specific trauma history — in fact, recognizing the very high
prevalence of trauma and violence, TVIC explicitly discourages forms of screening that,
for example, are featured in the Sanctuary Model (Browne et al., 2015; Browne et al.,
2018; Wathen & Varcoe, forthcoming). Moreover, research shows that screening often
has no benefits. For instance, in the context of intimate partner violence having a TVIC
lens, being aware of the prevalence of IPV, creating a safe environment for clients, and
providing options in collaboration with the clients are more likely to ensure individual’s

well-being and safety (Wathen, 2020).

TVIC has four main principles (Figure 1), including 1) Understanding trauma and
violence, including structural violence, and its impact on people’s lives and behaviour. 2)
Creating emotionally, culturally, and physically safe environments for all clients and
providers. 3) Fostering opportunities for choice, collaboration, and connection. 4) Using a
strength-based and capacity-building approach to support clients (Wathen and Varcoe,
forthcoming). Each principle should be implemented on an individual and organizational

level.
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Figure 1

Principles of Trauma and Violence Informed Care (from Wathen and Varcoe, 2021,

used with permission)

Understand trauma, violence and Create emotionally and physically e
its impacts on people’s lives and safe environments for all clients
behavior and providers
EXAMPLES EXAMPLES
Organizational Policies & Procedures Organizational Policies & Procedures
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and viclence q - - -
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Individual Interactions (e.g. peer support, check-ins, self-care programs)
Be mindful of potential histories and effects = individual Interactions
(red flags) + Take a non-judgmental approach (make people

» Handle disclosures appropriately: P feel accepted and deserving)

+ belleve the experlence
- affirm and validate

» Foster connection and trust

» express concern for safety and well-being + Provide clear infprmation and expectations
_ 7
_-__;"i
é Foster opportunities for choice, Use a strengths-based and capacity- é

collaboration and connection building appreach to support clients

EXAMPLES EXAMPLES
Organizational Policies & Procedures .Organizational Policies & Procedures
+ Have policies and processes that allow for = Allow sufficient time for meaningful engagement

flexibility and encourage shared decision-

. L + Provide program options that can be tailored to
making and participation

people’s needs, strengths and contexts

+ Invelve service users in identifying ways to Individual Interactions

implement services and programs + Recognize and help people identify strengths
Individual Interactions + Acknowledge the effects of historical and
Provide real and meaningful care choices structural conditions
+ Consider choices collaboratively «+ Teach skills for calming, centering and
- Actively listen, and privilege the person’s voice recognizing triggers
A downlozada incubatoruwo cafresources/

2.4.4  Implementation Guidelines and Tools for TVIC

At the time of TVIC implementation in the participating organizations in this study, no

implementation guidelines or tools were developed specifically for TVIC
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implementation, though workshop materials and other supports, including expert

facilitation, were available via the Gender, Trauma & Violence Knowledge Incubator at

Western University (http://GTVIncubator.uwo.ca). This gap has become more evident
with a recent scoping review conducted by Wathen and colleagues (2021), who examined
what validated measures exist to assess the impact of the implementation of TVIC
principles in organizations. Most of the existing measures emphasized assessing
knowledge and attitudes about trauma and violence at the individual level, the capacity to
implement TVIC, staff experiences of vicarious trauma, and client perceptions of care.
Less, or no, attention was paid to structural factors such as racism and discrimination,
particularly how implicit bias in organizations and among providers can lead to poor care

experiences for people experiencing marginalization.

2.4.4.1 Research Findings on Implementation of TVIC

As a newer model, TVIC has fewer evaluated implementation examples on which to
draw. The primary source of research on TVIC’s impacts comes from the EQUIP
implementations in primary and emergency health care, with several other smaller case
studies available. Therefore, in this section, | review studies that reported on the results of

these implementations.

EQUIP Healthcare has been implemented and tested in four primary health care clinics in
Ontario and British Columbia (BC) (Browne et al., 2015; Browne et al., 2018; Ford-
Gilboe et al., 2018), and is completing the evaluation in BC emergency departments
(\Varcoe et al., 2019). The main findings of the primary health care study (Ford-Gilboe et
al., 2018), established the link between providing more equity-oriented care, including
TVIC, and better health outcomes among patients across time. As noted above (Browne
et al., 2018), changes in staff perceptions and practices were an important underpinning
of these client pathways — as staff shifted their practices to equity, clients felt more
confident in their care, and more able to manage their care needs. Ultimately, clients
reported reductions in depressive and trauma symptoms, improvements in quality of life,
and even small reductions in pain disability (Ford-Gilboe et al., 2018). Alongside these

staff and client level analyses, EQUIP Primary Healthcare investigated how the policy
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and funding contexts of each clinic enable equity-oriented, trauma- and violence-firmed
care (Lavoie et al., 2018). They identified three fundamental mechanisms that influence
the enactment of an equity mandate of these organizations: 1) accountability and
performance frameworks; 2) patterns of funding and allocation of resources 3) pathways
for new priorities. Even though the clinics participating in the EQUIP primary care study
were interested in enhancing the accessibility of their services and addressing social
determinants of health for their marginalized populations, their work mainly stayed
invisible because these indicators were not embedded in the accountability frameworks
required by their funders, usually provincial governments. In addition, most of these
organizations faced limitations and significant gaps in their funding, making it difficult to
tailor their services to their clients’ complex and ever-changing needs. Thus, when the
allocated resources are not designed to be responsive to these changes, the clinics cannot
adapt. These findings shed some light on facilitators and barriers for operationalizing
equity-oriented approaches, particularly in community-based services. However, the
actual process by which services take up specific aspects of the intervention was not
explored in depth.

Browne et al. (2018), in a related analysis from the EQUIP primary care study, showed
that the intervention enhanced staff awareness and confidence in providing equity-
oriented health care. The staff found the TVIC component of EQUIP particularly helpful
to raise awareness of the impact of trauma and how seemingly non-harmful practices
could be retraumatizing. The discussion about trauma and violence also led to
conversations about staff members’ emotional wellbeing and vicarious trauma. The
authors have suggested strategies to enhance the impact of EQUIP, including explicitly
integrating harm reduction as a key dimension. In clinics with a high number of clients
with substance use issues, providing education on the impact of trauma and violence
requires an explicit link to harm reduction as both a philosophy and a set of practices.
This finding is significant because it clarifies how the complexity of the context and its
interaction with the intervention components could be critical for successful
implementation. The TVIC education component of EQUIP was further analyzed in a

study by Levine and colleagues (Levine, VVarcoe, and Browne, 2021). The findings
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indicate that learning about the impact of trauma and violence increased awareness in
staff and boosted their confidence to provide care for individuals with a trauma history.
This was more evident in staff with relevant social work and counselling backgrounds
than physicians and medical office assistants. Education about TVIC also shifted power
dynamics by challenging the biomedical paradigm and encouraged a more holistic
approach to include the psychological impact of past and ongoing trauma and violence in
providing care. Finally, the supportive context of the organization in one clinic acted as a
facilitator for the implementation of TVIC. In a different clinic, tension, the existing
interprofessional culture, and the power dynamic created barriers in fully embracing
TVIC principles. This finding clarifies the importance of an enabling context for the

successful implementation of TVIC.

In another study conducted by Wathen and colleagues (2021), similar findings emerged.
The authors were interested in understanding the long-term impact of interprofessional
education in TVIC on the individual and organizational levels. They also found TVIC
education increased awareness in thinking about trauma and violence, encouraging
service providers to apply a holistic view and see the “journey” clients had been on
before requiring care. This increased awareness also enhanced service delivery by
avoiding retraumatization and harm. Changes at the organizational level reported by
participants were consistent with the previous study: including creating a more
welcoming space, keeping the conversation regarding TVIC going, and being more
understanding of clients not attending appointments. The organization also increased care

and support for staff to acknowledge the impact of vicarious trauma.

EQUIP has been implemented, since 2018, in three diverse emergency departments
(EDs) in BC (Varcoe et al., 2019). While results are still emerging, one key finding is
that, even among EDs serving quite different populations, those who report receiving
poorer care tend to cluster into specific groups according to their experiences of structural
violence, including social determinants of health such as poverty and, their age and
gender, and the racism and discrimination they experience (Varcoe et al., under review).
This more precise identification of structurally violent conditions and their link to service

quality, provides additional evidence regarding how to tailor TVIC is specific contexts.
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Even though research has examined the implementation of EQUIP and TVIC, more
research is needed to investigate how organizations implement TVIC as a distinct
intervention. To further enhance my understanding of the implementation process, |
reviewed the literature to understand what implementing complex interventions in
complex contexts entails and explore the relevant literature on implementation

frameworks.

TVIC has also been implemented in different contexts such as working with Indigenous
men (Smye et al., forthcoming); improving educational settings and working with
professional teachers for kindergarten to grade 12 (Rodger et al., forthcoming); gender-
based violence (Wathen and Carswell, forthcoming) and elder abuse (Macpherson and

Wathen, forthcoming).

2.5 Implementation

Enhancing health and social services has been the focus of research for decades, but more
recently, this attempt has shifted toward incorporating the latest evidence from research
into service planning and delivery (Fixsen et al., 2005). The evidence-based movement in
service delivery promotes using research-derived knowledge to find ways to improve
service outcomes. Even though bringing research to practice is a desirable outcome for
both researchers and services, the process of producing and sustaining improvement has
remained challenging. There are existing service gaps that are difficult to overcome
(Ogden and Fixsen, 2014).

The effort to understand and overcome these discrepancies has resulted in the emergence
of the field of implementation science and substantial improvements in researching how
best to improve health and social services (NIRN, 2016). Implementation science is
defined as “the scientific study of methods to promote the systematic uptake of research
findings and other evidence-based practices into practice.” (Eccle and Mittman,
2006.p.1). Implementation science is interested in understanding the interactions between
interventions, providers, and contexts at the individual, organizational, and policy/system

levels, both within and beyond health care settings (Bauer et al., 2015).
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2.5.1 Complex Interventions

What makes implementation research challenging is that many evidence-based
interventions, especially those with multiple components, are complex, and the contexts
in which they are implemented are also complex (Shiel, Hawe, Gold, 2008; Fixsen et al.,
2009).

Complex interventions are defined as interventions with several interacting components.
Development, evaluation, and implementation of complex interventions require
researchers to take specific steps, in stages, and carefully consider each stage’s essential
functions. However, these stages do not follow a linear pattern (Medical Research
Council of the United Kingdom, 2008). In 2008, the Medical Research Council of the
United Kingdom (MRC) published guidelines for the design, development, evaluation,
and implementation of complex interventions. The purpose of publishing these guidelines
was to illuminate the potential constraints inherent in the complexity of implementing
these interventions due to their interacting components, which act independently and
interdependently (MRC, 2008).

As the first step in developing a complex intervention, researchers are advised to conduct
a systematic review of the existing evidence (Hawe, 2015a, 2015b). This evidence can be
drawn from available resources such as the health care system, behavioural science,
health psychology, and community psychology (Craig et al., 2013; Moore et al., 2015).
Developing a robust theoretical framework as the second step is critical to target desired
changes and identify a road map to accomplish those changes. This can also be achieved
by interviewing stakeholders targeted by the intervention (MRC, 2000; 2008). The third
step is modelling the process and outcomes. Through pilot studies and modelling
complex interventions, researchers attempt to clarify uncertain aspects of their plan and
improve the design of the intervention. Conducting a preliminary process could be
helpful to confirm the feasibility of the intervention and evaluate the impact of the
intervention (MRC,2000; 2008; 2005; Hawe, 2015). The guideline calls for

standardization of interventions, but it also recognizes that the constant and variable
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components of interventions need to be identified during the exploratory phase (Hawe et
al., 2004).

As discussed in previous sections, TVIC includes multiple components and principles
that impact organizations both on the individual and organizational levels; therefore,
TVIC is a complex intervention that interacts with the context of implementation. While
TVIC was originally examined as part of the EQUIP intervention, it has, as reviewed
above, been taken up as a distinct intervention by others, including the present study’s

participating organizations.

2.5.2 Complex Contexts

Successful implementation also requires an enabling context (Fixsen et al., 2005). Even
though an intervention may be designed with specific outcomes in mind, it may deviate
from its design when adopted by a complex system. This means that the complexity of
the system in which the complex intervention is implemented also plays a critical role.
Complex interventions are context-level interventions, and their multi-level nature is not

limited by having different components (Hawe, 2015).

Hawe and her colleagues (2009) argue that the importance of context has been absent in
the complex intervention discourse, which has led many interventions to fail and mislead
subsequent research. They posit that instead of over- relying on individual-level
theorizing, researchers should adopt a dynamic, ecological approach to studying complex
systems, as the setting and structures of the organization add additional dimensions to the
complexity of the intervention (Hawe, 2015). An ecological approach recognizes that
individuals connect with their social context directly, and this social context has
significant impacts on how an intervention unfolds. Producing changes in individuals’
lives requires consideration of their social location because “the essential point is that the
theory driving the intervention is about the dynamic of the context or system, not the
psyche of attributes of the individuals within it” (Hawe et al., 2009, p. 269).

Here the context is defined as “the wider situation surrounding something and how this

wider situation confers meaning” (Mclaren, & Hawe, 2005, p.7). Factors such as where
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people work or live or the characteristics of the groups, they belong to become relevant to
the research, resulting in a more robust multi-level analysis (Mclaren, & Hawe, 2005).
When complexity is the property of a system, not only an intervention, it makes that
system more adaptive, meaning “the process of change that results as various intelligent
agents - from policymaker to patient- who modify their behaviour (including any actions
required to implement the intervention) in an effort to improve outcomes relative to their
own perspective and objectives” (Greenwood-Lee et al., 2016. p.2). Furthermore,
complex systems such as health care tend to behave in a nonlinear phase transition,
meaning they change their positions frequently and quickly (Shiel, Hawe, Gold, 2008,
p.1281). Thus, the implementation of successful changes in a system depends on
understanding the nature and the diversity of the activities taking place within it
(Greenwood-Lee et al., 2016). In addition, considering the principal agents and the
significance of their roles in a system draws attention to social relationships that shape
the system. These social relationships could play a key role in incorporating changes into
a system since interventions often create new social roles, bridge existing gaps, and
increase and change the dynamics of social interactions (Hawe, 2015a, 2015b).

Implementation of a complex intervention in health and social services requires attention
to three features: 1.) the providers’ expertise, and how to incorporate the intervention into
their daily practices and routines. 2.) recognition of variation among services; and 3.) the
dynamic between the complex intervention and the complex system in which it is
implemented, “conceived as evolving networks of person-time-place interaction” (Hawe,
2015, p.310). To understand how a complex, context-level intervention such as TVIC is
implemented, it is crucial to explore the structures, culture, and relations embedded in the
system. It is necessary to examine the implications of these contextual factors on the
implementation process, noting that the dynamic relationship between the intervention
and the context in which it is implemented adds multiple dimensions to the complexity of
delivering the intervention (Greenwood-Lee, 2016). Furthermore, these contextual
differences exist both within and between organizations, making it essential to understand
the implementation of the interventions in the “real world” environments in which

organizations provide different services (Baker, 2011). Therefore, the present study was
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interested in understanding the impact of contextual factors on the implementation
process of TVIC in social services while paying particular attention to the variation of

service delivery across different settings.

2.5.3 Implementation Frameworks

Different frameworks have been developed in the implementation science field to study
and guide how interventions are taken up by health and social services and what
indicators ensure successful implementation (Fixsen et al., 2005). There are three main
approaches in the literature to understand the facilitation and adoption of interventions in
organizations, including diffusion (letting it happen), dissemination (helping it happen),
and implementation (making it happen) (Greenhalgh et al., 2004). In the “letting it
happen” or diffusion of innovations approach, an organization often becomes interested
in taking up an intervention as “a good idea.” The uptake of interventions usually occurs
informally; however, their fidelity (commitment to fully deliver the intervention) and
sustainably (continuity of using the intervention) are not guaranteed (Greenhalgh et al.,
2004). “Helping it happen” or dissemination investigates organizational readiness and
system influences and encourages more active approaches such as developing websites
and guidelines and providing training to increase the likelihood of using the intervention
in service delivery (Greenhalgh et al., 2004). Even though dissemination could be
effective and result in higher fidelity and sustainability (Greenhalgh et al., 2008) than
diffusion, these are still far behind the “making it happen” or implementation-oriented
approaches (Fixsen et al., 2013). To “make it happen”, the organizations adapt the
innovation to the cultural and structural requirements of the organization and the outcome
is the actual use of the intervention and full integration of its components into practice
(Greenhalgh et al., 2004). “Making it happen” approaches or applied implementation
frameworks aim to address the gap in the literature on understanding the impact of the
interaction between complex systems and complex interventions and the implications of
these interactions on the implementation process, fidelity, and sustainability (Fixsen et
al., 2005; Greenhalgh et al., 2004). Applied implementation science is interested in
learning how complex interventions should be implemented to achieve success on
specific outcomes (Duda., 2015). The present study was interested in understanding the
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process involved in the full integration of TVIC in specific social services; therefore, |
applied the Active Implementation Frameworks (AlIFs) to explore the implementation of
TVIC as a complex intervention in complex social services. Active Implementation
Frameworks proposes five frameworks to achieve successful implementation.
Furthermore, an enabling context plays an essential role as a container that holds these
frameworks and facilitates full integration of the intervention into the context (Fixsen et
al., 2005). In the next section, | will describe the AlFs.

2.5.4  Active Implementation Frameworks

In 2005, the National Implementation Research Network (NIRN) published a monograph
based on an extensive literature review on implementation science (Fixsen et al., 2005).
The development of AlFs resulted from synthesized multidisciplinary research on
implementation science, including the five frameworks: usable intervention criteria,
stages of implementation, implementation drivers, improvement cycles, and
implementation teams. The AIFs define implementation as “a specific set of activities
designed to put into practice an activity or program of known dimensions” (Fixsen et al.,
2005.p.5). These activities take place over time and in multiple stages that overlap and
are repeated when necessary (Fixsen et al., 2013). Successful implementations result
from interactions between different factors, all equally important. These factors include
effective interventions, effective implementation methods, and enabling contexts that
ensure socially significant outcomes (figure 2). This approach to implementation is
essential because it respects the complexity of implementing complex interventions in
complex contexts while adding attention to robust implementation methods. Emphasizing
the multiplicity of the interactions between these factors shows the importance and
contribution of each factor to successful implementation. AIFs encompass the range of
possibilities that could facilitate or prevent the integration of an intervention into a new
context, particularly emphasizing the importance of context, broadly defined, as an
enabling factor for achieving desired outcomes (Fixsen et al., 2005). Emphasizing the
multidimensional nature of enabling factors makes AlFs suitable to study the
implementation of complex interventions, such as TVIC, in complex contexts, such as

social services.
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The five AlFs frameworks cover the “What,” Who When and How of the implementation

process.

What: Refers to the evidence-based intervention that is teachable, learnable, doable, and

readily assessed in practice.

Who: Refers to the implementation team(s) accountable for the integration of the

intervention into practice, while ensuring equity in each step.

When: Refers to the implementation stages in which particular activities occur over time.
They are revisited as needed.

How: Refers to implementation drivers and improvement cycles that create a system of
support for sustainability. (NIRN, 2021, Duda et al., 2014).

In the next section, | provide a summary of each framework.
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Figure 2

Impact factors (NIRN, 2016)

Implementation Team Implementation Drivers

Enabling
Context

Implementation Stages Usable Intervention Improvement Cycles
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2.5.4.1 Usable Intervention

The first framework of AIFs is concerned with the importance of determining what an
intervention is and how it is perceived by implementers and service providers (Fixsen et
al., 2009). Organizations must have a clear understanding of the details and components
of the intervention to assess the intervention as a good fit. An in-depth understanding of
what an intervention offers ensures fidelity and sustainability of the implementation.
Fixsen et al. (2013) argue the usability of the intervention should be fully grasped by
service providers for effective implementation at the practice level (p.219). AIFs propose
four essential criteria for assessing the usability of an intervention. A clear description
of the intervention is the first criterion for an organization to consider when evaluating
its fit. Understanding what an intervention offers and how its implementation impacts
service delivery is essential because not every intervention is a good fit for the
organization. For an intervention to be fully integrated, its core values and principles
should align with the organization’s values and principles. Once the description of the
intervention is clear, then program components should be identified and clarified. These
are the critical features of the intervention that, when operationalized, ensure that the
implementation progresses (NIRN, 2021). For instance, in TVIC implementation, after
developing knowledge and understanding about trauma and violence, the organizations
must identify components of TVIC that should be in place to move toward becoming
trauma- and violence-informed. Then operational definitions of each feature describe
how it should be implemented. The operationalization of these components eventually
should be assessed to measure practical fidelity (NIRN, 2021). For organizations
knowing and learning about the core components of TVIC is not sufficient; they must
also understand how TVIC principles and values can be operationalized. For instance,
learning to create an emotionally, culturally, and physically safe environment asa TVIC
principle is an important step; but this should be implemented to change the service
culture. This can happen when practitioners, for example, modify intake forms by
eliminating questions that potentially retraumatize clients. After implementing necessary
changes, the organization should repeatedly assess the effectiveness of the intervention to

see if it is used as intended.
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2.5.4.2 Implementation Stages

The second AlFs framework proposes four overlapping stages for implementation and is
about when certain things happen during the implementation. AlFs suggest a nonlinear
and interconnected process for intervention, implementation, and a multi-stage
framework to demonstrate different points in the implementation. These stages overlap
and may reoccur, while activities in one stage may be repeated as the next stage begins
(Metz et al., 2015, Metz & Bartley, 2012, Fixsen et al., 2005). Each stage includes a set
of specified activities and structure that ensures moving to the next stage of

implementation.
Stage 1: Exploration and Adaptation

The exploration stage is a crucial step to build a solid foundation for the implementation
process. A deep understating of the intervention helps to clarify what to expect and how
the result of the implementation could potentially affect the organization. Articulating
potential facilitators and barriers will aid the implementation team in anticipating and
overcoming challenges. It is the step where an organization identifies the usability of
intervention, then assesses if it is a good fit for their organizational needs. Many
organizations expect to implement an evidence-based intervention in a “plug and play”
manner. This expectation could end the implementation process in its infancy because the
organization is not prepared to face the uncertainty and challenges that accompany the
implementation of complex interventions. In fact, implementation of EQUIP has been
shown to create tensions in the organization regarding structural violence and other
related topics such as substance use issues (Browne et al., 2018). Therefore, this stage is
crucial in identifying how the intervention could be operationalized in the organization. It
is necessary to set realistic expectations by carefully examining the intervention and the
implementation process before identifying required resources and potential barriers
(Fixsen et al., 2013). Often in this stage, organizations build connections with individuals
or groups (coaches and purveyors) to assess the intervention as a good fit. If the
organization decides to proceed with the implementation, these individuals will actively
work from within to ensure successful implementation with high fidelity and

sustainability (Fixsen et al., 2005).
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In addition, creating readiness for change in individuals and organizations is an essential
step in the exploration stage (Fixsen et al., 2013). Readiness is defined as the willingness
and ability of an organization to implement a new intervention and can be viewed as a
necessary condition to ensure successful and sustainable implementation (Greenhalgh et
al., 2004). It is difficult to determine when an organization is “ready” for implementation
because we often do not have empirical tools and guidelines to measure readiness, and
readiness is not a stage that an organization reaches; it is a dynamic and multidimensional
concept. Readiness is multifaceted because various factors could increase or decrease the
readiness of an organization, including motivation (advantage, compatibility, etc.),
general capacity (sufficient staffing, effective leadership, etc.), and innovation-specific
capacity (human, technical and fiscal resources). It is also dynamic, meaning the level of
readiness could fluctuate over the implementation process and requires monitoring
(Sassia et al., 2016). In addition, when an organization is not fully ready, it does not
necessarily mean the implementation will be unsuccessful. Increasing readiness in the
organization is an essential step in the exploration stage to guarantee a successful
implementation.

It should also be noted that when an organization identifies a potential intervention, it
does not mean that every component will match their needs and readiness; context plays a
crucial role in implementation logistics. Therefore, during exploration and adaptation,
organizations need to outline the intervention components required to assess suitable
aspects; and they need to decide whether sufficient fidelity can be achieved, ensuring the
realization of anticipated benefits. Clarifying the details of an intervention is an essential
step because it could help the organization use the intervention effectively and shift
important, pre-identified outcomes. Mapping the intervention’s core principles and
strategies with desired outcomes and expectations, and committing to intervention
fidelity, must underpin implementation. This means that organizations need to consider
the potential fit between the target population, the organization, and available resources,
with the program’s key principles, underlying theories, and the proposed model.
Furthermore, potential barriers such as funding streams, staff patterns, and required
organizational, cultural, and structural shifts require examination (NIRN, 2021).

Stage 2: Installation
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and assess the required resources to enable the implementation drivers required to support the

implementation process (Fixsen et al., 2013).

Since | mainly had one interview with the organizational leaders who participated in this phase
of the study, the results do not cover all the main activities of the exploration stage. However, the
findings provide valuable information on understanding how organizations engage in the
exploration stage, particularly how these specific organizations identified their needs, learned

about TVIC, and evaluated it as a good fit for their organization.

Figure 4

Summarizes these key steps from the present data, which are then synthesized below.

Necessary Cultural and Structural Changes

Support for Staff

Learnlng
about
Possible
nterventions

Advantage
Compatibility
Observability
Reinvention
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4.6 Needs Assessment

For the participating organizations, the exploration stage mostly started with realizing that
necessary shifts were required in service delivery due to rapid changes in the community and in
clients’ needs. These changes resulted from external circumstances such as the arrival of the
Yazidi refugees, who had and were continuing to experience extreme levels of trauma and
violence and their impacts; the toxic street drug overdose crisis; and an increased level of
poverty and homelessness in the city. There were also growing internal needs, such as the need
to improve skills and knowledge within the organization about trauma and violence and attend to

vicarious trauma and staff well-being.

The established structure of the participating organizations could not respond, for various
reasons, to these needs, and sometimes outdated policies and procedures acted as a barrier for
implementing change. Difficulty in communication with staff, lack of sufficient time and time-
use flexibility, and funding issues were among these barriers. These internal and external
pressures, in various combinations, led many of the organizations to search for innovations that
could facilitate change. Advocacy for change in some organizations was a bottom-up approach
initiated by direct service staff, and in others it was a top-down approach encouraged by the

executive directors.

4.6.1 Learning about Possible Interventions

Two factors played essential roles in learning about TVIC: 1) informal relationships and/or
formal partnerships with other organizations in the city; and 2) the collective decision made by
the London community to become a trauma and violence informed community, facilitated by
CRHESI (a community-university partnership) and key local champions such as the GTV
Incubator and especially Sophia. Many organizations had longstanding partnerships with other
organizations in the community that were pioneers in implementation of trauma-informed
approaches, such as the mental health agency. Through these interactions, the organizations
interested in TVIC implementation learned about TVIC and its impact on an organization,
accessed valuable knowledge about the implementation process and eventually had the
opportunity to be mentored and coached. In addition, the CRHESI meeting that specifically

focused on promoting TVIC in London provided a chance for many of these organizations to
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come together and sparked new interest in the implementation of TVIC. Our presence in the
meeting as researchers from Western University also increased the credibility of TVIC as an

evidence-based intervention.

Many of the individuals who became champions of the implementation of TVIC participated in
this meeting and acted as knowledge brokers in their organizations. Knowledge brokers (KB) are
individuals who are often aware of required changes in an organization and search for evidence-
based interventions that could bring the desired outcomes to the organization (Dobbins et al.,
2009). The KBs in this study — both those from organizations and from the GTV Incubator
(including overlap in these — i.e., champions often came from or became members of the
Incubator for exactly this work) usually initiated partnerships with other organizations with
expertise and prior knowledge in the implementation of TVIC. Initial first steps of the
implementation, such as meetings, planning and training sessions, were usually taken by these
individuals. These champions usually worked as coordinators and capacity-builders in the
organization; therefore, they had access to their Board, leadership and direct service workers and
were able to create valuable links in the system (figure 4). When KBs had robust
interorganizational relationships, they could advocate for the TVIC implementation and increase

readiness.
Figure 5

Displaying the Role of KBs in the Implementation Process

Knowledge Brokers
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4.6.2 Organizational Readiness

Creating readiness for change in individuals and organizations (discussed in chapter 2) is an

essential step in the exploration stage (Fixsen et al., 2013).

The level of readiness at the point of interviews conducted in this study varied among the six
participating organizations. One was not ready to start the implementation process immediately,
as their processes and infrastructure were overwhelmed by other demanding tasks such as
reorganizing the configurations of the departments and starting other new initiatives. Therefore,
they were not prepared to take up another intervention (lack of general capacity). There was also
a lack of connections with other organizations in the community and insufficient knowledge and
skill needed for implementation (innovation-specific capacity) in another organization, that

prevented further exploration.

Four other organizations had a higher level of readiness and were moving to different stages of
implementation. In the next section, I will discuss the motivational factors that increased these

organizations’ readiness and made TVIC a good fit.

4.6.2.1 TVIC as a Good Fit

Perception of an intervention as a good fit often increases the change-readiness of an
organization, and multiple factors could contribute to this (Fixsen et al.,2005; Greenlagh et al.,

2004). Here I discuss some of these factors in relation to TVIC implementation.

4.6.2.2 Relative Advantage

Among participating organizations, TVIC was mainly regarded as an effective tool for
management and a new framework for implementing change. As an evidence-based intervention,
TVIC enabled the organization to implement necessary cultural and structural changes. When an
intervention has a clear advantage, such as effectiveness or cost-effectiveness, it is more likely to
be adopted. TVIC also provided a shared reality and common understanding across different
levels in organizations that facilitated communication — i.e., new language for direct service staff

to share concerns about care practices (e.g., re-traumatizing practices as “structural violence”).
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4.6.2.3  Compatibility

When organizations find an intervention compatible with their norms and values, they are more
likely to adopt it. TVIC’s main principles and values were compatible with many of the
organizations that participated in the study. They were interested in developing policies and
procedures based on understanding trauma and violence and creating an emotionally and
physically safe environment for clients and staff. Furthermore, TVIC provided training
opportunities for staff to learn about vicarious trauma and its impact on their health and well-
being.

In addition, TVIC emphasizes fostering trust, collaboration and connection between providers
and clients, resembling the main principles of client-centred care already familiar to many
organizations and providers. Other programs such as anti-oppression workshops and Indigenous
cultural safety training also shared similar norms and values with TVIC. These similarities
enabled organizations to link TVIC to their prior knowledge and facilitated learning.

4.6.2.4  Observability

The arrival of the Yazidi refugees with their extreme levels of trauma was a motivational factor
for implementing TVIC across at least three of the participating organizations (settlement
service, interoperation agency, community health centre). Therefore, TVIC’s focus on
understanding trauma and violence was a clear and observable benefit for these organizations. If
the benefits of an intervention are observable, and “quick wins” can be had, organizations are
more likely to adopt the intervention. Creating a safe environment that was mindful of the health
impacts of trauma and violence based on the principle of TVIC could support staff and build
their confidence and capacity to provide more effective care. In addition, partnerships with other
organizations in the community that implemented TVIC offered excellent examples, and role

models, of the impact of TVIC.

4.6.2.5 Reinvention

TVIC is highly tailorable to the needs of organizations. This is a desirable attribute for
organizations because they are more likely to adopt an intervention when it is adaptable to their

context. During the exploration stage, the organizations learned that the training and
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implementation of TVIC could be tailored to their priorities and needs enabling them to add and
eliminate what they required. For instance, the interpretation and translation agency was
interested in changing the title of TVIC to “trauma- and violence-informed interpretation,”
adding specific tools and skills necessary for interpreters. The police service had difficulty
connecting to the concept of care, as they don’t see themselves as providing “care” per se;
therefore, trauma- and violence-informed care became “trauma- and violence informed-
principles.” These organizations were able to take advantage of the flexibility of TVIC and
modify it to what was most appropriate for their context, while still committing to the main

principles of TVIC.

Following this exploration stage, three of the six organizations decided to implement TVIC.
They were selected as cases for this study, and | will discuss the findings of the implementation

process in these organizations in the next chapter.
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Chapter 5
5 Findings Part B

In this chapter, I will discuss the findings of phase two of the study, where | explored the TVIC
implementation process in three organizations: a settlement agency, a police service, and a
translation and interpretation agency. Each organization was in a different implementation stage
when | started my data collection and moved through one or more subsequent stages as the
implementation progressed. As discussed in previous chapters, the AlFs propose five
interconnected frameworks that together represent the implementation process. Interactions
between a usable intervention, effective implementation methods, and enabling contexts indicate
the success of an implementation (Fixsen et al., 2010). In the previous chapter, | discussed TVIC
as a usable intervention, the first implementation stage of exploration, and activities involved in
this stage in participating organizations. Three of these organizations moved forward with the
implementation of TVIC and engaged in the subsequent implementation stages, including
installation, initial implementation, and full implementation. These stages are not linear, and an

organization may return to the previous stages (Fixsen et al., 2005).

The Installation stage begins with creating and acquiring needed resources to move the
implementation of necessary changes further along and incorporate the interventions’ principles
into service delivery. Purveyors and coaches work with the implementation team to establish
essential competency and organizational drivers to foster the implementation (Fixsen et al., 2005.
NIRN, 2021). The Implementation team encompasses the Who part of the implementation and
consists of individuals who have the required knowledge and skills to ensure the sustainability
and fidelity of the intervention. They select a usable intervention and address the structural
changes required for supporting the new intervention. However, incorporating new interventions
into the pre-established routines of an organization is not an easy task. Existing service delivery
approaches, even if problematic, still feel convenient, and organizations may encounter
resistance and push-back when implementing change. Therefore, evaluation and repurposing of
established programs could facilitate the implementation and reduce interference with the new
intervention (Bertram et al., 2015). The Implementation drivers are also formed in this stage
and include the How of the implementation and three necessary factors for a successful
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implementation: 1) staff competency drivers: providing staff support to use the new intervention;
2) organization divers: ensuring that the structural supports such as program, policies, and
procedures for the desired implementation outcomes are available; and 3) leadership drivers:
emphasizing current and future leaders’ abilities to apply appropriate strategies when facing
technical versus adaptive challenges. Ensuring the establishment of these implementation

drivers is essential for fidelity and sustainability of implementation (Duda & Wilson., 2015).

Improvement cycles are also part of the How of the implementation process for initiating and
managing change. An improvement cycle begins with goal identification and using the Plan-Do-
Study-Act method, to achieve the desired outcomes. The implementation team applies the
available information to Plan how they intend to achieve their goals. Then they set their plan in
motion and enter the Do part. The impact of manifesting the plan is monitored in the Study
phase. The implementation team gathers data and information to evaluate the impact of their
actions. Finally, they act according to the data provided in the Study phase, and either continue

with or modify, their actions. The cycle could be repeated if necessary (Duda & Willison., 2015).

In Initial implementation, practicing the new intervention begins, and its principles are
integrated into the service delivery. However, the excitement of new ways of service delivery
could be challenged by resistance to shifting the status quo and fear of change. Therefore,
infrastructures placed in the previous stages play an essential role in providing structural and
cultural support to overcome the resistance and move to full implementation. Support and
encouragement from leadership particularly could have a positive impact in moving the
implementation forward. Finally, Full implementation occurs when staff is comfortable enough
with new service delivery and clients’ satisfaction increases. Implementation drivers are fully
established and supported. Ongoing and progressive evaluation becomes a routine in the
organization to provide feedback for improvement(Bertram et al., 2015). Table 7 summarizes

these key activities by stage.
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Table 7

AlFs Implementation Stages- Taken from Fixsen et al, 2005)

Installation Initial Implementation Full Implementation

¢ New service not yet e Service delivery initiated e Skillful implementation

delivered e Data use to drive decision e System and organizational
¢ Develop implementation making and continuous changes institutionalized

supports improvement e Measurable outcomes
e Make necessary ¢ Rapid cycle problem solving

structural and

instrumental changes

In the following sections, | explain the implementation process and the work undertaken in each
organization, addressing the following two research questions:

1. What structural, cultural, and practical changes are required to implement
TVIC, and what factors enable or impede uptake?

2. How does TVIC implementation impact organizations?

51 Overview of Case Sites

| interviewed individuals in various managerial roles in the three case organizations and
discussed the TVIC implementation process in their unique context. | also participated in regular
TVIC meetings in the settlement agency and the police service. The interpretation and translation
agency had moved beyond the baseline training and was in the process of applying for extra
funds to continue the implementation; therefore, the TVIC meetings were on hold. During these
meetings, | collected field notes and recorded my reflective insights. The data gathered through
these notes complements my analysis of the interviews in this chapter. Table 8 provides details

of each site and the interviews conducted.
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Table 8

An overview of the participating agencies serviced as cases for this part of the study. 2

Mission: facilities resettlement for newcomers and
refugees, provides integration services and supports, and

promotes intercultural awareness and understanding

Vision: A more welcoming community where newcomers

can succeed

Organizational values: inclusion, compassion,

empowerment, advocacy and

Type of Organization Number of | Number Participant Pseudonym & Role
Staff of
interviews
Settlement Agency: Over 100 7 Kent, Executive Director (ED) — (2

interviews)

Sally, Capacity-building coordinator — 3

interviews)

Kia, Project and administrative

coordinator — (1 interview)

Jain, Wellbeing counsellor - (1 interview)

2 Data from one of the participants in the settlement agency was excluded because they did not provide any relevant information.
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Type of Organization Number of | Number Participant Pseudonym & Role
Staff of
interviews
Police Service over 600 4 Bob, Superintendent of the corporate
sworn division-(1 interview)
Mission: to ensure the safety and wellbeing of the
members
communities served. Roy, Administrative Sergeant-(1
and 300 Y geant(
- interview)
Vision: to be respectful and responsive to the evolving civilian
needs of the community through a strategic and staff Sam, Administrative Sergeant of the
collaborative partnership. Human Resource-(1 interview)
Organizational Values: professionalism, excellence, Karen, Former police officer and
integrity, inclusiveness, transparency, accountability, Purveyor (assisted the implementation
diversity and trust. team)- (1 interview)
Translation and Interpretation agency 18 member 2 Anita, ED-(1 interview)
staff and 60
Mission: provides translation and interpretation services to interpreters Linda, Agency’s training coordinator (her

the community to reduce language barriers

Vision: assisting service providers, decision makers and

clients to communicate accurately and confidentially with

role should not be confused with the
TVIC trainer)- (2 interviews)
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Type of Organization Number of | Number Participant Pseudonym & Role
Staff of
interviews

each other through qualified interpreters, translators and
other language service professionals and services.
Other services include:

 interpreter training and certification

« Language testing and test development

« Voice talents and voice-over recording
Gender Trauma and Violence Knowledge Incubator NA Sophia, TVIC Coach and Purveyor
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Figure 6
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5.2 Key Implementational Drivers

5.2.1 TVIC Committees

The TVIC committees and implementation teams across cases were diverse in size,

responsibility, and how they were constructed. Their primary purpose was to facilitate and

support TVIC implementation. The initial implementation for the settlement agency started

with forming a TVIC committee, including the executive director and the capacity-building

coordinator. They invited managers and senior staff across the organization to be actively

involved in the committee. Sally, the capacity building coordinator, said:
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but an oversight that went unnoticed by the committee members. The exclusion of sworn
members later surfaced as a problem, mainly when the committee planned the baseline training,

discussed below.

The TVIC committee in the interpretation and translation agency was a small committee
including the ED, the agency’s training coordinator, and Sophie, the coach from the partnering
mental health organization. The size of the organization and its structure played a role in forming
the TVIC committee. The organization had 18 staff, including both part-time and full-time, and
60 interpreters. However, the interpreters rarely came to the organization and were only
contracted if needed. Therefore, the interpreters were not aware of, or much involved in, the
changes happing in the organization. Anita, the ED, hoped that developing peer-to-peer groups
could enhance connections among interpreters and motivate them to become more involved. The
TVIC committee was a key organizational driver of the implementation process in all the

participating organizations, initiating or hoping to provoke structural and cultural change.

5.2.2  Structural and Cultural Change

Changes were more significant and pronounced in the settlement agency because they were
further ahead in their implementation process. The police service and interpretation and
translation agency experienced some subtle changes; however, they mainly elaborated on the
types of changes they hoped to see in their organization. I discuss these actual and potential
changes at individual practice and organizational levels. However, it should be noted that change
on the individual and organizational levels is always very intertwined. It is often difficult to draw
a clear line between where the individual levels changes end and the organizational level begins.

5.2.2.1  Driving Individual Practices
5.2.2.11 TVIC Baseline Training

TVIC baseline training — consistent with the first principle of TVIC (knowledge and
understanding of trauma and violence) - was one of the first initiatives recommended by the
TVIC committee in all three organizations. The baseline training had particular importance since
it introduced TVIC to the staff and communicated the organization’s intention to implement

TVIC. In each organization, the TVIC committee designed and planned introductory training
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sessions for staff with the guidance of the coaches and purveyors to modify the training to target

their unique needs.
Table 9

TVIC Training: Similarities and Differences Among Participating Organizations

Participating Length of the | Type of Trainer/s Participants Post-
Organizations Training the training
Training Feedback
Settlement Two days In-person | Sophia/ All staff Yes
Agency another trainer
from the
mental health
agency
Police Service 12 weeks Online Sophia/ All staff Yes
another
26 sessions ember of
GTV
Incubator
Interpretation and | Two days In-person | Sophia All staff Yes
Translation
Agency

The settlement agency planned two full-day training sessions for the entire organization to
establish a baseline understanding of TVIC principles. The committee intended to provide
knowledge and tools for the staff to support their work with traumatized clients. The TVIC

committee had several sessions with the coaches and purveyors from the partner mental health
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agency to prepare appropriate content for the TVIC training for their staff. Sally, the capacity

building coordinator of the settlement agency, said:

So, we are a settlement agency. There are many cultural factors in a lot of work that we
do, so we really needed to target and tailor the approach for us, which our coaches really

worked hard through that with us.

Many concepts included in the TVIC baseline training were universal approaches regarding
exposure to trauma and violence. However, the committee and the coaches ensured the
settlement agency’s context was recognized and included in the training. The goal, according to
the trainers/purveyors, was to provide core content of TVIC, share their own lessons learned, and
support the settlement agency in tailoring TVIC to their own needs and context. The training
concepts included: newcomers’ wellbeing, a basic understanding of complex trauma, vicarious
trauma, and practical applications and tools. During the TVIC training Sophie invited the staff to
participate in the sessions by providing examples from their daily jobs. They encouraged staff to
apply the trauma and violence-informed care principles by reframing the examples and providing
alternative approaches. The TVIC training created awareness and validated the wisdom and

skills staff had developed over years of experience. Kia said:

| remember talking to one of my colleagues and saying Oh my God, this has been
interesting. | want to read more about it! It really helped me to re-evaluate things that we
do and that there is so much room for improvement when it comes to trauma and violence
to inform care about our clients, about our families, like I just thought like we could do

better, and | thought that this would really help to create awareness around these issues.

In addition, being immigrants and refugees themselves, many of the staff could relate to the
training personally and found an explanation for their trauma history. The training created
motivation for some staff to be more actively involved in the TVIC implementation. Kia was
very excited about the training and became a member of the TVIC committee to support the
implementation work. By learning about trauma and TVIC principles, he created new ways to
understand his clients and be more mindful of their circumstances and difficulties. TVIC also

gave him hope and tangible tools to apply in his department to enhance service delivery:
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I believe that it’s an important part of the work that we do especially because of the
profile of the people that we work with. We provide service that it is very likely that we
need those tools, or we need that information. [We need to know] what might be the

triggers for people or how do you identify trauma. | really find that part important.

TVIC training also positioned the intervention as scientifically valid and evidence-based. It
provided a reliable framework and validated their work. Sally, the capacity building coordinator,

said:

I think it is, you know, it’s the work that I think we all do, and I think hopefully that was
validating for some people that I think they do this, but they didn’t know what it was

called, a professional language.

Jain, the wellbeing counsellor also enjoyed the training and was excited to find a reliable tool.
She said:

I benefited from articulating some of the things maybe that I didn’t know it was in TVIC
like I just knew in my heart. | knew it in my gut. I knew it in my interactions, but now |

can put it all in this nice little box. It’s empowering and it’s lovely.

The feedback from the staff was positive, and the training was well-received, encouraging the
organization to be more committed to moving forward with the implementation of TVIC and
making it happen. After completing the baseline training for the entire organization, the TVIC
committee identified TVIC related priorities and developed an action plan to implement
necessary changes. One of the priorities for the organization was building the capacity to train
their part-time contractors, including language support staff, interpreters, life skill workers, and
even volunteers. They also needed ongoing baseline training for new employees to learn about
TVIC and incorporate its principles into their service delivery. Therefore, some of the committee
members stepped up to deliver the baseline training for new employees and part-time employees,
and due to their effort, the baseline training evolved. Learning from the first round of training the
coaches and purveyors provided, they modified and redesigned the training further to map their

organization’s specific needs
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The new topics were more directed at the acculturation process and the pre-- and - post-
migration processes. A key learning for staff was that the resettlement process itself could be
traumatic for some newcomers since they had to leave their homes and family behind in the

country of origin.

For the police service, the implementation of TVIC was about creating resilience of staff. Bob,

the superintendent, who was an active member of the TVIC committee, explained

[Als a police officer, you are going to be exposed to violence and traumatic events and

hazards of the occupation, and a big piece of resiliency is being informed.

TVIC training was the vehicle for the committee to create awareness about the difficulty and
hazards that police members often encounter in their day-to-day jobs. These encounters tend to
be traumatic and violent and could often result in occupational stress and injuries. Therefore, the
TVIC committee intended to unpack the symptoms and signs of these injuries and emphasize
organizational support for the staff. Roy, the administrative sergeant and a member of the TVIC

committee, reflected on how this awareness could help create certainty and stability:

It’s not necessarily the worker has that mindset initially, but because of the day in and
day out grind of law enforcement or day-to-day tasks, people end up adopting certain
outlooks or mindsets ... to be able to address the membership as a whole for best
practices and standards and expectations on, you know, if something does happen. This is
what the organization is going to do and support and what we’re going to do versus an

unknown scenario type of thing.

Baseline TVIC training for the police service was integrated with other initiatives to change the
narrative around mental health. The organization was interested in changing its culture and
breaking down mental health stigma by communicating to its staff as Bob said, “it is not
something that’s wrong with you; it’s something that’s happened to you and had an effect on
you. It’s a health issue.” This message was the basis of the training and the implementation,
which aligned with TVIC principles. TVIC training was thought to provide a fresh perspective
on stigmatization of mental health that had been normalized in the organization for a long time.

Sam, the administrative sergeant of human resources, said:
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Appendices

Appendix A

Text for Recruitment Email 1 sent by CRHESI to 25 organizations attending November 15,
2017 meeting

Dear xxx

This email is in follow-up to the meeting you attended on November 15, 2017 at Innovation
Works hosted by the Centre for Research on Health Equity and Social Inclusion (CRHESI),
where we discussed the idea of making London a “Trauma- and Violence-Informed Care (TVIC)

Community”.

| am writing to invite you to consider participating in a study being conducted by Ph.D.
Candidate Tanaz Javan. Tanaz is in Health Information Science Program at Western University,
and is supervised by Dr. Nadine Wathen, with Drs. Marilyn Ford-Gilboe and Lorie Donelle. The
research was briefly described at the meeting.

Attached is a one-page document summarizing the project. Tanaz would like to meet with you,
for about 30 minutes, to discuss your initial and current thinking regarding uptake of TVIC in
your organization. Please respond directly to Tanaz || | | JJEEEEE it you are interested in
participating, or would like additional information. You can also email Tanaz, or Nadine

I i you have any questions.

Thank you for your time and consideration.
Sincerely,

<CRHESI representative>
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Appendix B
Project Summary

Organizational Implementation of Trauma- and Violence-Informed Care: A Multiple Case
Study Analysis

Background & Rationale

Health and social inequities are increasing, especially for those already marginalized by systemic
barriers, such as poverty, discrimination and racism. Many people, across the socio-economic
spectrum, have experienced various forms of trauma and violence; for those facing structural
barriers and marginalization, these exposures, and their consequences, are often worse, making it
even more difficult to access health and social services. To address these challenges, there is a
call to explicitly integrate equity-oriented care to address barriers and improve outcomes by
addressing both individual and social/structural determinants of health. A core aspect of equity-
oriented care is attention to trauma and violence, and their effects, and a commitment to
minimizing harm by adopting what we call trauma- and violence-informed care (TVIC). TVIC,
and its related concepts of contextually tailored, culturally safe care, and harm reduction, act
both as “universal precautions” to reduce harm, and as an approach to tailoring care to improve

the fit between people’s needs and provided services.
Study Overview

Very little is known about how to actually integrate TVIC into community-based services — this
IS an important research gap. A number of organizations in London, Ontario, have recently come
together to discuss how to make our community trauma- and violence-informed. This means
individual organizations are integrating common, but tailored, TVIC strategies into their
services, so that clients experience this care across the system. This provides an important
opportunity to evaluate the implementation and integration of TVIC into community-based
health and social services. We are looking to partner with organizations that are in different

stages of implementation of TVIC, including those already shifting their organizational culture
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toward TVIC and those in the planning stages of TVIC uptake and implementation. This
multiple case study will explore:

1. How organizations come to understand the concept of TVIC for their service context.

2. What structural, cultural and practical changes are required to implement TVIC, ands what

factors enable or impede uptake.
3. How TVIC implementation impacts organizations.

Proposed Approach

This is a multistage, multiple case study design. In the first stage, we will approach organizations
who participated in a meeting in November 2017, convened by the Centre for Research on
Health Equity and Social Inclusion, on “Making London a TVIC Community”. Interviews with
those who attended the meeting will help us understand organizations’ initial and subsequent
interest and actions specific to TVIC. Three to five organizations from the initial sample will be
selected based on their stage in the TVIC planning and implementation process: those who have
initiated or are in the latter planning stages will be invited to participate as “cases” in the
multiple case study. Data will be collected from interviews with key leaders and staff, document

analysis, and observation of relevant meetings to understand TVIC planning and implementation.

The results of this study will inform the development of approaches to better integrate, and

assess the uptake and impact of, TVIC into a range of health and social service settings.

For additional information:

Tanaz Javan, PhD Candidate: ||| |GG
Dr. Nadine Wathen, Professor: ||| | | |GTEGzG
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Appendix C

Reminder Email Script for Recruitment
Subject Line: Invitation to participate in research- Reminder

An email was sent to you two weeks ago and we wanted to send you a quick reminder about the

TVIC implementation study.

This study being conducted by Ph.D. Candidate Tanaz Javan. Tanaz is in Health Information
Science Program at Western University, and is supervised by Dr. Nadine Wathen, with Drs.
Marilyn Ford-Gilboe and Lorie Donelle. The research was briefly described at the meeting you
attended on November 15, 2017 at Innovation Works.

Attached is a one-page document summarizing the project. Tanaz would like to meet with you,
for about 30 minutes, to discuss your initial and current thinking regarding uptake of TVIC in
your organization. If you would like more information on this study or would like to receive a
letter of information about this study please contact the researchers at the contact information

given below.

Tanaz Javan PhD (c)

Faculty of Information and Science
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Appendix D

Letter of information and consent form for interview (phase 1)

Letter of Information and Consent for Executive Directors and Staff

Organizational Implementation of Trauma- and Violence-Informed Care: A Case Study

Analysis

Principle Investigator : Dr. Nadine Wathen. || | |GEGzNGEG
Doctoral Student: Tanaz Javan. || GGG

The proposed research will use a multiple case study design and partner with London
community-based service organizations that are interested in implementing trauma and violence
informed care. This includes organizations already implementation TVIC, and those in the first
stages of considering TVIC adoption. The specific research questions are: 1. How organizations
come to understand the concept of TVIC for their service context. 2. What structural, cultural
and practical changes are required to implement TVIC, ands what factors enable or impede

uptake. 3. How TVIC implementation impacts organizations.

What will I have to do if I choose to take part?

You will be interviewed once at the onset of the study. The interviews will take 20 to 30 minutes

to complete. You will be asked questions about your experiences in your role at the organization,
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and how the organization, and you personally, became aware of TVIC and any steps taken to
implement TVIC .All interviews will take place in person at a location and time convenient for

you.

Are there any risks or discomforts?

The risks of taking part in this study are minimal. Though unlikely, you may become upset or
hesitant to answer some questions, and if this happens, you can refuse to answer specific
questions or stop the interview at any time. You may withdraw from the study at any time prior
to the completion of data analysis, and all data be destroyed. Any identifying information for
data that is included in the study will be removed and data presented in de-identified, aggregate

form.

What are the benefits of taking part?

The findings from this study may help you, and/or your organization, and possibly other
organizations, become more aware of the process of implementing trauma- and violence-

informed care, and barriers and facilitators that could impact this process.

Do I have to take part?

Participation in this study is voluntary. You may refuse to participate, refuse to answer any
questions or withdraw from the study at any time with no effect on your future employment.
Your employer will not be told whether or not you have been asked to participate, or whether

you accepted or declined participation.
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What happens to the information?

The information you provide is confidential. Your answers will be written down by the
interviewer and digitally recorded, with your permission. They may be discussed with you in a
follow-up discussion to be sure we understood the information you provided. Your name and
other identifying information will be kept separate from your answers to the study questions.
Representatives of the University of Western Ontario Non-Medical Research Ethics Board may
contact you or require access to your study related records to monitor the conduct of the

research.

Your information will be stored in locked files (electronic and physical) in a secure office that
only the research team can access. Neither your name nor identifying information will be used.
The study results will be shared with all participating organizations at the end of the study, and

posted in an accessible location.

How are the costs of participating handled?

You will not be compensated for your participation.

Other information about this study

If you have any questions regarding this study or would like additional information to assist you

in reaching a decision about participation, please contact me ||| | | |GGGz o- TGN
B \ ou can also contact my supervisor, Dr. Wathen at | EG_
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If you have any concerns about the conduct of this study or your rights as a research participant,

please contact The Director, Office of Human Research Ethics, The University of Western

Ontario:

Phone: |
Email: [N

This letter is for you to keep. If you prefer not to keep this letter, the interviewer will keep it on

file for you at the study office.

In order to participate in the study, you will be asked to provide written consent (see next page).

203



Consent Form

Project Title: Organizational Implementation of Trauma- and Violence-Informed Care: A
multiple Case Study Analysis

Study Investigator’s Name: Dr. Nadine Wathen. || |GGG
Additional Research Staff : Tanaz Javan .|| EGcIEIzINE

| have read the letter of information, have had the nature of the study explained to me and | agree
to participate. All questions have been answered to my satisfaction.

| agree to be audio -recorded.

O YES O NO

| agree to note-taking by the researcher during the interview.

O YES O NO

| consent to the use of unidentified quotes obtained during the study in the dissemination of this
research

O YES O NO

Print Name of Participant Signature Date (DD-MMM-YYYY)
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My signature means that | have explained the study to the participant named above. | have

answered all questions.

Print Name Signature Date (DD-MMM-YYY

Person Obtaining consent
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Appendix E

Javan: Interview Guide 1

Interview Guide

Preamble:

I would like to gain an understanding of the implementation of TVIC from the perspective of
those who are involved by initiating a conversation with interested organizations. This is a
multiple case study exploring how organizations become interested in TVIC. This interview
will take 15 to 30 minutes in which I will ask about your perception of TVIC and if you have

any plans to implement TVIC in your organization.

I would like to audio-record today’s conversation. I will analyze the transcribed and de-
identified interview looking for themes and patterns. Responses are confidential. If you’d like

me to stop or pause recording please say so.

Would you please read the letter of information and sign the consent form if you agree?

1) Please tell me about your organization - what are its main goals and mission??

2) How did the organization, and you personally, first become aware of TVIC? What
sparked your (individual/organizational) interest in attending the November 2017
meeting at Innovation Works?
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Probe: have you sought other sources of information about TVIC before or since that

meeting? If so, please describe and tell me how useful they were.

Probe: what was your main take-away from that meeting?

3) How do you understand the concept / practice of TVIC? What are the features or aspects
of TVIC that more resonate with you and your organization?

4) What was your individual/organizational thinking about TVIC going into the meeting?
Has it changed since then?

5) Are you interested in implementing TVIC in your organization?

6) Have you/your organization taken any steps to implement TVIC (before that meeting, or
since)?

If yes: please tell me about what you’ve done, and plan to do.

If no: do you plan to do anything, or is this on the “back-burner”? Why or why not?

7) Is there anyone else in your organizations that has been involved in thinking about TVIC
implementation that | should speak with?

8) Is there anything else related to TVIC, or related issues in your organization, that you’d
like to tell me about?
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Appendix F

Javan: Recruitment Email for phase 2

Subject Line: TVIC Research Follow-Up: Invitation to participate (2)

Dear xxx

Thank you for agreeing to speak with me on <date of first interview> to discuss the
implementation of trauma- and violence-informed care (TVIC) in your organization. | am
writing in follow up to invite your organization to consider participating in the second phase of
our study, being conducted as part of my Ph.D. in Health Information Science at Western
University, under the supervision of Dr. Nadine Wathen, with Drs. Marilyn Ford-Gilboe and
Lorie Donelle. I’d like to provide you with more information about this project and what your

organization’s involvement would entail if you decide to take part.

The attached Project Summary is a reminder of the purpose of the research. We believe that
your organization would make an ideal “case” to study the process of TVIC implementation. I
would be delighted to discuss what organizational participation would entail. Please let me

know if you are interested or would like additional information.
Thank you for your time and consideration.
Sincerely,

Tanaz Javan Ph.D. (c)
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Appendix G

Letter of information and consent form for recruiting the organization for phase 2

Letter of Information & Consent: Organizations

Organizational Implementation of Trauma- and Violence-Informed Care: A multiple Case

Study Analysis

Principle Investigator: Dr. Nadine Wathen. || | I
Doctoral Student: Tanaz Javan. Email: || GGz

The proposed research will use a multiple case study design to examine, in three to five London
community-based service organizations, the implementation of trauma and violence informed
care (TVIC). This includes organizations already implementing TVIC, and those in the first
stages of considering TVIC adoption. The specific research questions are: 1. How do
organizations come to understand the concept of TVIC for their service context? 2. What
structural, cultural and practical changes are required to implement TVIC, and what factors
enable or impede uptake? 3. How does TVIC implementation impact organizations?

We would like to invite <organization name> to take part in the study. The following
information outlines what this means. Initially, your organization will be asked to designate a
Study Liaison, who can orient the researcher to relevant aspects of TVIC implementation already
enacted, or planned, including identifying documents to review, and meetings to observe. The
Study Liaison may or may not be directly involved in data collection. If asked for an interview,

they will have the same informed consent process and rights as all other potential participants.
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We will request, at the onset of the study, confidential and anonymous interviews with
consenting staff who may have relevant information and insights to share; follow-up interviews
may also be requested. The interviews will take approximately 60 minutes to complete and will
focus on the process of coming to understand and implement TVIC. We will request that
interviews take place in a private location at a time and location convenient for the staff
member. Service users will not be approached, observed, or otherwise included in any data

collection activities.

We will also request access to relevant non-confidential documents, including policies and
procedures, training materials, meeting minutes or other documentation relevant to TVIC uptake.
In addition, with the Study Liaison, we will identify key staff meetings, training workshops, or
other events that the researcher can attend to understand TVIC implementation. The researcher
will also visually document (e.g., sketch, photograph) features of the physical space (e.g.,
reception set-up, signage, etc.) relevant to TVIC principles. No photos of individual staff, clients

or others in the setting will be taken.

The risks of taking part in this study are minimal. Staff could become upset or hesitant to answer
some questions, but can refuse to answer specific questions, or stop the interview at any time.
Participants who take part in individual interviews may withdraw from the study at any time
prior to the completion of data analysis, and their data all data will be destroyed. Any
identifying information for those retained in the data set will be removed. Managers or others

will not be told who is approached, or agrees/declines to participate in an interview.

All data will be presented in aggregate, non-identified form, and your organization will be given
a case number (e.g., Site #2), with a brief description relevant to understanding your service

context. Given the size of London and the often specialized nature of services provided, we
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cannot guarantee that your organization’s participation will remain anonymous, however we will

not, without your permission, name your site in study materials.

The findings from this study may help your organization and other organizations in London and
beyond become more aware of the process of implementing trauma- and violence-informed care

and barriers and facilitators that could impact this process.

If you have any questions regarding this study or would like additional information to assist you
in reaching a decision about participation, please contact me. Tanaz Javan, | GTGcGcGEEEN

I  ou can also contact my supervisor, Dr. Nadine Wathen at

If you have any concerns about the conduct of this study or your rights as a research participant,

please contact The Director, Office Research Ethics, The University of Western Ontario:

Consent Form
Organizational Participation

I, (print name) give permission for our

organization (print name of your organization) to

participate in the study, “Organizational Implementation of Trauma- and Violence-Informed
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Care: A multiple Case Study Analysis”.

| allow those staff who wish to participate (anonymously) to use work time for the
interview, should they so choose .

| consent to be contacted again if selected as a case organization

Authorized Representative of<Organization name>; Date

Witness Signature, Date

Principal Investigator’s Signature, Date

212



Appendix H

Javan: sample text for use by organizational leaders to inform staff about the research -
(this could be in emails, bulletins, staff meetings, or otherwise, as deemed appropriate by
the organization)

Subject Line: Research on the implementation of trauma and violence informed care
To: Members of Staff

Our organization is participating in a study conducted by researchers from Western University.
The research will be looking at different stages of implementing trauma and violence informed
care (TVIC) in our organization. Tanaz Javan is a Ph.D. candidate in Health Information Science
at Western University, under the supervision of Drs. Nadine Wathen (chief supervisor), Marilyn
Ford-Gilboe and Lorie Donelle (thesis committee members). She will ask to interview staff,
review relevant documents, and participate in meetings and workshops related to TVIC
implementation. Please note that no data will be collected (either directly or through

observations) from service users.

The attached Project Summary outlines the purpose of the research. Participation by individuals
approached by the researcher is voluntary and confidential, and anyone approached may refuse.
Participants who take part in interviews may withdraw from the study at any time prior to the
completion of data analysis. Refusal or withdrawal will not affect current or future employment
and who is approached, consents and refuses will not be shared with by the researcher with

anyone.

If you are in a meeting or other group setting where the researcher is present, you may request
that anything you say not be noted. Notes will be de-identified by the researcher. Each research

activity will be preceded by an informed consent process.
Thank you for your attention, please let me know if you have any concerns.

(signed by ED or other organizational representative)
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Appendix |
Letter of information and consent for interview phase 2
Letter of Information for Executive Directors and Staff

Organizational Implementation of Trauma- and Violence-Informed Care: A Case Study
Analysis

Principle Investigator : Dr. Nadine Wathen. Email:nwathe@uwo.ca

Doctoral Student: Tanaz Javan|| | | G

We invite you to take part in a research study being conducted by researchers from the
University of Western Ontario. The proposed research will use a multiple case study design with
three to five London community organizations that are in different stages of implementing
trauma and violence informed care (TVIC). This includes organizations already implementing
TVIC, and those in the first stages of considering TVIC adoption. The specific research
questions are: 1. How organizations come to understand the concept of TVIC for their service
context.2. What structural, cultural and practical changes are required to implement TVIC, ands

what factors enable or impede uptake.3. How TVIC implementation impacts organizations.

What will I have to do if I choose to take part?

You will be interviewed once at the onset of the study and fallowing interviews may also be
requested. The interviews will take 60 minutes to complete. you will be asked questions about
your experiences in your role at the organization, your perception of the main principles of
TVIC, the challenges and successes you face in your day to day work to deliver TVIC, and the
policies that affect service delivery. All interviews will take place in person at a location and
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time convenient for you. We will contact you in the way you prefer (i.e. by mail, e-mail, or

telephone) to request a follow-up interview.

Are there any risks or discomforts?

The risks of taking part in this study are minimal. Though unlikely, you may become upset or
hesitant to answer some questions, and if this happens you can refuse to answer specific
questions or stop the interview at any time. You may withdraw from the study at any time prior
to the completion of data analysis, and all data will be destroyed. Any identifying information
for data that is included in this study will be removed and data presented in de-identified,

aggregate form.

What are the benefits of taking part?

The findings from this study may help your and/or your organization and possibly other
organizations to become more aware of the process of implementing trauma- and violence-

informed care and barriers and facilitators that could impact this process.

Do I have to take part?
Participation in this study is voluntary. You may refuse to participate, refuse to answer any

questions or withdraw from the study at any time with no effect on your future employment.
Your employer will not be told whether or not you have been asked to participate, or whether

you accepted or declined participation.
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What happens to the information ?
The information you provide is confidential. Your answers will be written down by the

interviewer and digitally recorded, with your permission. They may be discussed with you in a
follow-up discussion to be sure we understood the information you provided. Your name and
other identifying

information will be kept separate from your answers to the study questions. Representatives of
the University of Western Ontario Non-Medical Research Ethics Board may contact you or
require access to your study related records to monitor the conduct of the research.

Your information will be stored in locked files (electronical and physical) in a secure office that
only the research team can access. Neither your name nor identifying information will be used.
The study results will be shared with all participating organizations at the end of the study and
posted in an accessible location.

How are the costs of participating handled?

You will not be compensated for your participation.

Other information about this study

. If you have any questions regarding this study or would like additional information to assist

you in reaching a decision about participation, please contact me || G
B o can also contact my supervisor, Dr. Wathen at ||| G
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If you have any concerns about the conduct of this study or your rights as a research participant,
please contact The Director, Office of Human Research Ethics, The University of Western

Ontario:

This letter is for you to keep. If it you prefer not to keep this letter, the interviewer will keep
it on file for you at the study office.

In order to participate in the study you will be asked to provide written consent (see next page)
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Consent Form

Project Title: Organizational Implementation of Trauma- and Violence-Informed Care: A
Multiple Case Study Analysis

Study Investigator’s Name: Dr. Nadine Wathen||| | [ | GG
Additional Research Staff : Tanaz Javan. | EGczcNIEININ5G

| have read the letter of information, have had the nature of the study explained to me and I agree

to participate. All questions have been answered to my satisfaction.

| agree to be audio-recorded.

O YES ONO

| agree to note-taking by the researcher during the interview.

O YES O NO

| consent to the use of unidentified quotes obtained during the study in the dissemination of this

research
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O YES ONO

| agree to being contacted for a follow-up interview, if required.

O YES ONO

Print Name of Participant Signature Date (DD-MMM-YYYY)

My signature means that | have explained the study to the participant named above. | have

answered all questions.

Print Name of Person Obitaining Signature Date (DD-

MMM-YYYY)
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Appendix J

Javan: Reminder text for use by organization prior to a group meeting/event

Subject Line: ongoing research in our organization on implementation of trauma and violence

informed care
To: Members of Staff

This is a reminder that Tanaz Javan, a PhD student from Western University, is conducting
research on TVIC implementation in our organization and will be attending the <name>

meeting/workshop on <date>.

She will take field notes to document the themes of the conversation related to her research
questions. No identifying information will be recorded, but direct quotes may be noted

(unattributed) for future use.

Participation in the research is voluntary. During the meeting, you may request that your
comments are not recorded in the researcher's notes. This will have no effect on your current or

future employment.

The attached Project Summary describes the purpose of the research.

Thank you for your attention. Questions or concerns can be shared with me, and/or the

researcher.
Sincerely,

<organizational lead>
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Appendix K

Letter of information and consent form for meetings and workshops

Letter of Information and Consent for Executive Directors and Staff

Organizational Implementation of Trauma- and Violence-Informed Care: A Case Study

Analysis

Principle Investigator : Dr. Nadine Wathen. || | |GEGzNGEG
Doctoral Student: Tanaz Javan. || GGG

We invite you to take part in a research study being conducted by researchers from the
University of Western Ontario. The proposed research will use a multiple case study design with
three to five London community service organizations that are in different stages of
implementing trauma and violence informed care (TVIC). This includes organizations already
implementing TVIC, and those in the first stages of considering TVIC adoption. The specific
research questions are: 1. How organizations come to understand the concept of TVIC for their
service context. 2. What structural, cultural and practical changes are required to implement
TVIC, and what factors enable or impede uptake. 3. How TVIC implementation impacts

organizations.

What will I have to do if I choose to take part?
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Notes will be taken during the upcoming meeting or workshop by the researcher. During the
meeting, you may request that your comments are not recorded in the researcher's notes. No

personal or identifying information will be collected.

Are there any risks or discomforts?

The risks of taking part in this study are minimal. You can refuse to answer specific questions or
you may withdraw from the study at any time prior to the completion of data analysis, and all
data will be destroyed. Any identifying information for data that is included in the study will be

removed and data presented in de-identified, aggregate form.

What are the benefits of taking part?

The findings from this study may help you, and/or your organization, and possibly other
organizations, become more aware of the process of implementing trauma- and violence-

informed care, and barriers and facilitators that could impact this process.

Do I have to take part?

Participation in this study is voluntary. You may refuse to participate, refuse to answer any
questions or withdraw from the study at any time with no effect on your future employment.
Your employer will not be told whether or not you have been asked to participate, or whether

you accepted or declined participation.
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What happens to the information?

The information you provide is confidential. They may be discussed with you in a follow-up
discussion to be sure we understood the information you provided. Representatives of the
University of Western Ontario Non-Medical Research Ethics Board may contact you or require

access to your study related records to monitor the conduct of the research.

Your information will be stored in locked files (electronic and physical) in a secure office that
only the research team can access. Neither your name nor identifying information will be used.
The study results will be shared with all participating organizations at the end of the study, and

posted in an accessible location.

How are the costs of participating handled?

You will not be compensated for your participation.

Other information about this study

If you have any questions regarding this study or would like additional information to assist you
in reaching a decision about participation, please contact me ||| | | QBRI or by e-mail at

B \ ou can also contact my supervisor, Dr. Wathen at ||| GG

If you have any concerns about the conduct of this study or your rights as a research participant,
please contact The Director, Office of Human Research Ethics, The University of Western

Ontario:
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This letter is for you to keep. If you prefer not to keep this letter, the interviewer will keep it on
file for you at the study office.

In order to participate in the study, you will be asked to provide written consent (see next page).
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Consent Form

Project Title: Organizational Implementation of Trauma- and Violence-Informed Care: A Multiple Case
Study Analysis

Study Investigator’s Name: Dr. Nadine Wathen. || GGG

Additional Research Staff : Tanaz Javan. Email: ||| | GTEGN

| have read the letter of information, have had the nature of the study explained to me and I agree

to participate. All questions have been answered to my satisfaction.

| agree to note-taking by the researcher during the meeting or workshop.

O YES ONO

| consent to the use of unidentified quotes obtained during the study in the dissemination of this

research

O YES O NO
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Print Name of Participant Signature Date (DD-MMM-YYYY)

My signature means that | have explained the study to the participant named above. | have

answered all questions.

Print Name of Signature Date (DD-MMM-YYYY)

Person Obtaining consen
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Appendix L

Javan: Interview Guide 2

Interview Guide

Preamble:

I would like to gain an understanding of the implementation of TVIC from the perspective of
those who are involved by initiating a conversation with interested organizations. This is a
multiple case study exploring how organizations become interested in TVIC. This is a multi-
stage study and in our second stage of this study, | would like to know what the
implementation of TVIC entails for organizations that are actively planning or have initiated
their implementation processes. This interview will take 45 to 60 minutes in which 1 will ask

you about your organization’s approach to implementing TVIC.

I would like to audio-record today’s conversation. I will analyze the transcribed and de-
identified interview looking for themes and patterns. Responses are confidential. If you’d like

me to stop or pause recording please say So.

Would you please read the letter of information and sign the consent form if you agree?

1) How did your organization become interested in implementing TVIC?
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Probes: What was the person, activity or information that triggered your
organization’s interest in implementing TVIC?

2) Tell me about how you are approaching TVIC implementation.

Probes: Has your organization generated an implementation plan? If so, who
contributed to this? Would this plan be available for review by the research team?

3) Where are you in the implementation process?

4) What are the goals / objectives of implementing TVIC?

5) How has the implementation been communicated to staff (or how do you plan to do so0?)?

6) Is there formal training? Informal sessions? Please describe.

7) Which stakeholders [and in what order] have been engaged in TVIC development /
implementation?

8) What changes have you seen, or do you anticipate seeing, as TVIC is implemented?

Probes: please describe any positive or negative impacts of these changes (if any)

on staff, clients and organization.

9) What kinds of things seem to be helping? Hindering? Please consider any factors or
influences that you’ve discussed or anticipate, including attitudes, knowledge, practices,
policies, internal and external partnerships, etc.

10) Were there things being done up to now that were related to TVIC but not called that?

Probes: What have you been doing as an organization that aligns with TVIC
practices but you didn’t have TVIC terms or language to label these practices /
policies, etc.

11) For those who have started to implement: what impacts have you seen?

12) For those that haven’t: what impacts do you anticipate?

13) Have there been any challenges, limits, or downsides of the TVIC implementation
process?

14) Did you modify TVIC to tailor its components toward the needs of your organization? If
so, how?

15) For those who have implemented: what would you do differently?

16) Are there specific examples of things you’ve done (practice changes, new procedures,
changes to physical spaces, etc.) to become more trauma- and violence-informed?

Probes: Have you partnered with any organization so far? How is this experience for
you?

17) Has specific attention been paid to recognizing [assessing] and addressing compassion
fatigue or vicarious trauma among your staff? If so, how? If not, is this planned?
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18) Are there any questions that you think I haven’t asked and would like to talk about?
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Appendix M

Javan: Recruitment Email 2 for follow up interviews

Subject Line: TVIC Research Follow-Up: Invitation to participate (2)
Dear xxx

Thank you for agreeing to speak with me on <date of first interview> to discuss the
implementation of trauma- and violence-informed care (TVIC) in your organization. | am
writing in follow up to invite you to consider participating in the second interview of our study.
You will be asked further questions about the implementation of TVIC in your organizations. All

interviews will take place in person at your organization in a private location.
Participation in this study is voluntary. You may refuse to participate, refuse to answer any

questions or withdraw from the study at any time with no effect on your future employment.
Your employer will not be told whether or not you have been asked to participate, or whether

you accepted or declined participation.

Thank you for your time and consideration.
Sincerely,

Tanaz Javan Ph.D. (c)
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Appendix N

Field Note
Subject Briefly describe the subject of the file note
Author T. Javan

Other participants and witnesses

Indicate (e.g., by role) other participants; no names or personal
identifiers

Date/time the event took place

Date and time the conversation or event took place

Date/time note written

Date and time the file note was written

Describe the details of the conversation
or event here. What was the setting?
What happened? What was discussed?
What was the decision, instruction or

agreement?

Summary
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Write a one paragraph summary or
abstract of the day’s events.

Narrative

Write a detailed narrative of what you
observed. Use (OC: .) for
observer comments.

Questions/Things to follow up with
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Appendix O

Ethics Approval from the Western University Health Science Research Ethics Board
(HSREB)

< Vvestern
E’ Research

Date: 20 September 2018

To: Dr. Nadine Wathen

Project ID: 111905

Study Title: Organizational Inplementation of Travma- and Viclence-Infonmed Care: A Multiple Case Study Analysis
Application Type: NMREB Initial Application

Review Type: Full Board

Meeting Date: 06/Tul2018

Date Approval Issued: 20/Sep/2018

REB Approval Expiry Date: 20/Sep/2019

Dear Dr. Nadine Wathen
The Western University Non-Medical Ethics Board (NMRER) has reviewed and approved the WEEM application form for the above mentioned study. as of
the date noted above. NMREB approval for this study remains valid until the expiry date noted above, conditional to timely subnnission and acceptance of NMEEB
Contiming Effdcs Review.
This research study is to be conducted by the investizator noted above. All other required institutional approvals nmst also be obtained prior to the conduct of the
study.
Documents Approved:
Document Name Doc Type Do Doc
Date Version
Interview Guude 1 Inferview Guide
NMBREE 111905F2-Letter of Information for Individuals Phase -1-9-  Wiitten 14/3ep/2018 2
14-2018 Consent/Assent
NMEEB 111905R1 - Interview Guade 2 -8-11-2018 Interview Guide
NMEEE 111905R1 - Phase 1 Recruitment Email from CRHESI-8-11-  Recruitment 11/Ang2018 1
2018 Materials
NMEEB 111905R1 - Sample text for EDs Pre-Meetings -8-11-2018 Recruitment 11/Ang2018 1
Materials
NMEEB 111905F 1- Indiv Recruitment Reminder for Phase 2-8-11-2018 Recruitment 11/Ang2018 1
Matenals
NMEEB 111905R1- Org Recruitment for Phase 2-8-12-2018 Recruitment 11/Ang2018 1
Matenials
NMEEE 111905R1-Recruitment Reminder for CRHESI-8-11-2018 Recnutment 11/Ang2018 1
Matenials
NMEEE 111905F2- Email for follow up mterviews-9-14-2018 Recnutment 14/3ep/2018 2
Matenials
NMEEB 111905F2 - observation guide—14-2018 Imterview Guide  14/Sep/2018 1
NMEEB 111905R2 - Organizational LOI Phase 2 -9-14-2018 Wiitten 14/Sep/2018 2
NMEEB 111905R2 - Sample text for EDs to Inform Staff-9-1-2018 Recruitment 14/Sep/2018 2
Materials
NMEEB 111905R2-Letter of Information and consent form for Mesting-  Wiitten 14/Sep/2018 2
Workshops-9-14-2018 Consent/Assent
NMEEB 11905R2-Letter of T ion for mdividuals T iew Phase  Wiitten 14/3ep/2018 2
2-9-14-2018 Consent/Assent
Page 10of 2
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Documents Acknowledged:

Document Name Document Type Document Document
Date Version

NMEEB 1119035R2 - supplementary tables -9-14-  Supplementary 14/5ep/2018 1

2018 TablesFigures

No deviations from. or changes to the protocol should be initiated without prior written approval from the NMREB. except when necessary to eliminate immediate
‘hazard(s) to study participants or when the change(s) involves only admmistrative or logistical aspects of the frial.

The Western University NMEEB operates in compliance with the Tri-Council Policy Statement Ethical Conduct for Fesearch Invelving Fumans (TCPS2), the Ontario
Pexsonleeathnﬁomnhumtec&onActfPHIPAﬂOM} and the applicable laws and regulations of Ontario. Members of the NMEEB who are named as

in h studies do not ¢ ipate in di ions related fo, nor vote on such studies when they are presented to the REB. The NMREB is registered
wnhtheUS Mdm&mwmmhm@mmmmﬂ

Please do not hesitate to contact us if you have any questions.
Sincerely,

Kelly Patterson. Research Ethics Officer on behalf of Dr. Randal Graham NMREB Chasr

Note: This correspendence includes an electronic si; (validation and app I via an online system that is liant with all regulations)

-1 P 1

Page 2of 2

234




Name:

Post-secondary
Education and
Degrees:

Honours and
Award:

Related Work
Experience

Curriculum Vitae

Tanaz Javan

Western University
London, Ontario, Canada
2015-2021 PhD

Western University
London, Ontario, Canada
2012-2014 MSc

Western University
London, Ontario, Canada
2008-2011 HBA.

University of Science and Culture
Tehran, Iran
2000-2004 BFA.

Dean’s Honour List, King’s University College, UWO
2010-2011

The Suzanne Loranger Grenke Mature Student Award, King’s
University College UWO
2009-2010

Dean’s Honour List, King’s University College, UWO
2008-2009

Teaching Assistant

The University of Western Ontario
2012-2014

2015-2019

Graduate Research Assistant
Western University
2012-2021

Teaching
Fanshawe College
2017-2021

235



Publications:

MacGregor, J. C. D., Naeemzadah, N., Oliver, C. L., Javan, T., MacQuarrie, B. J.,
Wathen, C. N. (2020).Women’s experiences of the intersections of work and intimate
partner violence: A review of qualitative research. Trauma, Violence, & Abuse. Online
first: https://doi.org/10.1177/1524838020933861

Chow, T., Javan, T., Ros, T., & Frewen, P. (2017). EEG dynamics of mindfulness
meditation versus alpha neurofeedback: a sham-controlled study. Mindfulness, 8(3), 572-
584.

236


https://doi.org/10.1177/1524838020933861

