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Abstract 

Objective- Residential Out of Home Care (OoHC) staff regularly experience workplace-

related trauma.  This may contribute to the future development of a trauma or stressor related 

disorder.  Eye movement desensitisation and reprocessing (EMDR) is an effective treatment 

for stress disorders but is largely unstudied in OoHC staff.  The objective of the current study 

to was to determine if EMDR, provided early within three months of an incident, reduced 

trauma symptom severity in OoHC staff. 

Method- During a three-year pilot study (2018-2020), a trained clinician delivered the Recent 

Traumatic Episode Protocol (R-TEP) and Group Traumatic Episode Protocol (G-TEP) 

EMDR to OoHC staff from one community service organisation in Victoria Australia.  

Retrospective data from the post-traumatic stress disorder checklist (PCL-5) were 

deidentified and analysed using descriptive statistics and analysis of variance.  Due to the 

Covid-19 pandemic, individual EMDR (R-TEP) was provided by telehealth during 2020 in 

comparison to face-to-face sessions during 2018-2019. 

Results- Overall, a significant decrease in PCL-5 scores were seen from baseline to follow 

up, and staff who received R-TEP or G-TEP experienced reductions in symptoms. Both face-

to-face and online modalities showed significant reductions in PCL-5 scores. No significant 

differences were found between the online or face-to-face modes of delivery suggesting both 

options are effective. No adverse reactions were reported among the 144 staff who 

participated.  

Conclusion- This study provides evidence for the efficacy of EMDR in reducing traumatic 

stress symptom severity for residential OoHC staff.  A larger, prospective research study is 

needed.     
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Clinical Impact Statement 

Young people with complex trauma can exhibit dysregulated behaviours, often 

toward their carers. Eye Movement Desensitisation and Reprocessing (EMDR)’s early 

intervention protocols delivered to carers soon after a significant incident can provide relief 

from traumatic stress symptoms. The Recent Traumatic Episode Protocol (R-TEP) can be 

successfully delivered to individuals online — increasing the accessibility and timeliness of 

treatment. EMDR is an effective adjunct to other therapies and is recognised in the clinical 

guidelines for post-traumatic stress disorder.  Clinicians using EMDR can provide skills for 

self-regulation which are important for people who continue to work in environments where 

traumatic incidents occur.  

 



3 

EMDR for residential out of home care staff 

Trauma that occurs in a workplace (defined as experiencing or witnessing a traumatic 

incident such as violence towards self or others, or injury through the course of work duties) 

has personal (Heponiemi et al., 2014; Strolin-Goltzman et al., 2010) and organisational 

(Purdy & Antle, 2021) impacts. Workplace trauma is common among first responders and 

military personnel (Brooks et al., 2019), but also among social and health workers (Devilly et 

al., 2009) who work with children exposed to maltreatment, abuse, and/or neglect.  Children 

and young people with a lived experience of trauma can exhibit aggressive and violent 

behaviour (Aebi et al., 2017), emotional dysregulation (Dvir et al., 2014), and have a poor 

understanding of social interactions (Richey et al., 2016).  Caring professionals seeking to 

help these children, are often the target of these behaviours. While mostly these incidents are 

managed without long-term effects, sometimes Acute Stress Disorder (ASD) and in extreme 

cases post-traumatic stress disorder (PTSD) can result (Lee et al., 2020; Pihl-Thingvad et al., 

2019).  These clinical conditions are characterised by multiple physical, mental and 

emotional symptoms that occur for a period of time after an incident (American Psychiatric 

Association, 2022).  The DSM-5-TR recognises that a traumatic incident (actual or threatened 

death, serious injury or sexual violence) may be from direct exposure, being witness to the 

trauma of others or indirect exposure through the trauma experience of others, and in a 

workplace (American Psychiatric Association, 2022).  For residential out-of-home care 

(OoHC) workers, this could include experiencing or witnessing a violent or aggressive 

interactions, or disclosures of abuse by the young people in their care.    

Residential out-of-home care staff have the highest risk of workplace-related trauma 

and subsequent distress of all social care workers (Harris & Leather, 2012).  Despite this 

prevalence and the undisputed need to support their health and safety, there is a gap in our 

understanding around the best ways to prevent the development of trauma symptoms and 

subsequent clinical disorders for OoHC staff. This is particularly concerning as staff with  
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their own trauma history or a lived experience of OoHC may have an increased susceptibility 

to vicarious trauma and secondary traumatic stress when working in this context (Maunder et 

al., 2010; Molnar et al., 2020). Research around stress minimisation and management for this 

cohort focuses on the individual, their resilience (Kind et al., 2020) and self-care (Salloum et 

al., 2019; Steinlin et al., 2017) capabilities. Other research considers organisational practices 

as important for the prevention of stress and trauma such as ethical hiring and support (Purdy 

& Antle, 2021), supervision (Purdy & Antle, 2021; Russ et al., 2020) and models of trauma 

informed practice (Schmid et al., 2020).  Little empirical research however, has considered 

how to best prevent traumatic stress symptoms in residential OoHC staff following a 

traumatic incident. 

Eye Movement Desensitisation and Reprocessing (EMDR) may assist in alleviating 

traumatic stress symptoms for residential OoHC staff following a workplace incident.  While 

most people recover from traumatic stress symptoms without long term effect, others go on to 

develop a clinically diagnosed anxiety disorder. It is hypothesised that traumatic events 

overwhelm the brain’s innate information processing system, and insufficiently processed  

memories which are stored in a state-specific form (such as images, thoughts, beliefs, 

sensations and other sensory information) (Shapiro, 2017) contribute to PTSD.  During 

EMDR therapy, patients are asked to vividly reflect on a traumatic memory while 

rhythmically moving their eyes to a visual stimulus that the therapist moves back and forth. It 

is thought that the use of eye movement while activating the memory stimulates the 

information processing system which allows maladaptively stored memories to be fully 

processed (Landin-Romero et al., 2018). Most international guidelines recommend EMDR as 

a treatment for PTSD (American Psychological Association, 2017; Phoenix Australia, 2020; 

World Health Organization, 2013), with evidence that it is equally as effective as Trauma-

Focussed Cognitive Behavioural Therapy (TF-CBT).  In contrast to TF-CBT however, 
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EMDR does not require detailed descriptions of, or extended exposure to traumatic 

memories, homework, or direct challenging of beliefs (World Health Organization, 2013).   

The Recent Traumatic Episode Protocol (R-TEP) (Shapiro & Laub, 2008) for 

individuals, and Group Traumatic Episode Protocol (G-TEP) (Shapiro, 2018) for groups are 

two EMDR protocols widely used for early intervention (within 3 months of a traumatic 

event), before memories are integrated into long term memory networks (Shapiro & 

Maxfield, 2019). See Table S1 for more information on these protocols. The procedural steps 

in the early intervention protocols limit processing to the recent traumatic episode, rather than 

connecting to historical traumatic experiences, such as those experienced in childhood 

(Shapiro & Maxfield, 2019).  The evidence for EMDR-Early Intervention with individuals 

and groups suggests efficacy in reducing traumatic stress symptoms and reductions in 

depression and anxiety (Kaptan et al., 2021; Matthijssen et al., 2020).  

EMDR has been used to treat traumatic stress symptoms in employees exposed to 

workplace-related trauma (e.g., first responders, public transport workers) (Morris et al., 

2021; Stergiopoulos et al., 2011; Tarquinio et al., 2016). While residential OoHC staff 

experience significant workplace-related trauma (Broadley & Paterson, 2020; Harris & 

Leather, 2012), research evaluating the delivery of EMDR to this population has been 

minimal. To the authors’ knowledge, only two studies have trialled EMDR for staff who 

provide care to children and adolescents with severe interpersonal trauma (e.g., social 

workers, protective services workers, psychologists, lawyers, caregivers) (Jarero et al., 2017; 

Tsouvelas et al., 2019).  These studies were conducted face-to-face using group based 

protocols: G-TEP (Tsouvelas et al., 2019) and Integrative Group Treatment Protocol (Jarero 

et al., 2017), and did not specifically focus on early intervention. Significant reductions in 

trauma symptomology were observed over a long period despite returning to the workplace 
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where the trauma occurred (Jarero et al., 2017; Tsouvelas et al., 2019), however there is a gap 

in our understanding around the efficacy and use of EMDR in residential OoHC staff.   

The primary aim of this study was to determine whether EMDR reduces traumatic 

stress symptom severity and subjective distress for residential OoHC staff who have been 

exposed to traumatic incidents in their workplace. It was expected that a significant reduction 

in traumatic stress symptoms would be observed between the two assessment time points.  

This study was conducted in partnership with MacKillop Family Services, an Australian 

community service organisation that provides residential care for young people who have 

been removed from their home due to maltreatment and/or neglect. In 2012 MacKillop 

embedded the Sanctuary Model (an organisation wide framework that supports the wellbeing 

of staff though relationship building, crisis management and culture change with a trauma 

lens) (Bloom & Farragher, 2013) across the organisation, including OoHC homes in 2015. In 

2018, MacKillop Family Services (MacKillop) began trialling EMDR as an intervention to 

support the wellbeing of staff exposed to workplace-related trauma in the residential OoHC 

setting.  

Method 

Participants 

Residential OoHC staff who experienced workplace-related trauma were referred to 

the program by a manager or therapeutic practitioner. The EMDR pilot program was 

implemented within MacKillop Family Services between 2018 and 2020, in Victoria, 

Australia. The study sample consisted of 131 residential OoHC staff who were participated in 

the EMDR program following exposure to a workplace trauma, many of which were a 

Criterion A event (American Psychiatric Association, 2022). This included 100 staff who 

received individual sessions via the R-TEP protocol and 31 staff who received the group-
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administered G-TEP protocol. Complete outcome data included in analyses were available 

for 80 staff (the whole G-TEP group (n=31), and 49 staff who completed the R-TEP protocol. 

Of these 80 staff, 59 were female (73.8%), and 21 were male (26.3%). Other demographic 

data such as age were not available. Due to the retrospective nature of this study and 

difficulties in tracking staff who participated, it was not possible to follow-up participants to 

collect these data. 

Procedure 

This study adopted a cross-sectional design using retrospective pre-post data. The 

Monash University Human Research Ethics Committee (Project ID: 27353) approved the 

study that included a waiver of consent. As turnover rates are high across the sector 

internationally (Devilly et al., 2009; Kind et al., 2020; Smith et al., 2021; Steinlin et al., 

2017), the three-year study period eliminated any possibility of retrospectively obtaining 

consent.  

The study was based on a stepped model of intervention, beginning by teaching all 

staff a stress management technique called 4 Elements  (Shapiro, 2007); followed by G-TEP 

for individuals experiencing symptoms of traumatic stress or a recent traumatic event; and 

individual EMDR for those who continued to have high levels of stress following G-TEP. A 

three step process was employed: (1) staff experiencing a critical incident or identified as 

needing support were offered a 30-minute stabilisation and assessment session with the 

EMDR consultant; (2) if they were able to regulate using the 4 elements, were motivated to 

attend group treatment and sufficiently stable, they were invited to participate in a G-TEP 

session; (3) where the staff member was deemed not suitable for group treatment, or 

continued to have a high level of disturbance following G-TEP,  they were offered individual 

EMDR. Staff were assessed as ‘not suitable’ for G-TEP if they were unable to regulate using 
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the 4 elements, had a high level of current instability (such as suicidality or severe 

dissociation requiring individual preparation), or did not want to attend a group. A prior 

history of trauma was not a reason for exclusion if they were able to regulate, were motivated 

to participate and were sufficiently stable. A small number of staff returned to their own 

(non-EMDR) counsellors. Staff referred for individual EMDR were offered up to 5 sessions 

provided by local, qualified EMDR practitioners trained in R-TEP. To promote early 

intervention, the criteria for referral to EMDR was refined to encourage managers to refer 

staff for an EMDR stabilisation and assessment session as soon as possible after critical 

events.   

From March 2020, due to lockdowns and social distancing requirements from the 

COVID-19 pandemic, it was not possible to deliver sessions face-to-face, so trialling the 

provision of R-TEP by Telehealth using Zoom began. Clinicians followed the R-TEP 

protocol for all clients in 2020. The translation of this program was conducted by accredited 

EMDR consultant and author [JD], who was an approved R-TEP and G-TEP trainer, and 

contributed to the development of international guidelines for online use of R-TEP and G-

TEP during the COVID crisis (EMDR R&G-T-EP International Trainers, 2020)  (See Table 

S1 for more information on the process). Clients generally had access to a computer screen, 

but on some occasions, when considered safe and feasible to do so, the intervention was 

provided on a mobile telephone.  While some participants were initially uncertain about 

Telehealth, only one staff member requested sessions be transferred to face-to-face when 

possible.  If more than 5 sessions were needed, and the cause of distress related to work 

matters, the therapist could request further sessions. Throughout the study period, staff also 

had access to general counselling through the existing workplace Employment Assistance 

Program (EAP) if they wished. 
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Several adaptations to the delivery model occurred over the evaluation period. At the 

start of the pilot project, initial screening and referral for G-TEP was conducted by 

MacKillop employed Therapeutic Practitioners (TPs) (experienced social workers and 

psychologists) who provided regular reflective practice sessions and support to the residential 

care staff. Due to work demands, the role of screening shifted from TPs to the EMDR 

clinician. Secondly, the intention to provide G-TEP as the first level of intervention was 

impossible to maintain. Rostering difficulties, crises on the unit, and the unpredictability of 

the workplace meant that it was difficult to schedule staff to be available in groups.  Due to 

these difficulties, staff who were assessed as suitable for G-TEP were often referred directly 

to individual treatment after assessment. However, the demand for individual EMDR 

exceeded available sessions resulting in a wait list for the 2018-19 period, causing frustration 

for some staff and one staff member concerned at having to travel a long distance. In 2020, 

with the focus on early intervention and the ability to provide Telehealth, all referrals could 

be picked up in a timely manner and the need for travel was overcome. 

Measures 

Data were collected by the clinicians who provided EMDR to OoHC staff.  Author 

and clinician [JD] collated and deidentified the data for the researchers.  

Incident Reports  

Information on the nature of workplace incidents were initially collected by 

supervisors and Human Resources personnel and passed onto clinicians as part of the referral 

process. Data were extracted by the clinician and shared with the research team in a 

deidentified format.  

PTSD Checklist for DSM-5 (PCL-5) 
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The PTSD Checklist for DSM-5 (PCL-5) (Weathers et al., 2013) is a 20-item self-

report measure that assesses the severity of traumatic stress symptoms, as detailed under the 

Diagnostic and Statistical Manual of Mental Disorders 5th Edition, Text Revision (American 

Psychiatric Association, 2022), and was administered to participants prior to, and during the 

course of the individual R-TEP protocol of EMDR. The 20 item PCL-5 is a self-report 

measure where respondents are provided with a list of reactions that people commonly have 

in response to stressful life experiences and are asked to rate the degree to which they had 

personally experienced and been bothered by each response in the last month using a 5-point 

Likert scale (1 = Not at all, 5 = Extremely). These questions cover four subscales: (1) 

Intrusive, (2) Avoidance, (3) Cognition/Mood, and (4) Arousal. Individual item scores are 

collated and yield a single index score that acts as an indication of traumatic stress symptom 

severity. The psychometric properties of the PCL-5 have previously been evaluated with 

strong internal consistency (α = .94), test-retest reliability (r = .82), and convergent (rs = .74 

to .85) and discriminant (rs = .31 to .60) validity having been demonstrated (Blevins et al., 

2015). 

Subjective Units of Distress Scale  

The Subjective Units of Distress Scale (SUDS) is a validated instrument used to 

measure the subjective intensity of distress (Benjamin et al., 2010) and is used in EMDR 

therapy to identify levels of disturbance related to traumatic memories, before and after the 

EMDR procedure (Shapiro, 2017). In administering the SUDS, respondents are typically 

asked to rate their current distress when thinking of a traumatic memory, by providing a value 

between 0 and 10 (0 = No distress, 10 = Maximum distress). In the current study, SUD 

ratings were used to measure disturbance related to the entire traumatic episode, before and 

after the G-TEP session. 
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Data Analysis 

Information relating to reported workplace incidents was analysed and categorised by 

the research team via inductive content analysis. Frequencies and descriptive statistics were 

then calculated to synthesise data regarding the types of incidents that were reported across 

the sample and the sources of stress participants had been exposed to outside of their 

workplace. Frequencies and descriptive statistics were also calculated to analyse data 

associated with therapy uptake, including session modality (i.e., in-person or online), therapy 

completion rates, the number of weeks between the workplace incident and the first session, 

and the number of sessions that were attended. 

To determine the change in PCL-5 scores observed between baseline and post-

intervention, a series of mean comparison analyses were conducted. First, the difference in 

PCL-5 scores between baseline and post-intervention for the entire sample was analysed 

using a paired samples t-test. The distribution of paired differences for this data was 

approximately normally distributed, as examined by using Shapiro-Wilk’s test (p = 

.059).PCL-5 data were further examined using a mixed two-way analysis of variance 

(ANOVA) to determine whether there was a difference in outcome data between the two 

session modality groups, followed by a series of paired-samples t-tests that were conducted 

post-hoc to analyse the change between assessment time-points within either group. Finally, 

SUD data collected during G-TEP sessions were analysed using a paired-samples t-test to 

determine whether a change in disturbance was observed between the start of the session and 

upon conclusion. In cases where staff participated in both EMDR protocols, their data from 

the second protocol was excluded from the analysis to avoid confounding (i.e., those who 

participated in G-TEP sessions prior to R-TEP sessions data were excluded from R-TEP 

analyses, and vice versa). All quantitative data analyses were conducted in IBM SPSS v27 
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(IBM Corporation, 2020) and the alpha level used for all analyses was <.05. Please refer to 

Figure 1 for data analyses and participant numbers.  

Figure 1 

Data Analysis Flow Chart 

Results 

Reported Workplace Incidents 
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The types of workplace incidents that participants were exposed to across the 

evaluation period were collected. It must be noted that residential OoHC workers continued 

to work with young people during the Victorian lockdowns of 2020 and therefore were 

exposed to incidents during this time.  A broad range of workplace incidents were reported 

across the three-year period totalling 15 individual incidents, refer to Table 1. Ten of the 15 

would qualify as a Criterion A incident (American Psychiatric Association, 2022). The most 

frequently reported Criterion A incident was assault perpetrated by a young person (n = 22; 

44.9%%, followed by ongoing exposure to high-risk behaviour (n=14; 28.6%), threats from a 

young person (n = 12; 24.5%), and the suicide of a young person in their care (n = 10; 

20.4%). There was significant variation in the total number of workplace incidents that staff 

were exposed to across the sample (Mdn = 2, IQR = 2), with most participants reporting up to 

three incidents. Specifically, 18 participants (36.7%) reported one incident, 14 participants 

(28.6%) reported two incidents, 12 participants (24.5%) reported three incidents, and five 

participants (10.2%) reported four incidents.  Disclosures of traumatic incidents experienced 

by young people was not noted within MacKillop’s operational reporting systems as a 

workplace incident, however is known to occur.  

Table 1 

Incident description and staff frequency of experience  

Incident Number of Staff 

experiencing 

incident: N (%) 

Proportion of 

Total Reported 

Incidents (%) 

Criterion A incidents:   

Assaulted by a young person 22 (44.9) 14.1% 

Ongoing exposure to young people engaging in high-risk 

behaviour a 

14 (28.6) 16.5% 

Suicide of a young person in the household 10 (20.4) 11.8% 
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Threatened by a young person 12 (24.5) 14.1% 

Young person attempted or threatened to attempt suicide 5 (10.2) 5.9% 

Direct exposure to a young person engaged in self-harm  3 (6.1) 3.5% 

Involved in a car accident at work 3 (6.1) 3.5% 

Sexual assault or sexualised behaviour by a young person 2 (4.1) 2.4% 

Death of a colleague 2 (4.1) 2.4% 

House fire set by a young person 1 (2.0) 1.2% 

Other Incidents   

Ongoing generalised stress associated with work 11 (22.4) 12.9% 

Vandalism of the household or the client’s personal property 3 (6.1) 3.5% 

Verbal abuse from a young person 3 (6.1) 3.5% 

Workplace conflict between staff members 3 (6.1) 3.5% 

Investigation into the suicide of a young person 1 (2.0) 1.2% 

Total number of reported incidents 85  

a Examples of high risk behaviour include young people carrying weapons, self-harm 

behaviours, suicide attempts, sexual exploitation, theft, substance abuse, threats to staff, and 

assault  

Trauma Symptom Outcomes for EMDR Efficacy 

A summary of descriptive statistics for outcome data reported across the sample has 

been presented in Table 2, including PCL-5 data for participants who received the 

individually delivered R-TEP protocol, and SUD data for participants who completed G-TEP 

sessions. Further descriptive statistics about number of sessions and weeks between incident 

and first session are presented in Table S2. Outcome data underwent a series of analyses and 

the analysis pathway for these data, including the types of analyses that were conducted and 

the number of participants that were included in each analysis, refer to Figure 1. 

Table 2  

Descriptive statistics summarising outcome scores 
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 R-TEP Protocol (n = 49) 

Outcome measure- PCL-5 Data 

G-TEP Protocol (n = 

31) Outcome Measure- 

Subjective Units of 

Distress  

 Baseline Follow-up Baseline Follow-up 

 M SD M SD M SD M SD 

Entire 

sample 

35.41 14.10 18.49 12.81 6.35 2.18 3.68 2.31 

In-person (n 

= 37) 

38.49 13.76 20.49 13.43 - - - - 

Online (n = 

12) 

25.92 10.85 12.33 8.45 - - - - 

Note. R-TEP Recent Traumatic Incident Protocol; PCL-5 Post-traumatic Stress Disorder 

Checklist; G-TEP Group Traumatic Incident Protocol; M Mean; SD Standard Deviation; n 

Number 

PCL-5 

A paired-samples t-test was conducted to determine if there was a significant change 

in PCL-5 scores between baseline and post-intervention for all 49 participants who had 

complete outcome data available. The analysis revealed a statistically significant reduction 

from a mean PCL-5 score of 35.41 (SD = 14.10) at baseline, to 18.49 (SD = 12.81) at post-

intervention; t(48) = 11.99, p < .001, 95% CI [14.08, 19.75], see Figure 2. 

 Figure 2 
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Mean PCL-5 scores over time 

To determine whether outcomes differed between participants who received EMDR 

face-to-face (n = 37) and those who received EMDR online via videoconferencing during the 

COVID-19 pandemic (n = 12), a mixed two-way ANOVA was conducted. The assumption of 

homogeneity of variances was met for both baseline (F = .341, p = .562) and post-

intervention data (F = 3.564, p = .065), however a Greenhouse-Geisser correction was 

applied as the assumption of sphericity was violated (W = 1.00, p < .001). The results of the 

mixed two-way ANOVA revealed a non-significant interaction effect, F(1, 47) = 1.85, p = 

.18, η2 = .038. The main effect of time showed a statistically significant difference in mean 

PCL-5 scores across the two time-points, F(1, 47) = 94.38, p < .001, η2 = .67. Specifically, 

there was a statistically significant decrease in PCL-5 scores between baseline and post 

intervention, with a mean difference of 15.79 (95% CI [12.52, 19.06], p < .001. The main 

effect of group revealed a statistically non-significant difference in PCL-5 between the two 

session modality groups, F(1, 50) = 3.48, p = .07, η2 = .07. A series of paired-samples t-tests 

were conducted post-hoc to examine the change in PCL-5 data within each group and 

revealed a significant decrease in mean PCL-5 scores between baseline and post-intervention 

for both the face-to-face modality group (t(36) = 10.67, p < .001, 95% CI [14.58, 21.42]) and 

the online modality group (t(11) = 5.85, p < .001, 95% CI [8.48, 18.69]). 

Subjective Units of Distress 

 The SUD data collected during G-TEP sessions were analysed via a paired-samples t-

test and revealed a statistically significant decrease in scores between baseline (M = 6.35, SD 

= 2.18) and follow-up (M = 3.68, SD = 2.31); t(30) = 8.22, p < .001, d = 1.48. 

Discussion 
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This paper describes the use and preliminary efficacy of the R-TEP and G-TEP 

EMDR protocols in the treatment and prevention of traumatic stress symptoms among 

residential OoHC staff. To our knowledge this is the first of its kind to solely examine this 

population, and it offers some compelling albeit preliminary evidence about the efficacy and 

acceptability of EMDR in this overlooked cohort. The results suggest that EMDR can 

effectively reduce traumatic stress symptoms among residential OoHC staff. These findings 

align with previous research that reported improvements in occupational distress following 

the delivery of EMDR (Morris et al., 2021; Rost et al., 2009; Stergiopoulos et al., 2011; 

Tarquinio et al., 2016). While we unexpectedly investigated the delivery of EMDR in an 

online environment via telehealth due to state-wide restrictions introduced during the 

COVID-19 pandemic in 2020, our findings indicate that the R-TEP protocol can be delivered 

online with fidelity and efficacy. Specifically, the findings reported herein suggest that the 

efficacy of EMDR delivered in an online environment is comparable to face-to-face 

modalities. To the authors’ knowledge, the current study is one of few to investigate the 

efficacy of delivering EMDR online (Lenferink et al., 2020), and certainly the only study to 

compare the two modalities. This comparison offers a unique view into the efficacy of 

EMDR and has significant implications for clinical practice and implementation. It further 

allowed flexibility in delivery, and increased access to trained therapists in regional areas 

where resources are often less available. 

The results of this study also suggest that EMDR offered online may be equally as 

effective as face-to-face delivery. However, the efficacy of online EMDR delivery among 

individuals who work in a caring occupation and its efficacy in the broader social context of a 

public health crisis such as the Covid-19 pandemic has yet to receive a comprehensive 

evaluation. The Covid-19 pandemic has accelerated the online use of EMDR for workplace-

related trauma (Smith, 2021), with both the online delivery of R-TEP and G-TEP protocols 
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being studied (Moench & Billsten, 2021; Perri et al., 2021).  A computerised adaptation of G-

TEP called the Self-Care Traumatic Episode Protocol (STEP) produced significant decreases 

in depression, anxiety and stress in a recent randomised controlled trial (Moench & Billsten, 

2021). Similarly, a comparison of seven sessions of CBT and R-TEP for Acute Stress 

Disorder delivered via Skype found both interventions were effective in reducing anxiety, 

trauma and depressive symptoms (Perri et al., 2021). A recent proof of concept study also 

found evidence that EMDR can be delivered via video-conference however concluded a 

clinical trial was warranted (Farrell et al., 2022). 

 Strengths and Limitations 

This study was the first to explore the use of EMDR in residential OoHC staff only 

and provides some evidence of its efficacy.  As this cohort experiences very high levels of 

traumatic experiences in the workplace, the findings suggest it is important that organisations 

offer a treatment like EMDR to support the ongoing wellbeing of their workforce.  Another 

strength of this study is the comparative analyses regarding the use of EMDR in both an 

online and face-to-face modality. The completion rates of the therapy were very high at 77%, 

with those who discontinued therapy having reasons related to life circumstances rather than 

the EMDR itself.  This suggests that EMDR may be acceptable within this population.  The 

study demonstrated that treatment could be delivered effectively with few sessions, with 

further scope to examine face-to-face and online ways of supporting staff through R-TEP and 

G-TEP.  Given that treatment provided quick alleviation of symptoms, the study supports 

early intervention, yet further research is required to see if it prevents later development of 

PTSD.  This paper responds to the previously highlighted limitation that adverse reactions to 

EMDR were under-reported (Shipley et al., 2022), by ensuring these were measured if they 

occurred. 
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 The findings of this study must be interpreted with caution in light of several 

methodological limitations. First, the data were obtained retrospectively and while missing 

data was accounted for in the statistical analyses, it suggests some caution should be applied 

when interpreting these findings.  The findings were limited by a small sample size for each 

year, suggesting that the analyses may not have been adequately powered to detect 

significance with accuracy. Further, there were unequal sample sizes for the treatment 

modalities which have a statistical impact on the outcomes. Demographics characteristics of 

the staff were also not available. Finally, this study lacked a qualitative component exploring 

the perceived need for the EMDR program and the barriers and enablers to program 

implementation from the perspectives of both the organisation’s staff and management.  

Future Research 

The prevalence of Australian children experiencing at least one adverse childhood 

experience (ACE) (such as physical, emotional or sexual abuse or neglect, among other 

experiences) is approximately 72% (Zubrick et al., 2005). The link between ACEs and mental 

health issues in adulthood is strong (Hughes et al., 2017), speculated to be because ACEs 

reduce one’s capacity to recover from traumatic stress incidents (Barlow et al., 2017). 

Preliminary data (presented in Supplementary document S3), not fit for publication due to 

methodological issues, provides a snapshot into the number and range of ACEs and stressful 

adult experiences of the OoHC cohort studied. Future exploration of the impact that previous 

childhood and adult adverse experiences can have on the development of future traumatic 

stress symptoms from a workplace incident is warranted.  This would align with current 

research that has examined this factor particularly as it relates to mental health, (see for 

example (Farrell et al., 2022; Perri et al., 2021)) 

Conclusion 
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This paper offers promising findings that EMDR is an effective intervention in 

reducing symptoms of traumatic stress in OoHC staff.  Given the importance of carers to the 

wellbeing of traumatised young people, supporting staff may have the dual benefit of 

reducing staff turnover from traumatic stress which increases the stability of young people in 

care.  Further research is required into the impacts of staff receiving trauma treatment for 

children and young people. Using two early intervention protocols (R-TEP and G-TEP), 

allowed the staff to flexibility access individual or group EMDR in a timely manner, without 

requiring a lengthy therapy relationship or to process earlier experiences of trauma.  An 

interesting finding of the research was that staff benefitted from the EMDR intervention, even 

when their symptoms did not meet a Criterion A event.  

Despite the benefits of G-TEP demonstrated in this study and others (Kaptan et al, 

2021; Tsouvelas, 2019), practical barriers prevented it from being quickly and routinely 

implemented in the residential care setting. Given the ability to scale up G-TEP, and evidence 

it can be delivered in a computerised form (Moench and Billsten, 2021) further research to 

overcome barriers is warranted.  Given the limitations of this paper, more research with a 

larger sample size is needed to offer more confidence in these findings overall.   
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