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Application to different formats 

As mentioned earlier, the treatment was designed to be highly adaptable to different contexts.  In research, it has shown positive results in both individual and group formats; in both women and men; in sessions of one hour and 1.5 hours; in outpatient, inpatient, and prison settings; in 50 and 90-minute sessions; in open and closed groups; and with singly and co-led groups [see Outcomes].  The time frame in research thus far has typically been 25 sessions over three months (twice-weekly treatment), but clinically has also been implemented once weekly, three times per week, or a blend (e.g., twice weekly then once weekly).  The length of treatment also varies: for example, a client on an inpatient unit may have time for only three sessions, and thus just one or a few topics might be covered.  In a long-term residential program, each topic might be covered over two or three sessions, for a much longer time frame.  Some programs have created two blocks of 12 sessions each; while others have allowed clients to cycle through the entire treatment multiple times.  As all of the Seeking Safety topics can be conducted in any order and independently of each other, clients do not have to be available for the full treatment, but can use whatever time is available to them.  Clients can join or leave at any point, and if conducted in group modality, open groups are thus typically best for most settings.  However, it is recommended that topic 1a Introduction / Case Management be conducted as the first session to orient the client to the treatment.  Also, if a client is joining an open group once it has already begun, it may also be important to conduct the topic PTSD: Taking Back Your Power prior to the client entering the group, so that s/he will be aware of what PTSD is.  For group treatment, if clients miss a session, they are offered the handouts from it, if desired, as a way to keep up with the group.  Suggestions for how to select the order of topics is provided in the manual (Najavits, 2002).  Clients are not discontinued from the treatment unless they are a direct threat to other clients or staff (e.g., assaultive, selling drugs).  Rather, an “open door” policy prevails: they are welcomed back at any time, a position advocated in early recovery (Herman, 1992).  Similarly, there are no particular coping skills or topics clients must master, but rather they are offered a wide variety from which to choose what works for them.  The goal is to “go where the action is”-- to use the materials in a way that adapts to the client, the clinician, and the program.   With a complex dual diagnosis population such as this, a stance of flexibility appears key (Najavits, 2001).   

