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1. Australian veteran-specific addendum 

1.1. Purpose 
This addendum was developed to provide an Australian veteran-specific guide for implementing the 
Seeking Safety model within veteran populations. While the original Seeking Safety program has been 
applied internationally, adaptation to the Australian context is essential to ensure cultural fit, relevance 
to local services and acceptability for ex-serving members. The purpose of this addendum is to: 

 bring Seeking Safety – an evidence-based model for trauma, post-traumatic stress disorder 
(PTSD) and substance use – into veteran settings, where trauma and addiction often co-occur 
but are not always addressed together 

 highlight the multidirectional relationship between trauma, substance use and post-service 
adjustment challenges, all of which are highly prevalent among veterans and strongly influence 
one another 

 provide a positive, compassionate, recovery-oriented approach that engages veterans in 
reducing unsafe behaviours while avoiding stigma, blame or judgement 

 support a strong public health approach by using Seeking Safety as a low-cost, flexible model that 
can be delivered by clinicians and peers alike across a variety of veteran service settings 

 focus on practical, present-focused coping strategies while helping veterans understand how 
trauma and substance use have shaped their experiences 

 offer material relevant not only to Open Arms – Veterans & Families Counselling (‘Open Arms’, 
Australia’s national provider of counselling and support services for current and ex-serving 
Australian Defence Force members and their families) but also to broader veteran health, mental 
health and peer support programs 

 draw directly on lessons from the Australian peer-led Seeking Safety pilot evaluation 
(‘Australian pilot’) to ensure recommendations are evidence-informed, culturally appropriate and 
feasible within the veteran context. 

1.2. Methodology 
The addendum is based on a mixed-methods feasibility study, conducted by Gallipoli Medical Research, 
evaluating the translation and implementation of the group format, partial-dose (8 sessions) Australian 
pilot intervention in 2 locations of the Open Arms service delivery environment (South Queensland and 
South Australia) between 2023 and 2025. Open Arms is Australia’s leading provider of mental health 
assessment and counselling for Australian veterans and their families, offering services delivered by 
professional clinicians as well as individuals with lived experience of military service or military family 
life. Data sources included the following: 

 Staff participant focus groups: Conducted with 10 staff (4 peer workers, 6 clinicians) following 
program delivery to capture qualitative reflections on feasibility, acceptability, cultural fit and 
implementation considerations. 

 Staff participant surveys: The Seeking Safety feedback questionnaire was completed by 4 staff 
(2 clinicians, 2 peer workers) to provide structured ratings of program relevance, delivery and 
cultural appropriateness. 

 Client participation and psychosocial measures: 13 veterans enrolled in the program, with 9 
(69%) attending 3 or more of the 8 sessions. 

 Client participant feedback data: The Seeking Safety feedback questionnaire was completed by 
6 clients to capture acceptability and perceived helpfulness of program topics. 
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 Client participant attendance records: Documented individual attendance across sessions, used 
alongside feedback data to assess program participation, feasibility and acceptability. 

1.3. Important caveats 
Small participant sample: The findings in this addendum are based on a limited number of participants. 
Quantitative feedback via the Seeking Safety feedback questionnaire was provided by only 7 staff (4 
clinicians and 3 peer workers), and the staff focus groups included 10 participants (4 peer workers and 6 
clinicians). It is also important to note that this initiative was conducted as a research project with 
specific requirements and guidelines, which would not apply when the program is delivered routinely 
within a service setting where facilitators typically have greater autonomy and fewer research-related 
demands. 

Peer facilitator experience: The peer workers in the pilot brought valuable lived-experience expertise to 
their facilitation roles. However, the project did not formally assess or document their prior experience 
with group facilitation or manual-based models. What was evident during the pilot was that additional 
training and supervision were important to help peer workers feel confident with a structured 
intervention and to support role clarity. This aligns with broader peer support literature, which 
consistently emphasises the need for tailored training pathways, supervision and support to sustain 
effective peer delivery (Chinman et al., 2014). 

Partial topic delivery: Only 9 of the 25 Seeking Safety topics were implemented during the pilot, 
reflecting the limited number of sessions delivered. Because the intervention dose is determined by the 
number of sessions completed, the pilot reflects a partial dose of the program. Controlled clinical trials 
have shown evidence that a ‘partial dose’ (12 sessions) of Seeking Safety can provide an adequate 
therapeutic dose for positive outcomes (e.g. Hien et al. 2009). Other implementation literature and 
program guidelines suggest that smaller doses (e.g. 6 to 8 sessions) may still offer value in real-world 
settings; however, the evidence base for such brief deliveries (fewer than 9 sessions) remains limited. 

While the pilot’s delivery aligned with lower bounds of feasibility, it is important to recognise that staff 
and client feedback were based only on the following topics: 

 ‘Introduction / Case management’ 

 ‘Compassion’ 

 ‘Safety’ 

 ‘Taking back your power’ 

 ‘Detaching from pain’ 

 ‘Asking for help’ 

 ‘Coping with triggers’ 

 ‘Healthy relationships’ 

 ‘Healing from anger’. 

Closed-group format: Because of the research design, the pilot used a closed-group format, whereby all 
participants started and ended together. This differs from the more common open or rolling-entry 
format in Seeking Safety, where new participants can join the group at different time points, which is 
supported by the model’s modular structure (Najavits, 2002). Rolling entry has the advantage of 
reducing barriers to access, as participants can join at any time without disrupting group cohesion, a 
flexibility built into the model and demonstrated in practice in settings such as correctional programs 
(Zlotnick et al., 2009). 

Closed groups, by contrast, can offer greater predictability and cohesion because participants move 
through the program as a unit. In the pilot, the closed format was chosen to maintain consistency for 
evaluation purposes, though it does not reflect the flexibility of real-world Seeking Safety 
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implementations. Future delivery in veteran services could therefore consider the relative trade-offs: 
closed groups may strengthen group identity and trust, but rolling formats may better support access 
and continuity for those with fluctuating availability. 

Context-specific delivery: The Seeking Safety program was delivered within the constraints of a pilot 
research protocol, which required fixed session schedules and additional research-related activities. 
These conditions may have shaped participant experiences and should not be assumed to reflect typical 
service delivery contexts. 

Limited generalisability: Given the small and context-bound nature of the pilot, its findings should not be 
generalised to all veteran populations or service contexts. Any future delivery changes based on this 
addendum should be evaluated for feasibility, acceptability and impact in broader contexts. 
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2.  Overview of Seeking Safety 
Seeking Safety is a present-focused, manualised, cognitive-behavioural intervention designed to help 
individuals attain safety from trauma-related symptoms or addiction. The model was developed in the 
1990s by Professor Lisa Najavits, with the corresponding treatment manual published in 2002. It is 
grounded in 5 key principles: 

1. safety as the overarching goal, helping clients attain safety in their relationships, thinking, 
behaviour and emotions) 

2. integrated treatment, addressing trauma and addiction at the same time for clients who have 
both issues (or it can be used for either alone) 

3. a focus on ideals, emphasising values such as respect, honesty and commitment 

4. attention to clinician processes, supporting facilitators in their own coping and wellbeing 

5. content areas that address cognitive, behavioural, interpersonal and case management needs. 

Seeking Safety consists of up to 25 topics, each addressing a safe coping skill relevant to trauma and 
addiction (e.g. ‘Asking for help’, ‘Creating meaning’, ‘Setting boundaries in relationships’ and ‘Coping 
with triggers’). Each topic is independent and can be completed in any order, and as many can be 
completed as time allows. The session uses a structured format comprising check-in, inspiring 
quotations, handouts, topic discussion and check-out. Sessions can be delivered in a group or individual 
format, in any setting (e.g. outpatient, residential, community, criminal justice or primary care) and by 
any provider. Sessions can vary in length and frequency depending on the context. 

Intended outcomes include: 

 reduction of trauma-related symptoms (e.g. PTSD, anxiety or dissociation) 

 reduction in addiction (substance use or other types) and related problems 

 increase in the use of healthy coping skills 

 improved relationships 

 enhanced sense of safety, self-efficacy, hope and quality of life 

 greater engagement with treatment and reduced relapse risk. 

A key strength of Seeking Safety is that it does not require clients to delve into the trauma or addiction 
narrative but instead stays focused on the present, providing practical skills to promote safety and 
stability in daily life. 

2.1. Who can facilitate? 
Seeking Safety is designed to be highly flexible in terms of facilitator background and delivery structure. 
This flexibility has allowed the model to be implemented across diverse settings by both clinicians (e.g. 
psychologists, social workers and counsellors) and non-clinicians (e.g. peer support workers and case 
managers). 

In the current Australian pilot project, co-facilitation was used (one clinician and one peer worker per 
group). This structure was chosen to provide additional support during the pilot, especially given the 
peer-led context and the potential sensitivity of working with veterans with trauma histories. However, 
for practical reasons, Seeking Safety is typically facilitated by a single provider, and the model’s evidence 
base is derived primarily from studies of single-facilitator delivery (Crisanti et al., 2019; Litt et al., 2019; 
Najavits, 2002; Najavits & Hien, 2013). 

Overall, facilitator flexibility is one of Seeking Safety’s strengths, allowing for alignment with local 
workforce structures, available resources and participant needs, whether using peers, clinicians or 
mixed models, and whether single-facilitated or co-facilitated. 
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2.2. The concept of adaptation vs tailoring 
Seeking Safety is inherently flexible in virtually every way: the number and order of topics, who can 
deliver the model, the length of sessions, the modality (group, individual or a mix), single or co-
facilitation, using language and examples relevant to the population served, relating the session material 
to clients’ lives in myriad ways, the number and order of handouts covered in the session, the personal 
style of the facilitator and so on. Due to this flexibility, the concept of adaptation in the sense of 
changing the model or developing an alternative version of it does not apply. Rather, Seeking Safety, in 
its current form, empowers facilitators to implement it as they see fit, making decisions about how they 
want to deliver it to best meet the needs of their clients. Much of this addendum thus focuses on specific 
ways that facilitators in our pilot project did that, including illustrative quotations to show this in their 
own words. The terms ‘personalisation’ or ‘tailoring’ are apt for this process (Bennett & Shafran, 2023), 
and thus, terms like this are used throughout this addendum. 

In contrast, ‘adaptation’ typically has a broader meaning. An example of a Seeking Safety adaptation is 
‘Signs of safety’ for the Deaf community (Anderson et al., 2021). In that project, a toolkit of unique 
materials was developed to offer Deaf-accessible illustrations and videos in American Sign Language 
that fit best practices in Deaf mental health, for those who otherwise would be unable to make use of 
the Seeking Safety materials (DeafYES!, n.d.). 

In this addendum, we thus do not use the term ‘adaptation’. Instead, we recognise that facilitators are 
empowered by the model to make their own decisions on how to implement it. Yet we also emphasise 
fidelity so that the model is carried out with integrity to its format, content and process. A balance of 
tailoring while maintaining fidelity is the goal. 
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3.  Australian veteran-specific considerations 
Implementing Seeking Safety within the Australian veteran population requires consideration of the 
evidence base for the model, the unique cultural aspects and clinical needs of the participants, and the 
capacity of the workforce (including both clinicians and peers) to deliver it effectively. 

3.1. Evidence base in veterans 
Research in veteran populations internationally, including studies conducted within the US Department 
of Veterans Affairs healthcare system, has demonstrated that Seeking Safety is effective and feasible for 
veterans with PTSD, substance use disorder and co-occurring challenges such as depression and 
psychiatric distress (e.g. Desai et al., 2008; Hien et al., 2009). An early Veterans Affairs pilot study with 
male veterans found that Seeking Safety was feasible, acceptable and associated with improvements in 
coping and engagement (Weaver et al., 2007). Separately, in a randomised controlled trial with male 
veterans in a Veterans Affairs substance use disorder clinic, Seeking Safety was associated with reduced 
drug use, greater treatment attendance, higher satisfaction and improvements in active coping. In this 
study, reductions in alcohol use and PTSD symptoms were observed across both treatment groups 
(Boden et al., 2012). These findings provide a strong foundation for implementing Seeking Safety within 
the Australian military context. 

3.2. Military culture and norms 
Military service is associated with distinct cultural norms – such as discipline, stoicism, camaraderie and 
loyalty – that strongly shape how veterans engage in treatment. These dynamics have been documented 
across time and populations, from early work highlighting the influence of military culture on 
engagement with care (Hall, 2011) to recent evidence in women veterans, which similarly emphasises 
how these values shape help-seeking and treatment experiences (Campbell et al., 2025). While these 
values can provide resilience, they may also create barriers to care, particularly when stigma around 
mental health or substance use disorder is present (Greene-Shortridge et al., 2007; Mittal et al., 2013). 
In this sense, it is important that practice models like Seeking Safety are sensitive to military values 
while addressing these potential barriers. In particular, attention to group dynamics, trust and 
confidentiality is critical for fostering engagement and therapeutic alliance among veteran cohorts 
(Boden et al., 2012; Hall, 2011; Weaver et al., 2007). 

3.3. Common clinical challenges 
Veterans experience high rates of co-occurring PTSD, depression, anxiety and substance use disorder, 
often compounded by chronic pain, sleep disturbance and difficulties adjusting to civilian life post-
service (Australian Institute of Health and Welfare, 2023; DVA, 2017; Forbes & Metcalf, 2014). National 
data indicate that approximately 8% of currently serving Australian Defence Force members and 17.7% 
of ex-serving members meet the criteria for PTSD in any 12-month period, compared with 5.7% of the 
general Australian population (Creamer et al., 2002; Poerio, 2024). These findings highlight the 
particular vulnerability of veterans compared to the broader community and the complex comorbidity 
profile common in this population. Reports from the Australian Institute of Health and Welfare also 
show that chronic pain and sleep disorders are disproportionately prevalent among ex-serving 
personnel, adding further complexity to treatment needs (Australian Institute of Health and Welfare, 
2023). 

International research complements this picture. Studies of US service members returning from Iraq and 
Afghanistan have similarly demonstrated elevated rates of PTSD, depression and anxiety, reinforcing 
the cross-national relevance of trauma-focused interventions in military populations (Hoge et al., 2006; 
Wisco et al., 2016). 



VMH-27 Peer-Led Seeking Safety Milestone 7: Final Addendum 
(V2.1 17 October 2025)  
DDVA HREC protocol no. 548-23 Page 10 of 28

 

Seeking Safety’s focus on trauma and addiction makes it particularly well suited to address these 
overlapping challenges (Najavits, 2002). However, it is critical to recognise that military service is not 
always the primary source of trauma. Research shows that childhood adversity and cumulative trauma 
exposures are common among veterans and may play a decisive role in the development and 
maintenance of PTSD and addiction (Bremner et al., 1993; Sareen et al., 2013). Comprehensive trauma 
evaluations are therefore essential for ensuring that both military and non-military traumas are 
addressed in treatment planning. 

3.4. Peer-led and shared identity 
The use of peer facilitators – veterans with lived experience of recovery – offers distinctive benefits for 
engagement and retention. In mental health services (including US Veterans Affairs settings), peer-
provided services have been shown to enhance recovery, confidence and empowerment, supporting 
trust and credibility in care relationships (Resnick & Rosenheck, 2008). In veteran contexts, the shared 
identity and lived experience of peers can help counter stigma and promote hope, thus complementing – 
rather than replacing – professional expertise. 

There is also direct evidence that peers can successfully deliver manualised interventions like Seeking 
Safety when trained and supervised. A randomised non-inferiority trial found peer-delivered Seeking 
Safety groups achieved PTSD symptom reductions and coping gains comparable to clinician-led groups 
(Crisanti et al., 2019). Earlier peer-led pilots of Seeking Safety reported feasibility and positive outcomes 
under structured training and supervision models (Najavits et al., 2014), and recent implementation 
work in a women’s jail similarly found peer-led Seeking Safety to be feasible, highly acceptable and 
appropriate (Nowotny et al., 2025). In addition, our Australian pilot study confirmed the cost-
effectiveness of peer-led Seeking Safety across economic modelling sensitivity scenarios. 

Together, these studies support peer leadership as a credible, evidence-aligned delivery option for 
veteran services when accompanied by clear role definitions, preparatory training and ongoing 
supervision. 

3.5. Co-facilitation with clinicians 
While the Seeking Safety manual allows for single facilitation in either individual or group formats 
(Najavits, 2002), we used peer and clinician co-facilitation in our small pilot with Australian veterans. In 
this project, co-facilitation was well received and highlighted as particularly valuable during the post-
intervention focus groups. However, more research and implementation would be needed to evaluate 
whether singly-led sessions would be equally well received. Thus far, the majority of implementations 
and studies comprising the evidence base on Seeking Safety have been conducted in singly-led sessions, 
including those evaluating peer-led delivery (e.g. Crisanti et al., 2019; Najavits et al., 2014; Nowotny et 
al., 2025). 

In the pilot study, co-facilitating clinicians consistently emphasised that peer facilitators brought an 
authenticity and credibility that resonated strongly with veterans. As one clinician explained, ‘it’s coming 
from another person that has walked that line’, while another observed, ‘it was so good to see peers 
stepping up and leading the group, and I think it really helped create safety of the group’. Shared military 
identity was described as fostering trust and cohesion: ‘common link of service … everyone felt 
welcomed … the clients really supported each other’. Peers were seen as helping veterans feel 
comfortable and engaged because ‘it’s not somebody that is going to be there to tell them what to do … 
they’re working alongside them’. 

At the same time, the clinicians were valued for providing clinical oversight and safety, especially in 
situations where risks or triggers arose. One peer reflected, ‘… it’s really important to have that clinician 
present’. Another emphasised the need for support in offsite settings: ‘sometimes clients just get up and 
leave. And it’s just too triggering for them, and they need space to get out. So, we need to ensure that 
they’re okay and we’re checking in on them’. 
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Together, these reflections suggest that co-facilitation balances lived experience with clinical expertise 
and supports everyone involved – peers, clinicians and veteran clients. 
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4. What doesn’t need to change 
While some tailoring may aid the implementation of Seeking Safety to enhance its cultural fit for 
Australian veterans, our findings suggest that the core principles and structure of the model remain 
essential and should be preserved. These foundational elements have been consistently praised in both 
the literature and the Australian pilot post-intervention feedback and are critical to maintaining fidelity: 

Structured format and facilitation tools : The program’s consistent structure – including check-in, 
quotation, topic discussion, handouts and check-out – was widely valued by both facilitators and veteran 
participants. The facilitators described it as ‘predictable’ and ‘empowering’, noting that the clear routine 
helped veterans ‘connect and reflect more effectively’. They emphasised that the structured elements 
(handouts, quotations, and check-in and check-out) were essential anchors for facilitators and veteran 
clients alike, providing a balance of guidance and flexibility. As one facilitator noted, ‘the model’s 
structured nature was particularly helpful for ex-serving members, who are very oriented to structure … 
very oriented to process’. Another reflected that ‘the structured session format was instrumental in 
guiding group discussions and maintaining focus … I really like the format; it allowed conversations to 
stay on track’. 

Integrated focus: The model’s dual emphasis on trauma and addiction – and also its relevance for 
addressing either issue independently – was seen as particularly applicable to veterans. Facilitators 
highlighted the high rates of co-occurrence, noting: 

Veteran community; [it’s] quite common to have PTSD comorbid with a substance use 
disorder. 

They also cautioned against assuming military trauma as the sole source of difficulties, reflecting that: 

even if someone hasn’t deployed, they’ve still experienced generally some trauma from 
service. 

This adaptability underscores the importance of preserving Seeking Safety’s integrated focus as a core 
strength of the model. 

Present-focused, skills-based approach: Seeking Safety’s emphasis on practical, here-and-now coping 
strategies was described by facilitators as highly relevant to veterans. One facilitator noted: 

It’s about the now – it’s not about the past, it’s not about the future – it’s just how 
they’re presenting at the moment and how they stay safe in the moment … I think that’s 
why it works. 

The model’s recovery orientation and strengths-based focus were similarly valued, with facilitators 
highlighting that it ‘promotes recovery’ and ‘keeps people on track and has them thinking about what 
they actually want to change’. 

Safe and respectful environment: The model’s focus on safety, respect and non-judgement was 
consistently seen as vital to supporting trust, emotional security and recovery within groups. Facilitators 
described how the shared peer-led context created a strong foundation for safety: 

It worked well because they were all ex-serving members, they had that mutual bond … 
same background, like that lived experience. 

One peer worker highlighted that this fostered openness and authenticity: 

it’s okay to speak about this … everybody here is an ex-serving member. 

Facilitators also noted that the collaborative stance – ‘it’s not somebody that is going to be there to tell 
them what to do … they’re working alongside them’ – was instrumental in building respect and reducing 
stigma. Together, these reflections reinforce that creating a safe, respectful environment is not only a 
principle of Seeking Safety but also an essential condition for its successful implementation in veteran 
contexts. 
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Flexibility within fidelity: Facilitators highlighted the importance of tailoring their delivery style to group 
dynamics while maintaining fidelity to the Seeking Safety model. They emphasised that: 

often I think there’s either too much rigidity and structure … or too much flexibility … 
[Seeking Safety] has a great blend of flexibility within structure. 

The ability to tailor sessions to veteran client needs was seen as a strength: 

I liked that each week, it was guided by the clients … depending on what was going on 
for each person, they could spend more time on this or less. 

Another facilitator described it as: 

a great blend of flexibility within structure … client-led discussions … rather than 
expert-led kind of models. 

This feedback underscores that how the content is delivered can be as important as the content itself, 
with facilitator sensitivity and flexibility supporting group engagement and safety (e.g. strategies for 
addressing silence or redirecting discussion). 

Alternative delivery options: Seeking Safety has been successfully implemented in a variety of delivery 
formats, and facilitator feedback in the Australian pilot project reflected the value of flexible 
implementation options, while preserving the model’s integrity. 

 Condensed delivery options: Alternative formats – such as 4-week programs with 2 sessions per 
week – were perceived as easier for veterans to commit to and could have helped maintain 
momentum. One facilitator observed that ‘especially with veterans, the attrition rate is quite 
high when you’re getting them to commit to something that’s like 8 weeks long’ and suggested 
that shorter or intensive formats (e.g. ‘2-day, 3-day intensive’) could improve engagement. This 
is consistent with international implementations, including intensive daily programs delivered in 
correctional settings (e.g. 2-hour sessions offered on consecutive days), which have 
demonstrated feasibility and effectiveness (Najavits, 2002). 

 Rolling-entry formats: Drop-in or rolling-admission groups (‘open groups’) were suggested by 
facilitators to lower barriers for veterans who may be hesitant to commit upfront or who cannot 
attend regularly. Seeking Safety is typically conducted as open groups because the populations 
it serves (people with trauma or addiction) often have unstable lives in which consistent session 
attendance is not possible. Thus, each topic in Seeking Safety is independent and can be 
undertaken in any order without loss of fidelity (Najavits, 2002). Clients can join at any point 
and, if they miss sessions, can return when they are able to. This strong flexibility may be 
especially useful in the Australian veteran context. 

 Partial engagement: Facilitators noted that even limited engagement in Seeking Safety – such as 
standalone sessions or use of handouts – was beneficial for some veteran clients. This aligns 
with the model, which emphasises that each of its 25 topics is standalone and can be delivered 
flexibly (Najavits, 2002). Such modular access has been used successfully in other contexts, 
supporting the effectiveness of Seeking Safety even without covering every topic in the manual 
(Hien et al., 2009). Additionally, one facilitator explained that the manual provided ‘an extensive 
amount of different tools that you can utilise in different spaces’, which allowed peers to 
incorporate elements of Seeking Safety into their everyday work outside of the pilot project. 

 Session length: A common theme in facilitator feedback was that 90-minute sessions felt too 
short for meaningful discussion. Facilitators recommended extending groups to 2 hours, or even 
longer, in some contexts. As one facilitator explained: 

when you start opening the conversation, that could go literally wide and it’s 
hard to kind of contain … I really like the format, I think that just allowed 
conversations to be on track, on the topic.  
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Several also suggested intensive block models such as ‘Tuesday to Friday from 9 till 12:30’ to 
reduce dropout and deepen engagement. Importantly, this flexibility is consistent with the 
Seeking Safety manual, which does not prescribe a fixed session length (Najavits, 2002) and is 
already reflected in the wider literature. For example, randomised and quasi-experimental 
studies in correctional settings have delivered Seeking Safety in extended formats, including 90-
minute sessions 3 times per week for 6 to 8 weeks (Zlotnick et al., 2009) and 2-hour sessions 
twice weekly over 12 weeks (Lynch et al., 2012), both of which demonstrated feasibility and 
clinical benefit. Thus, the facilitators’ suggestions align with established delivery options that 
retain fidelity to the model. 

 Intensive block delivery: Full-day or multiday formats (e.g. over 2 to 3 consecutive days). This 
approach has typically been used for exposure-based PTSD treatments (Hendriks et al., 2018); 
however, it could be used with Seeking Safety as well. It may be useful for veterans with 
significant time constraints or for those who prefer to engage deeply over a shorter period 
rather than attending weekly sessions. Such a format might help reduce dropout, sustain 
momentum and allow deeper immersion in the material while still aligning with Seeking Safety’s 
flexible structure. However, spaced learning – such as weekly or twice-weekly sessions – is 
often recommended as a better method because it allows for new skills to be truly internalised 
and for promoting time between sessions to complete Seeking Safety commitments. 

Taken together, these findings highlight that Seeking Safety embodies a high degree of flexibility and 
relevant content that allows for its delivery in the Australian veteran context. Facilitators are 
encouraged to make use of this flexibility by choosing delivery aspects that align well with their setting 
to optimise engagement and effectiveness for veteran populations, while also maintaining fidelity (see 
the resources in Section 7). 
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5. Getting started 

5.1. Facilitator preparation 

5.1.1.  How to start conducting Seeking Safety in relation to the veteran 
population 

For facilitators working with Australian veterans, the process of getting started with Seeking Safety is 
largely the same as with any population. The Seeking Safety manual (Najavits, 2002) provides 
information needed to begin: no specialised veteran-specific startup procedures are required. However, 
certain aspects of facilitator preparation may warrant additional consideration in the veteran context 
(e.g. awareness of military culture, co-facilitation with peers and clinicians, and attention to 
confidentiality and trust). 

A practical approach is to follow the 4 steps below, which are described in the book and implementation 
articles on the model: 

1. Read the Seeking Safety manual.1 

a. Begin with Chapter 1 for an overview of the treatment. 
b. Read Chapter 2 for detailed guidance on how to conduct sessions. 

2. Select and try one topic. 

a. Choose a topic that feels engaging and relevant for your veteran group. A common 
starting point is the topic ‘Safety’, as it introduces the structure and philosophy of the 
program. Alternatively, some facilitators choose to start with ‘Asking for help’, which is 
one of the shortest topics. 

b. Print the relevant client handouts (the publisher permits photocopying for client use, 
provided each facilitator has their own copy of the book). 

3. Conduct the session. 

a. Use the structured format of check-in, quotation, topic discussion and check-out. 
b. Allow space for group dynamics and client-led discussion (facilitators in the Australian 

pilot project described this as a ‘great blend of flexibility within structure’). 

4. Repeat with additional topics. 

a. Continue by choosing other topics in any order. Topics do not need to be delivered 
sequentially: the modular design supports flexibility and rolling entry without loss of 
fidelity (Najavits, 2002). 

Finally, facilitators are encouraged to ‘make it their own’ by bringing their personal style to the work (e.g. 
warmth, humour and authenticity) and try to use the safe coping skills in their own life. As Najavits and 
colleagues (2013) emphasise, the program is intended to be empowering not only for clients but also for 
those delivering it. 

5.1.2. Experiential practice and additional supports 

In the Australian pilot, facilitators were offered supplementary supports to strengthen their confidence 
and readiness in delivering Seeking Safety, in recognition that they had varying levels of experience in 
group facilitation, manualised treatments and conducting trauma-specific care. Thus, in addition to the 
standard training, these supports included opportunities to experience the model from the perspective 

 

1 The Seeking Safety manual can be purchased from the Treatment Innovations website (https://www.treatment-innovations.org
/books.html). Note: You do not need to read the entire manual before starting. 
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of a veteran client and the provision of structured tools to consolidate learning. Such supports may be 
useful in future implementations of Seeking Safety, depending on the facilitators’ skills and experience. 

Professor Lisa Najavits, in collaboration with Gallipoli Medical Research, designed the following package 
of supplementary supports for Open Arms staff: 

 Experiential practice sessions: 4 sessions (2.5 hours each) were delivered online by a Treatment 
Innovations trainer; facilitators participated as themselves (or the ‘client’) so that they could 
experience what it feels like to be part of Seeking Safety group sessions. Four Seeking Safety 
topics were selected for this purpose: ‘Safety’, ‘Grounding’, ‘Compassion’ and ‘Asking for help’. 
At the end of each session, there was a structured debriefing to discuss experiences, focused on 
facilitation skills, cultural relevance and group dynamics. These experiential practice sessions 
allowed the facilitators to experience the model from the veteran clients’ perspective and 
reflect on its delivery in a veteran context. 

 Learning guide checklist: Building on the experiential sessions, a structured checklist of self-
directed learning activities was developed to reinforce skills and confidence (Najavits, 2024; see 
Section 5.1.3). 

 Staff information sessions: Optional briefings (four, 1 hour each) provided facilitators with 
practical orientation on processes, facilitator roles and the use of fidelity and feedback 
measures. 

 Booster training: Immediately before the pilot program launch, staff were offered 4 optional 1-
hour online booster sessions delivered by Treatment Innovations. These covered deepening 
trauma focus, adapting Seeking Safety while maintaining fidelity, making sessions engaging and 
managing challenging cases. 

Together, these supports reflected the recognition that peer workers in the Australian context benefit 
from tailored, layered preparation – beyond initial training – to ensure comfort, role clarity and fidelity 
in delivering Seeking Safety with veterans. 

5.1.3. Learning guide checklist adapted 

As part of the experiential practice phase, the Learning guide checklist (see the Appendix) was 
developed and designed with the learning preferences of the peers from the Australian Defence Force 
community in mind. The checklist provides a structured pathway to consolidate skills, reinforce training 
content and support confidence-building ahead of group delivery. 

The checklist includes 3 types of learning activities: 

 manual readings: focused readings from the Seeking Safety manual to reinforce understanding 
of the model 

 practical assignments: tasks designed to apply knowledge, such as preparing handouts or 
planning session flow 

 independent and group role-plays: experiential exercises to practise facilitation skills, 
strengthen confidence and receive structured feedback. Practice was emphasised as especially 
important for peer facilitators, who often found that confidence grew quickly once they had 
‘learned by doing’. 

For example, in Week 1 of the experiential practice, facilitators were asked to read the ‘Safety’ topic 
(pages 94 to 109 of the manual) and to then try conducting the session – with either their practice group, 
colleagues, clients or even friends and family – for at least 1 to 1.5 hours. They were then encouraged to 
use the Session format checklist to review whether they had completed all key elements of the session. 
This approach ensured that facilitators were not only familiar with the material but had opportunities to 
embed learning through practice and reflection. 
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The checklist was provided to staff following their Seeking Safety training. Facilitators were encouraged 
to complete as much of it as possible before conducting Seeking Safety with clients. While most 
activities could be completed flexibly and were not mandatory, they were designed to build familiarity 
and comfort with the program’s structured format, supporting readiness to begin group delivery. 
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6. Implementation 

6.1. Tailoring content for veteran contexts 

6.1.1. Language 

The Seeking Safety manual (Najavits, 2002) and training emphasise the importance of adjusting 
language and examples to suit the population being served. Just as such tailoring has occurred for 
adolescents and other populations, facilitators working with veterans should consider terms and 
scenarios that reflect military culture. 

 Program title: An alternative title, ‘Seeking strength’, was created by the model developer for 
military and veteran populations (Najavits, 2006), as ‘safety’ may feel less relevant to those who 
are trained to go into harm’s way. 

 Key terms: ‘Safe coping skills’ has been widely used in military contexts and resonates as a clear 
way of distinguishing effective versus harmful coping. For example, drinking to escape PTSD is 
unsafe coping. In adapting Seeking Safety, alternative phrasing can be considered, but it is 
essential that terms remain clear, trauma-informed and faithful to the model’s aim of teaching 
concrete, safe strategies. Language that is overly abstract or ambiguous risks diluting this 
message and reducing its usefulness for participants. 

 Role terminology: In the first US study of peer-led Seeking Safety (Najavits et al., 2014), the 
facilitator role was termed ‘guide’. This shift aimed to reduce the sense of formality or hierarchy, 
which can feel distancing in some contexts. Using ‘guide’ may also resonate in military settings, 
where peers supporting peers can be seen as walking alongside rather than providing formal 
therapy. This illustrates how role terminology can be thoughtfully considered in different 
contexts to preserve authenticity, reduce barriers and strengthen engagement. 

Cautions: While it is appropriate to use alternative terms that fit the peer delivery context or resonate with 
veterans, language must remain consistent with trauma-informed care principles. Facilitators should 
avoid terms that could be perceived as aggressive, alienating or dismissive, as these may undermine safety 
and engagement. 

6.1.2. Examples 

Facilitators emphasised the importance of using examples that felt authentic and meaningful, rather 
than generic, to veterans. As one peer said, ‘when I shared my story, you could see the shoulders in the 
room drop’. This veteran-to-veteran connection illustrates how lived experience and relevant examples 
can immediately build trust and safety in groups. 

To support facilitators, here are some illustrative scenarios that can be used to relate Seeking Safety 
topics to military experience: 

 Healing from anger: ‘When my buddy died in friendly fire, I stopped caring about anything; I was 
filled with rage, drank all the time’ (rage and substance use). 

 Compassion: ‘It wasn’t the combat that broke me – it was what happened on base. I didn’t tell 
anyone for years. Carrying that silence felt heavier than the uniform’ (military sexual trauma). 

 PTSD: taking back your power: ‘I can’t sit in a café with my back to the door. I’m always scanning. 
If someone drops something behind me, my body reacts before my brain does’ (hypervigilance). 

 Coping with triggers: ‘The fireworks on Anzac Day – everyone else was cheering, but all I heard 
was incoming [fire]. I had to leave’ (loud-noise triggers). Additional military-specific triggers 
include sudden noises and hypervigilance. 



 

VMH-27 Peer-Led Seeking Safety Milestone 7: Final Addendum 
(V2.1 17 October 2025)  
DDVA HREC protocol no. 548-23 Page 19 of 28

 

These composite vignettes illustrate how Seeking Safety topics can be tailored to veteran experiences 
while maintaining fidelity to the model. 

6.1.3. Themes 

An implementation article on the use of Seeking Safety (Najavits et al., 2009) with men highlights 
themes that are relevant to veterans of any gender: 

 Warrior bonding: Military experience emphasises teams and group loyalty, which can run very 
deep and, at times, reflects life-and-death survival. One US combat veteran, who conducted the 
model in a veteran’s centre for many years, said: 

when [the Seeking Safety group] goes well, they ‘bond like a symbolic combat 
unit; they are supportive of each other, and connect almost like a fire team [a 
group on a military mission]. The recovery of these men is like a different 
version of combat; it’s a real love for their comrades and they get to re-live it 
here. A lot of Seeking Safety groups directly express that notion of being 
combat veterans on a mission to recover. (p. 41) 

 Difficulty with feelings: Military experience inculcates strength and resilience, with more 
vulnerable feelings, such as sadness and shame, typically pushed away. It may feel weak to 
express feelings at all, with stoicism, self-sacrifice and action valued over emotionality. In a 
treatment setting, however, these priorities are flipped, which can be a significant adjustment 
for veterans. In Seeking Safety, there is emphasis on expression of feelings but within a tolerable 
moderate range of intensity, with topics such as ‘Detaching from emotional pain (grounding)’ 
and ‘Coping with triggers’ helping to manage overly intense feelings. One clinician on the 
Australian pilot said, for example: 

The triggers session really clicked – they could name what set them off and 
think through options. 

So too might topics like ‘Compassion’ and ‘Asking for help’ initially appear to evoke 
vulnerabilities, but if reframed as relating to values such as loyalty, honour, accountability or 
teamwork, the content was received more openly. 

 Anger: Military training often normalises and channels anger and aggression, which can be 
central to combat and other military missions. Anger can also help reinforce a sense of personal 
power. But in civilian life, anger may become a liability and needs to be substantially modulated. 
The Seeking Safety topic, ‘Healing from anger’, addresses anger directly. A peer worker in the 
Australian pilot said: 

It gave us something to fall back on, especially with difficult conversations like 
anger. 

 Issues with authority and control: Military experience is fully hierarchical, with a clear chain of 
command and the need to obey orders. In civilian life, veterans may be uncertain about how to 
respond to power, both within themselves and others. They may end up at unhealthy extremes – 
either becoming very passive, having difficulty taking control over their lives, or the opposite, 
continually getting into power struggles, unable to relinquish control. In Seeking Safety, the goal 
is personal empowerment – helping participants choose coping methods that work for them on 
their own recovery path. 

In the Australian pilot, an additional theme also emerged: 

 Relational and service values: Veterans resonated strongly with the idea of protecting friends 
and family or taking care of others, reflecting the salience of service and relational values. 

One facilitator captured this perspective, noting that a veteran might not ask for help themselves: ‘I 
don’t ask for help – but I’d back a mate any day’. This is consistent with prior research showing that 
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military cultural values such as loyalty, teamwork and responsibility shape attitudes towards help-
seeking and that framing treatment in these terms may reduce resistance and enhance engagement 
(Hoge et al., 2006). Veterans engage more strongly when help-seeking is presented not as personal 
weakness but as a responsibility to one’s unit, peers or family. 

6.2. Process aspects 
In addition to the content of Seeking Safety, it’s important to attend to its process – the group dynamics, 
the feeling of safety in the room and the balancing of participants’ needs. Facilitators in our pilot project 
offered the following process suggestions: 

 Manage silence: One peer facilitator reported that some groups would ‘go quiet’ when a 
sensitive topic (e.g. ‘Compassion’) was introduced. In these moments, the facilitator paused and 
gently redirected, allowing participants to write reflections instead of speaking aloud, which 
kept the group engaged without breaking safety. For example: 

Some topics can make the room really quiet … giving them a chance to write or 
reflect instead of pushing them to talk worked better. 

 Redirect away from trauma narratives: A key principle in Seeking Safety, to promote safety for 
both facilitators and clients, is to eschew detailed trauma disclosure. The phrase ‘headlines, not 
details’ summarises the goal – brief mention of trauma is fine, but not delving into narratives. If a 
client sometimes drifted into detailed trauma narratives, the facilitators – following the 
manual’s guidance – respectfully redirected discussion back to coping strategies, emphasising 
the present-focused nature of the model. This reinforced fidelity to Seeking Safety while 
validating veterans’ need to be heard. As reflected in feedback: 

It was easy for them to start sharing their whole trauma story, but the manual 
gave us tools to bring it back to coping, which kept things safe. 

 Don’t force participation: When a participant resisted completing the check-in, the facilitator 
normalised their choice by saying ‘it’s okay to just listen today’, which helped reduce anxiety and 
maintain group cohesion. One peer worker facilitator noted: 

Not everyone wanted to check in every time, and that was okay – they still got 
something out of it just by listening. 

 Stay aware of gender composition: Facilitators noted that gender dynamics could affect 
perceived safety. At one site, a peer worker observed: 

We did notice that when the female wasn’t here, it did turn into a boys’ club. 

Consideration of single-gender groups or explicit acknowledgement of gender issues can 
support inclusivity. 

 Allow participation without pressure: Check-ins were experienced differently across 
participants – while one client described the process as ‘a useful optional tool’, another called it 
‘anxiety-provoking’. This highlights the importance of flexibility: facilitators can normalise 
silence, offer opt-outs and provide alternative forms of engagement (e.g. writing) to ensure 
safety and inclusivity. 

 Emphasise peer authenticity: Veterans consistently responded well when peers shared 
elements of their lived experience. As one facilitator noted earlier, the physical tension in the 
room visibly eased when the facilitator shared part of their own story. This illustrates the unique 
capacity of peers to foster trust and connection through authenticity and shared identity. 
Importantly, however, such disclosure must remain within the principles of trauma-informed 
care: sharing should be purposeful, measured and never cross personal or professional 
boundaries. Trust-building through peer authenticity can thus be achieved without detailed 
trauma disclosure, ensuring that safety is preserved for both facilitators and clients. 
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 Delivery style: Avoid lecturing. As one facilitator reflected: 

Engagement increased when I stopped reading and started speaking. 

 Choose topics based on the needs of the group: The manual offers 25 topics, and some of these 
are likely useful to prioritise, such as ‘Safety’, ‘PTSD: taking back your power, and Detaching 
from emotional pain (grounding)’. These are central to Seeking Safety, and many facilitators like 
to start with these. However, the choice and order of topics is entirely up to the facilitator, and 
research generally shows that all 25 of the Seeking Safety topics receive positive ratings (e.g. 
Brown et al., 2007). In our pilot project, only 9 topics were implemented, but facilitators 
expressed interest in various others as well. Facilitators should feel empowered to select topics 
based on their own judgement. 
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7. Resources 
 The only requirement to conduct Seeking Safety is the manual itself. The website has additional 

materials, however, which may be helpful. (https://www.treatment-innovations.org/seeking
-safety.html) 

 The ‘Frequently asked questions’ section of the website (https://www.treatment
-innovations.org/faqs.html) provides important implementation updates that have arisen in the 
years since the manual was first published. 

 The Brief adherence scale (Najavits et al., 2000) can be used for self-reflection or supervision 
(https://www.treatment-innovations.org/assessment.html). It is one page and was used in the 
Australian pilot study to evaluate self-reported Seeking Safety fidelity. A longer Seeking Safety 
adherence scale is also freely downloadable from the same webpage and can be helpful for more 
formal fidelity assessment and as a teaching tool, as well as for research purposes. 

 The Session format checklist (Najavits, 2003) is freely available on the website 
(https://www.treatment-innovations.org/assessment.html) and is useful for assessing fidelity to 
the Seeking Safety model. Facilitators (or an observing colleague) can complete the Session 
format checklist after delivering a Seeking Safety session to ensure all elements of a session 
have been included (e.g. the check-in, quotation, handouts and check-out). 
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Appendix: Learning guide checklist 
Seeking Safety is a widely used model that many people find easy to implement once they become 
familiar with it. This checklist1 includes a series of activities to increase your confidence in delivering 
Seeking Safety via self-paced practical exercises, readings and online resources. 

You will see below relevant page numbers from the Seeking Safety manual.2 Additionally, the Seeking 
Safety training videos are accessible in either electronic or DVD format via the Treatment Innovations 
website (https://www.treatment-innovations.org/store/c8/Training_items.html). 

Suggestions for using this learning guide checklist 
1. A key aspect is to try out the model directly. Learn by doing is one of the most powerful methods of 

growth. Many practitioners find that it takes just a few sessions to feel comfortable with Seeking 
Safety. We encourage you to try conducting a session with actual clients (or role-play one with a 
colleague or even friends and family) and obtain feedback by asking them to complete the End of 
session questionnaire3 from Chapter 2 (p. 60) of the manual. 

2. You may also want to seek feedback by conducting a role-play with a colleague, and ask them to fill 
out the Session format checklist (https://www.treatment-innovations.org/uploads/2/5/5/5
/25555853/seeking_safety_session_format_worksheet.pdf)4 to identify if you did each of the 
session elements. 

3. Revisit tasks as needed to build confidence and familiarity with the Seeking Safety model. 

Below are each of the additional Seeking Safety topics that were included in the Australian pilot project. 
Each section below encourages you to read the topic and try it out, and suggests an additional activity to 
help expand your growth. You may choose to try out a session with a real client, a colleague of your 
choosing or a friend. This choice is yours depending on what makes you feel most comfortable to 
practise and become familiar with delivering Seeking Safety. 

Introduction / Case management 

□ Read manual treatment topic ‘Introduction to treatment / Case management’ (pp. 65–93). 

□ If possible, practise using this topic with a real client. 

□ Identify 3 favourite resources to refer clients to. If possible, share these with other colleagues so 
you can create a list to give to clients. 

 
1 Najavits, L. M. (2024). Seeking Safety: Learning guide checklist. For further information, contact info@seekingsafety.org. Cannot 
be adapted without written permission. 
2 Najavits, L. M. (2002). Seeking Safety: A treatment manual for PTSD and substance abuse. Guilford Press. https://www.treatment
-innovations.org/books.html 
3 Najavits, L. M. (2002). End-of-session questionnaire. In Seeking Safety: A treatment manual for PTSD and substance abuse (p. 60). 
Guildford Press. 
4 Najavits. L. M. (2015). Seeking Safety session format worksheet [Unpublished measure]. Treatment Innovations. www.treatment-
innovations.org (‘Training/Materials’ section). 
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Safety 

□ Read manual treatment topic ‘Safety’ (pp. 94–109). 

□ On the Safe coping skills list5 (pp. 103–108), make a note of the skills you use most in your own life. 

Detaching from emotional pain (grounding) 

□ Read manual treatment topic ‘Detaching from emotional pain (grounding)’ (pp. 125–136). 

□ Watch Seeking Safety Training Video #3, Part 2: Teaching grounding (16 minutes). 

Compassion 

□ Read manual treatment topic: ‘Compassion’ (pp. 182–188). 

□ Fill out the Self-compassion scale6 about yourself. It’s brief, and you’ll get immediate feedback on 
your own level of self-compassion. You don’t need to share the results. The scale can be completed 
online (https://self-compassion.org/self-compassion-test/). 

Asking for help 

□ Read manual treatment topic ‘Asking for help’ (pp. 164–173). 

□ Watch Seeking Safety Training Video #2: Example of a group session: asking for help (1 hour). 

PTSD: taking back your power 

□ Read manual treatment topic ‘PTSD: taking back your power’ (pp. 110–124). 

□ If possible, practise using this topic with a real client. 

□ Watch Seeking Safety Training Video #3, Part 1: A client’s story (20 minutes). 

Healthy relationships 

□ Read manual treatment topic ‘Healthy relationships’ (pp. 328–336). 

□ If possible, practise using this topic with a real client. 

□ Watch Seeking Safety Training Video #4: Fidelity rating session: healthy Relationships (1 hour). 
Notice your reactions: what do you think the counsellor did well? Did poorly? 

□ Download the ‘gold standard’ expert rating (https://www.treatment-innovations.org/uploads/2/5/5
/5/25555853/ss_adherence_expert_rating_-version_2.docx[DOCX 26KB])7 of this video and read 
through it. Notice how your observations compare with the expert rating. 

 
5 Najavits, L. M. (2002). Safe coping skills. In Seeking Safety: A treatment manual for PTSD and substance abuse (pp. 103–108). 
Guildford Press. 
6 Neff, K. D. (2003). Development and validation of a scale to measure self-compassion. Self and Identity, 3(2), 223–250. https://
doi.org/10.1080/15298860309027 
7 Najavits, L. M., Liese, B. S., & Heath, N. (2007). Seeking Safety adherence scale – brief version. https://www.treatment-
innovations.org/assessment.html 
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Healing from anger 

□ Read manual treatment topic ‘Healing from anger’ (pp. 345–361). 

□ If possible, practise using this topic with a real client. 

Coping with triggers 

□ Read manual treatment topic ‘Coping with triggers’ (pp. 308–316). 

□ Make a list of 3 of your most common triggers and notice how you cope with them. You don’t have to 
share it with anyone if you choose not to. 

□ If possible, practise using this topic with a real client. 

 

Additional optional learning 
Do these in any order you choose: 

□ Read manual Chapter 1: ‘Overview’ (pp. 1–22). 

□ Read manual Chapter 2: ‘Conducting the treatment’ (pp. 23–60). 

□ Watch Seeking Safety Video #1: Seeking Safety (2 hours). 

□ Go to the Seeking Safety website (https://www.treatment-innovations.org/seeking-safety.html) and 
browse the FAQ section (https://www.treatment-innovations.org/faqs.html) and any other sections 
that interest you. You also may want to view the brief videos (https://www.treatment-innovations
.org/ss-videos.html). 

□ Download the brief Seeking Safety adherence scale (https://www.treatment-innovations.org/trg-
handouts.html)8 and rate yourself on at least one session you conduct. You don’t have to show it to 
anyone unless you want to. 

□ Complete the Session format checklist (https://www.treatment-innovations.org/trg-
handouts.html)9 to identify if you did each of the session elements. 

 

 
8 Najavits, L. M, Schmitz, M., & Underill, B. (2009). Seeking Safety adherence scale – expert rating [Unpublished manuscript]. 
Treatment Innovations. Only for personal or clinical use; cannot be reposted to any website nor sold. 
9 Najavits. L. M. (2015). Seeking Safety session format worksheet [Unpublished measure]. Treatment Innovations. www.treatment-
innovations.org (‘Training/Materials’ section). 
 




