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Trial Summary
A Type II Hybrid Effectiveness-Implementation Randomised Control Trial of Left Write Hook for Adult Survivors of Child Sexual Abuse  

Trial design: We propose a Type II Hybrid effectiveness-implementation two-arm cluster-randomised controlled trial comparing Left Write Hook (intervention) to boxing-only (control). Alongside the Left Write Hook program, we concurrently assess the implementation of ‘champion training’, a training certificate in Trauma Informed Writing and Boxing Facilitation for new Left Write Hook facilitators.
Sample size: 22 clusters of 4-8 participants will be recruited, to enrol a total of 156 adult CSA-survivors (78 participants clustered into 12 groups per intervention arm). Inclusion criteria are: age 18 years or older, female identifying or gender diverse, self-reported history of childhood sexual abuse or other gendered or family violence, letter indicating GP approval of participation and ongoing GP support to ensure that participants can safely participate. All levels of physical fitness are welcome. Exclusion criteria are high levels of suicidality in need of consistent crisis management, as assessed by the supervising clinical psychologist.
Aims: This Type II Hybrid effectiveness-implementation randomised control trial aims to (1) evaluate effects in improving self-efficacy (primary effectiveness outcome), and subsequently, modifiable indicators for chronic disease (secondary effectiveness outcomes), in adult survivors of child sexual abuse, and to (2) determine the fidelity of the train-the-champion implementation strategy for intervention training and delivery (primary implementation outcome) and the adoption of the intervention and training delivery (secondary implementation outcome).  
Primary outcomes: The primary effectiveness outcome is change in self-efficacy, measured by the General Self-Efficacy Scale (Schwarzer & Jerusalem, 1995), measured at pre- and post-intervention (8-weeks). The primary implementation outcome is fidelity of the training and intervention delivery across different facilitators and sites, determined by fidelity monitoring (e.g., Session logs, quality ratings, training assessments).
Intervention and control: The Left Write Hook condition (intervention) involves 8 x weekly group sessions involving both expressive writing and trauma-informed boxing. The boxing-only condition (control) involves 8 x weekly group boxing sessions led by a boxing facilitator.
Trial duration, follow-up: Assessment will be completed online or with a facilitator at pre-intervention (0-weeks), post- intervention (8-weeks), as well as at one-month following completion of the intervention (12-weeks).
Funding: This trial is funded by the Medical Research Future Fund (2023 MRFF Consumer-Led Research; 2031217).
Trial registration: This trial is prospectively registered with ANZCTR.
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[bookmark: _Toc689164398][bookmark: _Toc123627318]Background
Research investigating the impact of childhood sexual abuse (CSA) has shown that there are both short- and long- term consequences on one's physical and mental health. In particular, CSA increases the likelihood of chronic mental (e.g., depressive, posttraumatic stress) and physical (e.g., cardiovascular, respiratory) health disorders (Rich-Edwards et al., 2012; Shields et al., 2016). The link between CSA and chronic health conditions in adulthood represents a complex interplay of physical and psychological factors. CSA survivors are more likely to engage in health risk behaviours, such as smoking and alcohol use, and have higher levels of stress, each of which uniquely contribute to the development of chronic disease (Chartier et al., 2009; Pereda et al., 2009). This is in addition to the demonstrated negative impact of CSA on functioning of the immune, endocrine, and nervous systems (Brown et al., 2021; Lee et al., 2014; Li et al., 2021). A multidimensional approach toward health promotion, which dually considers physical and psychological influences on health, is sorely needed to reduce chronic disease in this population. 
Self-efficacy is chronically low in CSA-survivors, reflecting pervasive perceptions of a lack of self-agency and power over their own lives (Guerra et al., 2018). Sexual violence during childhood predicts lower scores on the General Self Efficacy Scale in adulthood, which in turn, is associated with lower coping behaviour (Guerra et al., 2018). This is particularly important in the context of health. Survivors often disconnect from their bodies (e.g.., disassociate) as a way to cope with their experiences, and they can struggle with feeling agency over their own bodies (Spiegel, 1991). This is compounded by the fact that survivors feel under-served by formal health support systems (Bach et al., 2021). Empvidowering these individuals to help them take back ownership of their bodies, prioritise their health and feel able to make change in own lives will have far-reaching consequences for the individual, health care systems, and the economy. Collectively, this suggests that a program that incorporates both a physical health component (e.g., exercise) with psychological skill building (e.g. manage stress, build self-efficacy) could help to effectively drive behaviour change in this high-risk population.
Here, we seek to trial a novel boxing and expressive writing-based intervention, Left Write Hook, for increasing self-efficacy in adult survivors of CSA. Left Write Hook is a survivor-designed, survivor-led program delivered via 8 x weekly 2-hour group-based sessions, in a community setting. Each session has two components: expressive writing and trauma-informed boxing. In the first hour, participants write to prompts designed to reclaim their life narrative (i.e. ‘healing is...’, ‘fighting back means...’). In the second hour, trainers guide participants through a trauma-informed boxing session. Trauma-informed boxing combines the approach of trauma-informed care with the physical activity of boxing, inviting participants to connect with their bodies through grounding, stance, and focus on purposeful movement. The program aims to build upon the benefits of exercise for mental and physical health, by adding an expressive writing component, as expressive writing has been shown to increase mood and facilitate post-traumatic mental health (Smyth et al., 2008). In our published pilot data, Left Write Hook demonstrated intervention acceptability, and survivors who completed the program experienced a large increase in assertiveness (Cohen’s d=1.48; Lyon et al., 2020), quantified as the ability to assert oneself, affect one’s environment, and perform actions. Qualitative data demonstrated the program promoted themes of participant empowerment and connection to their bodies (e.g., ‘I want to fix my body and my mind and feel strong’). Large effect sizes were seen for pre- to-post intervention improvement in emotional, social, and psychological wellbeing. 
Here, we extend this preliminary research by evaluating effectiveness of Left Write Hook in enhancing self-efficacy and reducing risk factors for chronic mental and physical health conditions, as well as developing an implementation strategy for delivery in new settings. Left Write Hook is designed for wide dissemination. It is low-technology, facilitating implementation in remote communities; low-text, facilitating use in culturally and linguistically diverse communities; and, low-cost, due to peer-led delivery. While Left Write Hook is currently being used in the community, demonstrating that it meets community needs, research is needed to ensure that the intervention is effective, can be delivered safely and efficiently, and can be potentially scaled to support more survivors across more communities. Formal training materials and an implementation plan are also needed to enable such scaling to new community settings. 
We therefore aim to complete a Type II Hybrid effectiveness-implementation design, cluster-randomised controlled trial comparing Left Write Hook to trauma-informed, non-contact boxing (i.e., boxing-only condition), to:
1) Evaluate effects in improving self-efficacy (primary effectiveness outcome), and subsequently, mental health and modifiable indicators for chronic disease (secondary effectiveness outcomes), in adult survivors of child sexual abuse. We hypothesise that those completing Left Write Hook will experience a greater improvement in self-efficacy, relative to boxing-only, at post-intervention (i.e., 8-weeks post-baseline). 
2) Determine the fidelity of a train-the-champion implementation strategy for intervention training and delivery (primary implementation outcome). 
[bookmark: _Toc1743076413][bookmark: _Toc1644759219]Methods / Design
[bookmark: _Toc1376442510][bookmark: _Toc520725422]Study Design
	We propose a Type II Hybrid effectiveness-implementation two-arm cluster-randomised controlled trial comparing Left Write Hook (intervention) to boxing-only (control). The Left Write Hook condition involves 8 x weekly group sessions involving both expressive writing and trauma-informed boxing. The boxing-only condition involves 8 x weekly group-based, trauma-informed, non-contact boxing sessions led by a boxing coach. Those in the boxing-only condition will be offered participation in the Left Write Hook program at the end of the trial. Assessment will be completed online or with a facilitator at pre-intervention (0-weeks), post- intervention (8-weeks), as well as at one-month following completion of the intervention (12-weeks). Detailed information about the methodology and timing of assessments is outlined in Figure 1. The primary effectiveness outcome measure will be self-efficacy at the primary endpoint of post-intervention (8-weeks). Alongside the Left Write Hook program, we concurrently assess the implementation of ‘champion training’, a training certificate in Trauma Informed Writing and Boxing Facilitation for new Left Write Hook facilitators. The primary implementation outcome will be fidelity of intervention training and delivery of both the Left Write Hook and the boxing-only conditions across different facilitators and sites. Fidelity refers to the degree to which an intervention or programme is delivered as intended (Carroll et al., 2007). A hybrid trial design is appropriate for our research as it evaluates both effectiveness and implementation outcomes, accelerating the potential for broader implementation. Hybrid designs prioritise stakeholder input and partnerships before the trial begins (as we have done), to develop consumer-focussed interventions with stakeholder buy-in which are patient-centred. 


Figure 1
CONSORT Diagram of Participation
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[bookmark: _Toc904621179][bookmark: _Toc1135054064]Study Setting
Trial sites will be local community or health services. We anticipate 3-6 trial sites, each hosting a minimum of 1 intervention and 1 control group. 
[bookmark: _Toc1605802457][bookmark: _Toc1190394708]Site Recruitment
Sites will be recruited from public mental health services and not-for-profit organisations which support trauma survivors in the state of Victoria, Australia. For inclusion, sites must consent to cluster-randomisation of participants within their site, agree to advertise the trial to their service-users, and provide a site liaison who will work with the research team to manage intervention delivery and complete a semi-structured interview to evaluate implementation outcomes at trial end. There is no minimum number of participants that each site must provide. Program facilitators will travel between sites to deliver the program. Equipment has been designed to be portable for ease of movement between sites. Percentage of approached sites who agree to take part in the trial and the number of site withdrawals (and reasons) will be recorded.
[bookmark: _Toc764591761][bookmark: _Toc766333710]Participant Recruitment
This trial involves two types of participants; trial participants and champions.  
Trial Participants
	Trial participants (N=150) will be adult CSA-survivors recruited via participating sites (i.e., government and not-for-profit health services with a dedicated trauma support service) alongside local newspaper and online advertisements. Inclusion criteria are: age 18 years or older, female identifying or gender diverse, self-reported history of childhood sexual abuse or , letter indicating GP approval of participation and ongoing GP support to ensure that participants can safely participate. All levels of physical fitness are welcome. These inclusion criteria match the criteria used for current community-based delivery of the program. Exclusion criteria are high levels of suicidality in need of more crisis management, evaluated by a clinical psychologist and informed by the Suicidal Ideation Attributes Scale (van Spijker et a., 2014). Participants will not have to pay for the Left Write Hook program, which usually costs $450. Participants also receive $20 per assessment. 
Champions
Champions, who will train to deliver the Left Write Hook intervention, will initially be recruited from past participants (n=24), then from trial participants (n=75). Everyone who has completed the Left Write Hook intervention program, within the trial and more general community, will be invited to take part in the champion training. We anticipate training n~20 champions. 
[bookmark: _Toc262637375][bookmark: _Toc2083997782]Trial Participant Allocation
Cluster randomisation will use a block procedure for groups of 4-8 participants using computer-generated quasi-random numbers. Randomisation will be stratified by site, for between-site equity in number of groups in each arm. 
[bookmark: _Toc1281904937][bookmark: _Toc1395312962]Consumer Engagement
With a focus on the co-production of research, this trial has been designed to actively involve and empower adult survivors of CSA. The trial has been designed to build the capacity of consumers to take ownership of the Left Write Hook intervention and to use their experiences to support others. A key element of this approach is the formation of a paid Lived Experience Advisory Group (LEAG), comprising eight individuals who have experienced CSA, including both those who have and have not participated in the Left Write Hook program. The LEAG convenes twice per quarter (eight meetings per year) to provide their perspectives and guidance. Their contributions shape the study design (outcomes, measures), inform the structure of the champion training, and co-produce questions for semi-structured interviews with intervention participants and facilitators. A member of the LEAG also serves on the Trial Steering Committee. 
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[bookmark: _Toc440422520][bookmark: _Toc552417501]Left Write Hook
Left Write Hook is delivered via 8 x weekly 2-hour group-based sessions in a local sports centre or community room. Sessions are led by a Lead facilitator, and is assisted by an Assistant Facilitator, both of whom are survivors themselves. Each session has two components; expressive writing and trauma-informed boxing. Trauma-informed boxing is a safe and physical way to begin to ‘come into’ the body through the movements of boxing (van Ingen, 2011). Peer-trainers guide participants to locate an empowered state, through stance, focus on punch, direction, and movement. An outline of the full program is shown in Table 1. Week 1 explains the program, introduces participants and establishes group safety. For Weeks 2-8, the first hour involves participants writing to prompts designed to reclaim their life narrative, with the option of sharing with the group. Prompts include ‘body’, ‘power’, ‘mind’, ‘healing is...’, ‘recovery’, ‘fighting back means...’ For the second hour, participants complete a trauma-informed group boxing session. This involves a warmup, technique session, drills, cool down and stretch. Each session ends with reflections. Ongoing mental health and physical support needs will be monitored by the participant’s GP.
Table 1
Outline of Left Write Hook Program
	Week
	Theme
	Activities
	Primary session goal

	1
	Grounding
	· Acknowledgement of Country 
· Inductions & housekeeping 
· Trainer-led icebreakers
· Trainer introduction
· Participant introductions
· Going over program guidelines  
· Writing prompt 1
· Share writing
· Writing prompt 2
· Share writing 
· Discussion
· Transition into boxing 
· Reflections
	Help people feel comfortable in the space and instil participants with a sense of purpose and feeling of being grounded

	2
	Balance
	· Acknowledgment of Country 
· Check ins 
· Establishing group safety 
· Questions/reflections
· Writing prompt 1 
· Share writing
· Writing prompt 2
· Share writing 
· Discussion 
· Transition into boxing 
· Reflections
	Teach participants how to channel their emotions through the boxing 

Create a safe environment for difficult emotions 

	3
	Expression (Fluidity)
	· Acknowledgment of Country 
· Check ins
· Writing prompt 1 
· Share writing 
· Writing prompt 2
· Share writing
· Discussions 
· Transitions into boxing 
· Reflections
	Help guide participants through difficult emotions, and help them feel comfortable expressing themselves through writing and boxing

Give participants a healthy outlet

	4
	Lightness
	· Acknowledgement of Country 
· Check ins
· Writing prompt 1 
· Share writing 
· Writing prompt 2
· Share writing
· Discussions 
· Transitions into boxing 
· Reflections
	To have participants feeling lighter and more accomplished

To have participants feeling confident with their boxing



	5
	Taking Back Your Power
	· Acknowledgement of Country 
· Check ins
· Writing prompt 1 
· Share writing 
· Writing prompt 2
· Share writing
· Discussions 
· Transitions into boxing 
· Reflections
	To have participants feeling confident in their boxing capabilities 

To give participants the ability to harness their power 

	6
	Fighting Back
	· Acknowledgement of Country 
· Check ins
· Writing prompt 1 
· Share writing 
· Writing prompt 2
· Share writing
· Discussions 
· Transitions into boxing 
· Reflections
	Give participants the building blocks to defend themselves 

Have participants feel confident with weaving and pad work 

Have the participants understand and express healthy aggression

	7
	Resisting Narratives
	· Acknowledgement of Country  
· Check ins 
· Writing prompt 1  
· Share writing  
· Writing prompt 2 
· Share writing 
· Discussions  
· Transitions into boxing  
· Reflections
	To have participants take back their personal power

	8
	Imagining Futures
	· Acknowledgement of Country 
· Check ins
· Writing prompt 1 
· Share writing 
· Writing prompt 2
· Share writing
· Discussions 
· Transitions into boxing 
· Reflections
	To have participants be ready for the next steps in life once the program ends, whether their next step is to return, become a trainer, or leave with a more positive outlook on life moving forward


Note. Writing prompts reflect the theme of each session. 
[bookmark: _Toc2131093191][bookmark: _Toc880319323]Boxing-only 
Participants randomised to control will complete 8 x weekly group sessions of trauma-informed, non-contact boxing, without writing, and without a specific focus on empowerment, to control for the positive effects of exercise on self-efficacy. Each week, participants will complete a 45-minute group boxing session, led by a boxing instructor (i.e., intervention is not peer-led) at the same sites as the intervention arm. This replicates the type of trauma-informed exercise class that survivors could access in their local community. The control group therefore represents exercise options as usual, and allows us to isolate the effects of two active components of the Left Write Hook intervention; the peer-led nature of intervention, and empowerment-focussed writing.
[bookmark: _Toc1504115834][bookmark: _Toc198662038]Treatment integrity
Given the integral (and sensitive) nature of group dynamics to the success of this peer-led intervention, assessment of fidelity needs to be balanced with the existing process of delivery. For this reason, our LEAG felt it would not be appropriate for an independent rater from the research team to observe the writing and sharing component of the sessions to assess fidelity. Moreover, the group advised that audio or visual recording for the purpose of fidelity checks would reduce participants perceptions of safety when sharing their writing regarding sensitive personal trauma experiences. Instead, fidelity checklists which index all intervention components (see Measures) will be completed by at the end of each intervention session by the Lead Facilitator, Assistant Facilitator and/or Boxing Coach, and two Participants (who will volunteer at the end of each session). To index between-arm contamination, at post-treatment, all participants will complete a Likert scale to indicate how frequently they discussed their programme within someone in the other condition, and for the boxing condition, how frequently they had engaged in expressive writing. 
[bookmark: _Toc674932641][bookmark: _Toc1462069297]Champion Training
Alongside the Left Write Hook intervention, we are assessing the implementation of a champion training program (see Figure 2 for overview of training components) for new Left Write Hook facilitators. Champions may train to perform one of three roles; Lead facilitator, who completes enhanced training; Assistant facilitator, who primarily provides peer support and only completes basic training, or Boxing coach, who has a boxing certificate and a group fitness bridging certificate (which are both completed externally), plus the trauma-informed boxing component of the Left Write Hook training program. A Lead or Assistant facilitator can also act as Boxing coach (i.e., deliver the boxing component of the intervention), if they have completed the appropriate certification. Certification is verified by Left Write Hook’s Head of Operations. Past Left Write Hook participants who have met these requirements are invited to enrol in a 6-week, self-directed online training course to receive a certification in Trauma Informed Writing and Boxing Facilitation. The training course involves six online modules that guide prospective champions through the essential components of facilitating a Left Write Hook program (module content outlined in Figure 2). Modules are comprised of a mix of multimedia resources, educational videos, group discussion boards, and assessments. Assessments include knowledge check-ins after each module, a digital portfolio to document skill development and learning (i.e. reflections on the benefits peer support, trauma-informed care, etc), a statement of practice as a trainer/coach, and an experiential class at the conclusion of the online training, where champions demonstrate practical skills from the training. At the completion of the training program, collaborative discussion between the Head Trainer (an existing, experienced Left Write Hook facilitator) and trainee champions evaluates readiness to act as a Lead facilitator, or whether beginning as an Assistant Facilitator is preferable. Upon completion of the course, new facilitators are shadowed by the Head Trainer for 1-2 sessions of their first Left Write Hook group. The Head Trainer supports confidence in delivering the intervention and provides personalised feedback on intervention delivery.


Figure 2
Flowchart of Champion Training Journey
[image: ]

[bookmark: _Toc724470305][bookmark: _Toc1540542771]Outcomes and Measures
Selected measures index the effectiveness of the Left Write Hook program in improving both psychosocial and physical outcomes, and assess the implementation of the training and intervention in community settings. Both Left Write Hook participants and facilitators will complete the primary and secondary effectiveness measures. The PRISM and RE-AIM frameworks (Aqil et al., 2009; Landes et al., 2020) will guide the evaluation. Table 2 showcases the measures used to capture the context and dimensions.
Table 2
Measures and Assessments at Each Timepoint According to PRISM and RE-AIM Dimensions
	
	PRISM AND RE-AIM DIMENSIONS
	Collection method / assessment tools
Completed by site, head trainers, champions and/or participants 
	Pre (0 wks)
	Post (8 wks)
	F/U (12 wk)
	6M posttrial

	Context
	Implementation and sustainability infrastructure
	Site resource availability; funding; support from site managers; site audit
	
	
	
	

	
	Perceived barriers and enablers to implementation
	Interviews with site liaison, head trainers, and champions
	
	
	
	

	Reach
	N offered program, N & characteristics of participants who took part and withdrew 
	Participant age, gender, caring responsibilities, language spoken at home, Aboriginal & Torres Strait Islander status, NDIS status, work status, health conditions, access to treatment and services (at intake)
	
	
	
	

	Effectiveness 
	Self-efficacy (primary effectiveness outcome; Objective 1a)
	Participant, head trainer, boxing coach self-report on General Self Efficacy Scale (post = primary timepoint)
	
	
	
	

	
	Modifiable indicators for chronic disease
(physical fitness; secondary effectiveness outcome) 
	Participant, head trainer, boxing coach facilitator-measured hand grip strength, flexibility, functional mobility, static balance, aerobic fitness
	
	
	
	

	
	Trauma-related cognition (secondary effectiveness outcome)
	Participant, head trainer, boxing coach self-report post-traumatic cognitions, trauma memory quality
	
	
	
	

	
	Psychosocial, psychological and general health (exploratory effectiveness outcome)
	Participant quality of life, social connectedness, loneliness, depression & anxiety
	
	
	
	

	
	Physical health (exploratory effectiveness outcome)
	Participant, head trainer, boxing coach facilitator-measured blood pressure, hair sample; self-report sleep quality, chronic pain
	
	
	
	

	
	Health behaviours (exploratory effectiveness outcome)
	Participant self-report smoking and vaping (frequency), alcohol intake, 24h movement behaviour
	
	
	
	

	
	Adverse / unintended consequences for participants, champions, head trainers and sites
	Implementation tracking; participant survey; interviews (All – including control participants) 
	
	
	
	

	Adoption
	Percent of sites approached that participate and their characteristics
	Implementation tracking; interviews to capture location, number of staff, type of organisation, other programs offered (site liaison) 
	
	
	
	

	
	N & characteristics of champions and head trainers
	Champions survey (age, gender, caring responsibilities, language spoken at home, Aboriginal & Torres Strait Islander status, NDIS status, work status, health conditions, access to treatment and services, experience/expertise)
	à
	
	
	

	
	Site and champion/head trainer withdrawals from trial (n) and reasons 
	Implementation tracking; interviews (champions, head trainers, site liaison)
	
	à
	
	

	Implementation
	Fidelity of champion delivery model and training (primary implementation outcome, Objective 1b)
	Champion, head trainer interviews; number of peers that become qualified for program delivery (lead facilitator, assistant facilitator, boxing coach)
	
	
	
	

	
	Fidelity of intervention training and delivery (primary implementation outcome, Objective 2)
	All; implementation tracking (fidelity checklist; sessions attended; training completions)
	
	
	
	

	
	Acceptability (intervention training and delivery)
	Participant, champion, head trainers follow-up survey, interviews, and focus groups
	
	
	
	

	
	Adaptations and changes made to program delivery 
	Interviews with all; implementation tracking
	
	
	
	

	
	Costs for training and delivery
	Implementation tracking, cost-effectiveness 
	à
	
	
	

	Maintenance
	Program delivery and sustainability plans and actions


Maintenance intentions of participants 
	Interviews with site liaison and consumer group, community of practice actions and activities

Participant: end of program survey, interviews
	
	
	
	

	
	Program adaptations

	Interviews with site liaison, head trainers, champions
	
	
	
	


Note. Effectiveness outcomes also include individual-level maintenance; à indicates ongoing.
[bookmark: _Toc411244543][bookmark: _Toc1396462171]
Effectiveness
[bookmark: _Toc1998133955][bookmark: _Toc14424409]Primary Effectiveness Outcome
Self-efficacy. The primary effectiveness outcome is self-efficacy, measured by the General Self-Efficacy Scale (Schwarzer & Jerusalem, 1995). This 10-item self-report scale captures a person's belief in their ability to complete a task or achieve a goal (e.g. ‘I can solve most problems if I invest the necessary effort’). Responses are indexed on a 4-point Likert scale from (1 = ‘Not at all’, 4 = ‘Exactly true’) and are summed to calculate the total score. Total score ranges between 10 and 40, with a higher score indicating more self-efficacy. The primary effectiveness endpoint is post-intervention (8-weeks).
[bookmark: _Toc45406601][bookmark: _Toc893082750]Secondary Effectiveness Outcomes
Complex Post-Traumatic Stress Disorder (PTSD). Complex PTSD will be measured with the International Trauma Questionnaire (ITQ; Cloitre et al., 2018). This 18-item self-report questionnaire indexes a person’s experiences of core features of complex PTSD in the past month (e.g. ‘being super-alert, watchful, or on guard’), with responses scored on a five-point scale (0 = ‘Not at all’, 4 = ‘Extremely’). A dimensional scoring approach will be taken to index symptom severity, wherein scores from items 1 to 6 and 10 to 15 are summed to create two subscale total scores ranging from 0 to 24, with higher scores respectively representing more severe PTSD symptoms, and more severe disturbances in self-organisation. 
Trauma-related cognition. Trauma-related cognition will be assessed with the Trauma Memory Quality Questionnaire (Meiser-Stedman et al., 2007). This 11-item self-report measure assesses the sensory quality and temporal context of trauma memories (i.e. ‘My memories of the frightening event are mostly pictures or images’). Responses are scored on a 4-point scale (1 = ‘Disagree a lot’, 4 = ‘Agree a lot’) and summed to create a total score, with higher scores indicating more sensory and less verbally accessible memories. The Post-Traumatic Cognitions Inventory (Foa et al., 1999) is a 36-item self-report scale assessing maladaptive cognitions which drive symptom persistence after a traumatic experience (e.g. ‘I can't rely on other people’). Items query negative cognitions about the world, negative cognitions about the self, and self-blame, and responses are scored on a 7-point scale (1 = ‘Totally disagree’ to ‘7 = ‘Totally agree’). Responses are summed to form a total score, with higher scores indicating more maladaptive cognition. 
Physical Fitness. Indicators of physical fitness (strength, flexibility, aerobic fitness, balance) form secondary effectiveness outcomes. Hand grip strength, as an indicator of  upper body strength, will be measured with a digital hand dynamometer; flexibility will be measured with a sit and reach assessment kit; functional mobility will be assessed with a 30 second sit-to-stand test, by indexing how many times a person can stand up from sitting on a chair without using their hands in a 30 second period; aerobic fitness will be assessed with a 3-minute step test, measuring how quickly a person’s heart rate recovers after exercise; and, static balance will be assessed with the 4-step balance test, indexing a person’s ability to stand in four positions for 10 seconds at a time. These tasks will be completed individually, with the program facilitator, at the intervention site, immediately prior to and immediately following the first and last intervention sessions. 
[bookmark: _Toc54853181][bookmark: _Toc1265343921]Exploratory Effectiveness Outcomes
Depression and Anxiety.  Depression and anxiety will be measured by the Depression Anxiety Stress Scale-21 (DASS-21; Lovibond & Lovibond, 1995). This 21-item self-report measure requires participants to indicate on a 4-point scale (0 = Never, 3 = Always) how much each statement applies to the person (e.g. ‘I felt that I had nothing to look forward to’). Separate domain scores are calculated for depression, anxiety and stress. Total domain scores for depression and anxiety will be calculated by summing the scores for the relevant items and multiplying by two (to allow interpretation in relation to cut-off scores), with higher scores indicating higher severity. 
Loneliness. Loneliness will be measured by the UCLA 3-item Loneliness Scale (Hughes et al., 2004). The self-report scale measures subjective feelings of loneliness and social isolation (e.g. ‘How often do you feel left out?). Responses are scored on a 3-point scale (1 = ‘Hardly ever’, 3 = ‘Often’). Responses are summed to create the total score, ranging from 3 to 9, with higher scores indicating more loneliness and social isolation.
Social Connectedness. The 20-item Social Connectedness Scale -Revised (Lee & Robbins, 1995) will be used to measure social connection. Responses are scored on a 6-point scale (1 = ‘Strongly disagree’, 6 = ‘Strongly agree’), with higher scores indicating higher levels of social connection.
Wellbeing. The Short Warwick-Edinburgh Mental Wellbeing Scale (SWEMWBS; Stewart-Brown et al., 2009) will measure positive mental wellbeing. This 7-item self-report scale measures requires participants to respond to statements about their thoughts and feelings over the last two weeks (e.g. ‘I’ve been feeling useful’). Responses are scored on a 5-point Likert scale (1 = ‘Not at all’, 5 = ‘All the time’), with higher scores indicating better wellbeing. To further assess wellbeing, all participants will also complete the self-report Assessment of Quality of Life (AQol8; Hawthorne, 2009). This 8-item measure assesses wellbeing across domains of independent living, relationships, mental health, and senses. Domain scores are then combined into a utility score using a multiplicative algorithm (Hawthorne, 2009), indexed on a life–death scale where the end points are –0.04 (worse than death Health Related Quality of Life equivalent state), 0.00 (death equivalent state) to 1.00 (best Health Related Quality of Life).
Health behaviours. The impact of the program on 24-hour movement behaviour will be assessed by asking participants their usual time spent in five behaviours (sleep, sedentary time, moderate-to-vigorous intensity activity, other movement, standing: must sum to 24 hours) on a typical day in the past week. Participants will also be asked how many days in the last week they performed muscle strengthening exercises, such as bodyweight exercises or resistance training, and how many days they did moderate- to vigorous-intensity activity. Participants’ smoking behaviour will be measured by asking frequency of smoking and/or vaping in the past 7 days, and alcohol intake will be measured with the Alcohol Use Disorders Identification Test (AUDIT; Saunders et al., 1993). Participants will also be asked to report on use of health resources in the last four weeks, including GP visits, mental health clinicians, and attendance at hospital emergency.
Physical Health. A range of physiological measures will assess physical health, to index modifiable physical risk factors for chronic disease. Resting blood pressure will be measured with an automated blood pressure cuff; sleep quality will be measured with the Insomnia Severity Index (ISI; Morin et al., 2011); and chronic pain will be measured with the Brief Pain Inventory short form (Cleeland, 1989). Hair samples will be taken to assess ethanolamines, endocannabinoids and steroid hormones (notably cortisol and dehydroepiandrosterone). These chemicals are known to be impacted as a result of childhood trauma, with these disturbances having known relationships with PTSD symptom severity as well as physical health outcomes such as obesity (Di Marzo & Petrosino, 2007; Van Voorhees et al., 2014; Wilker et al., 2016). Using an opt-in procedure, participants can volunteer to provide 50 mg of hair stands at each assessment point, taken 2cm from the scalp at the occipital knob position (back of the head) using scissors. Participants may choose not to provide hair samples, with no implications for participation or payment. 
[bookmark: _Toc198687611][bookmark: _Toc87237090]Champion Effectiveness Outcomes
At pre- and post-intervention, Lead Facilitators, Assistant Facilitators, and Boxing Coaches (i.e., both Left Write Hook and Control coaches) will all complete the primary and secondary effectiveness outcomes, to determine the impact of delivering the intervention on their own health and wellbeing.
[bookmark: _Toc3164776][bookmark: _Toc339830947]Implementation 
[bookmark: _Toc2014645635][bookmark: _Toc367021863]Primary Implementation Outcome
Fidelity. The primary implementation outcome is fidelity of the intervention and training delivery. Fidelity of the intervention across different facilitators and sites will be indexed by fidelity checklists. The Lead Facilitator and Assistant Facilitator will both complete fidelity checklists at the end of each session, which require them to endorse that each core component of the session has been completed. Checklists will index whether each activity was fully completed, partially completed, or not done; whether there were additions or changes to the session; any challenges or issues affecting implementation; and request a rating of how prepared the facilitator felt for the session. Two trial participants will complete a checklist which asks whether each activity was fully or partially completed, and accordance between facilitator and participant ratings will be assessed. Our primary fidelity outcome will be the mean proportion of intervention components marked as fully completed, averaged across facilitators, per intervention group. Fidelity of the ‘Train-the-Trainer' program will be indexed by program assessments which capture comprehension of module content, including a digital portfolio, a statement of practice as a trainer/coach, and an experiential class to demonstrate practical skills. 
[bookmark: _Toc876959584][bookmark: _Toc1236020144]Secondary Implementation Outcome
Adoption. Our secondary implementation outcome is adoption of the intervention and training delivery. Adoption will be measured across two levels: at the setting (site) and provider (champion) levels. The research team will track number of sites approached, taking part and withdrawals including reasons why. Characteristics of sites will be tracked by the research team via site audits/implementation checks and site lead interviews. Characteristics of champions will be collected via champion surveys.
[bookmark: _Toc674334010][bookmark: _Toc1362712739]Exploratory Implementation Outcomes 
Semi-structured interviews with sites, champions and participants will be conducted by the research team using questions co-designed by the Lived Experience Advisory Group (LEAG). Questions will be designed to explore perceptions among stakeholders including that the program and training are agreeable (i.e. acceptability), perceived fit and relevance of the program in the local context (appropriateness) and potential maintenance of the program (sustainability). Costs associated with training and program delivery will be tracked by the research team. The barriers and enablers of implementation according to the Consolidated Framework of Implementation Research (Damschroder et al., 2022) will be explored through interviews with sites, champions and participants. Reach will be captured via expressions of interest, demographic characteristics captured at intake, and number of participants. Number of withdrawals and reasons why will be tracked by the project team. Maintenance intentions of participants will be collected via surveys and interviews at program completion. Program sustainability plans and suggested adaptations will be collected via interviews with site liaisons, head trainers and champions.
[bookmark: _Toc845927495]Methodological Aspects
[bookmark: _Toc1887505248][bookmark: _Toc754918234]Power Analysis and Sample Size
A sample size of 132 participants (66 participants per arm, clustered into 11 groups per intervention arm) would be required to have 80% power to demonstrate superiority of the Left Write Hook over the boxing-only intervention with a 2-sided 5% significance level. This sample size is based on the following assumptions: clinically meaningful absolute treatment difference in mean change from baseline to 8 weeks in self-efficacy score of 3 in favour of Left Write Hook (reduction), a standard deviation of 5.6 equal in each arm and at each time point (baseline and 8-weeks) (Lamoureux et al., 2012), and an intraclass correlation of 0.02 to allow for possible clustering effects. Assuming 15% drop out, a sample size of 156 participants is required (i.e. 78 per arm clustered into 12 groups per intervention arm). This sample size represents 1% of the estimated number of CSA survivors in the Melbourne population, based on Australian prevalence rates (Mathews et al., 2023).
[bookmark: _Toc86943290][bookmark: _Toc144789301]Data Collection 
Effectiveness Outcomes. All participants will complete assessments at pre-intervention (0-weeks), post-intervention (8-weeks) and at one-month following the completion of the intervention (12-weeks). All outcomes will be assessed at pre- and post-intervention timepoints, and all self-report measures will be assessed at one-month follow up (outlined in Table 2). Self-report measures will be administered online via Qualtrics prior to randomisation. Due to logistical constraints, in-person assessments (physical fitness, blood pressure, hair sample) will be completed immediately prior to the commencement of the first Left Write Hook or boxing sessions, at the sport centre by an unmasked program facilitator. Hair samples will be collected by the program facilitator, trained in collection procedure by a member of the research team. Samples will be wrapped in aluminium foil and stored in a plastic ziplock bag and kept at room temperature in a locked cabinet until analysis, as per recommendations in the field (Gao et al., 2016). Hair samples have been shown to be stable for 12-months in storage (Stalder & Kirschbaum, 2012). Online assessments can be completed by participants at home in a comfortable environment, via phone call with a member of the research team, or at the sports centre with the support of a facilitator. Our primary end point is the post-intervention assessment (8-weeks), and our secondary end point is at one-month follow-up (12-weeks). 
Implementation Outcomes. Champion and participant fidelity checklists will be completed online at the conclusion of each session. Semi-structured interviews with participants and champions will be conducted by the research team in person or via Zoom. Interviews will be audio-recorded. 
[bookmark: _Toc2010948504][bookmark: _Toc2076326100]Data Management
All data will be securely stored in password protected file server directory that is only accessible to researchers involved in the project, with access controlled by the chief investigator.
[bookmark: _Toc1045229366][bookmark: _Toc2092341743]Masking
The study will employ a single-masked design. This will be achieved by condition allocation not being revealed until the pre-intervention assessment has been completed. Statistical analysis will be completed by a researcher masked to treatment allocation.	
[bookmark: _Toc989734139][bookmark: _Toc526935837]Statistical Analysis Plan
Results will be analysed and reported as per the CONSORT statement for Cluster Randomised Trials (Campbell et al., 2012). A detailed statistical analysis plan will be developed by study statistician/s prior to database lock. Analysis will follow on intention-to-treat basis according to the cluster’s randomisation allocation. No interim analyses are planned. Cluster characteristics and participant characteristics at baseline will be summarized using descriptive statistics.
The primary effectiveness estimand for Left Write Hook is defined according to the addendum to the ICH E9 on estimands in clinical trials (International Council for Harmonisation of Technical Requirements for Pharmaceuticals for Human Use, 2019). Left Write Hook aims to answer the specific research question: does implementation of the Left Write Hook program, compared to boxing only, over 8 weeks, improve self-efficacy in child sexual abuse survivors, as measured by the change in General Self-Efficacy Scale (Schwarzer & Jerusalem, 1995), including the effect of the post-randomisation (intercurrent events) outlined below. Intercurrent events are events that occur post-randomisation and may preclude the observation of the outcome variable or affect its measurement (Bell J et al., 2021). Intercurrent events will be tracked by the study team during the study. Possible intercurrent events include the following: participants not adhering to intervention protocol (not attending sessions altogether); participants withdrawing before the end of the intervention; change in or concurrent therapies and/or medication; hospitalization. Primary estimand attributes are outlined in Table 3. 
Table 3
Primary Estimand Attributes
	Attribute
	Description

	Treatment
	Left Write Hook program (expressive writing and trauma-informed boxing) to boxing only (control), allocation by cluster randomisation.

	Population
	Female identifying or gender diverse survivors of childhood sexual abuse aged 18 years or older.

	Variable
	Self-efficacy scores at 8-weeks post randomisation as measured using the General Self-Efficacy Scale.

	Intercurrent events
	Possible intercurrent events will be handled using the treatment policy strategy. Where possible, outcome data will be collected after intercurrent events occur.

	Population level summary measure
	The absolute mean difference in self-efficacy scores after 8-weeks of assignment to Left Write Hook program, relative to boxing only intervention.



We will use linear mixed effects models to examine the change in the primary outcome of self-efficacy. The response variable will consist of baseline and follow-up measures and the model will include fixed effects for treatment group (intervention vs control) and the randomisation stratification factor (site). Random effects will be included to account for clustering at the participant and cluster levels. The absolute treatment difference in mean change from pre-intervention (week 0; baseline) to 8 weeks post-randomisation will be estimated with corresponding two-sided 95% confidence interval and p-value to evaluate the primary outcome. An adjusted treatment effect based on a model including potential confounding variables will also be obtained. Continuous secondary and exploratory outcomes will be analysed similarly to the primary outcome and targeting a similar primary estimand. 	Binary secondary and exploratory outcomes will be analysed using logistic regression with adjustment for site. Hair samples will be subject to mass spectrometry, with pre- and post-intervention differences analysed using paired sample t-tests. Quantitative data for the champion experience will be analysed descriptively only.  
To determine implementation outcomes, qualitative data from semi-structured interviews with participants, champions, and peer-trainers will be analysed using NVivo, in line with Reflexive Thematic Analysis. Themes will be interpreted in collaboration with the Lived Experience Advisory Group. Finally, the economic costs and benefits of Left Write Hook will be explored, using AQoL8 outcomes and costs of champion training and intervention delivery. 
[bookmark: _Toc1839508300][bookmark: _Toc457128605]Monitoring and data management
Participant safety has been prioritised through the development of this survivor-designed and survivor-lead intervention. The CI team includes clinical psychologists who are experienced in this subject area and will manage any risk in accordance with the Clinical Risk Management Protocol. Any adverse events will be overseen by the Trial Steering Committee (TSC; chaired by an independent clinical psychologist not involved in the trial [Prof Rachel Hiller], with members of the LEAG), who will determine suitability of continuing the trial (i.e., determine stopping), along with reporting to the ethics committee and trials registry. The Trial Management Committee (TMC; trial lead, lived experience researcher and trial co-ordinator) will manage any arising risks for participants or trial completion, ensure timelines are met, manage data security, and ethics reporting. The TMC will manage data, with oversight by the TSC. All daily trial management will be completed by the trial coordinator. Data checks will be completed by the trial coordinator to ensure data quality. 
Confidentiality. Data will be stored on encrypted password-protected servers and only accessible to the research team. Confidentially will only be broken if required by law, if we are concerned for the safety of a participant or that of someone else. If this happens, the participant will be first notified. Names will be replaced in qualitative data, during transcription, to ensure anonymity. Identifiable data will be kept securely for 5 years and then destroyed, as per legal regulation. Participants can request that their data be deleted within this time frame. Deidentified data will be kept for perpetuity. Participants will provide extended consent for deidentified data to be shared via the Open Science Framework at the conclusion of the trial. 
	Safety aspects. No adverse events are anticipated as a result of the study. However, as all participants have experienced CSA, there is risk of suicidality and self-harm. This will be monitored using clinical judgement and structured risk assessment. The trial lead (CH) is a registered clinical psychologist experienced in the treatment and management of trauma-related illness, and will supervise all staff to execute safety protocols if adverse events do occur. All participants must provide GP approval to participate, and we will directly contact the GP, if deemed necessary by the supervising psychologist to ensure safety. Intervention facilitators have access to weekly group-based supervision with a clinical psychologist and peer support through the community of practice. The Trial Management Committee will manage risks. Risks that are classified as extreme or high will be dealt with immediately; risks that are medium will be dealt with by the next Management Committee meeting, risks that are low will be monitored. Risks will be included in annual progress reports submitted to the funder and ethics committees. Trial audits will be completed annually by the Trial Sponsor (University of Melbourne Clinical Trial Governance)
	Ethics and dissemination. This trial is funded by the Australian Medical Research Future Fund. The National Health and Medical Research professional and ethical guidelines will be adhered to throughout the study. Ethics approval has been obtained from the University of Melbourne Research Ethics Committee (28998). The trial is sponsored by the University of Melbourne (CT 29092). All participants will provide written informed consent prior to participating in the study. The trial protocol will be prospectively registered at ANZCTR. Any deviation from the protocol will receive approval from the ethics committee and will be reported in the published trial manuscript. No restrictions have been placed on the publication of results.



[bookmark: _Toc1570082196][bookmark: _Toc2100742093]References
Aqil, A., Lippeveld, T., & Hozumi, D. (2009). PRISM framework: a paradigm shift for designing, strengthening and evaluating routine health information systems. Health Policy and Planning, 24(3), 217–228. https://doi.org/10.1093/heapol/czp010
Bach, M. H., Beck Hansen, N., Ahrens, C., Nielsen, C. R., Walshe, C., & Hansen, M. (2021). Underserved survivors of sexual assault: A systematic scoping review. European Journal of Psychotraumatology, 12(1), Article 1. https://doi.org/10.1080/20008198.2021.1895516
Brown, M., Worrell, C., & Pariante, C. M. (2021). Inflammation and early life stress: An updated review of childhood trauma and inflammatory markers in adulthood. Pharmacology Biochemistry and Behavior, 211, 173291. https://doi.org/10.1016/j.pbb.2021.173291
Carroll, C., Patterson, M., Wood, S., Booth, A., Rick., J., Balain, S. (2007). A conceptual framework for implementation fidelity. Implementation Science 2(40).et https://doi.org/10.1186/1748-5908-2-40
Chartier, M. J., Walker, J. R., & Naimark, B. (2009). Health risk behaviors and mental health problems as mediators of the relationship between childhood abuse and adult health. American Journal of Public Health, 99(5), Article 5. https://doi.org/10.2105/AJPH.2007.122408
Cleeland, C. (1989). Measurement of pain by subjective report. In: Chapman, C., Loeser, J., editors. Issues in pain measurement. Advances in pain research and therapy, vol. 12 (pp. 391-403). New York: Raven Press.
Cloitre, M., Shevlin, M., Brewin, C. R., Bisson, J. I., Roberts, N. P., Maercker, A., Karatzias, T., & Hyland, P. (2018). The International Trauma Questionnaire: development of a self-report measure of ICD-11 PTSD and complex PTSD. Acta psychiatrica Scandinavica, 138(6), 536–546. https://doi.org/10.1111/acps.12956
Damschroder, L.J., Reardon, C.M., Widerquist, M.A.O., Lowery, J. (2022) The updated Consolidated Framework for Implementation Research based on user feedback. Implementation Science 17(75). https://doi.org/10.1186/s13012-022-01245-0
Di Marzo, V., & Petrosino, S. (2007). Endocannabinoids and the regulation of their levels in health and disease. Current Opinion in Lipidology, 18(2), 129–140. https://doi.org/10.1097/MOL.0b013e32803dbdec
Foa, E. B., Ehlers, A., Clark, D. M., Tolin, D. F., & Orsillo, S. M. (1999). The Post-Traumatic Cognitions Inventory (PTCI): development and validation. Psychological Assessment, 11, 303–314. https://doi.org/10.1037/1040-3590.11.3.303
Gao, W., Kirschbaum, C., Grass, J., & Stalder, T. (2016). LC-MS based analysis of endogenous steroid hormones in human hair. The Journal of Steroid Biochemistry and Molecular Biology, 162, 92–99. https://doi.org/10.1016/j.jsbmb.2015.12.022
Guerra, C., Farkas, C., & Moncada, L. (2018). Depression, anxiety and PTSD in sexually abused adolescents: Association with self-efficacy, coping and family support. Child Abuse & Neglect, 76, 310–320. https://doi.org/10.1016/j.chiabu.2017.11.013
Hawthorne G. (2009). Assessing utility where short measures are required: development of the short Assessment of Quality of Life-8 (AQoL-8) instrument. Value in Health: The Journal of the International Society for Pharmacoeconomics and Outcomes Research, 12(6), 948–957. https://doi.org/10.1111/j.1524-4733.2009.00526.x
Hughes, M. E., Waite, L. J., Hawkley, L. C., & Cacioppo, J. T. (2004). A short scale for measuring loneliness in large surveys: Results from two population-based studies. Research on Aging, 26(6), 655–672. https://doi.org/10.1177/0164027504268574
Lamoureux, B. E., Palmieri, P. A., Jackson, A. P., & Hobfoll, S. E. (2012). Child sexual abuse and adulthood-interpersonal outcomes: Examining pathways for intervention. Psychological trauma : theory, research, practice and policy, 4(6), 605–613. https://doi.org/10.1037/a0026079
Landes, S. J., McBain, S. A., & Curran, G. M. (2019). An introduction to effectiveness-implementation hybrid designs. Psychiatry research, 280, 112513. https://doi.org/10.1016/j.psychres.2019.112513
Lee, C., Tsenkova, V., & Carr, D. (2014). Childhood trauma and metabolic syndrome in men and women. Social Science & Medicine, 105, 122–130. https://doi.org/10.1016/j.socscimed.2014.01.017
Lee, R. M., & Robbins, S. B. (1995). Measuring belongingness: The Social Connectedness and the Social Assurance scales. Journal of Counselling Psychology, 42(2), 232–241. https://doi.org/10.1037/0022-0167.42.2.232
Li, J. C., Hall, M. A., Shalev, I., Schreier, H. M. C., Zarzar, T. G., Marcovici, I., Putnam, F. W., & Noll, J. G. (2021). Hypothalamic-pituitary-adrenal axis attenuation and obesity risk in sexually abused females. Psychoneuroendocrinology, 129, 105254. https://doi.org/10.1016/j.psyneuen.2021.105254
Lovibond, P. F., & Lovibond, S. H. (1995). The structure of negative emotional states: comparison of the Depression Anxiety Stress Scales (DASS) with the Beck Depression and Anxiety Inventories. Behaviour Research and Therapy, 33(3), 335–343. https://doi.org/10.1016/0005-7967(94)00075-u
Lyon, D., Owen, S., Osborne, M., Blake, K., & Andrades, B. (2020). Left / Write // Hook: A mixed method study of a writing and boxing workshop for survivors of childhood sexual abuse and trauma. International Journal of Wellbeing, 10(5), Article 5. https://internationaljournalofwellbeing.org/index.php/ijow/article/view/1505
Mathews, B., Pacella, R., Scott, J. G., Finkelhor, D., Meinck, F., Higgins, D. J., Erskine, H. E., Thomas, H. J., Lawrence, D. M., Haslam, D. M., Malacova, E., & Dunne, M. P. (2023). The prevalence of child maltreatment in Australia: findings from a national survey. The Medical Journal of Australia, 218(6), S13–S18. https://doi.org/10.5694/mja2.5187
Meiser-Stedman, R., Smith, P., Yule, W., & Dalgleish, T. (2007). The Trauma Memory Quality Questionnaire: preliminary development and validation of a measure of trauma memory characteristics for children and adolescents. Memory (Hove, England), 15(3), 271–279. https://doi.org/10.1080/09658210701256498
Morin, C. M., Belleville, G., Bélanger, L., & Ivers, H. (2011). The Insomnia Severity Index: psychometric indicators to detect insomnia cases and evaluate treatment response. Sleep, 34(5), 601–608. https://doi.org/10.1093/sleep/34.5.601
Pereda, N., Guilera, G., Forns, M., & Gómez-Benito, J. (2009). The prevalence of child sexual abuse in community and student samples: A meta-analysis. Clinical Psychology Review, 29(4), Article 4. https://doi.org/10.1016/j.cpr.2009.02.007
Rich-Edwards, J. W., Mason, S., Rexrode, K., Spiegelman, D., Hibert, E., Kawachi, I., Jun, H. J., & Wright, R. J. (2012). Physical and sexual abuse in childhood as predictors of early-onset cardiovascular events in women. Circulation, 126(8), Article 8. https://doi.org/10.1161/CIRCULATIONAHA.111.076877
Saunders, J. B., Aasland, O. G., Babor, T. F., de la Fuente, J. R., & Grant, M. (1993). Development of the Alcohol Use Disorders Identification Test (AUDIT): WHO collaborative project on early detection of persons with harmful alcohol consumption--II. Addiction (Abingdon, England), 88(6), 791–804. https://doi.org/10.1111/j.1360-0443.1993.tb02093.x
Schwarzer, R., & Jerusalem, M. (1995). Generalized Self-Efficacy scale. In J. Weinman, S. Wright, & M. Johnston, Measures in health psychology: A user’s portfolio. Causal and control beliefs (pp. 35-37). Windsor, UK: NFER-NELSON.
Shields, M. E., Hovdestad, W. E., Gilbert, C. P., & Tonmyr, L. E. (2016). Childhood maltreatment as a risk factor for COPD: Findings from a population-based survey of Canadian adults. International Journal of Chronic Obstructive Pulmonary Disease, 11, 2641–2650. https://doi.org/10.2147/COPD.S107549
Smyth, J. M., Hockemeyer, J. R., & Tulloch, H. (2008). Expressive writing and post-traumatic stress disorder: effects on trauma symptoms, mood states, and cortisol reactivity. British Journal of Health Psychology, 13(Pt 1), 85–93. https://doi.org/10.1348/135910707X250866
Spiegel, D. (1991). Dissociation and trauma.
Stalder, T., & Kirschbaum, C. (2012). Analysis of cortisol in hair--state of the art and future directions. Brain, Behavior, and Immunity, 26(7), 1019–1029. https://doi.org/10.1016/j.bbi.2012.02.002
Stewart-Brown, S., Tennant, A., Tennant, R., Platt, S., Parkinson, J., & Weich, S. (2009). Internal construct validity of the Warwick-Edinburgh Mental Well-being Scale (WEMWBS): a Rasch analysis using data from the Scottish Health Education Population Survey. Health and Quality of Life Outcomes, 7, 15. https://doi.org/10.1186/1477-7525-7-15
van Ingen, C. (2011). Spatialities of Anger: Emotional Geographies in a Boxing Program for Survivors of Violence. Sociology of Sport Journal, 28(2), 171–188. https://doi.org/10.1123/ssj.28.2.171
van Spijker, B. A., Batterham, P. J., Calear, A. L., Farrer, L., Christensen, H., Reynolds, J., & Kerkhof, A. J. (2014). The suicidal ideation attributes scale (SIDAS): Community-based validation study of a new scale for the measurement of suicidal ideation. Suicide & life-threatening behavior, 44(4), 408–419. https://doi.org/10.1111/sltb.12084
Van Voorhees, E., Dennis, M., Calhoun, P., & Beckham, J. (2014). Association of DHEA, DHEAS, and cortisol with childhood trauma exposure and post-traumatic stress disorder. International Clinical Psychopharmacology, 29(1), 56–62. https://doi.org/10.1097/YIC.0b013e328364ecd1
Wilker, S., Pfeiffer, A., Elbert, T., Ovuga, E., Karabatsiakis, A., Krumbholz, A., Thieme, D., Schelling, G., & Kolassa, I. T. (2016). Endocannabinoid concentrations in hair are associated with PTSD symptom severity. Psychoneuroendocrinology, 67, 198–206. https://doi.org/10.1016/j.psyneuen.2016.02.010
International Council for Harmonisation of Technical Requirements for Pharmaceuticals for Human Use. (2019). ICH E9(R1) guideline on statistical principles for clinical trials: Addendum: Estimands and sensitivity analysis in clinical trials. httpss://database.ich.org/sites/default/files/E9-R1_Step4_Guideline_2019_1203.pdf
Bell, J., Gell, N. M., Ruthazer, R., Mazzola, N., & Bayoumi, A. M. (2021). Teaching Evidence Based Medicine: Moving Beyond the Journal Club. Canadian Medical Education Journal, 12(2), e61-e64. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8112325/ 



	Version 3
	20.06.2023




image1.png
Assessed for eligibility

Pre-intervention assessment
(0-wweeks)

Self-report measures

Randomised (n = 24 clusters)

Allocated to intervention Allocated to control

(n=12 clusters) (n=12 clusters)

Pre-intervention assessment

Pre-intervention assessment
(0-weeks)

(0-weeks)

Inperson measures Inperson measures

‘Post-intervention assessment

‘Post-intervention assessment

(8-weeks) (8-weeks)
Self-report and in-person Self-report and in-person
measures measures

Follow-up assessment

Follow-up assessment
(12-weeks)

(12-weeks)
Self-report measures only

Self-report measures only





image2.jpg
1. INTERVIEW

TO DETERMINE READINESS

Motivation (required): Qualitie:

Completed Left Write Hook
previously, interest in working

Resilience, empathy, integrity,
ability to respond to constructive

s (desired):

Strongly recommended for
prospective trainers to have
mental health supports in

within the framework of trauma- feedback, ability to present Place.
informed care. confidently to a group of people,
person-centred.
2. REQUIRED QUALIFICATIONS
|
LEAD FACILITATOR ASSISTANT FACILITATOR BOXING COACH
(enhanced) (basic)
e First Aid (including CPR)
e Mental Health First Aid e Mental Health First Aid *  Police Check
e First Aid (including CPR) e First Aid (including CPR) e Working with Children
e Police Check e Police Check Check
e Working with Children e Working with Children e Cert III in Group Fitness
Check Check e Boxing Coach
e CertIIT in Group Fitness e Must have lived Certification
e Boxing Coach experience of child e Trauma-informed boxing
Certification sexual abuse course recommended
e Must have lived
experience of child
sexual abuse

3. TRAUMA INFORMED WRITING AND BOXING
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CERTIFICATION

SIX WEEK ONLINE COURSE
Six training modules

e Healing in community
e Trauma and its effects
e Trauma-informed group facilitation
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authentic experience
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4. COMPLETION OF CHAMPION TRAINING PROGRAM

Head trainer evaluates readiness to act as a Lead Facilitator, Assistant Facilitator or Boxing Coach. Upon
completion of the course, new champions are shadowed by the Head Trainer for 1-2 sessions.





