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Abstract

Background: Childhood trauma is pervasive, with approximately 50% of adolescents experiencing at least one potentially
traumatic event before adulthood. Eight percent to 33% of potentially traumatic event–exposed adolescents develop posttraumatic
stress disorder (PTSD), which can cause extreme suffering and coincides with numerous comorbid illnesses and high-risk
behaviors. PTSD can be effectively treated in adolescents through weekly sessions of eye movement desensitization and reprocessing
or trauma-focused cognitive behavioral therapy. Despite the availability of these treatments, numerous severely traumatized
adolescents do not receive available treatment options due to high treatment avoidance. In adolescents who receive care, a large
group of youth does not experience a sufficient symptom decrease after regular treatment. In addition, dropout rates during
prolonged treatment are substantial, varying between 10% and 30%. This underscores the need for innovative and brief trauma
treatment. Pilot studies indicate that Brief Intensive Trauma Treatment (BITT) can be a safe and effective treatment for adolescents
with PTSD. However, randomized controlled trials on its effectiveness are crucial and urgently needed.

Objective: This is the first study to test the effectiveness of a 1-week BITT in adolescents with PTSD and comorbid symptoms
and their caregivers.
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Methods: This multicenter, single-blinded randomized controlled trial will be conducted in 4 youth care centers in the European
and Caribbean Netherlands: Levvel, Karakter, Fornhese-GGz Centraal, and Mental Health Caribbean (Bonaire). We will randomize
adolescents (12-18 years old) with PTSD to a BITT (n=50) or waitlist control group (WLCG; n=50). BITT comprises 1-week
(ie, 5 consecutive workdays) intensive trauma treatment, encompassing daily 90-minute manualized sessions of trauma-focused
cognitive behavioral therapy and eye movement desensitization and reprocessing. The day begins and ends with psychomotor
therapy. Caregivers receive daily parental counseling sessions consisting of psychoeducation and social support skill training.
We will conduct measurements at similar intervals for both groups: at baseline; directly after BITT or WLCG; and at 3, 6, and 9
months’ follow-up. The WLCG will receive BITT after the 3-month follow-up assessment. We will assess all study parameters
using digital or face-to-face questionnaires and semistructured interviews. We will assess the primary outcome PTSD symptoms
using the Child and Adolescent Trauma Screen 2 (CATS-2) and the Clinician-Administered PTSD Scale for DSM-5 (Diagnostic
and Statistical Manual of Mental Disorders [Fifth Edition])-Child/Adolescent Version (CAPS-CA-5).

Results: As of September 2022, we enrolled 104 participants. Data will be collected until December 2025. Results are expected
to be published in the summer of 2026.

Conclusions: This first, innovative study on BITT’s effectiveness may enhance treatment outcomes for PTSD by preventing
dropout, reducing avoidance, shortening therapy duration, and empowering therapists by working together intensively. This
research will provide valuable insights across cultures for treating severely traumatized adolescents who do not benefit sufficiently
from regular treatment.

Trial Registration: ClinicalTrials.gov NCT06143982, http://clinicaltrials.gov/ct2/show/NCT06143982

International Registered Report Identifier (IRRID): DERR1-10.2196/66115

(JMIR Res Protoc 2025;14:e66115) doi: 10.2196/66115
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Introduction

Childhood trauma is pervasive, with around 50% of adolescents
experiencing at least one potentially traumatic event (PTE)
before adulthood [1-3]. Posttraumatic stress disorder (PTSD)
is the most common disorder that can develop after experiencing
PTE and occurs in around 16% of PTE-exposed adolescents,
with a range of 8%-33%. Importantly, the variability within this
range is influenced by the type of trauma and gender. In
particular, PTSD is less prevalent in boys exposed to
noninterpersonal trauma, while girls exposed to interpersonal
trauma are at a greater risk of developing PTSD [4]. PTSD
manifests through symptoms such as re-experiencing (ie,
flashbacks, nightmares, dissociation, repetitive distressing
images or sensations, and physical sensations such as pain,
sweating, nausea, or trembling), avoidance and emotional
numbing, negative alterations in cognitions and mood, and
hyperarousal (ie, irritability, angry outbursts, sleep disturbances,
and difficulty concentrating) [5].

Furthermore, PTSD significantly affects an individual’s quality
of life [6,7]. Adolescents with PTSD have been found to show
high rates of psychopathology at the age of 18 years, including
48.8% engaging in self-harm, 20.1% attempting suicide, 54.7%
diagnosed with major depressive disorder, 23.8% with
generalized anxiety disorder, and 27% with conduct disorder
[8]. In addition, subclinical PTSD (sPTSD) in adolescents is
often neglected. However, adolescents with sPTSD can
experience similar distress as adolescents with full-blown PTSD
[9]. These findings emphasize the critical importance of early
treatment for both clinical and sPTSD.

The internationally recommended treatment guidelines for PTSD
are weekly sessions of eye movement desensitization and
reprocessing (EMDR) or trauma-focused cognitive behavior
therapy (TF-CBT) [10-13]. However, 30% of individuals do
not benefit enough from evidence-based PTSD treatments. This
might be explained by PTSD symptom severity and high rates
of psychiatric comorbidity within this group of patients. Notably,
greater symptom severity and high rates of comorbidity are
associated with reduced treatment success [14]. In addition,
dropout rates during prolonged treatment are substantial, varying
between 10% and 30% [15-18]. The duration of therapy and
treatment avoidance potentially cause these dropout rates.
Current treatment strategies are prolonged (at least 3-4 months)
and, therefore, subject to engagement and compliance barriers.
For example, adolescents can be reluctant to engage in therapy
due to fear of re-experiencing their trauma over a long period
of time [19]. Due to frequent appointments over a longer period,
adolescents miss school time and the opportunities to engage
in hobbies, social activities, and peer contact, hampering healthy
development and resulting in therapy disengagement. Notably,
a greater number of therapy sessions is found to be an important
predictor of dropout in adolescents with trauma [20]. These
findings underline that innovative trauma treatments are crucial
and that treatments in a novel, brief, and intensive format are
urgent.

Brief Intensive Trauma Treatments (BITT) entail multiple
trauma-focused sessions, often integrating various treatment
modalities simultaneously. Recent studies have indicated that
BITT for adults can serve as a safe and effective strategy for
reducing PTSD [21-24]. These studies have yielded promising
outcomes in adults, characterized by notably low dropout rates
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and minimal adverse events. Unfortunately, evidence of the
effectiveness of brief trauma treatments in children and
adolescents is limited. To date, only 9 studies have shown
promising results [25-33]. However, 8 of the 9 studies were
conducted without control groups and all studies had relatively
small sample sizes (ie, N=10, N=27, N=22, N=15, N=15, N=33,
N=44, N=27, and N=36). Hence, from the perspective of clinical
relevance and optimizing treatment and healthy development
of children with trauma, randomized controlled trials (RCTs)
investigating the effectiveness of BITT in adolescents are
urgently needed. This was the rationale for the present
innovative multicenter RCT. This RCT follows up on a pilot
study (N=22) of the same BITT program, which previously
demonstrated promising results, including a reduction in PTSD
symptoms up to 3 months post treatment [34].

Methods

Aims

Primary Objective
The primary objective of this RCT is to assess the effectiveness
of a BITT compared to a waitlist control group (WLCG) in
reducing symptoms of PTSD among adolescents aged 12-18
years.

Secondary Objectives
The secondary objectives of the study are to investigate whether
BITT for adolescents with PTSD:

1. in comparison to a WLCG, demonstrates effectiveness in
reducing comorbid psychiatric symptoms (ie, anxiety,
depression, and anger) and improving the quality of life;

2. is safe (ie, does not increase suicide attempts or self-harm)
3. reduces dropout rates;
4. is affected by moderators (ie, age, gender, socioeconomic

status [SES], type of trauma, number of traumatic events,
comorbidity, caregivers PTSD, and treatment center) in its
effect on PTSD symptoms and BITT dropout (moderators:
residency [ie, urban and rural area] and ethnicity).

Study Design
In this multicenter, single-blinded RCT, we will examine the
effectiveness of BITT compared to a WLCG. Participants will
be recruited over 27 months (October 2022-December 2024).
To determine the effectiveness of BITT, we will compare the
outcomes of the BITT intervention group (n=50) with the
outcomes of a WLCG (n=50). We will conduct assessments at
similar time points for both groups: at baseline (T0), directly
after BITT or WLCG (T1), and at 3 (T2), 6 (T3), and 9 (T4)
months follow-up after the baseline measurement. The WLCG
will receive BITT after the 3-month follow-up assessment.
Figure 1 provides an overview of the study design.

Figure 1. Flowchart of the randomized controlled trial design. BITT: Brief Intensive Trauma Treatment.

The treatment phase of BITT lasts only 1 week (ie, 5 consecutive
workdays). The WLCG will not receive psychological care (ie,
EMDR and TF-CBT) during this week. After this week,
participants from the BITT group will follow regular follow-up
care, which usually consists of EMDR and TF-CBT. Apart from

BITT, the WLCG can receive any treatment including EMDR
and TF-CBT, during this period. We will monitor and register
all provided care in the research database (inclusion and
exclusion criteria listed in Textbox 1).
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Textbox 1. Inclusion and exclusion criteria.

Inclusion criteria

Participants must meet all of the following criteria:

• 12-18 years of age;

• A history of psychological trauma (as measured by the Life Events Checklist of the Clinician-Administered Posttraumatic Stress Disorder Scale
for Children and Adolescents in the DSM-5 [Diagnostic and Statistical Manual of Mental Disorders (Fifth Edition)]) [35,36];

• At least subthreshold posttraumatic stress disorder criteria, conform to the Clinician-Administered PTSD Scale for Children and Adolescents
DSM-5, that is:

• fully meets criteria A, F, and G, and at least one symptom of criteria B, C, D, and E;

• fully meets criteria A, F, G, and at least one of the B, C, D, or E symptom clusters;

• The adolescent must provide written informed consent. For adolescents aged 12-15 years, all legal guardians must also provide consent.

Exclusion criteria

Adolescents who meet any of the following criteria will be excluded from participation in this study:

• inability to speak and write Dutch;

• estimated or determined intellectual disability (IQ <70);

• having ongoing trauma by a parent who is part of the adolescent’s current primary care system.

Power Analyses
A power analysis in R (R Core Team) [37] (script available on
request) showed that a sample size of n=66 (33 in the direct
group and 33 in the WLCG) is sufficient to reach a required
power of at least 80% when assuming Cohen d=0.5. Regarding
trauma-focused therapies, we expected a dropout rate of around
25% [15-17], implying that we would need at least 88 (ie, 66
divided by 0.75) participants. To ensure sufficient statistical
power, we aimed for a total sample size of 100. This sample
size will also be sufficient when adding the covariates to the
model.

Participant Recruitment and Procedure
We will conduct this study in four youth care centers in the
European and Caribbean Netherlands: Levvel, Karakter,
Fornhese-GGz Centraal, and Mental Health Caribbean
(Bonaire). Centers were eligible to participate if they had
extensive experience in treating chronically traumatized children
and adolescents, were trained in EMDR and TF-CBT, had
experienced systemic therapists and psychomotor therapists,
and had the capacity to implement the study. The therapist from
the participating center will verbally inform eligible adolescents
about the study and provide them with an information letter. In
addition, the adolescent and their caregivers will be offered the
opportunity to discuss the study with the researcher to receive
more information about the study and ask questions. The
researcher will discuss all referrals with an experienced child
and adolescent psychiatrist with expertise in PTSD. All
adolescents will provide written informed consent, and legal
caregivers of adolescents aged 12-15 years will also provide
consent.

Randomization
After obtaining written informed consent from participants, an
independent researcher will randomize them to either the BITT
group or WLCG using computerized block-wise randomization

in Castor Electronic Data Capture [38]. We will use random
block sizes to avoid predictability for the researchers and we
will stratify by center. The researcher completing the
assessments will be blinded to the group allocation (ie, BITT
vs WLC). We will explicitly instruct participants not to
communicate their group allocation to the researcher.

Treatment

Pretreatment
A personalized “crisis prevention plan” will be developed
individually with all participants and, if applicable, their
caregivers before the treatment phase. The crisis prevention
plan will include the following:

1. Possible risk factors to consider (eg, self-harm, suicidality,
alcohol and drug abuse, and aggression);

2. Signs and tools for maintaining stability and preventing
deterioration;

3. Clear arrangements regarding whom to contact in case of
emergency (eg, the main responsible clinician during
working hours and local crisis service outside regular
working hours) with up-to-date contact information.

Furthermore, before starting BITT, a personalized treatment
plan will be developed with specific trauma targets in close
collaboration with the adolescent, caregivers, and BITT
therapist. The therapist will also be assigned as a personal case
manager for individual adolescents throughout the BITT week.
The BITT therapist will provide psychoeducation concerning
PTSD symptoms and intensive treatment to adolescents and
caregivers before the start of BITT.

The BITT
BITT consists of a 1-week (ie, 5 consecutive workdays)
intensive trauma treatment with 2 daily manualized therapy
sessions comprising TF-CBT (90 min) in the morning followed
by EMDR (90 min) in the afternoon (ie, 10 sessions in total; 5
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TF-CBT and 5 EMDR). The 90-minute session duration is based
on the results of a previous pilot study into BITT for adolescents,
which indicated that the burden of 90-minute sessions was
evaluated as acceptable [25]. Both TF-CBT and EMDR therapy
are effective and well-established treatments for children and
adolescents suffering from trauma [15,39]. In both TF-CBT and
EMDR, the primary objective is to address and reprocess
traumatic memories and diminish the distressing emotions
associated with traumatic life events. In TF-CBT, therapists
apply gradual exposure from the beginning by having
adolescents create a trauma narrative. Gradual exposure is
applied by first telling the trauma narrative aloud, then writing
it, and then reading it aloud. This also helps adolescents modify
dysfunctional trauma-associated cognitions. On the last day of
the BITT, the adolescent shares the trauma narrative with the
caregivers during a so-called social sharing, which is a module
of TF-CBT. Often this is the first time caregivers and
adolescents engage in a conversation about the traumatic
experience. The caregiver or caregivers are then provided with
the opportunity to acknowledge the harm experienced by the
adolescent, reflect on their role as a parent, and consider how
they could have acted differently. This interaction is seen as an
important step in trauma processing. In EMDR, the adolescent
recalls the traumatic memories while simultaneously making
horizontal eye movements and performing tasks with a high
working memory load [40]. Therapists will use the Dutch
EMDR protocol for children and adolescents [41,42].

The sequence of TF-CBT first and EMDR second is related to
a proven better treatment outcome compared to the reversed

sequence [43]. Experienced therapists trained in EMDR and
TF-CBT will conduct all treatment sessions. Different therapists
will provide sessions that conform to a so-called “therapist
rotation” scheme with a maximum of 3-4 therapists per
adolescent per week. Therapist rotation is applied since it seems
to decrease avoidance in adolescents to engage in trauma therapy
[44]. Treatment will take place in an outpatient setting.

Between therapy sessions, adolescents will participate in
psychomotor therapy (PMT). PMT is a therapeutic approach in
which physical movement and bodily awareness play a central
role. In the morning of every BITT day, the focus during PMT
will be on bodily awareness (eg, observing body signals related
to PTSD) and in the afternoon, the focus will be on relaxation.
Existing evidence shows that body- and movement-oriented
interventions have a positive effect on diminishing PTSD
symptoms [45,46].

During parental counseling, primary caregivers will receive
psychoeducation, social support skill training, and social sharing
(a total of 5 sessions of 90 min). Research has shown that
involving caregivers is a crucial element in the treatment of
children and adolescents, which contributes to fewer dropouts
and increased treatment effects [39].

Adolescents will start and end the day together. PMT sessions
are provided in a group setting. The TF-CBT and EMDR
sessions are provided individually. Table 1 provides an overview
of the therapy program.

Table 1. Therapy program.

BITT weekTime

FridayThursdayWednesdayTuesdayMonday

9-9:15 AM ••••• StartStartStartStartStart (8:45 AM)

9:15-10:15 AM ••••• PMTPMTPMTPMTPMTa

10:30 AM-12 PM ••••• EMDRTF-CBTTF-CBTTF-CBTTF-CBTb

• Parental counsel-
ing

• Parental counselingc

12-1 PM ••••• BreakBreakBreakBreakBreak

1:15-2:45 PM ••••• Social sharingEMDREMDREMDREMDRd

•• Parental counsel-
ing

Parental counsel-
ing

3-3:45 PM ••••• Closing (3-3:30
PM)

PMTPMTPMTPMT

N/Ae4-4:15 PM •••• ClosingClosingClosingClosing

a PMT: psychomotor therapy.
bTF-CBT: trauma-focused cognitive behavioral therapy.
cCaregivers receive parental counselling at the same time that the adolescent receives trauma therapy.
dEMDR: eye movement desensitization and reprocessing.
eN/A: not applicable.
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Training and Implementation
All health care professionals involved in BITT are trained by
expert therapists before providing treatment, ensuring the quality
of care. During this 1-day training, all modules of the BITT will
be taught. In addition, the TF-CBT therapists will follow a 1-day
training about the BITT-specific TF-CBT elements.
Furthermore, BITT therapists from all participating centers
without a TF-CBT or EMDR license will be trained by expert
and licensed senior TF-CBT and EMDR supervisors from
Levvel. These expert therapists were also involved in the
development of the BITT program and have nationally renowned
expertise. The researcher determining the PTSD symptoms
during the study will be trained in the Clinician-Administered
PTSD Scale for DSM-5 (Diagnostic and Statistical Manual of
Mental Disorders [Fifth Edition])-Child/Adolescent Version
(CAPS-CA-5). During the BITT, the supervisors from Levvel
will provide daily supervision to all therapists at the participating
centers during a daily multidisciplinary consultation. During
this consultation, all BITT therapists work closely together
enhancing a clear focus on the treatment plan.

Treatment Integrity
During the BITT, 2 supervisors from Levvel will provide daily
supervision to all therapists of the participating centers in close
collaboration with dedicated experts from those centers. In this
way, the consistency and quality of the BITT are monitored
across sites. Furthermore, therapists will complete detailed

therapy checklists that will be assessed by a researcher to ensure
that the treatments are delivered as intended by the protocol. In
addition, therapists will record the therapy sessions with
audiotapes if the participant provides permission. A total of 2
trained psychologists will independently code a random 15%
of these therapy sessions to assess the treatment integrity.

Assessment Instruments
The assessments of the primary and secondary outcomes and
demographic predictor variables consist of digital questionnaires
and digital or face-to-face semistructured interviews
administered to both the adolescents and one of their caregivers.
The measurement instrument we selected for assessing the
primary outcome, namely the CAPS-CA-5, is considered the
golden standard for measuring PTSD. In selecting the
questionnaires, we aimed to select short surveys with adequate
psychometric properties. If the participant provides permission,
we will audiotape the semistructured interviews. A total of 2
trained psychologists will independently code a random 15%
of these sessions to measure the interrater reliability. All
questionnaires will be completed in Castor Electronic Data
Capture [38]. The completion time of the assessments for
adolescents varies from 75 to 120 minutes per assessment
moment and for the caregiver from 30 to 65 minutes per
assessment moment. The overall time for therapists to complete
the assessments is 20 minutes. Table 2 provides an overview
of the study parameters.
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Table 2. Study parameters.

T4fT3eT2dT1cBITTbT0aAssessment instrumentOutcomes

—————Ah, Ci—gDemographics

Primary

A, CA, CA, CA, CAA, CCATS-2kPTSDj symptoms

AAAA—ACAPS-CA-5lClinical diagnosis of PTSD

Secondary

AAAAAAPROMISm depressionDepression symptoms

AAAAAAPROMIS anxietyAnxiety symptoms

AAAAAAPROMIS angerAnger symptoms

A, CA, CA, CA, CAA, CEQ-5D-Y-3LQuality of life

AAAA—ARisk behavior and safetyRisk-behavior and safety

CCCC—CPCL-5n including LEC-5oParental PTSD

————A—ORSp and SRSqRating of sessions and therapy

Qualitative

——A, CA, C, Ts——Qualitative interviewBITTr experience

aT0: baseline.
bDuring the BITT questionnaires are assessed daily.
cT1: directly after BITT or WLCG.
dT2: 3 months follow-up.
eT3: 6 months follow-up.
fT4: 9 months follow-up.
gNot applicable.
hA: adolescent.
iC: caregiver.
jPTSD: posttraumatic stress disorder.
kCATS-2: Child and Adolescent Trauma Screen.
lCAPS-CA-5: Clinician-Administered PTSD Scale for DSM-5 (Diagnostic and Statistical Manual of Mental Disorders [Fifth Edition])-Child/Adolescent
Version.
mPROMIS: Patient-Reported Outcomes Measurement Information System.
nPCL-5: PTSD Checklist for DSM-5.
oLEC-5: Life Events Checklist for DSM-5.
pORS: Child Outcome Rating Scale.
qSRS: Session Rating Scale.
rBITT: Brief Intensive Trauma Treatment.
sT: therapist.

Primary Outcomes

Child and Adolescent Trauma Screen
The Dutch version of the Child and Adolescent Trauma Screen
2 (CATS-2) [47,48] is a self-report and proxy-report measure
for children (aged 7-18 years) and their caregivers. The
questionnaire contains a list of potentially traumatic life events
(16 items) and questions about PTSD symptoms (25 items; ie,
re-experiencing, avoidance, emotional numbing, negative
alterations in cognitions and mood, and hyperarousal).
Respondents can answer each potentially traumatic life event
with yes (scored as 1) or no (scored as 0). The questions about
PTSD symptoms are rated on a 4-point Likert scale (range 0-3).

A score of ≥2 indicates positive screening for PTSD symptoms.
The highest possible total score is 60, with higher scores
reflecting a higher severity of symptoms. The CATS-2 also asks
informants to indicate whether the symptoms cause difficulties
in daily life (yes or no). The CATS-2 has adequate psychometric
properties [48].

The CAPS-CA-5
The CAPS-CA-5 [35,36,49] is used to determine the presence
of PTSD based on the DSM-5 criteria. In addition, with the
CAPS-CA-5, we will collect information about the number of
traumatic events and the type of experienced trauma. The
CAPS-CA-5 is a 30-item structured clinical interview suitable
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for children aged 8-18 years. In addition, the CAPS-CA includes
a Life Events Checklist consisting of 26 items related to stressful
life events. The interviewer assesses per event if the adolescent
has “experienced it,” “witnessed it,” “heard about it,” “is not
sure about it,” or “never experienced it.”

Afterward, the interviewer assesses the frequency and intensity
of PTSD symptoms experienced in the past month using a
5-point Likert scale (range 0-4). A score of ≥2 indicates the
presence of a symptom. PTSD is present when an A criterion
event has occurred, when symptoms are present for more than
1 month (criterion F), when the symptoms affect the adolescent’s
daily life (criterion G), and when there is at least one symptom
of re-experiencing (criterion B) and avoidance (criterion C) and
2 symptoms of emotional numbing, negative alterations in
cognitions and mood (criterion D), and hyperarousal (criterion
E). Subthreshold PTSD is present when the adolescent fully
meets criteria A, F, and G and has at least one symptom of
criteria B, C, D, and E, or has at least one of the B, C, D, or E
symptom clusters. The highest possible total score is 80, with
higher scores reflecting a greater severity of symptoms. The
Dutch version of CAPS-CA-5 has adequate psychometric
properties [35,49].

Secondary Outcomes

Patient-Reported Outcomes Measurement Information
System
The Patient-Reported Outcomes Measurement Information
System (PROMIS) [50] is a questionnaire for children aged
8-17 years and will be used to measure anxiety (8 items),
depression (8 items), and anger symptoms (9 items). The
questions are rated on a 5-point Likert scale (range 0-4). The
highest possible total score for anxiety and depression is 32 and
36 for anger, with higher scores reflecting a higher severity of
symptoms. Raw scores will be converted to t scores. The
PROMIS anger, anxiety, and depression scales displayed
sufficient psychometric properties within the Dutch population
[51,52].

The EQ-5D-Y-3L
The EQ-5D-Y-3L [53] assesses the perceived quality of life in
children aged 8-15 years. This questionnaire maps the quality
of life based on 5 dimensions: mobility, self-care, usual
activities, pain, and anxiety or depression. Both self-report and
caregiver proxy versions will be used. All 5 items of the
EQ-5D-Y-3L are rated on a 3-point scale, indicating levels of
difficulty as “no problems,” “some problems,” or “a lot of
problems.” The highest possible total score is 15, with higher
scores reflecting a higher severity of symptoms. The
EQ-5D-Y-3L has adequate psychometric properties [54].

Risk-Behavior and Safety Questionnaire
We will assess risk behaviors by administering a self-report
questionnaire based on previous work by Hendriks et al [25],
who administered this questionnaire to children aged 12-18
years. This questionnaire assesses suicidal ideation, self-harm,
and aggressive behavior with 8 items using an 11-point Likert
scale, ranging from “no, not at all” (=0) to “yes, very much”
(=10) [25]. Higher scores reflect a higher severity of symptoms.

Alcohol use, drug use, inclination to medication, crisis contacts
with mental health care professionals, and psychiatric
hospitalization will be measured with 7 items on a dichotomous
scale (yes or no). The psychometric properties of this instrument
have not yet been examined.

PTSD Checklist for DSM-5
We will evaluate the presence and severity of the caregivers’
posttraumatic stress symptoms with the Dutch version of the
PTSD Checklist for DSM-5 (PCL-5) [55] The PCL-5 is a
20-item self-report questionnaire gauging the 4 cluster symptoms
of PTSD. The caregiver indicates the degree of burden caused
by each symptom on a 5-point Likert scale ranging from 0 (“not
at all”) to 4 (“extremely”). The severity of symptoms can be
determined either by adding the scores of the items within each
of the four clusters or by summing all 20 items. The highest
possible total score is 80, with higher scores reflecting a higher
severity of symptoms. The PCL-5 has adequate psychometric
properties [56].

Life Events Checklist for DSM-5
We will administer the Dutch version of the Life Events
Checklist for DSM-5 (LEC-5) [57] to assess the caregivers’
exposure to trauma. This is a self-report questionnaire that
consists of 17 items related to stressful life events. The caregiver
will specify their experience of each event by selecting from
the options “happened to me,” “witnessed it,” “learned about
it through an affected friend or family member,” “exposed
through work,” or “unsure or not applicable.” The LEC-5 has
adequate psychometric properties [58].

Outcome Rating Scale and Session Rating Scale
We will assess the adolescents' well-being after each BITT day
through the Dutch version of the Child Outcome Rating Scale
(ORS) [59]. Adolescents will mark their well-being on 4 visual
analog scales that range from 0 to 10, providing information on
their well-being (“How am I doing?”), well-being at home
(“How are things at home?”), school (“How are things at
school?”), and their overall sense of well-being (“How is
everything going?”).

We will use the Child Session Rating Scale (SRS) [60] to assess
how the child experienced the BITT sessions. Respondents will
be asked to rate on a visual analog scale ranging from 0 to 10
the extent to which they felt that “they were listened to,” “what
was done and talked about was important to them,” “they liked
what was done,” and “hoped they would do something similar
next time.”

Both the ORS and SRS have adequate psychometric properties
in an adult population [61].

Demographics
We will collect demographic information by asking the
adolescents and one of the caregivers at baseline about: age,
gender, educational level, SES, ethnicity, residency (ie, urban
and rural area), and previous and current psychological or
psychiatric treatment (eg, psychotherapy, trauma therapy, and
medication).
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Qualitative Secondary Study Parameters: Qualitative
Interview About BITT Experiences
We will conduct interviews with adolescents, caregivers, and
therapists about their experience with BITT in collaboration
with 2 of our experts by experience (bachelor education level).
Together with the 2 experts by experience, we will develop a
broad topic list about experienced benefits and possible
improvements of BITT. Topics will be related to adolescents’,
caregivers’, and therapists’ preparation for and expectations of
BITT, the effects of BITT, the added value of BITT compared
to regular trauma therapy, and follow-up treatment. These
interviews will be conducted individually with around 15
adolescents, caregivers, and therapists. In addition, we will hold
focus groups with the therapists to collect their perspectives
regarding BITT. We will conduct interviews 1 month after
BITT. The 2 experts by experience will be closely involved in
the preparation, conduction, assessment, and analyses of the
qualitative interviews.

Statistical Analysis
We will conduct the analyses in consultation with a statistical
expert. Data analyses will include the following:

1. We will define the effects of BITT in terms of group
differences between the BITT and WLCG. These
differences will be tested according to both the
intention-to-treat-principle and completers’ analyses. That
is, the pre, post, and follow-up changes (BITT vs WLCG)
on the continuous outcomes (ie, trauma symptoms, anxiety
symptoms, depression symptoms, anger symptoms, quality
of life, and self-harm) will be tested with mixed models;
dichotomous outcomes (ie, suicide attempts and dropout)
with generalized estimating equation (GEE).

2. Mixed models will also be used to investigate possible
moderation effects, which concern effects of (1) age, gender,
SES, type of trauma, number of traumatic events,
comorbidity, caregivers’ PTSD, and treatment center on
PTSD; and (2) residency (ie, urban and rural) and ethnicity
on BITT dropout.

3. The qualitative interviews about the experiences of
adolescents, caregivers, and therapists with regard to BITT
will be verbatim transcribed and analyzed to conform to
qualitative research standards.

Ethics Approval
This study will be conducted in accordance with the Declaration
of Helsinki. The ethics review board of the Amsterdam
University Medical Center in the Netherlands approved this
study (2022.0347, September 12, 2022). We will handle
participant data in compliance with the General Data Protection
Regulation (GDPR). All adolescents will give written informed
consent, and legal guardians of adolescents aged 12-15 years
will also provide consent before conducting any study
procedures. All serious adverse events will be monitored and
reported to the Medical Ethical Committee of the Amsterdam
University Medical Center until the end of the study. In addition,
during the measurements (directly, 3, 6, and 9 months after the
BITT) we assess PTSD symptoms, comorbid symptoms, and
risk behavior. In case of safety concerns, we contact the referring

professional of the adolescent. Participants will receive a
voucher of 10 euros (US $11.36) upon completing the final
measurement.

Results

This project was funded in June 2021 and approved by the
institutional review board in September 2022. As of September
2022, we enrolled 104 participants. Data will be collected until
December 2025. Results are expected to be published in the
summer of 2026.

Discussion

Anticipated Findings
This study protocol describes the design of a multicenter,
single-blinded RCT with the aim of examining the effectiveness
of BITT compared to a WLCG in treating PTSD among
adolescents. We hypothesize that the results will demonstrate
a superior effect of BITT compared to WLCG and we expect a
change in PTSD and comorbid symptoms among adolescents
in the BITT group, while symptoms in adolescents in the WLCG
will remain unchanged. We hypothesize that BITT can be a
suitable treatment option for traumatized adolescents who do
not receive the available treatment options due to high treatment
avoidance, those who do not experience sufficient symptom
decrease after regular trauma treatment or adolescents who drop
out of treatment. For this group of severely traumatized
adolescents, BITT could potentially be effective. Research in
the adult population already has shown positive effects of BITT
on PTSD symptoms [21]. However, not much research has been
conducted among children and adolescents. Pilot studies show
that BITT can be a safe (ie, no increased risk of suicidality) and
effective treatment for adolescents with PTSD [25,26,30,31]
but RCTs into its effectiveness are lacking and urgently needed.

There are several strengths to the proposed study. First, the
implementation of a single-blinded RCT with a waitlist control
group provides an opportunity to assess the effectiveness of the
BITT and allow each participant to engage in the BITT. This
is an important benefit since adolescents who participate in the
BITT experience severe PTSD symptoms and comorbid
symptoms and do not benefit sufficiently from regular treatment.
Engaging in the BITT might offer an effective treatment for
this severely traumatized group of adolescents. An RCT is
considered the golden standard in clinical research, because,
unlike other research models, it controls for selection bias, time
effects, effects of administering questionnaires, and chance
occurrences in potential treatment effects [62]. This enables us
to research the true effects of a BITT on PTSD symptoms
Notably, to the best of our knowledge, this RCT represents the
first of its kind conducted across multiple (cross-cultural) sites,
thereby broadening the scope and generalizability of the findings
[63]. In addition, applying this study in multiple centers in the
world might increase the quality of care worldwide because of
the trainings and supervisions by the licensed TF-CBT and
EMDR supervisors at the different sites and gives us the
opportunity to treat traumatized adolescents across cultures
[64].
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Another strength of this study lies in the use of multiple variants
of trauma-focused treatments combined with psychoeducation,
psychomotor therapy, social sharing, and parental counseling.
In this way, BITT incorporates several common elements from
trauma-focused treatments for adolescents that are presumed to
be effective [65]. Another novel element of the BITT is the
therapist rotation, which seems to reduce the therapists’ fear of
applying trauma treatment in adolescents with PTSD and
therefore contributes to a better implementation of the treatment
[44]. Notably, this study is innovative since there is no research
yet about a BITT for adolescents that incorporates all these
important elements.

In addition, in determining the effectiveness of the treatment
program, we will use multiple sources of information which
improve the reliability of the results [66]. We ask adolescents
to report their symptoms over time, semistructured interviews
are used which also incorporate clinical judgment, and
caregivers are actively engaged as informants in monitoring
treatment outcomes. In addition, we conduct measurements
including a 3-, 6-, and 9-month follow-up, which enables us to
detect an effect of BITT over time.

Despite these strengths, possible limitations need to be
acknowledged. First, although an RCT design remains the
golden standard in clinical research, it comes with challenges.
RCTs often operate in controlled environments with strict
eligibility criteria, which may limit the external validity or
applicability to diverse populations. Furthermore, participants
who volunteer for the study may differ systematically from
those who do not, thus affecting the generalizability of the
findings. However, by conducting the study across multiple
(cross-cultural) sites, each with distinct teams serving diverse
target populations, we aim to achieve a diverse and
representative study sample, thereby minimizing the limitations
to the fullest extent possible.

Conclusions
This first, innovative study on the effectiveness of BITT may
enhance treatment outcomes for PTSD in adolescents, by
preventing dropout, reducing avoidance, shortening therapy
duration, and empowering therapists by working together
intensively. This research provides valuable insights across
cultures for effective treatment of severely traumatized
adolescents who do not benefit sufficiently from regular
treatment.
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