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Abstract
The aim of this study was to explore and better understand the enablers and barriers of implementation and how these impact 
on the organisational successes and challenges of adopting The Sanctuary Model, as perceived by residential care staff. 
Following ethics approval, three semi-structured interviews and six focus groups were conducted with residential care staff 
between February and July, 2020. Participants identified a number of enablers, presented in the subthemes: (a) social support 
systems and resources; (b) shared trauma-informed knowledge and understanding; and (c) leadership and champions. These 
enablers influenced organisational successes in adopting: (a) the Sanctuary Commitments; (b) the S.E.L.F Framework; (c) 
Reflective Practice and Supervision; and (d) Trauma Theory. A number of barriers hindering implementation were identi-
fied. These were reflected in the subthemes: (a) informal practice; (b) lack of practice-based training; (c) poor introduction 
to young people; and (d) resources. These barriers impacted on organisational challenges faced in residential out-of-home 
care including: (a) The Sanctuary Model Toolkit and (b) young people’s behaviour and engagement. Comparisons from 
this study and previous findings identified by executive and upper management staff (decision makers) are discussed. Key 
findings indicate that when implementing, sustaining and embedding The Sanctuary Model, organisations need to become 
trauma-informed rather than ‘do’ trauma-informed care and organisations need to “live and breathe” The Sanctuary Model 
Commitments, be connected and inclusive of one another, use trauma-informed language and feel safe.
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Introduction

Trauma-informed care has become increasingly used across 
community service organisations and child-welfare services, 
due to a surge of growing awareness of the impacts of trauma, 

including neurodevelopment, psychosocial development, 
physical and mental health (Becker-Blease, 2017; Putnam, 
2006). Not surprisingly, trauma-informed, organisation-
wide models have been developed to support organisations 
in addressing the complexities of the impact of trauma on 
the people who experience trauma and the systems and 
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people who serve trauma survivors (Leitch, 2017). How-
ever, the ways in which community service organisations 
and child-welfare services, such as residential out-of-home 
care (OoHC), translate and implement trauma-informed the-
ory, has not been understood explicitly (Henry & Perricone,  
2018). In Australia, residential OoHC represents the place-
ment of children and young people (referred to as young  
people from here on) in staffed homes, with approximately 
2 – 4 other young people per house (Smales et al., 2020). 
Despite the growing interest in trauma-informed mod-
els, there remain significant gaps in understanding how 
these models are translated and implemented into practice  
(Bendall et al., 2018).

The Sanctuary Model

The Sanctuary Model is an organisational change model 
developed for community service organisations (Bloom, 
2010). The Sanctuary Model represents a trauma-
informed, organisation-wide, evidence-informed approach 
for creating or changing an organisational culture and is 
implemented as an overarching framework, which enables 
the integration of concurrently providing different thera-
peutic approaches in a coherent trauma-informed method-
ology (Esaki et al., 2014).

The Sanctuary Model was originally structured across 
four pillars, however following advocacy in Australia, 
a fifth pillar of Cultural Safety has been developed and 
is an important feature of implementation in Australia. 
The Victorian Aboriginal Community Controlled Health 
Organisation (VACCHO) describe cultural safety as 
“being acceptable to difference, having the ability to ana-
lyse power imbalances, institutional discrimination, colo-
nisation, and relationships with settlers. Cultural safety 
is about providing quality health care that fits with the 
familiar cultural values and norms of the person access-
ing the service, that may differ from your own and/or 
the dominant culture” (Victorian Aboriginal Community 
Controlled Health Organisation, 2014, p. 1). The five 
pillars of The Sanctuary Model provide the values, tools 
and shared language (see Table 1) for people in human 
service organisations to communicate about trauma and 
its impacts, striving to create an organisational culture 
of safety and wellbeing across all levels of the organi-
sation (Bloom & Farragher, 2013). For organisations 
implementing The Sanctuary Model, all staff across the 
organisation must commit to, and uphold the Sanctuary 
Commitments, and the Sanctuary Toolkit should be inte-
grated into the day-to-day operations of the organisation 
(Bloom, 2012).

Trauma‑informed Care and Child‑welfare 
Systems

Trauma-informed care is a whole-of-systems approach to 
organisational change, which aims to embed trauma theory 
into practice across complex and diverse settings including 
child-welfare, mental health and education services (Bunting 
et al., 2019). Trauma-informed care became increasingly pop-
ular after findings from the Adverse Childhood Experiences 
(ACE) study demonstrated a relationship between adverse 
experiences during childhood and poor, life-long health out-
comes (Felitti et al., 1998).

Child-welfare systems interact with and serve children 
and their families who have experienced adversity and 
trauma, including inter-generational trauma, on a day-to-
day basis and are progressively committing to, or have a 
desire to, provide trauma-informed care (Bunting et al., 
2019). Whilst traumatic experiences are common and affect 
a large proportion of the child-welfare population, translat-
ing trauma-informed care to practice and the consistency of 
implementation across service settings is challenging (Wall 
et al., 2016). Service providers and the policies set up in 
these organisations must respond to the needs of clients with 
a lived experience of trauma that go beyond a clinical or 
treatment response, to ensure best outcomes for clients and 
to support service providers in dealing with the potential for 
vicarious trauma (Wall et al., 2016). Vicarious trauma is the 
cumulative, transformative stress that affects those who work 
with survivors of adverse, traumatic events (Bloom, 2003). 
Despite the increasing popularity of trauma-informed care 
models, there is an absence of research exploring the imple-
mentation of trauma-informed care in child-welfare services 
(Galvin et al., 2021a; Hanson & Lang, 2016).

Understanding the Importance of  
Implementation

In order to understand the potential value of a model or 
framework, we must first understand the process of imple-
mentation. Indeed, successful implementation of models 
and frameworks is critical for achieving intended effects and 
outcomes, although research indicates that translating the 
theory of trauma-informed care into child-welfare practices 
and implementing models and frameworks aimed at improv-
ing client outcomes, can be complex (Henry & Perricone, 
2018; Skouteris, 2021).

Model and framework outcomes have been associated 
with the quality of implementation, hence, understanding the 
implementation of trauma-informed models can help achieve 
the intended effects (Durlak, 2011). Comprehending which 
elements of the model or framework were delivered, how they 

654 Journal of Child & Adolescent Trauma (2022) 15:653–667



1 3

Table 1   The Five Pillars of The Sanctuary Model

Pillar 1. Cultural Safety
An environment that is safe for people: where there is no assault, challenge or denial of their identity, of who they are and what they need. It is  

about shared respect, shared meaning, shared knowledge and experience, of learning, living, and working together with dignity and truly listening.
Pillar 2. Trauma Theory
A shared understanding of trauma, how traumatic experiences have a direct effect on thoughts, feelings and behaviours, and recognising organi-

sational trauma
Pillar 3. S.E.L.F (Safety, Emotions, Loss, Future) Framework
A shared language used to understand and solve problems. The framework can be used for client services or treatment, interpersonal and organi-

sational problem solving.
Pillar 4. Seven Sanctuary Commitments
A set of shared values that guide individuals and organisations away from trauma-reactive behaviours.
        Nonviolence
        Counteract the violence and lack of safety that people have often experienced as part of their trauma whether it be physical,  

    psychological, social, moral or cultural.
        Emotional Intelligence
        Create an environment in which community members understand the relationship between past experiences and current behaviours  

    and emotions.
        Democracy
        Democracy replaces feelings of helplessness by requiring active participation and empowerment in decision making by all  

    community members.
        Open Communication
        This commitment creates a community that accepts and encourages the expression of emotions and openly explores interpersonal  

    and organisational issues.
        Social Responsibility
        This commitment focuses on building a community in which people feel a sense of responsibility and care for each other, in which  

    people are held accountable for their actions.
        Social Learning
        Social Learning promotes collaborative thinking and problem solving. It also mitigates the isolating effects of shame by viewing  

    mistakes as positive learning opportunities.
        Growth and Change
        Evaluate current behaviours while focusing on the future by setting achievable goals and breaking dysfunctional patterns.

Pillar 5. Sanctuary Toolkit
A set of practical interventions that reinforce trauma theory, the Seven Commitments and S.E.L.F.
        Community Meetings
        A set of three questions that ask community members to be attuned to their feelings, be future focused (goal for the day) and engage  

    in safe help-seeking and giving.
        Red Flag Reviews
        A response to critical incidents that follows a protocol that focuses on solutions rather than problems.
        Safety Plans
        A visual reminder of interpersonal emotion management practices including activities, techniques or skills that can be used during  

    triggering situations.
        Sanctuary Psychoeducation
        Educational materials and activities about the effects of trauma, techniques for managing these effects and strategies for creating  

    healthy dynamics in groups.
        SELF Care Planning
        A framework for creating individualised plans that outline a set of activities one commits to do to manage stress and focuses on  

    cultural, physical, psychological, social and ethical safety and wellbeing
        Core Team
        A cross section of staff from all levels of the organisation who ensure the execution of the implementation process by role modelling  

    the values and practices, monitoring implementation steps and addressing organisational challenges.
        Supervision

        Review performances, update safety plans and provide the opportunity to discuss vicarious trauma and self-care

655Journal of Child & Adolescent Trauma (2022) 15:653–667



1 3

were delivered, and what factors impacted on delivery, pro-
vides context to the assessment of internal and external valid-
ity, and accurately interpreting outcomes (Durlak, 2011). The 
findings of a systematic review of over 500 studies revealed 
that effective implementation is associated with better out-
comes, particularly if providers modify their interventions 
to better suit their organisational and/or community environ-
ment during implementation, replicating some elements of 
the program and modifying others (Durlak & DuPre, 2008). 
Durlak and DuPre (2008) concluded that identifying the fac-
tors that affect the implementation process, and ascertaining 
which elements of the intervention were delivered success-
fully through evaluation, can provide organisations with the 
knowledge and understanding of how an intervention can be 
embedded effectively to achieve maximum impact.

Although trauma-informed models and frameworks are 
becoming increasingly available, and organisations and 
systems have the desire to provide trauma-informed care, 
there remains a lack of research evaluating: (1) the imple-
mentation strategies which enable and hinder implementa-
tion in complex organisational systems; and (2) the ways by 
which these implementation strategies impact the adoption 
of trauma-informed care models (Ashmore, 2013; Henry & 
Perricone, 2018). In order to address these gaps, and better 
translate theory into practice, it is important to explore the 
perceived enablers, successes, barriers and challenges of 
implementation. Exploring and evaluating these aspects, as 
perceived by staff whilst implementing a trauma-informed 
model, can provide key observations that will foster the 
translation of research and theory into practice, and pro-
vide astute insights into how models, more generally, can 
be embedded and sustained in a complex, community-based 
service.

Study Aims

The aim of this study was to explore and better understand 
the enablers and barriers of implementation and how these 
impact on the organisational successes and challenges of 

adopting The Sanctuary Model, as perceived by residential 
OoHC staff. Findings from the current study will inform 
enhancements to The Sanctuary Model that are likely to fos-
ter health and social care outcomes for young people living 
in residential OOHC.

Methods

Study Design and Setting

MacKillop Family Services is a community service organi-
sation providing services across Australia in Victoria, West-
ern Australia, Australian Capital Territory and New South 
Wales. The Sanctuary Model has been implemented across 
MacKillop since 2012. Throughout this time, MacKillop 
have implemented The Sanctuary Model as an overarch-
ing framework, while concurrently training carers and staff 
in a range of evidence-based and evidence-informed mod-
els underpinned by strength-based, child-centred, family-
focused practices including: Therapeutic Crisis Intervention, 
Healing Matters, Eye Movement Desensitisation Reprocess-
ing (EMDR), Therapeutic Life Story Work, Behaviour Sup-
port Planning and Power to Kids.

This study was conducted in Victoria, where there are dif-
ferent models of residential care; that is, MacKillop operates 
therapeutic residential care (additional staffing and access 
to a therapeutic specialist; total n=14 houses in Victoria) 
and general residential care (total n=41 houses in Victoria). 
This qualitative study involved semi-structured interviews 
completed in-person and via telephone, and focus groups 
which were completed online via Zoom, due to COVID-19 
restrictions and lockdown. Purposive sampling was used to 
recruit potential study participants and residential homes 
within MacKillop Family Services.

Ethics

This study was approved by the Monash University Human 
Research Ethics Committee (Project ID: 17520) and the 

Table 1   (continued)

         Team Meetings
         Allow teams to reflect on their practices, discuss team functioning and service delivery issues
         SELF for Cultural Healing
         A framework to understand the complexity of the barriers facing Aboriginal people and communities in their recovery process.

Adapted from (Esaki et al., 2014) pages 125 – 130 and MacKillop Family Services
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MacKillop Family Research Approval Panel. All partici-
pants were provided with an explanatory statement and 
an opportunity to ask questions, after which they provided 
informed written or verbal consent prior to taking part in 
the study.

Participants

For the purpose of this study, participants were recruited 
from MacKillop Family Services by a MacKillop Liaison 
and a study investigator (first author EG). The partici-
pants in this study included area managers, coordinators, 
supervisors, case managers, residential care workers, a 
principal practitioner, therapeutic specialists (clinicians), 
and an educator. Area Managers are members of the Man-
agement Leadership Team and are responsible for over-
seeing the delivery of day-to-day operations of programs 
across their jurisdiction. Residential Care Coordinators 
ensure programs deliver high quality services to vulner-
able young people within a trauma-informed framework. 
The House Supervisor is responsible for overseeing the 
daily care of young people. Case Managers provide high-
quality case management and support services. Residential 
Care Workers participate in the day-to-day operation of 
the house, which includes responding to the young per-
son’s emotional and functional needs, all administrative 
requirements and household duties. Therapeutic Practi-
tioners are clinicians responsible for guiding residential 
care workers’ interactions with young people, engaging 
families to support their young person in care, conducting 

assessments and developing therapeutic treatment plans. 
Principal Practitioners are unique to MacKillop Family 
Services, and are senior staff who lead the development 
and improvement of service delivery practice with a focus 
on The Sanctuary Model and supervise therapeutic prac-
titioners. Children in Residential Care (CIRC) Educators 
support residential care workers in encouraging young 
people to participate in education programs.

Thirty-eight residential care staff across all levels of 
residential OoHC (Fig. 1) participated in this study. Seven 
residential houses participated in six focus groups and 
were located across regional and metropolitan Victoria, 
Australia (focus group in Regional Victoria included two 
homes, 1 therapeutic and 1 general residential home as 
these homes conduct team meetings together). All par-
ticipants had completed the three-day Sanctuary Model 
training program, at the time it was introduced or as part of 
their induction at MacKillop Family Services. A summary 
of participant demographic information has been provided 
in Table 2.

Procedures

Data Collection

Three semi-structured interviews with an Area Manager, 
House Supervisor and Residential Care Co-ordinator were 
conducted by the first author (EG). Six focus groups were 
facilitated by the first author during team meetings with 

Fig. 1   MacKillop Family Ser-
vices Residential Out-of-Home 
Care Staff Structure

TRC, Therapeutic Residential Care
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Residential Care Coordinators, House Supervisors, Case 
Managers, Residential Care Workers, Principal Practition-
ers, Therapeutic Specialists and a Residential Care Educa-
tor (M = 6 participants, SD = 2 participants). Here, the 
first focus group was co-facilitated by the fourth author 
(HM). Interviews and focus groups were conducted for 
approximately one hour (M = 54.50 min, SD = 9.40 min). 
Interviews were conducted either in person at the residen-
tial care home or over the phone and focus groups were 
conducted online via Zoom, between February and July, 
2020. Interviews were conducted for participants who do 
not or could not attend the team meeting in which the focus 
groups were conducted.

Open-ended and non-leading questions formulated an 
interview guide to identify and explore the perceived ena-
blers, successes, barriers and challenges of implementa-
tion. Participants were asked to share their experiences 
of The Sanctuary Model, and how they use the model in 
their daily practices; for example: (1) Tell me about [tool/
commitment/S.E.L.F/trauma theory], (2) what does that 
look like in your home?, (3) what has acted as a barrier 
and/or been difficult to implement?, (4) what impact does 
that have on young people/your practice?, and (5) what 
has supported your practice of The Sanctuary Model? 
The interviewer/facilitator used a combination of tech-
niques during interviews and focus groups (e.g., probing, 
clarification and confirming responses when required) to 
encourage further exploration.

Data Variables and Analysis

Participant roles and location of the homes (regional or met-
ropolitan) were collected via internal records. Gender and 
type of residential care service (therapeutic or general) were 
collected prior to the commencement of the interview or 
focus group.

The interviewer and co-facilitator took field notes dur-
ing interviews and focus groups, and debriefed immediately 
after. Data saturation was met after a total of three interviews 
and six focus group sessions, once it was recognised that 
no new themes or concepts were being uncovered (Fusch 
& Ness, 2015).

Transcripts were entered into NVivo (QSR Inter-
national Pty Ltd., 2020) prior to coding. Inductive and 
deductive analysis methods were used with thematic cod-
ing. Using deductive coding, outcomes that corresponded 
to the overarching themes of enablers and successes, 
barriers and challenges were identified. Inductive cod-
ing was then applied to identify emerging sub-themes. 
Emergent themes were consistently compared and cross-
checked within the data. Emerging themes were shared 
with residential care staff, executive staff and upper man-
agement staff at MacKillop Family Services via meetings 
to facilitate member checking. Two researchers (EG and 
JA) independently coded the transcripts to increase the 
rigour of the analysis. Codes, themes and sub-themes were 
cross-checked for consistency and discrepancies were dis-
cussed to ensure research integrity and prevent researcher 
bias. Consensus was reached on all codes. This study was 
guided by the Consolidated Criteria for Reporting Quali-
tative Research (COREQ) checklist (Tong et al., 2007).

Results

Four key themes relating to the implementation of The 
Sanctuary Model in residential OoHC are presented: (1) 
Enablers influencing implementation; (2) Organisational 
successes of implementation; (3) Barriers influencing 
implementation; and (4) Organisational challenges of 
implementation. Within these major themes, 13 subthemes 
and supporting quotes were identified. For the purpose of 
this research, we defined enablers and barriers as imple-
mentation strategies that facilitated (enablers) or hindered 
(barriers) implementation of The Sanctuary Model. Organ-
isational successes and challenges are viewed as constructs 
of The Sanctuary Model perceived to have been effectively 
(successes) or ineffectively (challenges) implemented in 
residential OoHC.

Table 2   Participant Characteristics

Participant Characteristics Number of 
Participants

Role
Area Managers 1
Residential Care Coordinators and House Supervisors 8
Case Managers and Residential Care Workers 25
Principal Practitioner and Therapeutic Specialists 

(clinicians)
3

Children in Residential Care (CIRC) Educator 1
Type of Home
General Residential Care Home (n = 4 homes) 24
Therapeutic Residential Care Home (n = 3 homes) 14
Location of Home
Metropolitan (n = 5 homes) 27
Regional (n= 2 homes) 11
Gender
Female 25
Male 13
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Theme 1: Enablers Influencing Implementation

It was clear from discussions with residential care workers 
that there were a number of implementation strategies that 
influenced their ability to implement The Sanctuary Model 
with young people in residential OoHC. This is reflected in 
the subthemes: (a) social support systems and resources; 
(b) shared trauma-informed knowledge and understanding; 
(c) leadership and champions.

(a) Social Support Systems and Resources

The majority of participants defined enablers of implemen-
tation as having opportunities to reflect on, support, guide 
and acknowledge the values and therapeutic approaches of 
care. These concepts were often associated with social sup-
port systems and resources including Care Team Meetings 
(entire care team meets to discuss the young people), Local 
Sanctuary Practice Teams (LSPT; Sanctuary leaders and 
champions in each region meet to provide leadership and 
support in the implementation of The Sanctuary Model), 
Team Meetings (staff in the home), House Meetings (staff 
and young people in the home), and funded positions such 
as Therapeutic Specialists or Principal Practitioners.

Residential care staff expressed that these systems and 
resources are “a useful vehicle and mechanism to embed 
the model”, because they provide an opportunity for con-
nection, communication and support. For example:

We come together and work out, how do we imple-
ment this in practice, how do we communicate this 
with the young person…how can we best support 
this young person and keep them safe (Residential 
Care Coordinator, Interview 3).

Therapeutic Specialists and Principal Practitioners 
were identified as vital “on-the-floor supports” who help 
“encourage staff to think of ways to implement and use 
Sanctuary”. Social support systems and resources were 
also identified as opportunities to include young people 
in decision making and to hear their voices:

Our young people also attend the care team meeting, 
where they're given the opportunity to express their feel-
ings and wishes. So that's some of the elements where 
we offer young people the chance to get involved and 
have a say in their care (Case Manager, Focus Group 1).

(b) Shared Trauma‑informed Knowledge and Understanding

Across residential care homes, it was apparent that shared 
knowledge, language and understanding of trauma-informed 
care reinforced the implementation of The Sanctuary 

Model. Participants communicated that The Sanctuary 
Model enabled a shared language and understanding of 
trauma-informed care, providing them with “the framework 
for knowing what to do and how to intervene”. Having a 
shared language across the organisation facilitated positive 
changes in the ways in which staff communicated with each 
other and with young people:

Especially when a young person is distressed or going 
through an incident or a period of unsettled or uncer-
tain times, it is absolutely that prompt of ‘what has 
happened to you’ and a real shift in not just our think-
ing, but the language that comes out with that as well 
(Residential Care Coordinator, Interview 3).

Residential care staff expressed that trauma-informed 
care is the cornerstone of their work and was imperative to 
working therapeutically with young people. They articu-
lated that shared knowledge and understanding of trauma-
informed care provided “common ground” and “made most 
of the homes therapeutic”, even if they are not labelled as 
therapeutic residential care homes. Participants acknowl-
edged that having a “trauma-lens and understanding” 
has shifted their thought patterns from placing blame to 
exploring trauma histories and linking these with current 
behaviours. Through shared knowledge and understanding 
of trauma, residential care staff recognised a positive shift 
towards providing “therapeutic, attuned care” to young 
people and understanding and responding to challenging 
behaviours:

I think any house could provide very therapeutic, 
attuned care to the young people in care. It's the under-
standing, and the knowledge, and the professionalism 
of the staff working, that make the difference (House 
Supervisor, Focus Group 2).

(c) Leadership and Champions

All residential care staff agreed that embedding leaders and 
champions that guide and support the values of the model has 
fostered implementation. Participants expressed that having 
champions provided a “safe supportive layer”. Leaders and 
champions of The Sanctuary Model were described as pro-
viding strength and support, offering further opportunities to 
“reach out, if we’re not comfortable going to someone in our 
direct team”. Although they acknowledge a lack of practice-
based training, all participants had identified one staff mem-
ber (a Sanctuary Model trainer) to whom they felt comfort-
able reaching out to. This staff member was acknowledged 
as a “leader and champion of Sanctuary”, who has delivered 
‘refresher’ workshops, providing an opportunity to “get clar-
ity”, “ask questions” and “provide guidance”.
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In terms of The Sanctuary Model having an impact on 
young people in care, residential care staff agreed that The 
Sanctuary Model would not “impact on young people at all, 
if it isn’t impacting me and I am really embracing it”. For 
example:

You need to get the staff on board and get the staff 
doing it in full circles with each other, and inevitably 
it will trickle down to young people and it also role 
models it, which is how it is more accessible for young 
people (Residential Care Worker, Focus Group 6).

Theme 2: Organisational Successes of Implementation

As a result of the implementation enablers, residential care 
staff identified four constructs in which The Sanctuary 
Model had been effectively implemented. These are pre-
sented in the subthemes: (a) the Sanctuary Commitments; 
(b) the S.E.L.F Framework; (c) Reflective Practice and 
Supervision; and (d) Trauma Theory.

(a) Sanctuary Commitments

The Sanctuary Commitments were described as values that 
are inherent in “what we do” and “the way we work with 
each other and young people”. It was evident that the social 
support systems and resources, leaders and champions that 
enabled implementation, had a direct impact on the suc-
cessful implementation of the Sanctuary Commitments. To 
illustrate:

Sometimes it is really hard, but there's things in 
place to reassure staff what their safety is…there’s 
me [House Supervisor], there is management, there's 
[principal practitioners name]. There is many different 
levels of debriefing and supervision as well (House 
Supervisor, Interview 2).

Participants felt that Non-Violence and Safety was an 
integral part of their work and the commitment of Non-
Violence by all members of the organisation supports staff 
when there is “a lot of conflict or instances where staff have 
been assaulted or fights become physical”. Shared trauma-
informed knowledge and understanding also assisted resi-
dential care staff with educating young people “on safety, 
and what safe is and what safe isn’t”.

Emotional Intelligence and Open Communication were 
identified as key components on setting the culture within 
the homes. Participants acknowledged that being emotion-
ally intelligent “helps you unpack crises or incidents” and 
“the reason behind the behaviour”. They also discussed how 
young people “are in-tune with us and they pick up things far 

sooner than we do”, indicating that staff need to be attuned 
to their own emotions and “openly communicate” with their 
social support systems and resources and young people in 
their care. For instance:

If a young person is having a moment, an outburst, an 
incident, or presents with a concerning behaviour, I 
think it can be difficult for some carers to unpack the 
reason behind the behaviour if they aren’t emotionally 
intelligent (Principal Practitioner, Focus group 2).

(b) Safety, Emotion, Loss and Future (S.E.L.F) Framework

When reflecting on what has been implemented with fidelity, 
residential care staff identified the S.E.L.F framework (see 
Table 1), noting that this framework provided the tools and 
concepts to have open and honest discussions with young 
people and “support them, to help them regulate, and sup-
port themselves emotionally”. Social support systems and 
resources, leaders and champions provide a safe space to 
“sit down with them and unpack things”, whilst the frame-
work helps staff approach conversations with a “vision” to 
“create change together” and “respond appropriately to their 
[young people’s] needs”. Participants also acknowledged the 
importance of using the S.E.L.F framework within the social 
support systems and resources to explore “significant inci-
dences”. For example:

I think that it's really, really important that when the 
incidences happen, it's spoken about, that people 
explore it, that you have support for the whole team 
to get out of potentially negative spaces and get them 
just looking forward and getting different perspectives 
(House Supervisor, Focus Group 6).

(c) Reflective Practice and Supervision

Reflective Practice is unique to MacKillop and is a method 
of supervision aimed to enhance practice through the deliv-
ery of appropriate, safe and regular reflection opportunities, 
learning from experience and reflecting on practice, in which 
all team members associated with the house are expected 
to attend. Here, principal practitioners (general residential 
care) and therapeutic specialists (therapeutic residential 
care) guide reflective practice.

Reflective practice was recognised as a tool that encour-
aged staff to reflect on their practice in the residential care 
house and draw connections with The Sanctuary Model. 
Reflective Practice provided staff an opportunity to use the 
shared trauma lens that The Sanctuary Model provides, and 
to reinterpret the behaviours displayed by the young peo-
ple. Participants described Reflective Practice as providing a 
“safe environment”, where they feel “supported” in “having 
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honest conversations” and “debriefing from situations”, 
without being “judged or criticised”. For instance:

Reflective Practice…it helps us move, change our 
practice, adapt, perspective…it's also important to just 
be together, and process some of the things that have 
happened (Residential Care Worker, Focus Group 3).

In addition to Reflective Practice, residential care staff 
identified Supervision (see Table 1) as a tool that enabled 
staff to reinterpret incidents in the home by further connect-
ing trauma theory. Supervision provided supportive opportu-
nities to “reflect back on” incidents and “acknowledge” how 
The Sanctuary Model was/wasn’t used in practice. Partici-
pants expressed that Supervision provided an opportunity to 
not only connect trauma theory with practice, but also pro-
vided an opportunity to explore trauma theory. To illustrate:

I will then hold the team accountable in terms of their 
practice around how they implement it, the way they 
work with kids, and if it reflects Sanctuary (House 
Supervisor, Interview 2).

(d) Trauma Theory

The Trauma Theory (see Table 1) embedded in The Sanctu-
ary Model was described as an organisational success due to 
the deliberate focus on not only the young people in care, but 
also on staff safety and wellbeing. With a conscious focus on 
staff safety and wellbeing, trauma theory facilitated a shift in 
the way staff thought about their work practice, articulated 
by many participants as “what has happened to you, rather 
than, what is wrong with you”. Shared trauma-informed 
knowledge and understanding encouraged residential care 
staff to “see the young person behind the behaviour” and 
they acknowledged that carers “are much better skilled 
before they go out onto the floor with the young people” 
as a result.

Participants discussed how trauma theory gave the 
organisation the “licence” to focus on staff safety and well-
being and that this focus on safety and wellbeing meant that 
“even without the name of therapeutic care home, I think 
any house could provide very therapeutic, attuned care”. 
Most residential care staff conveyed that trauma theory is a 
“significant part of your role to be able to support a young 
person” and that having leaders with a shared knowledge of 
trauma and its effects, enabled staff to “deal with their own 
trauma” so that they can be more “empathetic” and “very 
understanding” towards young people in care. For example:

It's not actually just about the outcomes for the kids 
it's about outcomes for our staff. Staff who are feeling 
supported and protected and safe at work…and I think 
then as a result, that then trickles down to the direct 

care work with our young people (Area Manager,  
Interview 1).

Theme 3: Barriers Influencing Implementation

Across residential OoHC, it was evident from discussions 
with residential care staff that there were a number of 
implementation strategies that impacted on their ability to 
implement The Sanctuary Model. This is reflected in the 
subthemes: (a) informal practice; (b) lack of practice-based 
training; (c) poor introduction to young people; and (d) 
resources.

(a) Informal Practice

When exploring the implementation of The Sanctuary Model 
in residential OoHC, all homes expressed that the model was 
implemented “informally”. In exploring this further, it was 
apparent that some tools such as Red Flag Meetings and 
Community Meetings occur in the homes with young peo-
ple, however staff do not use the correct “language”, “tem-
plates” or “processes”. It became evident that residential 
care staff struggle to find the balance of implementing the 
tools in a “child-friendly”, “natural and organic” manner and 
using the “appropriate language” and “processes”, whilst 
also trying to engage the young people “without them realis-
ing”. One participant expressed that “The Sanctuary Model 
is imbibed in the practice, but not explicit”. Two participants 
discussed how informal practices of The Sanctuary Model 
impact on young people in care:

I feel like we do talk about it, but we don't put a name 
to it. So, we do talk with young people, we do use 
Sanctuary Model, but we don't say, this is The Sanctu-
ary Model (House Supervisor, Focus Group 6).
We can introduce young people and their families to 
The Sanctuary Model until the cows come home but if 
we're not practicing that within our houses and it's not 
something that the kids can see we are doing, then it's 
pointless (Residential Care Coordinator, Interview 3).

(b) Lack of Practice‑based Training

Here, we refer to practice‐based training as training opportu-
nities that incorporate real-world examples of implementation 
strategies to improve interactions and work practices between 
staff and clients when implementing The Sanctuary Model. 
Practice-based training integrates the organisational learnings 
by individuals, groups and communities and offers collective 
knowledge grounded by ‘real-world’ practice and experiences.

Residential care staff identified that implementing The 
Sanctuary Model in the homes was hindered by a lack of 
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practice-based training. The Sanctuary Training provided 
to all staff was described as being a “heavy load of infor-
mation” and “theory-based”, and participants admitted 
they “left not sure how I would implement it”. Most par-
ticipants expressed being able to “understand it in theory, 
but can’t explain it in practice”. More real-world, practi-
cal examples would be welcomed and well received by 
participants.

When reflecting on training opportunities, there was 
consensus that the initial training “lacks context” to the 
residential care setting. Residential care staff expressed 
that they felt they were “winging” implementation and 
more “structure” and “practical examples” of what The 
Sanctuary Model “realistically” looks like, and the “chal-
lenges you’re going to face”, will improve uptake of the 
model in homes. One residential care worker discussed 
how they would like to see training delivered in the 
future:

I want it to be focused on workers and what it really 
looks like, realistically…I think a discussion around 
how it actually looks in real life in the house, and what 
other houses are doing to implement it, a bit of a brain-
storming (Residential Care Worker, Focus Group 3).

(c) Poor Introduction to Young People

Residential care staff reflected on the barriers of imple-
menting The Sanctuary Model with young people in their 
care, and identified a lack of “formal” and “structured” 
introductions for young people and their families. Some 
participants identified that “Sanctuary is on the introduc-
tion agenda” template when young people enter a home, 
however acknowledged that this was not “used” or “under-
stood” widely. All residential homes participating sug-
gested that introducing young people to The Sanctuary 
Model needed to be more “thorough” and less “ad-hoc” 
in nature.

Participants expressed that young people need to be for-
mally introduced to The Sanctuary Model as it is “how we 
run the house” and the commitments provide “expectations”. 
There was a general consensus that young people should be 
provided with a “child-friendly”, “picture-based” informa-
tion booklet, that they can then “look through at their own 
leisure”. To demonstrate:

It would be good to have a more formal and con-
structed process to introducing it to our young people, 
because we just make it up as we go. There's no for-
mal, child friendly way of introducing it…Some kids 
might get a really in-depth, thorough, introduction, 
where others might get a little bit of information now, 
a little bit later (House Supervisor, Focus Group 4).

(d) Resources

When further discussing implementation barriers, par-
ticipants identified time constraints and limited access to 
information and resources as major barriers. Poor access to 
information and resources was noted as a significant barrier 
to implementation of the Sanctuary Model, as the major-
ity of resources are only available on the intranet (internal 
site for MacKillop). This presented as a major barrier as 
the “intranet is only available when you’re in the house” 
and residential care workers admitted they “can’t access the 
intranet when you’re offsite”.

However, staff also acknowledged that they “don’t have 
the time to be able to sit on a computer”, “clicking away 
at the button”, trying to find resources when “there is a lot 
happening in the house and you have young people calling 
your name and other tasks to do”. The demands of working 
in residential care, together with the “high complex clinical 
needs of our young people”, has left staff with a “dearth of 
capacity and time”. Participants admitted they “omit com-
munity meetings” due to a “short timeframe to do a hando-
ver” and that carers have “to make choice points along the 
way”, therefore often prioritising the needs of the young 
people over implementing The Sanctuary Model, rather than 
linking them together. To illustrate:

When we're speaking of what some of the constraints 
may be…just understanding that we're managing 
a very extreme level of complexity, which makes it 
hard to think we're going to do the SELF model today 
(House Supervisor, Focus Group 5).

Theme 4: Organisational challenges 
of implementation

As a result of the implementation barriers, residential care 
staff identified a number of constructs in which The Sanctu-
ary Model had been ineffectively implemented within resi-
dential OoHC. These are reflected in the subthemes: (a) the 
Sanctuary Toolkit; and (b) young people’s behaviour and 
engagement.

(a) The Sanctuary Toolkit

Residential care staff wrestled with implementing Psych-
oeducation, Safety Plans, Community Meetings, and Red 
Flag Meetings (see Table 1). The informal practice of The 
Sanctuary Model and lack of practice-based training for resi-
dential care staff contributed to participants articulating the 
challenges of implementing Psychoeducation. Residential 
Care Workers and House Supervisors expressed their belief 
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that Psychoeducation is too “clinical” and “educational” and 
admitted that they typically “leave it to the Therapeutic Prac-
titioners”. For example:

I think the roles get blurred for carers, and particularly 
with young people, because we sit there and say, 'hang 
on, I'm just a carer, you need to talk with your clinical 
team, your aod workers, your counsellors (Residential 
Care Worker, Focus Group 4).

Residential Care Workers and House Supervisors felt 
that wearing their Safety Plans around their necks was a 
major safety concern within the residential home, especially 
around some young people who like to “grab at the keys or 
lanyard”, and thus were rarely implemented. Most Residen-
tial Care Workers admitted that they do not wear their Safety 
Plans as they are not child-friendly, and as a result, forget 
about them. Participants also admitted that they discussed 
Safety Plans on occasion with young people, however they 
rarely completed a formal template.

The implementation of Community Meetings with young 
people was described as “difficult”, in terms of engaging and 
encouraging young people to “broaden it out [responses to 
the three Community Meeting questions] beyond, ‘good’, 
‘have dinner’”. Residential Care Workers and House Super-
visors felt that Community Meetings were “too formal” for 
young people, however acknowledged the creativity and 
flexibility of being able to adapt the questions when trying to 
engage young people in a Community Meeting. Residential 
Care Workers and House Supervisors also admitted that they 
neglect to have Community Meetings at staff change-over, 
and attributed this to being “time poor”, and believing that 
they can “read the room, or, read a person before they’ve 
even entered the room”. Some participants felt that some 
responses are a “latter of the truth” as they had an impres-
sion that their feelings may not always be appropriate to 
share in a work environment. To demonstrate:

I probably wouldn't be the only one in this room that 
has been feeling like absolute s***, screaming to the 
top of your lungs, but you're not going to tell any-
one that, you’re going to say I'm feeling a little jaded 
today, you're not actually going to say I really shouldn't 
be here right now, I feel terrible (Residential Care 
Worker, Focus Group 1).

Whilst exploring the perceived organisational challenges, 
it became clear that residential care staff struggled with Red 
Flag Meetings. Common perceptions of Red Flag Meetings 
were that when they are utilised, they are “misused”, “non-
productive” or a “token gesture”. Residential care staff felt as 
though there is an “unwritten rule that if you call a Red Flag 
Meeting, it is going to be frowned upon [by senior staff]” 
and that “people feel they don’t have a licence to be able 
to use Red Flags as they were intended”. Informal practice 

hindered the implementation of Red Flag Meetings in resi-
dential care as participants acknowledged that they are rarely 
called. However, multiple participants identified that they 
call ‘urgent’ meetings frequently and expressed that these 
meetings encompass the meaning of a Red Flag Meeting 
without actually using the correct language or processes:

“We could see that potentially we were having a Red 
Flag Meeting just not really calling it a Red Flag Meet-
ing” (Therapeutic Specialist, Focus Group 1).
I think that the language that we are using around those 
meetings, we're not calling them Red Flag Meetings. 
I think that when we're not using the appropriate lan-
guage for these things and we're not calling them what 
we should be calling them, then really, they’re not Red 
Flags (Residential Care Coordinator, Interview 3).

(b) Young people’s behavior and engagement

In addition to implementing The Sanctuary Toolkit, residen-
tial care staff identified that young people’s behaviour and 
engagement within the home was a cumulative challenge 
of implementing The Sanctuary Model. Focusing on the 
young person and what is happening around the home each 
day is a priority for Residential Care Workers and House 
Supervisors. Participants felt as though the young people’s 
behaviour, attitude, complex clinical needs and engagement 
can shape the dynamics of the home and impact on how they 
implement The Sanctuary Model on a day-to-day basis.

Residential care staff discussed the complexities of imple-
menting The Sanctuary Model with young people, particu-
larly around engaging them. Participants explained that each 
young person’s “behaviours and challenges are different”, 
and that it is a constant struggle “thinking of things to get 
them engaged” or “engaging them without them realising”.

Young people absent or missing from placement were 
described as being particularly hard to engage, and that “you 
can’t implement it with kids who are not here”. Alongside 
young people absent or missing from placement were the 
complex clinical needs of the young people and the push-
back they receive from young people when trying to imple-
ment The Sanctuary Model. Residential care staff felt that 
implementation had to be “as natural as possible” as “forcing 
them to sit around a table, at this specific time” will cause 
them to disengage and push-back, with one home admitting 
that young people see it is as a “chore” and “expect some-
thing in return” if implementation is “forced”. For example:

With a lot of the young people, I think it can be a bit 
more challenging sort of being like, ‘alright, let's sit 
down and use these steps’, and, you might just have 
young people telling you to ‘eat a sock’, or to ‘suck on 
that’ (Residential Care Worker, Focus Group 5).
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Discussion

The aim of this study was to explore and better understand 
the enablers and barriers of implementation and how these 
impact on the organisational successes and challenges of 
adopting The Sanctuary Model, as perceived by residential 
care staff. Through engaging with residential care staff at 
MacKillop Family Services, we have gained insights into 
the perceived enablers, successes, barriers and challenges 
experienced on the forefront of the organisation and can 
compare these experiences to those working in back-of-
house services. Key findings in this study were similar to 
those found with both executive and upper-management 
decision makers and will be discussed below (Galvin et al., 
2021b).

Enablers and Organisational Successes

Surprisingly, the pivotal implementation strategies that 
enabled implementation identified by residential care 
workers were the same as those identified by decision mak-
ers, as previously reported (Galvin et al., 2021b). These 
included social support systems, shared trauma-informed 
knowledge and understanding, and leadership and champi-
ons. Decision makers did not identify Therapeutic Special-
ists or Principal Practitioners when discussing enablers of 
implementation in residential OoHC, suggesting that deci-
sion makers are not as aware of the roles as they need to 
be, which may impact on them building the culture within 
the homes (Galvin et al., 2021b).

It is evident that having a shared level of understanding 
and knowledge of trauma-informed care is vital to staff 
engagement across all levels of the organisation and there 
was general consensus that this shared knowledge and 
understanding provided a deeper understanding into the 
trauma a young person may have experienced. Previous 
research suggests that the acquisition of trauma-informed 
knowledge and understanding has the ability to shift atti-
tudes about working in a trauma-informed setting and the 
association between attitudes and shifts in behaviour when 
interacting with traumatised clients has been supported 
(Brown, Baker, & Wilcox, 2012). Our results show that 
through shared knowledge and understanding, there is a 
greater opportunity to include all staff in championing, 
role modelling and encouraging the implementation of 
The Sanctuary Model effectively, which in turn, creates 
an organisational culture of staff safety and wellbeing.

Our results indicate that social support systems and 
resources supported the implementation of reflective prac-
tice and supervision, which aligns with previous research 
findings suggesting that organisations implementing 

trauma-informed approaches need to embrace collabo-
rative approaches incorporating reflection and systemic 
thinking (McNamara, 2010). Present findings also indi-
cated that having leaders and champions who support 
staff in processing the impacts of vicarious trauma and 
the negative impacts of constant exposure to details of 
childhood trauma have encouraged a trauma-responsive, 
organisational culture.

The organisational successes were also similar across all 
levels of the organisation, strongly associating the enablers 
of implementation with the effective and successful use 
of the Sanctuary Commitments, S.E.L.F framework, and 
Reflective Practice (Galvin et al., 2021b). In addition, resi-
dential care workers identified Supervision as a tool used 
successfully to discuss, plan, share and acknowledge how 
staff are implementing The Sanctuary Model; and, with a 
specific focus on staff safety and wellbeing, Trauma Theory 
was identified as the backbone of direct care with young 
people in residential care. The need for adequate supervi-
sion, where staff are provided a safe space to debrief has 
also emerged in previous research (Brend & Sprang, 2020; 
Eastwood & Ecklund, 2008).

The enablers and organisational successes of implement-
ing The Sanctuary Model in residential care and across 
executive and upper management, indicate multiple lay-
ers of support for staff, that all contribute to the culture of 
the organisation. Staff are encouraged to look beyond the 
behaviours of young people in organisations that imple-
ment trauma-informed care, and by shifting their knowledge 
around trauma and its effects, staff can provide improved 
care for the young people, providing them with greater 
opportunities for improved health and wellbeing (Center 
for Substance Abuse Treatment (US), 2014; Hodgdon et al., 
2013; Wall et al., 2016). It is evident that to successfully 
implement The Sanctuary Model, organisations must not 
only ‘do’ trauma-informed care, they must ‘be’ trauma-
informed. Staff must live and breathe The Sanctuary Model 
Commitments, be connected and inclusive of one another, 
use trauma-informed language and feel safe for The Sanctu-
ary Model to be implemented and practiced well.

Barriers and Organisational Challenges

Whilst staff acknowledge that they need to be trauma-
informed to support the young people in their care and 
facilitate the implementation of The Sanctuary Model, they 
also identified numerous barriers and organisational chal-
lenges when implementing the model. Residential care staff 
in this study and executive and upper management staff in 
our previous study identified dissimilar barriers and organi-
sational challenges to implementation (Galvin et al., 2021b). 
This is concerning as previous research shows that executive 
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and upper management leaders play a vital role in setting 
the organisational culture through determining the nature 
of organisational systems, procedures, structures and con-
texts (Aarons et al., 2015; Oke et al., 2009). As such, a poor 
understanding of the barriers and challenges faced by the 
staff who are directly impacted by management decisions, 
can detrimentally influence the implementation and sustain-
ability of these decisions (Aarons et al., 2014).

Residential care staff identified the informal implementa-
tion of the model as the most significant barrier to imple-
menting The Sanctuary Model, where a lack of appropriate 
language and staff struggling to find the balance between 
implementing the model and keeping it organic and natural, 
as to not disengage the young people influenced informal 
practice. Some participants also struggled with being able to 
adapt the model into a child-friendly practice that they were 
comfortable with delivering. These findings are alarming as 
previous research have suggested that improved implemen-
tation and sustainability occurs when providers can adjust 
and adapt a model, making it more effective for the commu-
nity and setting in which it is being implemented (Durlak & 
DuPre, 2008; Fixsen et al., 2005; Moore et al., 2013).

Residential care workers also felt that a major barrier for 
successfully implementing and embedding The Sanctuary 
Model into residential OoHC was the poor and inconsistent 
introduction of the model to the young people in their care. 
After providing these results to MacKillop Family Services, 
the Beginners Guide to Sanctuary, an introductory resource 
for young people has been developed. The resource provides 
child-friendly, inclusive and culturally appropriate informa-
tion and pictures that residential care staff can use to guide 
their introductions and young people can keep the resource 
to look through and ask questions in their own time.

In the current study, residential care workers found that 
these barriers made it challenging to engage young people 
with The Sanctuary Model and implement The Sanctuary 
Toolkit. Participants indicated that the clinical complexities, 
behaviour and engagement of young people and the stream 
of continuous incidents, impacted on their time and capacity 
to effectively implement The Sanctuary Model. These find-
ings reveal that residential care workers require support in 
connecting the theory of The Sanctuary Model and how to 
adapt the Sanctuary Toolkit into their day-to-day practices 
with traumatised young people in residential OoHC. It is 
evident that the accumulation of poor introductions to young 
people, lack of real world, practical training and the feelings 
of limited time and capacity, contribute to the overall chal-
lenges faced by residential care staff when implementing 
models and interventions.

Although staff across all levels of the organisation 
reported a deeper understanding of trauma theory, when 
looking at the results as a whole, it is evident that staff 
are implementing elements of The Sanctuary Model with 

fidelity, however informally. It is therefore suggested that the 
barriers and organisational challenges go beyond practice-
based training and instead, infer a need to better connect 
the theory of The Sanctuary Model to their practice. When 
staff are not using the appropriate language, identifying their 
practice as part of, or intently linking their work back to, The 
Sanctuary Model, it is understandable why they may feel 
that The Sanctuary Model is not reaching their practice. It is 
evident within the enablers and organisational successes that 
although The Sanctuary Model is being implemented across 
the organisation and impacting on practice, staff struggle 
to connect ‘what they know’ with ‘how they practice’ the 
model.

Limitations and Implications

This study should be considered in light of its limitations. 
First, the information shared in this report represents a single 
community service organisation. While we have no reason 
to believe that the residential OoHC setting would greatly 
differ from other organisations offering the same services, it 
is unknown whether these study findings generalise beyond 
this organisation. However, the residential care homes 
involved in this study were from a combination of general 
residential OoHC and therapeutic (additional staffing and 
access to a therapeutic specialist) residential homes both of 
which implement The Sanctuary Model, and importantly, 
the study revealed commonalities and shared themes across 
the homes in regards to the enablers, successes, barriers and 
challenges experienced during implementation. In future, 
studies should involve a combination of organisations to 
address this limitation. Secondly, demographic details 
such as participant age, time in their current role and time 
at the organisation were not provided. The researcher fol-
lowed up with staff to provide this information, however 
was unsuccessful.

Despite these limitations, the study contributes to the 
knowledge of implementing trauma-informed care in the 
child-welfare system. The child-welfare system has been 
calling for evidence-based, trauma-informed practices, yet 
many interventions have not been evaluated in this com-
plex setting. As evidence-based interventions continue to 
be implemented throughout child-welfare systems, organisa-
tions require support and guidance on the structural changes 
needed to reinforce successful implementation and sustain-
ment. To facilitate this, further research is needed to expand 
our understanding of implementation experiences in the 
child-welfare system. It is clear that successful implementa-
tion in residential OoHC cannot rely solely on the frontline, 
client-facing workers and more attention should be focused 
on examining the implications of cross-agency practices. 
This study offers further insight and understanding into the 

665Journal of Child & Adolescent Trauma (2022) 15:653–667



1 3

perceived enablers, successes, barriers and challenges expe-
rienced by residential care workers whilst implementing The 
Sanctuary Model.

Conclusions

Overall, this study highlights important themes about the 
achievements and impediments of implementing a trauma-
informed model of care in the child-welfare system. Clearly, 
organisations need to become trauma-informed rather than 
do trauma-informed care, to sustain and embed The Sanc-
tuary Model. If organisations are able to connect trauma 
theory to their practice, they can successfully implement 
and embed The Sanctuary Model. In turn, The Sanctuary 
Model can contribute to improvements in the organisational 
culture, which can enhance the cultural, physical and emo-
tional health and wellbeing of young people in residential 
care, by supporting the staff working with them.
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