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Diagnostic interviews, interviewer training, and inter-rater reliability
The Clinician-Administered PTSD Scale for DSM-5 (CAPS-5; Weathers, Blake, et al., 2013a) is 30-item structured interview which has excellent psychometric properties (interrater reliability, к = .78 to 1.00), test-retest reliability, к = .83), and convergent validity with DSM-IV versions and the PCL-5 (r = .83, and .66, respectively; Weathers et al., 2018). We used a definition of good end-state functioning as a total severity score of  ≤ 19 (Helpman et al., 2016; Nixon et al., 2016; van den Berg et al., 2015).
The Diagnostic Interview for Anxiety, Mood, and OCD and Related Disorders (DIAMOND; Tolin et al., 2016) possesses good psychometric properties with interrater reliability (κ = .62 to 1.00) and test-retest reliability (κ = .59 to 1.00) for all diagnoses (Tolin et al., 2016).
	Interviewers were trained by the first author and practiced coding prior unrelated assessment tapes before undertaking clinical assessments. Interviewers also completed a 4.5-hour online course on CAPS administration. These training processes have resulted in good diagnostic accuracy and reliability in our prior studies (diagnostic agreement of 92-100% for PTSD and 87-100% for comorbid disorders, see Angelakis et al., 2020; Nixon & Bralo, 2019; Nixon et al., 2016). All interviews were recorded to evaluate assessor adherence and competency. Limited funding precluded extensive inter-rater checks in the current study, but a random sample of 10 CAPS-5 tapes (~21% of available tapes) demonstrated a κ coefficient for PTSD diagnosis (CAPS) of 1.00 (100% agreement). The correlation between raters for total CAPS severity scores was .98 (p < .001).

Self-report measures
	The Posttraumatic Stress Disorder Checklist for DSM-5 (PCL-5; Weathers et al., 2013c) is a 20-item scale that indexes PTSD symptom severity as defined by the DSM-5 on a 5-point scale (0 = not at all to 4 = extremely). A score of 31 or above is considered to reflect clinically significant PTSD severity and probable PTSD diagnosis (Blevins et al., 2015). It has good psychometric properties (e.g., internal consistency, α = .94, and good convergent validity with the CAPS-5, r = .66; Weathers et al., 2018). To index Complex PTSD symptoms without burdening participants with multiple PTSD measures, five additional items from the International Trauma Questionnaire (ITQ; Hyland et al., 2017) were used in conjunction with the PCL-5. The ITQ aligns with the International Classification of Diseases – 11th Edition (ICD-11; World Health Organisation, 2019) Complex PTSD diagnostic criteria and uses the same response scale (0-4) as the PCL-5. The use of these additional items enabled severity scores matching with the ICD-11 complex PTSD criteria and DSM-5 PTSD criteria to be calculated and analyzed. Scores ranges for other measures used are as follows: the depression subscale from the Depression Anxiety and Stress Scale (DASS-21; Lovibond & Lovibond, 1995, 7-items, scores range from 0-42), and the Assessment of Quality of Life (AQoL-8D; Richardson et al., 2014, 35-items, raw scores used, which range from 35-176, where higher scores indicate poorer quality of life).
For the Credibility/Expectancy Questionnaire (CEQ; Devilly & Borkovec, 2000), we used the scoring method of Smeets et al. (2008), with total scores ranging from 6-54, with higher scores indicating more positive ratings. The Brief Working Alliance Inventory (BR-WAI; Mallinckrodt & Tekie, 2016, 16-items) comprising of 16-items was administered at Session 2, 5, and 8 during TWU (and Session 2, 6, and 10 during CPT for those stepped up) to measure therapeutic alliance Scores range from 16 to 80 (higher scores associated with positive ratings).



Intervention Cost
The cost of clinician time using the stepped care model in the current study was calculated relative to the cost of treating all participants through standard, 1:1 face‐to‐face PTSD treatment. Costings used hourly rates for salaried allied health professionals employed in the public sector (2022 to 2023 financial year South Australian government rates, retrieved from https://www.education.sa.gov.au/). These costs were calculated for three levels of mental health practitioners (trainee psychologist, psychologist, senior psychologist) and considered time commitments for online training, CPT workshop, manuals, as well as supervision time from a CPT specialist supervisor. 

Therapists
Six therapists who were undertaking postgraduate clinical psychology training delivered the therapy (seeing between 2 to 13 clients). Therapists attended a half-day workshop on CPT delivered by the first author, an accredited CPT trainer, and completed an online CPT web course (available at https://cpt2.musc.edu//). They received weekly supervision from the first author, which comprised a minimum of 60 hours. Therapy followed the CPT manual that was most current at the time (CPT; Resick et al., 2017), and did not routinely use a trauma account (see Interventions below). Supervision for TWU focussed on how to support participants throughout the program.

Interventions
This Way Up ‐ Posttraumatic Stress Course (TWU). This 8‐week program developed by the Clinical Research Unit for Anxiety and Depression (CRUfAD) at St Vincent’s Hospital in Sydney is a trauma-focused cognitive‐behavioral treatment program delivered online (available via https://thiswayup.org.au/). Clients work through weekly 1-hour sessions that cover psychoeducation around PTSD, coping skills, cognitive restructuring (teaching more adaptive ways to evaluate and interpret situations), and written and in vivo exposure (learning to tolerate memories of traumatic events and facing objectively safe situations that serve as reminders of the event, respectively). Participants were expected to practice skills between sessions. After each session material was completed individually online, participants attended a video call with the therapist for approximately 20 minutes to monitor progress, increase treatment engagement, and problem-solve any issues.
Cognitive Processing Therapy (CPT; Resick et al., 2017). CPT is an evidence‐based cognitive behavioral therapy for PTSD in which the number of sessions is tailored to participants’ needs, and typically consists of between 8‐18 sessions held weekly. Tele‐/video health CPT has equivalent effectiveness as face‐to‐face delivery (Maieritsch et al., 2016; Morland et al., 2014). CPT involves providing psychoeducation regarding PTSD and identifying unhelpful cognitions or interpretations (i.e., stuck points) that resulted from or were strengthened by the index traumatic event. These stuck points were challenged through Socratic dialogue and various worksheets and, ultimately, the participants were assisted in creating more balanced and helpful cognitions. CPT has an option for a trauma account to be used in therapy (completed by one client in the study). The trauma account was written, revised, and read by the participant to assist with emotional processing and identification of further stuck points. During the final sessions, the participants were asked to focus on one theme each week (i.e., safety, trust, power, esteem, intimacy) and address over-generalized beliefs related to the relevant theme. Completion of CPT was defined as completing all CPT content and a collaborative ending of therapy where both the participant and clinician agreed sufficient reductions in symptoms had been achieved. Typically (but not always), participants’ scores had fallen below the PCL cut-off at the time of completion.

CPT fidelity
All therapy sessions were recorded for review in clinical supervision. An independent CPT expert evaluated 20 CPT sessions that were randomly selected for therapy adherence and competency evaluation. These ratings showed that therapists delivered on average 97.3% of essential components of CPT, with mean session competence rated at 5.35 (SD = 1.20) and overall competence rated at 5.63 (SD = 1.01). These scores fell between ‘good’ and ‘very good’ on a 7-point scale (1 = poor, 7 = excellent). 
Data analysis
Given the pilot nature of the project, from a power perspective, we did not choose an a priori sample size. That said, both TWU and CPT are typically associated with large treatment effect sizes (i.e., TWU ES between 0.72 to 1.18, Allen et al. 2022; Spence et al., 2011; CPT ES > 1.0, Angelakis et al., 2020; Casey et al., 2023; Nixon & Bralo, 2019), which can be easily detected at adequate power with the current sample size (i.e. G*Power, Faul et al., 2009, power = 95%, 1-tailed related samples t-test).  Linear-mixed model (LMM) analyses with planned comparisons were conducted to investigate the effectiveness of treatment as LMM allowed for the estimation of missing data where attrition occurred for continuous variables (with autoregressive covariance structure and restricted maximum likelihood estimation for missing data). All analyses were conducted on the intent-to-treat sample (ITT; completer analyses available on request).  Effect sizes (Hedges’ g) were calculated for within-group changes.[footnoteRef:1] Good end-state functioning (GES) or ‘remission’[footnoteRef:2] (i.e., changes in PTSD and depression symptom severity) was assessed by a Reliable Change Index (RCI), where a change that exceeded 1.96 was considered significant (Jacobson & Truax, 1991) in combination with symptom severity scores ≤ 19 (PCL-5; Matthews et al., 2022; Schnurr et al., 2015; Wachen et al., 2019) and < 10 (DASS-D; Lovibond & Lovibond, 1995), respectively[footnoteRef:3]. In calculating RCIs, in line with Sloan et al. (2018), we used the sample SD at pretreatment and available test-retest reliabilities for respective measures (see Krüger-Gottschalk et al., 2017; Roberts, 2023; Weathers et al., 2018). [1:  Given a repeated measures design was used, within-groups effect sizes were calculated using the baseline SD (rather than a pooled SD) to provide a better estimate of the population variances since it has not been affected by the intervention (Goulet-Pelletier & Cousineau, 2018).]  [2:  We use the term ‘remission’ and good end-state functioning to reflect that a person has remitted from significant symptoms and in this case scored below the threshold at a particular time point as opposed to long-term retention of treatment gains which is typically considered recovery when it has been maintained for at least 6-months after therapy (see Varker et al., 2020). We considered a reliable reduction of symptoms (using the RCI) and below a clinical cut-off on the PCL (< 31, Bovin et al., 2015) and DASS-D (< 14, Lovibond & Lovibond, 1995) as indicating a clinically meaningful treatment response.]  [3:  RCI was calculated on ITT data but due to challenges in estimating missing data for dichotomous variables, especially with modest sample sizes, analysis was conducted only on available data from the ITT sample.] 












Table S1 
Estimated means and standard errors for treatment working alliance
	
	
	
	
	
	TWU+CPT

	
	
	TWU only
	
	TWU phase
	
	CPT phase

	Measure
	Time
	M (SE)
	Main Effects of Time
	
	M (SE)
	Main Effects of Time
	
	M (SE)
	Main Effects of Time

	WAI
	Early
	63.15 (1.63)a
	F(2, 26.41) = 7.06**
	
	60.60 (2.09)a
	F(2, 9.47) = 10.77**
	
	62.24 (2.43)
	F(2, 14.4) = 0.69

	
	Mid
	68.09 (1.67)b
	
	
	66.15 (2.21)b
	
	
	64.48 (2.55)
	

	
	Late
	69.07 (1.82)b
	
	
	61.64 (2.80)a
	
	
	63.47 (2.73)
	


Note. TWU = This Way Up; CPT = Cognitive Processing Therapy; WAI = Working Alliance Inventory – total score. Early = Session 2 for both TWU and CPT phase of treatment; Mid = Session 5 or 6 for TWU and CPT respectively; Late = Session 8 or 10 for TWU and CPT respectively. Superscripts indicate values significantly differ between timepoints within the relevant treatment group (ps < .001 to .05 for pairwise comparisons derived from linear mixed model analysis). 
*p < .05; ** p < .001; *** p < .001.


Table S2
Treatment and supervision costs
	
	Actual Stepped Care Costa
(n = 36), M (SD)
	Hypothetical CPT/Standard Care
Costb
	Mean Difference

	Session Costs

	Clinician Session Time (hours)
	6.68 (5.95)
	12
	-

	AHP1c 
	243.37 (216.83)
	437.28
	-193.91

	AHP2 
	314.03 (279.78)
	564.24
	-250.21

	AHP3 
	370.26 (329.88)
	664.80
	-294.54

	Setup Costs

	TWU Course Cost
	0.00
	-
	0.00

	Clinician Time for Orientation – 4 hours

	AHP1 
	145.76
	-
	145.76

	AHP2 
	188.08
	-
	188.08

	AHP3 
	221.76
	-
	221.76

	CPTWeb Training fee
	60.85
	60.85
	0.00

	Clinician Time - 13 hours

	AHP1 
	473.72
	473.72
	0.00

	AHP2 
	611.26
	611.26
	0.00

	AHP3 
	720.72
	720.72
	0.00

	CPT Workshop
	875.00
	875.00
	0.00

	Clinician Time – 15.2 hours (2 days)

	AHP1 
	533.89
	533.89
	0.00

	AHP2 
	714.70
	714.70
	0.00

	AHP3 
	842.69
	842.69
	0.00

	CPT Manual
	70.00
	70.00
	0.00

	Total Setup Cost per clinician
	
	
	

	AHP1 
	2,159.22
	2,013.46
	-145.76

	AHP2 
	2,519.89
	2,331.81
	-188.08

	AHP3 
	2,791.02
	2,569.26
	-221.76

	
	
	
	

	Weekly Group Supervision Costs - 1.5 hours per week across 20 weeksd 

	Supervisor Time
	
	
	

	AHP3 
	1,663.20
	1,663.20
	0.00

	External CPT Specialist 
	6,600.00
	6,600.00
	0.00

	Clinician Time (per clinician)

	AHP1 
	1,093.20
	1,093.20
	0.00

	AHP2 
	1,410.60
	1,410.60
	0.00

	AHP3 
	1,663.20
	1,663.20
	0.00


Note. TWU = This Way Up; CPT = Cognitive Processing Therapy.
The prices shown are in Australian dollars. Hourly costs for clinicians/supervisors are as follows: Allied Health Professional Level 1 (AHP1, i.e., psychology trainee) = $36.44; AHP2 (psychologist) = $47.02; AHP3 (senior psychologist) = $55.44; CPT Specialist Supervisor = $220. CPT Workshop Facilitator fee = $875 per clinician. As the set-up costs are fixed per clinician, the overall cost will reduce per client for clinicians as they treat a greater number of clients over time.
a Includes entire sample who attended at least 1 session and regardless of whether stepped up to CPT or not.
b Cost of receiving 12 weeks of CPT for standard 1-hour session. This is comparable to average number of sessions received in intention-to-treat samples across a number Australian studies (approximately 11, averages range 10.68 to 11.93, N = 274; Casey et al., 2022; Elizabeth, 2020; Nixon & Bralo, 2019).
c Cost per participant.
dA 20-week period covers supervision of clients who receive a full course of TWU (8-weeks) and are stepped up to CPT for up to 12 weeks. Assumes supervision conducted in a group of up to 8 clinicians, with 20 sessions required to establish competency in CPT according to established standards (www.cognitiveprocessingtherapy.org.au/). 
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