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ABSTRACT

According to the National Survey of Children’s Health (NSCH), nearly 35 million
children in the United States have experienced one or more types of significant childhood
trauma. In the average public school, this statistic translates to as many as half of the
students in a given teacher’s classroom. Children exposed to the toxic stress of trauma
often experience negative consequences that affect their academic, psychological, social-
emotional, and behavioral health. To aid educators in addressing this reality, trauma-
informed care practices have increasingly begun to be translated into professional
development opportunities for educators. One such training, Compassionate Schools, has
been recently evaluated using the Attitudes Related to Trauma-Informed Care (ARTIC)
scale. Comparing pre and post-test scores in a previous study on the ARTIC, researchers
found a significant change in the attitudes of participating educators of a standard
deviation. In an effort to clarify and contextualize these results, the current qualitative
study involved conducting follow-up semi-structured interviews with ten participants of
the Compassionate Schools training who were public school teachers in a southeastern
school district in the United States. Findings added to the nascent literature evaluating the
impact of trauma-informed care training, by exploring perceptions of changes in
knowledge, attitudes, and behavior of educators who attended the Compassionate Schools
training, and by providing recommendations for improvement and additional needed

resources to support implementation of the trauma-informed care practices.
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CHAPTER ONE
INTRODUCTION TO THE STUDY

Childhood trauma is both common and profoundly detrimental to developmental
outcomes (Bethell, Newacheck, Hawes, & Halfon, 2014; Feletti & Anda, 2010; Perfect,
Turley, Carlson, Yohanna, & Saint Gilles, 2016; Perry, 2001). In a nationally
representative survey conducted by Finkelhor and colleagues (2005) from December
2002 to February 2003, more than half of children and youth ages 2 to 17 years had
experienced a physical assault during the previous year. One out of three had been a
witness to violence; one out of eight had experienced abuse or neglect from caregivers;
and one out of twelve had been sexually victimized. Only 29% of children and youth had
no direct or indirect victimization. In a follow-up study conducted from August 2013 to
April 2014, estimates of youth exposure rates to trauma ranged from 57% to 75%
depending on the type of trauma (Finkelhor, Turner, Shattuck, & Hamby, 2015). Perfect
and colleagues (2016) found similar prevalence rates, estimating that two out of three
students had experienced at least one traumatic event before the age of 18.

Extensive research on adverse childhood experiences (ACEs) has also confirmed
the pervasiveness of childhood trauma. Recent surveys indicate 45% of all children
nationally have experienced at least one ACE, with significantly higher rates among
black (61%) and Hispanic (51%) children (Sacks & Murphey, 2018). ACEs are
experiences such as physical or sexual abuse, physical or emotional neglect, loss of a
parent to death or divorce, or living in a household with an addict or mentally ill

caregiver. Blaustein (2013) likens childhood trauma to a prevalent, complex virus that



has the potential to negatively impact brain development and functioning, well-being,
nutrition, risk for other illnesses, and ultimately mortality (Felitti & Anda, 2010; Perry,
2001). In an effort to combat these negative effects, trauma-informed care approaches are
being increasingly employed, and recently are being implemented and evaluated as

potential school-wide interventions (Craig, 2016).

Background

Compassionate Schools (Hertel, Frausto, & Harrington, 2009) is a trauma-
informed care framework aimed at moving educators in public schools toward more
empathetic, informed, and evidence-based practices in the way they engage with students.
The Compassionate Schools initiative was launched in Washington State in 2008 (Hertel,
Frausto, & Harrington, 2009). The theoretical underpinnings of the training are based on
evidence accumulated from various fields of study, such as trauma theory, neuroscience,
and resilience, and significant convergent research about the impact of trauma on
children. Compassionate Schools training incorporates knowledge from socio-emotional
curricula, such as mindfulness, meditation, and self-care; from the vast research on
ACEs, such as how trauma manifests in ‘negative’ classroom behaviors (Blaustein,
2013); from neuroscience, such as the impact of trauma on brain development and
function (Perry, 2001); and from research on resilience (Bethell et al., 2014), such as
effective emotional regulation strategies, the importance of physical activity, and

connection.



Compassionate Schools training, used for more than 10 years now, continues to
be a statewide program in Washington supported by the Office of Superintendent of
Public Instruction (Hertel et al., 2009). Another project based in Louisville, Kentucky is
currently being conducted in partnership between the University of Virginia and
Jefferson County Public Schools. It has received millions of dollars in grant funding from
the Sonima and Hemera Foundations for a seven-year project in Louisville schools (see
www.compassionschools.org). According to Overstreet (2016), this movement is present
in at least 17 states, ranging from small clusters of schools in Louisiana to district-wide
programs in California and statewide implementation in Massachusetts and Wisconsin.
Compassionate Schools Spartanburg (SC) is a local version of this same national program
that is aimed at transforming the way public school faculty, staff, and administration in
South Carolina interact with students (Parker, Olson, & Bunde, under review).

Federal legislation is also influencing the growth of the Compassionate Schools
movement. In December 2016, President Obama signed The Every Student Succeeds Act
(ESSA; Pub.L. 114-95), which outlines funding to support students in high needs
districts with trauma-informed, evidence-based practices. ESSA also authorizes grants for
in-service training for effective trauma-informed practices in classroom management and
to recognize when trauma-affected students need to be referred for additional services
(Prewitt, 2016).

Even though trauma-informed care trainings have existed for a decade within
public schools and are based on solid theoretical foundations (e.g., neuroscience, ACEs,

and meditation), published research on the impact of the training are needed. A team of



scholars and practitioners at the University of South Carolina Upstate, in the Child
Protection Training Center (CPTC), is addressing this need. The CPTC has recently
received more than $500,000 in grant funding (from the Duke Endowment, Fullerton
Foundation, Spartanburg County Schools, Mary Black Foundation, and Spartanburg
Regional Foundation) to expand and increase their capacity to conduct trainings and
evaluation research. With this funding, the CPTC will be able to offer more frequent
Compassionate Schools trainings to educate more participants from a larger geographical
region, and to conduct more rigorous evaluations of the training in order to improve
practices and outcomes in schools. Faculty in the CPTC are in the process of publishing
the results from a quantitative study of the effectiveness of trainings conducted in the
summer of 2018 (Parker et al., under review). The 35-item Attitudes Related to Trauma-
Informed Care (ARTIC; Baker, Brown, Wilcox, Overstreet, & Arora, 2016) measure for
school settings was used to examine the changes that occurred in the attitudes of teachers,
administrators, and staff after attending a three-day Compassionate Schools seminar. The
ARTIC is currently the only measure available to assess changes in trauma-informed care
attitudes that has shown psychometric reliability (a=.91; test-retest 7=.84) and has been
published in a peer-reviewed journal (Baker et al., 2016).

This dissertation presents the results from the study conducted by the CPTC as
background to look at longer-term impact of the training. The CPTC team found a
significant change of nearly one standard deviation overall and in each subscale of the
ARTIC (Baker et al., 2016; Parker et al., under review). The changes were measured

from the ARTIC scores obtained before the training and immediately following the three-



day training. The five main ARTIC subscales include educators’ perceptions of: (a)
underlying causes of problem behavior and symptoms, (b) responses to problem behavior
and symptoms, (c) on-the-job behavior, (d) self-efficacy at work, and (e) reactions to the
work. The two supplementary subscales include (f) personal support of Trauma-Informed
Care (TIC) and (g) system-wide support for TIC. These were a notably large changes,

especially when considering the rather high start points of the pre-test scores.

Statement of the Problem and Purpose of the Study

According to a survey by the National Survey of Children’s Health (NSCH; Child
and Adolescent Health Measures, 2013), nearly 35 million children in the United States
have experienced one or more types of significant childhood trauma. In the average
public school, this translates to nearly half of the students in a given teacher’s classroom.
Children exposed to the toxic stress of complex trauma often experience negative
consequences that affect their academic, psychological, social-emotional, and behavioral
health (Bethell et al., 2014; Child Welfare Information Gateway, 2015; Felitti, Anda,
Nordenberg, Williamson, Spitz, Edwards, et al., 1998; Felitti & Anda, 2010; Garrett,
2014; Pefect et al., 2016; Perry, 2001; Shern, Blanch, & Steverman, 2016). To aid
educators in addressing this reality, trauma-informed care practices have increasingly
begun to be translated into professional development opportunities for educators. One
such training, Compassionate Schools, has been recently evaluated using the Attitudes
Related to Trauma-Informed Care (ARTIC) scale. Comparing pre and post-test scores on

the ARTIC, researchers found a significant change in the attitudes of participating



educators of a standard deviation. In an effort to clarify and contextualize these results,
the current qualitative study conducted semi-structured, follow-up interviews with
participants of the Compassionate Schools training.

The purpose of this study was to evaluate the impact of the Compassionate
Schools training through a qualitative study of participants six to nine months after the
training. The study will examine participants’ perspectives of: (1) their experiences of
the training six to nine months post-training and their recommendations for
improvements in the training; (2) pre- and post-training knowledge, attitudes, and
behaviors of teachers regarding students’ experiences with trauma; (3) the impact trauma-
informed care has had on students; (4) the extent to which trauma-informed practices are
being implemented or are planned at their school as a result of the training; and (5)
additional resources or supports that may be needed to implement trauma-informed

practices at school. Barriers to implementation will also be assessed.

Definitions
Several terms or phrases used in the current study require definition. The terms
for childhood trauma, in particular, are varied in the literature. The following section
provides explanations for what is meant by each term in this study.
e Adverse childhood experiences (ACEs): abuse, neglect, dysfunctions in the home,
and exposure to other traumatic stressors, like witnessing violence, experiencing

bullying or racism, or being separated from family, before the age of 18 (Center



for Disease Control and Prevention [CDC], 2018). ACEs are commonly
experienced as traumatic, but in some instances may not be.

Childhood trauma: an event that is emotionally painful or distressing to someone
under 18, which often results in lasting (immediate or delayed) psychological and
physical effects (National Child Traumatic Stress Network, 2018).
Compassionate Schools: a training to provide resources to schools aspiring to
become trauma-informed environments for students; intended to provide teachers
with a basic understanding of ACEs, brain development and function,
interpretation of classroom behaviors, compassionate management of said
behaviors, resilience, and the mandate for self-care (Hertel et al., 2009; Parker et
al., under review).

Complex trauma: chronic, usually early, exposure to multiple traumatizing
experiences, often at the hands of caregivers (National Child Traumatic Stress
Network, 2018).

Educator/teacher: For the purposes of this study, these terms are used
interchangeably to refer to public school personnel who are the primary teachers
in a K-12 classroom.

Executive function and self-regulation: the mental processes that enable
individuals to plan, focus attention, remember instructions, and navigate/prioritize
multiple tasks; involving working memory, mental flexibility, and self-control;
crucial for learning and healthy development (Center on the Developing Child,

2018; Zelazo & Miiller, 2002) .



Mindfulness: the intentional cultivation of moment-by-moment, calm, non-
judgmental focused attention and awareness on the present (Meiklejohn, 2012).
Neuroplasticity: the brain’s ability to prune, modify, or reorganize neurons in
response to stimulation, or lack thereof, in the environment; malleability is
dependent on the stage of development and the area of the brain (Perry, 2001).
Resilience: the ability to overcome serious hardship; doing well despite adversity;
more likely to be developed in children who have at least one caring, committed
adult relationship (Goldstein & Brooks, 2005).

Toxic stress: prolonged activation of the stress response in the absence of
protective relationships; the result of chronic adversity without adult support.
Toxic stress disrupts the development of brain architecture and other organ
systems, and increases the risk for stress-related disease and cognitive
impairment, well into the adult years (Shonkoff, Garner, Siegel, Dobbins, Earls.,
McGuinn, ... & Committee on Early Childhood, Adoption, and Dependent Care,
2012). Toxic stress can be caused by ACEs but also any other situation that is
experienced as traumatic by the child.

Trauma-informed care: a strengths-based framework based on the awareness of
the impact of trauma that takes a universal precautions approach, emphasizing
safety and reestablishing control; intended to be both preventative and

rehabilitative (Huckshorn & LeBel, 2013).



Research Questions
The proposed study seeks to answer the following questions through a qualitative
analysis of semi-structured interviews of educators who participated in the

Compassionate Schools Summer Training:

1. To what extent were the core features of effective professional development—
content focus, active learning, coherence, duration, and collective participation
(Desimone, 2009) — present/experienced by participants in the Compassionate
Schools training?

2. What changes do teachers perceive in their knowledge about the impact of trauma
on the students in their classroom six to nine months after receiving
Compassionate Schools training?

3. What changes do teachers report in their attitudes about trauma-informed care six
to nine months after receiving Compassionate Schools training?

4. What changes do teachers perceive in their behavior/interactions with students six
to nine months after receiving Compassionate Schools training?

5. To what extent do teachers report trauma-informed care impacting academic or
social-emotional student outcomes?

6. To what extent have trauma-informed practices been planned or implemented at
their schools, as a result of staff participation in the Compassionate Schools

training?



7. What suggestions for improvement do teachers recommend six to nine months
after participating in the Compassionate Schools training?

8. What additional training, resources, or supports do teachers report needing in
order to more effectively implement what they learned in the Compassionate

Schools training?

Theoretical Frameworks

Three theoretical frameworks provided the foundation for this study: trauma
theory, transformational learning theory, and Desimone’s theory of professional
development. Trauma theory provides the foundational understanding of the need for TIC
training; transformational learning theory explains how professional development can
change teachers’ perceptions of trauma-impacted students and, in turn, their interactions
with students; and Desimone’s theory presents a conceptual framework that specifies
how transformational learning can occur for teachers via professional development in a
way that positively impacts student outcomes.
Trauma Theory

Trauma theory is based on the preponderance of evidence in scientific research
demonstrating the negative effects of adverse experiences and the resulting toxic stress in
childhood (Anda et al., 2006; Cook et al., 2017; Van der Kolk, 2014). The body’s
response to this traumatic stress affects a child’s brain development, influencing her
ability to self-regulate, form healthy attachments, control impulses, and focus attention

(Cook et al., 2005; Perry, 2001; Perry, 2007). These negative outcomes directly affect a

10



child’s ability to perform in an academic setting, as classroom behavior and learning are
impacted by the brain’s hyperarousal (Perry. 2007). When an uninformed educator
interacts with a child who is unable to prioritize appropriate behavior, has difficulty with
authority, is unable to sustain attention, is impulsive, and is therefore unconcerned with
academic performance, that educator may mistake trauma for negative attributes or a lack
of morality (Craig, 2016; Plumb, Bush, & Kersevich, 2016).

Transformational Learning Theory

In order for educators to have the skills to accurately assess a child impacted by
trauma, they must not only be informed about the impact of trauma on students, but also
have a subsequent change in mindset. This necessary shift in perspective can be
explained by transformational learning theory (Mezirow; 1978, 1991). Transformational
learning is more than a simple acquisition of knowledge or change in a point of view or
belief. It is the kind of learning that fundamentally shifts a prior mindless acceptance of
available information, resulting in a reflection and a conscious change in worldview
(Merriam, Caffarella, & Baumgartner, 2007; Mezirow, 1991).

Transformational learning often leads to significant changes in thoughts, feelings,
beliefs, and behaviors (Simsek, 2012). A foundational understanding of trauma theory
gives educators the essential context required to examine their previous assessments of
and interactions with trauma-impacted students. When, upon reflection, educators
acknowledge the need for a new perspective, their beliefs about and attitudes toward
trauma-impacted students shift. Adopting this new trauma-informed lens through which

to view students’ ‘negative’ classroom behavior is an example of adult transformational

11



learning (Mezirow, 1978). It has the potential to positively impact student-teacher
interactions, classroom management, and discipline policy. Historically, teachers’
professional development has not been evaluated rigorously enough to determine whether
transformational learning is occurring (Guskey, 2002).

Desimone’s Framework of Effective Professional Development

Desimone (2009) proposed a model for evaluating the effects of teachers’
professional development (see Figure 1, below) on teachers and students. Based on an
examination of the research, a general preliminary consensus has been reached regarding
the core features that must be present in order for professional development to be
effective (Garet, Porter, Desimone, Birman, & Yoon, 2001; Wayne, Yoon, Zhu, Cronen,
& Garet, 2008). Desimone (2009) incorporates these five core features into the model.
These core features are, (a) content focus, (b) active learning, (¢) coherence, (d) duration,
and (e) collective participation.

Content focus is the core feature that assures that each activity, lecture, or
discussion in the professional development focuses on the intended subject matter—
trauma-informed care in the case of Compassionate Schools training. Active learning
entails opportunities for teachers to engage in hands-on experiences that relate to the
content of the professional development. Coherence refers to consistency of the training
content, and the teachers’ ability to integrate the new content with their beliefs. Duration
refers both to the span of time over which the activity is spread (longer is better) and the
number of hours spent in it (at least 20 hours). The three-day Compassionate Schools

training conducted by the CPTC was 21.5 hours in duration. The final feature, collective

12



participation, is accomplished through teachers from the same school, grade, or
department attending together. Desimone (2009) argues that the presence of these
components leads to increased teacher knowledge and skills as well as changes in
attitudes and beliefs (i.e. transformational learning; Mezirow, 1978), which in turn lead to
a change in teacher behavior, ultimately culminating in an improvement in student
outcomes.

Figure 1.

Proposed core conceptual framework for studying the effects of professional development
on teachers and students (Desimone, 2009, p. 185)

Core features of
professional Increased
development: teacher , Improved
~ Contentfocus | o | owle dge and | «—> Changein | | stzdent
~ Active learning skills; change in instruction learning
~ Coherence attitudes and
~ Duration beliefs
~ Collective

participation

— _/
—~—

Context such as teacher and student characteristics, curriculum,
school leadership, policy environment

Desimone (2009) granted permission to the researcher to use her framework in
guiding this study. Research questions were articulated in a manner that reflects a

progression through the framework, as are the questions in the interview protocol. The
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first step was confirming that the core features of professional development were present
in the Compassionate Schools training. Second was assessing teachers’ reported increase
in knowledge and change in attitudes/beliefs, which was previously accomplished in the
short-term by the pre- and post-ARTIC (Parker et al., under review). The third step was
assessing whether this learning was transformational by asking whether it translated to a
change in behavior. The final step in Desimone’s framework is measuring whether there
is improved student learning. This final step was assessed by asking teachers what impact
they have seen trauma-informed care have on students. The context of leadership and/or
policy environment was evaluated by asking whether school or district level plans have

been made or implemented.

Organization

The second chapter provides a review of the literature relevant to the proposed
dissertation. This includes a brief overview of trauma theory, the short- and long-term
effects on children, the mechanisms involved in how trauma affects developmental
outcomes, and the relevance of trauma in an educational setting. It also reviews the
implementation of trauma-informed care as professional development in educational
settings, examines research on educators’ awareness of beliefs and attitudes, and reviews
how/whether knowledge and change in attitudes affect behavioral change. This chapter
also includes a review of the findings from the CPTC’s study of Compassionate Schools
Spartanburg using the ARTIC (Baker et al., 2016; Parker et al., under review). Chapter

three outlines the research methods, including an overview of the sampling and
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participants, procedures, analysis, measures, and limitations. Chapter four presents the
findings from the qualitative analysis of the interview data, and chapter five provides
interpretation of these findings as well as implications and suggestions for future

research.
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CHAPTER TWO
REVIEW OF THE LITERATURE
“Our brains are sculpted by our early experiences. Maltreatment is a chisel that shapes

the brain to contend with strife, but at the cost of deep, enduring wounds” (Teicher,

2002).

Overview of Trauma Theory

Manageable stress can have a positive effect on a developing child, leading to the
development of resilience (Perry, 2007). However, when stress becomes intense,
persistent, and unpredictable, in the absence of a safe and supportive adult, it surpasses a
child’s coping ability and begins to have negative developmental effects (Anda et al.,
2006; Center on the Developing Child, 2016; Cook et al., 2005). This chronic stress
response can result in trauma. The Diagnostic and Statistics Manual of Mental Disorders
(5th ed.: DSM-5; American Psychiatric Association, 2013) defines a traumatic event as
exposure to actual or threatened death, serious injury, or sexual violation. The exposure
results from one of the following: (1) direct experience of the traumatic event, (2)
witnessing the traumatic event, (3) learning that the traumatic event happened to a close
friend or family member, or (4) experiencing repeated, extreme exposure to aversive
details of the traumatic event.

Research on adverse childhood experiences (ACEs) spanning two decades
confirms the negative effects toxic stress has on a child in multiple developmental

domains: psychological, physical, social, behavioral, cognitive, and emotional (Anda et
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al., 2006; Cook et al., 2005; Felitti et al., 1998; Van der Kolk, 2014). The academic and

classroom difficulties that arise as a result of childhood trauma can range from inattention

and anxiety to explosive outbursts or unexplained illnesses (Blaustein, 2013; Cook et al.,

2005). See Figure 2 below, adapted from Cook and colleagues (2005) for more specific

impairments in the various domains.

Figure 2.

Domains of Impairment in Children Exposed to Trauma

I. Attachment
Problems with boundaries
Distrust and suspiciousness
Social isolation
Interpersonal difficulties

Difficulty attuning to other people’s
emotional states

Difficulty with perspective taking

I1. Biology

Sensorimotor developmental problems

Problems with coordination, balance,
body tone

Somatization

Increased medical problems across a
wide span (e.g., pelvic pain, asthma,

IV. Behavioral control
Poor modulation of impulses

Self-destructive behavior

Aggression toward others

Pathological self-soothing
behaviors

Sleep disturbances
Eating disorders
Substance abuse

Excessive compliance
Oppositional behavior

Difficulty understanding and
complying with rules

Reenactment of trauma in
behavior or play (e.g., sexual,

aggressive)

V. Self-concept

VI. Cognition

Difficulties in attention
regulation and executive
functioning

Lack of sustained
curiosity

Problems with processing
novel information

Problems focusing on and
completing tasks

Problems with object
constancy

Difficulty planning and
anticipating

Problems understanding
responsibility

Learning difficulties
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skin problems, autoimmune disorders,
pseudoseizures)

I11. Affect regulation

Difficulty with emotional self-regulation
Difficulty labeling and expressing
feelings

Problems knowing and describing
internal states

Difficulty communicating wishes and
needs

Lack of a continuous,

predictable sense of self

Poor sense of separateness

Disturbances of body image

Low self-esteem

Shame and guilt

Problems with language
development

Problems with orientation
in time and space

Prevalence of Trauma

The occurrence of adverse childhood events is prevalent. According to the Center

for Disease Control and Prevention (CDC; 2018), the following prevalence rates were

reported in the original Adverse Childhood Experiences study in the mid-1990s, where

over 17,000 adults, who had completed a standardized medical evaluation at a large

HMO, answered a confidential survey about their current health and childhood

experiences (see Table 1; Felitti et al., 1998). The majority of these participants were

white and had at least some post-secondary education.
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Table 1.

Prevalence of ACEs by Category from 1998 Adverse Childhood Experiences Survey

Women Men Total
ACE Category Percent (N = Percent (N = Percent (N =
9,367) 7,970) 17,337)

ABUSE
Emotional Abuse 13.1% 7.6% 10.6%
Physical Abuse 27% 29.9% 28.3%
Sexual Abuse 24.7% 16% 20.7%
HOUSEHOLD CHALLENGES
Intimate Partner Violence 13.7% 11.5% 12.7%
Household Substance Abuse 29.5% 23.8% 26.9%
Household Mental Illness 23.3% 14.8% 19.4%
gﬁrfé Separation or 24.5% 21.8% 23.3%
ir/}g;l;cbeerrated Household 590, 41% 479
NEGLECT
Emotional Neglect? 16.7% 12.4% 14.8%
Physical Neglect? 9.2% 10.7% 9.9%

Note: Reprinted from the Center for Disease Control and Prevention,
https://www.cdc.gov/violenceprevention/childabuseandneglect/acestudy/about.html?CDC AA refVal=http
s%3A%2F%2Fwww.cdc.gov%2Fviolenceprevention%2Facestudy%2Fabout.html

Of the participants in the ACE study, 36.1% reported zero ACEs, 26% reported one ACE,
15.9% reported two ACEs, 9.5% reported three ACEs, and 12.5% reported four or more
ACEs (CDC, 2018).

In 2010, ten states and Washington, DC included an ACE module on their state’s
version of the Behavioral Risk Factor Surveillance System survey (BRFSS; CDC, 2018).
See Table 2 for a summary of the over 50,000 surveyed participants, who were also

majority white and with some post-secondary education.
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Table 2.

Prevalence of ACEs by Category in 2010 from the Behavioral Risk Factor Surveillance

System
Women Men Total
ACE Category Percent (N Percent (N Percent (N
=32,539) =21,245) =53,784)
ABUSE
Emotional Abuse 34.1% 35.9% 35.0%
Physical Abuse 15.8% 15.9% 15.9%
Sexual Abuse 15.2% 6.4% 10.9%
HOUSEHOLD CHALLENGES
Intimate Partner Violence 15.6% 14.2% 14.9%
Household Substance Abuse 27.2% 22.9% 25.1%
Household Mental Illness 19.3% 13.3% 16.3%
Parental Separation or Divorce 23.1% 22.5% 22.8%
ﬁzzicbzrrated Household 590, 6.2% 570,

Note: Reprinted from the Center for Disease Control and Prevention,
https://www.cdc.gov/violenceprevention/childabuseandneglect/acestudy/ace-brfss.html

Of the participants in the BRFSS survey, 40.7% reported zero ACEs, 23.6% reported one
ACE, 13.3% reported two ACEs, 8.1% reported three ACEs, and 14.3% reported four or
more ACEs (CDC, 2018).

In a nationally representative survey of youth conducted by Finkelhor and
colleagues (2005), only 29% of children and youth had experienced no direct or indirect
victimization. This included first-hand experience of physical assault of any kind,
bullying, sexual victimization, or child maltreatment, and witnessing murder, domestic
violence, abuse of a sibling, assault, or the violence of a war zone (Finkelhor et al., 2005).

In a follow-up study, estimates of youth exposure rates to trauma ranged from 57% to
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75% depending on the type of trauma (Finkelhor, Turner, Shattuck, & Hamby, 2015).
Perfect and colleagues (2016) found similar prevalence rates, estimating that two out of
three students had experienced at least one traumatic event before the age of 18.
Additional research on adverse childhood experiences (ACEs) has also confirmed the
pervasiveness of childhood trauma. Recent surveys indicate 45% of all children
nationally have experienced at least one ACE, with significantly higher rates among
black (61%) and Hispanic (51%) children (Sacks & Murphey, 2018).

In South Carolina, according to the U.S. Department of Health and Human
Services, Administration for Children and Families, Administration on Children, Youth
and Families, Children’s Bureau (ACF; 2018), there were 14,856 victims of abuse or
neglect in 2015, a rate of 13.6 per 1,000 children and an increase of 19.4% from 2014. Of
these children, 62.6% were neglected, 46.6% were physically abused, and 5.2% were
sexually abused (HHS, ACF, CB, 2018). As evidenced by both national and local data,
childhood trauma is pervasive. If left untreated, the impact of trauma may persist
throughout the lifespan of a victim (Anda et al., 2006; Van der Kolk, 2014). The
following section will review the literature to explain how this prevalent societal ill
impacts students.

Impact of Trauma

Childhood trauma can affect students in many ways. A primary effect of the toxic
stress resulting from trauma is abnormal neurodevelopment (i.e. brain dysfunction). The
full impact of the effect of abuse or neglect on a child’s developing brain is still being

uncovered, but much has already been learned. Prenatal development until the fifth year
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of life is the most critical period of brain architecture for a child (Perry, 2001). When
traumatic stress or neglect happens during this time of brain development, abnormalities
can occur. The brain, in an attempt to cope with the stress, increases production of
cortisol or adrenaline. In the short term, this may help a child run from danger or hide
from an intruder. However, when the stress is chronic, intense, and in the absence of a
supportive adult, a tremendous negative impact can result (Perry, 2001).

A significant region of the brain that has been shown to be affected by stress is the
prefrontal cortex, where higher-order skills reside. These skills of executive function and
self-regulation are essential in academic success, and their absence makes behavioral
regulation in a classroom difficult (Center on the Developing Child, 2018). When toxic
stress disrupts the development of the cortex, it can also affect an individual’s ability to
plan, problem solve, and use language, all of which are critical to classroom success
(Perry, 2007; Plumb et al., 2016; Teichner et al., 2010). The prefrontal cortex is also
where empathic understanding originates, and when under extreme stress, it can go
“offline” so that higher-order abilities are inaccessible (Van der Kolk, 2014). When the
functioning of the prefrontal cortex is suspended, “invention and innovation, discovery
and wonder all are lacking” (Van der Kolk, 2014, p. 60), making engagement in learning
quite challenging for a child.

The limbic system can also be affected by childhood trauma. The limbic system,
which regulates memory, emotional reactivity or mood, and attachment, also plays a
significant role in the fight or flight response (Perry, 2007; Teichner, 2002). The fight or

flight response is an evolutionarily adaptive reaction to danger, but when this fear
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response is continually triggered because of abuse or neglect, brain cells can be
destroyed, causing memory and attachment difficulties (Perry, 2001). When the limbic
system’s development is disrupted, impulsivity can become problematic and sexual
behavior may be affected, leading to an unhealthy increase in number of sexual partners,
unprotected sex and increased sexually transmitted infections, or early pregnancy (Anda
et al., 2006; Perry, 2001).

Less complex areas of the brain, like the brainstem and diencephalon, can also be
affected by toxic stress. These areas of the brain regulate sleep, blood pressure, heart rate,
body temperature, and appetite/satiety (Perry, 2007). The brainstem and diencephalon are
more likely to become dysfunctional with trauma that occurs in infancy or early
childhood and affect a child’s stress-response system in a way that can disrupt future and
more complex development (Perry, 2007). When children struggle with frequent sleep
and/or eating issues, their ability to concentrate or even stay awake in class is impaired.
They may appear distracted or bored.

In addition to brain development, childhood trauma affects physical health. In the
original ACE study, an increase in the number of ACEs correlated with an increase in
heart disease, liver disease, depression, risk for sexually transmitted diseases, adolescent
pregnancy, and poor academic achievement, among adults who had experienced
childhood trauma (Felitti et al., 1998). Although these results and many replicated
versions of this study represent the longer-term impact of childhood abuse or neglect on
adult health, research is beginning to show that the negative health impact begins

immediately. A large meta-analysis of the biological effects of childhood trauma
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confirms that children exposed to toxic levels of stress can have increased inflammation,
dysregulated (or suppressed) immune systems, impaired growth, or increased likelihood
of metabolic syndrome (De Bellis & Zisk, 2014).

A recent study found that abused youth had higher resting blood pressure and
blunted blood pressure reactivity, which can put a child on the road to future heart disease
(Gooding, Milliren, Austin, Sheridan, & McLaughlin, 2016). Shenk, Noll, Peugh,
Griffin, and Bensman (2016) prospectively examined female adolescent health over five
years. They found that maltreatment significantly increased the risk for teenage birth and
cigarette use as compared to the control group. Traumatized children are also more likely
to report unexplained pain and somatic (medically unexplained) symptoms, such as
headache, stomachache, fatigue, or other body pain (Anda et al., 2006; Paras, Murad,
Chen, Goranson, & Colbenson, 2009). These illnesses and pains, though medically
inexplicable, are real to the children experiencing them and can adversely affect their
ability to show up for or engage in school. Physical and mental health are often linked, as
can be seen in somatization disorder, when a child’s mental or emotional distress
manifests as a physical illness or pain (APA, 2013; Kroska, Roche, & O’Hara, 2018).
The increased inflammation that results from the chronic stress of childhood abuse or
neglect affects both physical and mental health (De Bellis & Zisk, 2014; Van der Kolk,
2014).

Mental health can also be more directly linked to childhood trauma apart from
physical effects. Van der Kolk (2003) describes how trauma can increase risk for mental

health problems, including diagnoses such as post-traumatic stress disorder (PTSD),
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dissociative identity disorder (DID), major depressive disorder (MDD), reactive
attachment disorder (RAD), or generalized anxiety disorder (GAD). Each of these mental
illnesses disturb a child’s ability to fully participate in an educational environment, and
each may increase a student’s inclination for aggressive or dysfunctional behavior (Van
der Kolk, 2003).

Mental illness has been identified as a result of childhood trauma in many studies.
In a longitudinal study of 1,093 urban, socio-economically disadvantaged high schools
seniors, researchers examined the association between ACEs and three mental health
outcomes, depression, drug abuse, and anti-social behavior (Schilling, Aseltine, & Gore,
2007). The young adults were interviewed in-person and then followed up with two years
later by phone interview. Most ACEs were strongly associated with all three outcomes
and the cumulative effect of ACEs was significant. Parental separation was not associated
with depression or anti-social behavior. Interestingly, the adverse mental health impact
was consistently greater on white participants than black or Hispanic (Schilling, Aseltine,
& Gore, 2007). Similarly, in a nationally representative sample of 2,030 youth aged 2-17,
sexual assault, child maltreatment, witnessing family violence, and other major violence
exposure each made independent contributions to levels of depression and
anger/aggression (Turner, Finkelhor, & Ormrod, 2006).

Edwards and colleagues (2003) surveyed nearly 9,000 adults on exposure to
ACEs and current mental health, using a subscale of the Medical Outcomes Study. A
dose-response relationship was found between the number of ACEs and lower mental

health scores. An emotionally abusive family environment amplified the decline in
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mental health scores as well (Edwards et al., 2003). Suicidality is a significant behavioral
manifestation of severe mental/emotional/psychological distress. In a 2017 meta-analysis,
Zatti and colleagues reviewed seven unique studies linking childhood trauma and suicide
attempts. Sexual, physical, and emotional abuse, as well as physical neglect were
significantly associated with suicide attempts. Emotional neglect and separated parents
were not (Zatti et al., 2017).

Because of the brain impairment that occurs as a result of childhood trauma, a
child who has been abused or neglected also likely has experienced behavioral effects
that can intensify difficulties. As toxic stress interferes with the developing child, brain
circuitry and architecture are affected in a way that impairs decision-making, self-control,
and emotional regulation. Without the necessary scaffolding from caring adults, abused
or neglected children can then struggle with impulsivity, sustaining attention, and
working memory (Center on the Developing Child, 2018). When lack of self-regulation,
impulsivity, and poor decision-making intersect, behavioral problems are much more
common. For example, the original ACE study found a dose-response relationship
between the number of ACEs experienced and drug and alcohol abuse, number of sexual
partners, suicide attempts, smoking, and poor academic achievement (Felitti et al., 1998).
Abused or neglected children may also display behaviors that are self-destructive (Van
der Kolk, 2017). Children experiencing toxic stress do not intentionally choose
maladaptive behaviors, rather they are typically unaware of the motivations resulting

from the brain impairment that drive their destructive behaviors.
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Many children exposed to abuse or neglect develop extreme reactivity to typically
neutral stimulation, resulting in overreaction to frustrations and inability to tolerate
anxiety (Van der Kolk, 2003). These children also have a heightened sense of
vulnerability because the trauma often occurs at the hands of those who should provide
love and protection. Children’s own parents are responsible for about 80% of child
maltreatment (Van der Kolk, 2017). This maltreatment can increase the incidence of
aggressive behavior as a means of communication (temper tantrums), unhealthy coping
(self-mutilation), or even dysfunctional connection (provoking) with teachers or peers
(Van der Kolk, 2003). These behavioral effects can translate into social difficulties for
students at school.

Potential Intervention

The impact of trauma can be vast, across domains of a child’s functioning as well
as across the lifespan. Much research has pointed to safe, consistent, caring adults as both
inoculation and intervention in the treatment of abused or neglected children (Center on
the Developing Child, 2018). Because school-age children and adolescents spend the
majority of their waking hours in an educational environment, the faculty and staff of
public schools are positioned to make a significant impact in the lives of their students.
Bethell and colleagues (2014) found that when teachers taught resiliency strategies to
their students such as mindfulness and remaining calm and in control during difficult
situations, children (ages six to seventeen) were able to mitigate the negative effect of

trauma and increase engagement with academics.
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The Substance Abuse and Mental Health Services Administration (SAMHSA,
2019), a branch of the U.S. Department of Health and Human Services, recognized the
potential positive impact of TIC and formed the National Center for Trauma-Informed
Care (NCTIC) in order to advocate for and support systems in the implementation of
trauma-informed care professional development. According to SAMHSA (2019), the six
key principles of a trauma-informed approach are, 1) safety; 2) trustworthiness and
transparency; 3) peer support; 4) collaboration and mutuality; 5) empowerment, voice,
and choice; and 6) cultural, historical, and gender issues. A trauma-informed care
approach in school would ensure that educators:

e Realize the widespread impact of trauma and understand the potential
paths for recovery.

e Recognize the signs and symptoms of trauma in students.

e Respond by fully integrating knowledge about trauma into policies,
procedures, and practices.

e Seek to actively resist retraumatization.
(SAMHSA, 2019)

The next section presents one such school-wide philosophy.

Compassionate (Trauma-Informed) Schools
Trauma-impacted students may struggle behaviorally, academically, physically,
socially, and emotionally in the school setting (Anda et al., 2006; Perry, 2001; Van der
Kolk, 2003). ACEs have been shown to be predictive of academic difficulties, conduct
problems, delinquency, and increased risk of suspension, expulsion, risky behaviors, low

school attendance, and school disengagement (Bethell et al., 2014; Ford, Elhai, Connor,
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& Frueh, 2010; Garrett, 2014; Greenwald, 2002). Without an understanding of the effects
of toxic stress, trauma-impacted students are at risk of being labeled as ‘problems’ rather
than as children in need of support and empathy (Dorado, Martinez, McArthur, and
Leibovitz, 2016). Combining this reality with the fact that many teachers feel less than
competent about how to handle traumatized students (Alisic, 2012), schools are faced
with an important challenge to overcome. Although the evidence for the struggles of
trauma-impacted students appears overwhelming, the reality of neuroplasticity, coupled
with the significant impact of consistent, caring adults in the life of a student, gives room
for much hope (Center on the Developing Child, 2018; Davis, Costigan, & Schubert,
2017; Van der Kolk, 2014). For teachers to feel more competent and to prevent
misattribution of trauma-driven behavior, they have expressed a need for more trauma-
focused training (Alisic, 2012). Educators and researchers have predicted that with
adequate support and understanding of the effects of trauma on students, teachers and
administrators will be better equipped to manage challenging classroom behaviors
(Plumb et al., 2016). Many have persuasively argued that trauma-informed school
practices and policies targeted to help trauma-impacted children will benefit all children
when applied universally (Cole, Eisner, Gregory, & Ristuccia, 2013).

In an effort to combat the significant problem of childhood trauma and its effect
on students, researchers and practitioners developed the concept of Compassionate
Schools (Wolpow, Johnson, Hertel, & Kincaid, 2009). Originating in the state of
Washington, Compassionate Schools are focused on helping teachers understand

“fundamental brain development and function, learning pedagogy, recognize a mandate
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for self-care, correctly interpret behaviors, manage negative behaviors successfully with
compassionate and effective strategies, and engage students, families, and the
community” (Wolpow et al., 2009, p. xiii). The first stage of Compassionate Schools
training focuses on the basics of trauma theory, ACEs research, and ecological theory
(Bronfenbrenner, 1979) and how these impact students and classroom dynamics. During
this stage, teachers are encouraged to change their initial response to students’
problematic behavior from, “What is wrong with you?” to “What has happened to you?”
(Wolpow et al., 2009). This seemingly minor shift in thinking can begin the process of
transformational learning necessary for teachers to change long-held beliefs or attitudes.
It can help contextualize students’ behavior, while fostering connection and compassion
(Dorado et al., 2016).

Next, educators are instructed on the importance of self-care and the danger of
vicarious trauma. Then, skills training is used to help teachers implement compassionate
instruction and discipline in their classrooms to create more empathetic, connected
environments that allow all students, but especially traumatized students, the opportunity
to learn without being disciplined for reactions that are outside of their control. Three
primary domains are emphasized: (a) safety connection and assurance; (b) emotional and
behavioral self-regulation; and (¢) competencies of personal agency, social, and academic
skills. Teachers learn classroom strategies to minimize triggers, set limits, increase
mindfulness and listening practices, implement communication and processing

instruction, and increase empathy (Wolpow et al., 2009).
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Over the last decade, Compassionate Schools trainings have been increasingly
implemented. Federal legislation is influencing the growth of the Compassionate Schools
movement. In December 2016, President Obama signed The Every Student Succeeds Act
(ESSA; Pub.L. 114-95), which outlines funding for supporting students in high needs
districts with trauma-informed, evidence-based practices. ESSA also authorizes grants for
in-service training for effective trauma-informed practices in classroom management and
assistance recognizing when trauma-affected students need to be referred for additional
services (Prewitt, 2016). According to Overstreet (2016), this movement is present in at
least 17 states in the U.S., ranging from small clusters of schools in Louisiana to district-
wide programs in California and state-wide implementation in Massachusetts and
Wisconsin. A project based in Louisville, Kentucky is currently being conducted in
partnership between the University of Virginia and Jefferson County Public Schools. It
has received millions of dollars in grant funding from the Sonima and Hemera
Foundations for a seven-year project in Louisville schools (see

www.compassionschools.org). Professional development is useful only if it affects the

participants in a way that changes their knowledge, attitudes, and behavior.

Professional Development and Educator Knowledge and Attitudes
In order to increase educators’ knowledge of or change their attitudes toward a
salient topic, schools typically rely on professional development. Teachers come to the
profession with personal beliefs and experiences that shape their knowledge base and

attitude toward students (Cranton & King, 2003). These ways of understanding the world,
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or ‘habits of mind,” are often unconsciously absorbed throughout a teacher’s life, and as
previously noted, most teachers have not had the experience or education to have correct
interpretations of the behavior of students who have experienced trauma (Alisic, 2012).
According to Mizell (2010), professional development is the only strategy school systems
have to strengthen the performance of educators and the primary way educators can learn
and improve their skills to raise student achievement. Transformational learning theory
provides a framework for how professional development can help educators gain new
knowledge and change their attitudes (Cranton & King, 2003; Mezirow, 1991). When
adult learners engage in an opportunity to reflect on the meaning of what they are
learning, they may reevaluate their familiar beliefs and assumptions, developing new
understandings and experiencing shifts in their habits of mind (King, 2004).

In examining the effect of professional development on 58 educators, ages 21 to
59 years, King (2004) found that 36 (62%) indicated they have experienced a shift in
perspective as a result of professional development. Participants reported a better
understanding of the students they work with, a more reflective orientation to their work,
and a more open-minded attitude towards others and themselves (King, 2004). King’s
(2004) findings reflected the kind of transformational learning Mezirow (1978, 1991)
described as a process of revising the interpretation of one’s prior experience to guide
future action. According to Merriam et al. (2007), Mezirow’s theory of transformational
learning can be broken down into four parts:

1. An experience that does not align to the learner’s existing understanding,

prompting a dilemma of cognitive dissonance.
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2. Critical reflection on how one’s beliefs or assumptions created a discrepancy
between what was perceived and what was true based on the new information
(This can be accompanied by the emotions of guilt or embarrassment).

3. Reflective discussion with colleagues about the conflict to come to a new

understanding.

4. Integration of new knowledge into an innovative perspective, culminating in

implementing plans for action and behavior changes.

Compassionate Schools training seeks to provide educators the opportunity to
experience transformational learning via exposure to a new trauma-informed lens through
which to view students. When educators hear how trauma can present in their classroom,
they may experience guilt for their previous poor handling of situations or discomfort
with the ignorance uncovered by their new awareness. If this dissonance prompts self-
reflection, critical analysis and discussion, concluding with a change in perspective, the
first three stages of transformational learning have occurred. For example, a teacher may
have had many interactions with a withdrawn, seemingly unengaged student. After
several attempts to gain his attention, the teacher may conclude the student is
uninterested, distracted, and/or lazy. If the student’s behavior continues, the teacher may
feel justified in confirming her suspicion. When this teacher is confronted with the reality
of the student’s traumatic history and the science of trauma theory, she may experience
the necessary discomfort to question her previously held beliefs about the student and
reevaluate his behavior in light of the new knowledge (i.e. that the student is

overwhelmed, afraid of failure, or unable to self-regulate).
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As Merriam and colleagues (2007) suggest, an empathic understanding of other’s
views is a priority in teacher’s interactions with students and with colleagues in order to
have the necessary space to learn and dialogue. Transformational learning requires open,
vulnerable examination of an educator’s practice; a safe environment is necessary for the

task of critical reflection on beliefs or behaviors (Cranton & King, 2004).

Relationship among Knowledge, Attitude, and Behavioral Change

Mizell (2010) argues that professional development is ineffective unless it causes
teachers to improve their instruction and implement what they learned by changing their
behavior in the classroom. Consistent with this belief/argument, the final step in
transformational learning culminates with a new perspective that results in a plan of
action and behavior change (Merriam et al., 2007; Mezirow 1991). Desimone’s model
(2009) presumes that behavioral change follows an increase in knowledge and change in
attitudes or beliefs. This is the path that many professional development curriculums
assume. Guskey (2002), however, proposed an inverted theory of teacher behavior
change following professional development. Guskey (2002) suggested that
behavioral/instructional change that results in improvement in student outcomes will
precede true changes in teachers’ beliefs and attitudes. For example, if new tools or skills
are acquired and implemented as a result of a training, even if the teacher has not
assented to their usefulness, positive student outcomes as a result of implementation can

serve to solidify changes in attitudes or beliefs.
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Kennedy (2016), using rigorous inclusion criteria, conducted a metanalysis of 28
studies evaluating if/how professional development improves teaching. Kennedy (2016)
found varied results among all types of programs. Programs focused solely on content
knowledge, programs with all levels of intensity (three to 80 contact hours), and
programs that included or excluded collective participation showed no consistent
outcomes of improving teacher effectiveness or student learning (Kennedy, 2016).
Neither the structure, nor the amount of content, was therefore found to be a significant
predictor of successful professional development, rather a more nuanced approach is
recommended, considering the motivation and needs of the teachers attending. This
finding is contrary to prominent consensus on effective professional development
(Guskey, 2002; Desimone, 2009), but was previewed by Cranton (2002), who pointed out
that there are no specific professional development methods that guarantee
transformational learning. Rather, Cranton (2002) notes that individuals respond
differently based on what speaks to their feelings or beliefs. The diversity of histories,
cultures, or learning style must be respected by those leading professional development
workshops.

A primary conclusion from Kennedy’s (2016) meta-analysis was that more
attention must be paid to the people who provide professional development. Many of the
more effective programs were offered by individuals or groups who had extensive
histories working with teachers and were very familiar with the problems teachers face
(Kennedy, 2016). A team of highly qualified experts conducted the Compassionate

Schools training (Parker et al., under review), but their previous experience working with
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teachers is unknown. A secondary conclusion by Kennedy (2016) related to mandatory
versus voluntary participation. Effect sizes were significantly larger for teachers who
were motivated to attend (.16) versus those who were mandated (.03) (Kennedy, 2016).
All participants in the Compassionate Schools training in the current study were
volunteer attendees except for one who was mandated to attend.

Although trauma-informed care in schools has strong theoretical foundations and
increasing implementation across the U.S., to date there is not a significant body of
literature evaluating the effectiveness of trauma-informed professional development for
educators (a broader category under which Compassionate Schools training falls). The

next section details the few relevant studies that have been conducted.

Research on Trauma-Informed Care Professional Development

Dorado et al. (2016) describe the development and implementation of a multi-tier,
trauma-informed school-wide program called Healthy Environments and Response to
Trauma in Schools (HEARTS). The San Francisco United School District (SFUSC)
initially began the HEARTS program as an intentional response to the ‘school to prison
pipeline’ conversation, because when the program began in 2009-2010, African-
American students were being suspended at six and a half times the rate of white students
(Dorado et al., 2016). Between 2009-2010 and 2013-2014, HEARTS was implemented in
four schools in southern San Francisco (three elementary schools and one kindergarten
through 8" grade school). The three tier approach involved: (a) school-wide universal

supports to change school cultures into safe, supportive, trauma-informed learning
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Figure 5. Impact by race and gender on the use of out-of-school suspensions 2011-12
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Research on ACEs show that black and Hispanic children are also
disproportionately affected by childhood trauma (Sacks & Murphy, 2018), which when
misunderstood, can lead to behavioral outbursts that contribute to increased ineffectual
discipline. When students’ behavior is being negatively affected by trauma, they need to
be granted compassion and thoughtful discipline to prevent escalation or giving up. More
thoughtful, intentional discipline strategies can create a less punitive and more supportive
school climate where students are less inclined to drop out (Smith, 2015). Results of this
study indicate that Compassionate Schools training can help increase teachers’ awareness
of their own biases, as well as move them from harsher to more understanding classroom
management techniques. Trauma-informed discipline policies and procedures should
replace outdated, punitive ones. Again, Colorado has led the way here by ending zero
tolerance policies in public schools (Wachtel, 2012).

Districts can also facilitate communication between schools about students who
have been impacted by trauma. When a student is promoted from middle to high school
or elementary to middle school, there can be a loss of progress and/or connection. This
could be minimized if districts increased communication between teachers at different
levels. This would provide helpful information to the teachers receiving new students, as
well as an opportunity for former teachers to help transition students in whom they have
invested. Loss of instruction time could be minimized by sharing effective strategies for
helping particularly challenging or struggling students. Teachers in this study expressed
the benefit of receiving and sharing this type of information with colleagues, particularly

in order to benefit struggling students.
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Finally, districts can mandate trauma-informed care training for all district
employees. In South Carolina, this could involve all faculty and staff attending a three-
day Compassionate Schools training. Creating a truly trauma-informed environment
involves everyone in an organization to be committed to the TIC philosophy, from the
superintendent to the bus drivers. When everyone involved with students has a common
language and understanding of the district’s policy and intention in educating the whole
child, a trauma-informed culture is created (CDE, 2018). The resulting culture produces a
healthier environment for staff and students, and the potential for healing for trauma-
exposed students.

School Policies and Procedures

Individual principals and schools, independently or with district support, can also
generate in-house policies and procedures around TIC. Schools can create clear, specific
standards for how to proceed when/if a child discloses abuse or neglect. These policies
could be created in conjunction with the CPTC for schools in South Carolina, or with a
local child advocacy center in other areas. Many teachers in the study reported feeling
underprepared for their role as mandated reporters of child maltreatment. A clear policy
with subsequent procedures presented at an in-service could remedy this uncertainty. As
some of the schools represented in the study have already done, school leadership can
require new and current teachers and assistants to attend Compassionate Schools training
(or an equivalent TIC training). Alternatively, schools can have a faculty representative

trained to present the information and provide it in-house at teacher in-services. This
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involves the risk of losing some of the continuity from the three-day training. A couple of
specific examples of application follow.

Examples of Implementation. Several teachers mentioned a specific example of
implementation they learned about at Compassionate Schools—a local school that had
revamped in-school suspension to be trauma-informed (TIC ISS). The program known as
Cavaliers Care sent representatives to the training to talk about how they had
implemented what they learned at Compassionate Schools training. This school district
had replaced traditional ISS with a more intentional time to help students overcome the
issues that led them to suspension in the first place. It was no longer simply a punishment
with busy work, but it became a time for the student to make connections, create practical
goals, and progress towards graduation. This kind of intentionality and creativity in
implementing TIC in schools is likely to make true, sustainable change for students.

Another teacher mentioned an example that her school’s guidance counselor had
put in place as a result of Compassionate Schools training—resiliency groups. This
guidance counselor created therapy groups for children she knew were struggling with
past or current ACEs. She taught them the hand-brain model (Siegel, 2010) and explained
how stress can cause people to make poor and/or impulsive decisions. She then taught the
children TIC strategies for dealing with stress, like mindfulness, belly breathing, and
positive self-talk. The teacher saw both social-emotional and academic growth in the
students who attended these resiliency groups. This is another example of how TIC in

school can manifest to help students succeed.
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Teacher Training Implications

Being on the front lines of a child’s trauma response (e.g., intensity, aggression,
shutting down.) is challenging in the classroom. It is even more difficult when a teacher
is unaware of what s/he is facing. Students’ behaviors may be perceived as defiance,
laziness, or even a personal attack, when in fact they are responses to unrelated triggers
(Bethell et al., 2014; Cannon & His, 2016). Most teachers in this study expressed having
little to no knowledge of how trauma could manifest in their classroom. They described
themselves as eager and curious to know more and wished they had access to the
information earlier in their careers. Preparing educators for what to look for, how to react,
and when to get additional support is crucial. Unfortunately, according to the teachers
interviewed, none of this type of information was provided during their formal education,
teacher training, or orientation.
Undergraduate Teacher Education

In order to remedy this lack of knowledge about the impact of trauma on students,
undergraduate education programs can add TIC as a requirement for graduation. Ideally,
state accrediting bodies will mandate this change, but even in their absence, faculty and
administrators at teachers’ colleges and universities can provide course work that will
more adequately prepare educators for what they will face in the classroom. Basic TIC
instruction could be included in child development or classroom management
coursework. For some educator curricula, this addition may be too cumbersome to fit into

the course of study. In that case, an interdisciplinary minor could be offered.
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The University of South Carolina—Upstate, which houses and partially funds the
CPTC, provides a Child Advocacy Studies (CAST) minor to students of any major. This
minor provides comprehensive training in:

e Understanding healthy child development

e Understanding factors that lead to child maltreatment

¢ Understanding the responses to maltreatment, to work more effectively within

various systems and institutions

e Recognizing child abuse and making high quality child abuse reports

e Receiving training in best practices with victims

(Minor in Child Advocacy Studies, 2019)

Institutions training future teachers would do well to offer a similar course of study.
The Zero Abuse Project (zeroabuseproject.org) has recently begun a push to help spread
CAST programs to institutions of higher education around the country. They offer
technical support for developing a program and evidence to show the benefit to the
institution (Child Advocacy Studies, 2019). According to their literature, CAST programs
have been implemented at the undergraduate level in 28 colleges or universities in 21
states (Child Advocacy Studies, 2019). See Appendix F for a brief overview of their
program.

Current Educators
For teachers who are already in the profession, adding preservice training or
additional credits toward graduation or certification will not be beneficial. In this case,

experienced teachers need in-service professional development. Locally, the CPTC’s
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Compassionate Schools training is an excellent resource for teachers, as evidenced by the
current study. The Zero Abuse Project also offers on-site TIC training opportunities for
institutions without local access to training (see zeroabuseproject.org/education). They
offer a 6.5 hour Comprehensive Trauma-Informed Care Training for up to 30 participants
per session. The importance of disseminating this knowledge cannot be overstated. As
evidenced by many teachers in the study with decades of experience, they were
transformed by the training and some even felt guilt for not having the TIC tools earlier

in their careers.

Limitations

Although this study has the potential to provide valuable information regarding
the impact and benefits of trauma-informed care training, it has limitations that must be
mentioned. As with all interview data, the content is self-reported. Participants were
asked to provide their perceptions of their attitudes, knowledge, and behavior before and
after the Compassionate Schools training. They also reported the perceived impact they
observed TIC having on student outcomes which may not reflect actual changes.
Retrospective, self-report designs are vulnerable to social desirability responses as well as
recall issues, and therefore may not be the most reliable assessment of attitudes,
knowledge, and behaviors (Holtgraves, 2004). Social desirability can lead participants to
evaluate and edit their responses before responding to self-report questions, which could

confuse study results. However, participants were informed that their responses would
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remain anonymous with no identifying information associated with their interviews to
improve reliability.

Participants in the current study were all from one large county in South Carolina.
Although Spartanburg county is comprised of seven distinct school districts, as well as
urban, rural, and suburban areas, it is a moderately sized, county situated in the southeast
of the United States. The findings of this study, therefore, may not be generalizable to
other larger, geographically, or culturally different regions. Participants were self-
selected either in response to a recruitment email or being asked by another participant.
This potentially biases the sample to teachers who benefitted from the training.
Additionally, the small sample size and limited range of participant demographics, a
common weakness of qualitative interview data, was a limitation. Because only
classroom teachers were studied, it is worth noting that administrators might have
different perceptions of TIC and its effects. This study did not specifically make an effort
to compare or contrast the experiences of teachers of different grade levels or levels of
experiences.

A final limitation is based on the Compassionate Schools training provided by the
CPTC at USC Upstate. Although the study is evaluating the impact of TIC training on
educators, the results may vary with Compassionate Schools versus other TIC programs
offered elsewhere because of the nature of the activities included or excluded (i.e. mock

house).
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Recommendations for Future Research

Future researchers can look at data from various geographical regions with more
diversity of participants, i.e. more racial, ethnic diversity or participants with different
positions in the school. This would allow researchers to assess whether diverse
participants experience and are affected similarly by attending a TIC training. Similarly,
evaluating the effectiveness of TIC on teachers at different levels of education
(elementary vs. middle vs. high school) would further add to the knowledge base,
illuminating whether there is a differential impact on teachers or students depending on
the grade levels a teacher is instructing. A larger scale study using mixed methods to
evaluate all participants would provide a clearer picture of the impact of TIC training on
educators’ attitudes, knowledge, and behavior, as well as eliminate selection bias. The
field would benefit from a randomized control trial of TIC, with demographically similar
schools to compare student outcomes as a measure of TIC training effectiveness.
Including student perceptions of changes in teachers’ behavior would add another layer to
the study and eliminate or control for retrospective self-report bias. Comparing students’
perceptions to teachers would provide important insight into reported behavior changes.
As Goodwin-Glick (2017) noted, educators may believe that are exhibiting trauma-
informed care, but if students do not perceive it, the disconnect can have a negative effect
on the relationship. Measuring actual changes in student behavior as a result of TIC
would also be valuable.

An evaluation of a school’s discipline and/or academic records before and after

receiving TIC training would provide an objective, quantifiable look at the impact on
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student outcomes. This would be particularly useful in a RCT, where TIC training had
been experienced by all faculty, staff and administration, and subsequently embedded
into one school’s policies, procedures, and practices. If a TIC culture had been thus
established, a study could look particularly at pre- and post- graduation rates,
standardized test scores, referrals, in and out-of-school suspension rates, and even teacher
retention. Pre- and Post- results could then be compared to a control school that had not
implemented school-wide TIC.

The current study was conducted six to nine months after teachers experienced
TIC training. Future researchers would contribute to the field by surveying and/or
interviewing educators after more time had passed to evaluate which behavior changes
were maintained, what knowledge was retained, and whether improvement in student
outcomes was sustained. Finally, researchers could look beyond classroom teachers to
assess the perceived impact of TIC from other staft’s perspectives, such as

administrators, guidance counselors, or support staff.

Conclusion
The pervasiveness of childhood trauma (Perfect et al., 2016; Sacks & Murphy,
2018) coupled with the profundity of its potential negative lifetime impact (Blaustein,
2013; Fellitti & Anda, 2012) has created a crisis of mental, emotional, and physical
health in the United States. With average rates of exposure to at least one traumatic event
ranging from 60 to 75% (Finkelhor et al., 2015), a plan of action is necessary to foster

resiliency and protect these children against the potential for negative impact on brain
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development, well-being, immune function, etc. Compassionate Schools was initiated for
just this reason (Hertel, Frausto, & Harrington, 2009). Other than primary caregivers,
teachers spend the most amount of time with school-aged children. As the Harvard
Center on the Developing Child (2018) has repeatedly found, a key component for
fostering resilience in children affected by trauma, is the presence of one caring,
consistent adult. Teachers often fulfill this role unknowingly. Compassionate Schools is
intended to arm teachers with awareness and TIC techniques as a way to combat the
epidemic of childhood trauma.

The purpose of this study was to evaluate the impact of Compassionate Schools
training on educators through a qualitative study of participants six to nine months after
the training. Findings are intended to add to the nascent literature evaluating the impact
of TIC training, specifically in schools. By asking research questions related to effective
professional development criteria, changes in educators’ attitudes, knowledge, and
behavior, and impact on students, the study confirmed that teachers experienced the TIC
training of Compassionate Schools to be transformative. They gained understanding of
the potential negative developmental impact of childhood trauma, how this might display
in their classroom, and tools to help build resiliency in students. The results supported the
significant quantitative findings of the CPTC’s self-evaluation (Parker et al., under
review) using the ARTIC scale (Baker et al., 2016).

Evaluating the results of the analysis within Desimone’s (2009) framework for
effective professional development confirmed that Compassionate Schools training

aligned well with the model (see Figure 4). All core features were present; teachers’
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attitudes and knowledge subsequently changed/improved; teachers’ behavior and
instruction were then impacted, leading finally to better student outcomes. Ultimately,
ridding childhood of all trauma would be ideal, but Compassionate Schools training
provides an effective avenue for preparing those on the front lines to both build resilience

in those affected and protect themselves from burnout.
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Appendix A

Recruitment Letter

Child Protection Training Center
University of South Carolina Upstate
25 March 2019

Dear Compassionate Schools Summer Training Participant,

We hope this note finds you well. We are writing to say thank you for participating in our
trauma-informed practices seminar this past summer, and to ask for your help. One of our
adjunct professors from the CAST program at USC Upstate is conducting follow-up
interviews with classroom teachers about participants’ experiences at the Summer
Summit.

Emily Schafer, MA, is a PhD candidate at Clemson University, and is conducting
interviews with classroom teachers to assess the long-term impact of the trauma-informed
training. If you are willing to participate, Emily will come to your school, at your
convenience to conduct a 45-minute interview. You will receive a $25 gift card in
appreciation of your help and time.

Your involvement will aid in the future development of trauma-informed training and
curricula, as well as contribute to the growing body of knowledge about trauma-informed
practices in schools. Your input is invaluable. Thank you for considering!

Please reply to this email indicating your willingness to participate and Emily will
contact you to schedule a convenient interview time.

With gratitude,

CPTC staff
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Appendix B

Interview Protocol

INTRODUCTION:

Thank you so much for participating in this interview. The purpose of this study is
to follow-up after the Compassionate Schools Summer Training you participated
in last summer. Our interest is to better understand your experience with the
training and your attitudes, knowledge, and behavior about trauma-informed care
in school before and after the training.

Results of the study will assist in evaluating the effectiveness of the training and
in improving future trainings for other educators.

We invite you to share honest feedback about your experience with the training
and the extent to which it may have impacted your knowledge, attitudes, and
behavior in the classroom. You will also have the opportunity to discuss
opportunities and barriers you may have faced in implementing what you learned.
We welcome hearing your suggestions.

Your input is extremely valuable and will help not only locally, but regionally and
even nationally to increase effective trauma-informed care implementation in
schools. We truly appreciate you taking the time to share your experiences and
impact from the training.

This interview is expected to take about 45 minutes of your time.

Opening:

1.

Can you recall any students you’ve taught who have experienced trauma?
Tell me a little about that experience for you without using the student’s name.
How prepared did you feel to work with those students?

2. Did you have any educational background or exposure to the topics covered in
Compassionate Schools during your teacher preparation?
Introductory:
3. Overall, how was your experience with Compassionate Schools Summer

Training?

Core Features of Professional Development:
4. What would you say was the primary content of the training? Could you list the

S.

main topics you remember?

What was your opinion of the duration of the training? Did you feel it was too
long, the right amount of time, or too short? Why?

151



6. How coherent did you find the content of the sessions?
How clear was it? How well-connected?

7. Did you participate in any active learning exercises during the training?
Can you describe any of them? Did you feel there was too little active learning,
about the right amount, or too much?

8. Did you attend the training with others from your school? If so, were you able to
discuss and reflect together at any point during the training?

Transition:
9. In your own words, how would you define trauma-informed care in school?

Key Questions:
[Pre-training; Retrospective]
10. Prior to the Compassionate Schools training, how would you describe your level
of knowledge about how trauma impacts the students in your classroom?
a. Did your post-secondary/college degree program cover any of this
information?

11. If you had knowledge about trauma-informed care prior to the training, how
would you describe your attitude towards it? How important did you feel trauma-
informed care was in schools? (If no prior knowledge, what did you think about
the effects of trauma on your students?)

12. Prior to attending the training, how did you interact with students who had
experienced trauma?

[Post-training; Current]
13. What knowledge did you gain from the Compassionate Schools training? [What
did you learn?]

14. What is your attitude toward trauma-informed care in schools today? What do you
think about the effects of trauma on your students? How important do you feel

trauma-informed care is in schools?

15. Has your behavior in the classroom changed as a result of Compassionate Schools
training? If so, how?

16. Have you seen trauma-informed care have an impact on students/student
outcomes? If so, can you give an example?
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17. Have any plans been made and/or implemented at your schools as a result of the
training?
If so, can you describe those?

Ending Questions:
18. What suggestions do you have for improving future trainings? [Don’t filter your
response; be as forthright as you feel comfortable.]

19. What would help you more effectively implement what you learned from this
training? [Supports, resources, additional training, etc.]

20. What barriers to implementing trauma-informed care do you observe?

21. Is there anything else you would like to share with us?

Demographic Questions:

How old are you?

What is your gender?

What is your race?

What is your current position?

How long have you held this position?

What is the age/grade of the students you teach?

mo oo o

Thank you so much for your time! We truly appreciate your willingness to share your
thoughts and experiences with us.
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Appendix C

Informed Consent

Information about Being in a Research Study
Clemson University

Examining the impact of trauma-informed care training on educators’
attitudes, knowledge, and behavior

KEY INFORMATION ABOUT THE RESEARCH STUDY

Voluntary Consent: Dr. Susan Limber and Emily Schafer are inviting you to volunteer
for a research study. Dr. Limber is a professor in the department of Youth, Family, and
Community Studies at Clemson University. Emily Schafer is a graduate student at
Clemson University who is undertaking this research for her dissertation.

You are free to decline to participate, and you may withdraw from the study at any time.
You will not be punished in any way if you decide not to be in the study or to stop taking
part in the study

Alternative to Participation: Participation is voluntary and the only alternative is to not
participate.

Study Purpose: The purpose of this research is better understand teachers’ experiences
with trauma-informed care training.

Activities and Procedures: In the summer of 2018, you participated in the
Compassionate Schools Summer Summit held at the Child Protection Training Center in
Spartanburg, SC. As a part of our research project we would like to interview you to learn
about your attitudes, knowledge, and behavior related to trauma-informed care before and
after the three-day training. Your answers will help us examine the impact of the training
on educators and improve future trainings.

Your part in the study will be to respond to interview questions in a face-to-face
interview with Emily Schafer. Notes will be written during the interview, and an audio

tape of the interview and subsequent dialogue will be made.

Participation Time: Participation in this study will take about 45 minutes of your time.
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Risks and Discomforts: We do not know of any risks or discomforts to you in this
research study. If, however, you feel uncomfortable in any way during the interview
session, you have the right to decline to answer any question or to end the interview.

Possible Benefits: Your participation will contribute to a growing body of literature
about how trauma-informed care can be applied in the school setting. Your responses can
assist in the development of future trainings, encourage trauma-informed care to become
more broadly implemented, and ultimately improve students’ learning environment. It
may also benefit you to have the opportunity to process your experience of the training.

INCENTIVES

A $25 gift card will be given to you, at the conclusion of the interview, in appreciation of
your time and participation in the study.

AUDIO/VIDEO RECORDING AND PHOTOGRAPHS

No names or other personal identification data will be appear in the notes or audio
recording from the interview. If, in reviewing the recordings, we note that any names
were mentioned, that portion of the recording will be deleted before being sent for
professional transcription. After the data are entered into the data management software,
the audio recording of the interview and the notes taken during the interview will be
destroyed.

PROTECTION OF PRIVACY AND CONFIDENTIALITY

The information that you provide in the study will be handled confidentially. Your
answers will be grouped with the answers given by other respondents to be analyzed
statistically for research reports. The results of this study may be published in scientific
journals, professional publications, or educational presentations; however, no individual
participant will be identified. Your name will not be used in any report, professional
publications or presentations that may result from this study.

Identifiable information collected during the study will be removed and the de-identified
information could be used for future research studies or distributed to another investigator
for future research studies without additional informed consent from the participants or

legally authorized representative.

CONTACT INFORMATION
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If you have any questions or concerns about your rights in this research study, please
contact the Clemson University Office of Research Compliance (ORC) at 864-656-0636
or irb@clemson.edu. If you are outside of the Upstate South Carolina area, please use the
ORC’s toll-free number, 866-297-3071. The Clemson IRB will not be able to answer
some study-specific questions. However, you may contact the Clemson IRB if the
research staff cannot be reached or if you wish to speak with someone other than the
research staff.

If you have any study related questions or if any problems arise, please contact Dr. Susan
Limber at Clemson University at 864-656-6320 or Emily Schafer at
schafe3@clemson.edu.

CONSENT

By participating in the study, you indicate that you have read the information
written above, are at least 18 years of age, been allowed to ask any questions, and
are voluntarily choosing to take part in this research. You do not give up any legal
rights by taking part in this research study.
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Appendix D

Interview Protocol Matrix

RQI

RQ2

RQ3

RQ4

RQ5

RQ6

RQ7

RQS

1Q2

1Q10

Q11

Q12

1Q17

1Q16

Q18

Q19

1Q4

Q13

Q14

Q15

1Q20

1Q5

1Q6

1Q7

1Q8

RQ = research question

IQ = interview question
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Appendix E

Trauma-Informed Care (TIC) According to South Carolina Educators

The following quotes are responses from SC teachers who were asked to define TIC in their own
words:

e It’s not a set prescription, but it’s an approach. It’s about having the knowledge of what a
child has experienced and treating them with compassion, and helping them move
beyond that. So, not just putting a label on them and saying, ‘Oh, they just have this
problem, or oh their parents are just this way,” but actually seeing past the trauma.
“You’re more than this. You’re more than what’s happened to you.’

e Trauma-informed care is seeing a child’s potential and helping support them beyond their
circumstances.

e Being aware of how a child’s past traumatic experiences affect their learning, behavior,
and what we can do as educators to take that into account and still provide a good, quality
education for them.

e It would be from day one creating an environment for kids that feels safe to them. And
then making said environment safe and building trust with kids...a lot of it is just being
honest and trying to help and talking with kids and actually listening.

e [It] should be where all kids can come into the school and they feel the entire schools has
that feeling and the teachers and the principals and the cafeteria workers and everybody
are all on the same page: This is who we are; we’re here to care for you and teach you

how to deal with the world out there as well.
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To me it means responding, approaching every child and every family as if they have
experienced trauma because often times we won’t know, and so it’s just a safer approach
to treat everyone as if they have or are experiencing trauma—to be open, responsive,
caring...

TIC to me is understanding that trauma does impact how children behave. It impacts how
children respond in circumstances; it impacts how their brain develops and is able to take
in and retain information. It’s having an understanding of someone’s circumstances and
creating an environment in my classroom where I’'m sensitive to those things...but I still
holds them to a high standard academically.

TIC is having the background and understanding of trauma and being able to respond
appropriately in the classroom.

I think of loving these children where they are because they’ve been so unloved and just
thrown away their entire life that they don’t trust. They don’t care to listen to anybody in
authority because those are people that have hurt them most and so understanding that
you’re never going to reach those kids if you take an authoritative approach; you’ve got
to be soft with that. You’ve got to de-escalate.

It would be really understanding what trauma is and what it looks like before you’re able
to teach a child... understanding the different types of childhood trauma that could be

going on and then adjusting the way you educate...the way you handle your classroom.
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Appendix F

Child Advocacy Studies (CAST)

CAST

The Front Door to the Field

Child Advocacy Studies, orcasr is

an academic minor or certificate program that focuses on child maltreatment

What is CAST?

Child Advocacy Studies (CAST) is an academic minor or certificate program that focuses on child maltreatment.
A CAST minor can be paired with any related academic major (e.g., Criminal Justice, Social Work, Psychology,
Medicine, Law) to prepare the student for the real-world intersection of the two disciplines.

Established in 2004 and implemented at 74 academic institutions, both nationally and internationally,* CAST:

Offers an innovative, engagement-based academic - Prepares graduates to:

curriculum involving: - Recognize variables leading to child maltreatment

- Hands-on experience - Identify existing systems that react to

- Practical skill-development child maltreatment

- Afocus on community & career - Develop multidisciplinary approach to respond
effectively to cases of child abuse & neglect in its
varying forms

Why is CAST Important?

Cases of maltreatment are rising:*

- 10% increase in the number of children who - 3.5 million children received an investigation
received a child protective services (CPS) or other CPS response, at a rate of
investigation or alternative response from 2013 47.1 children per 1,000 in the population

(3.184,000) to 2017 (3,501,000) - The average CPS response time to children in

- Anaverage of 72 annual responses per CPS need is 76 hours (3.2 days)
worker in 2017
Frontline Child Protection employees lack skills to effectively and appropriately meet the needs of children?

Child Protection caseload inflation and insufficient workforce preparation lead to high staff-turnover—
as high as 90% turnover in some jurisdictions?

The Result?

Child maltreatment cases are mishandled due to:

Ineffective training & insufficient skill-developmentin - High staff-turnover, which affects state budgets &
Frontline Child Protection employees inflates response times for cases due to understaffing

aprogram of

abuse proJECT
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The Solution: CAST Prog rams

CAST.

Builds competencies & core skills m n

for identifying. investigating. reporting. & _—
responding to maltreatment instances nn g
Develops or uses community systems

& multidisciplinary or cross-agency

collaborations to best meet needs 4

Prepares the workforce with ethical,
trauma-informed care approaches

to mitigate polyvictimization. while
recognizing underlying cultural/social
values pertinent to investigation &
evidence collection

Establishes resiliency tactics to
ensure long-term employment

CAST is a proven solution with

6 publications indicating the program’s efficacy:

How Can | Learn More About CAST?

Visit the Zero Abuse Project (ZAP) website: - Contact the ZAP Director of Child Advocacy.
www.zeroabuseproject.org/CAST Tyler Counsil. EdD:
tyler@zeroabuseproject.org | 812.698.1065
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