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Abstract There is a proven link between healthy

socioemotional development and academic success

(SAMHSA in SAMHSA’s concept of trauma and guidance

for a trauma-informed approach. Substance Abuse and

Mental Health Services Administration, Rockville, 2014;

Alisic et al. in J Clin Psychiatry 69:1455–1461, 2008;

Landolt et al. in J Trauma Stress 26:209–216, 2013). In

order to achieve academic success, school systems serving

children who have been exposed to trauma must deal with

the unique challenge that come with resultant activation of

the brain’s stress response (Perry in J Calif Alliance Ment

III 11(1):48–51, 2000; Ford in Treatment of complex

trauma: a sequenced, relationship-based approach. Guilford

Press, New York, 2013; Schore in Infant Mental Health J

22(1&2):7–66, 2001). This warrants an alteration in how

our educational system understands and responds to the

needs of youth exposed to trauma (Bailey in I love you

rituals. Harper Collins, New York, 2000; Stein and Kendall

in Psychological trauma and the developing brain. Haworth

Press, Binghamton, 2004; Badenoch in Being a brain-wise

therapist: a practical guide to interpersonal neurobiology.

WW Norton & Company, Inc., New York, 2008). Within

the City of New Haven, the pressure to meet national

expectations coupled with the reality that many schools

within the city are impacted by the ripple effects of com-

munity-wide chronic stress creates added challenges. The

New Haven Trauma Coalition was created to address the

negative mental health and social effects of adversity,

trauma, and chronic stress on families and school-aged

children in the New Haven area. This paper reviews the

process of implementing a trio of Direct Services in one

public pilot school in the City of New Haven. It provides

recommendations on how to successfully implement

trauma-informed practices during the first year of imple-

mentation and utilizes a mixed-methods approach to out-

line findings obtained during implementation of three

separate Direct Service components: Services Professional

Development, Care Coordination, and Clinical Services.
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Introduction

There is a proven link between healthy socioemotional

development and academic success (SAMHSA, 2014; Ali-

sic, Van der Schoot, Van Ginkel, & Kleber, 2008; Landolt,

Schnyder, Maier, Schoenbucher, & Mohler-Kuo, 2013).

Stevens (2012) reports that Washington State determined

that 13 out of every 30 students in the classroom experience

three or more traumatic experiences. Our research is a

response to these findings, as we believe that any classroom

in the country has students within it whom have experienced

trauma or are exposed to chronic stress (Stevens, 2012). In

order to achieve academic success, school systems serving

children with such exposure must deal with the unique

challenges that come with resultant long-term activation of

the brain’s stress response (Perry, 2000; Ford, 2013; Schore,

2001). When this region of the brain is activated, the

capacities of memory consolidation, concentration, sus-

tained attention, and retaining or recalling information

diminish (Australian Childhood Foundation, 2010; Wilson
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& Conradi, 2010). Children with such consequences are

more likely to be labeled ‘‘unruly’’ or ‘‘unmotivated,’’ and in

addition are also more likely to experience chronic absen-

teeism (Stevens, 2012; Basch, 2010). Furthermore, when

students exposed to trauma are improperly assessed, it can

lead to pathologizing diagnoses such as Learning Disabili-

ties, Attention Deficit/Hyperactivity Disorder, and Opposi-

tional Defiant Disorder (Walkley & Cox, 2013).

The routine, consistency, and predictability inherent

within a typical school day make the educational milieu

ideal for the provision of trauma-informed interventions

(SAMSHA, 2014). For a trauma-informed approach creates

space for students to build and sustain healthy, meaningful

relationships with peers and teachers. The increase in

physiological regulation that can come from such experi-

ences combined with a safe setting can directly impact

academic functioning (Australian Childhood Foundation,

2010; SAMHSA, 2014; Blodgett, 2012; Oehlberg & LCSW,

2008; Basch, 2010) as well as social functioning (Landolt &

Kenardy, 2015; Shonkoff et al., 2012; Blodgett, 2012; Ford,

2013). This highlights the necessity of providing educational

institutions with support in meeting the needs of youth who

have been exposed to trauma (Bailey, 2000; Stein & Ken-

dall, 2004; Badenoch, 2008; Adelman & Taylor, 2007).

Research suggests that a trauma-informed educational

approach is likely to address the socioemotional needs of

students exposed to trauma, thereby increasing the capacity

to reach educational goals (Blodgett, 2012; SAMSHA, 2014).

SAMHSA (2014) states that a trauma-informed system is one

that: (A) understands the widespread impact of trauma and

potential paths to recovery; (B) recognizes signs and symp-

toms of trauma from a systems perspective; and (C) inte-

grates trauma knowledge into policies, procedures, and

practices in an effort to create a supportive environment that

is intent on not re-traumatizing its members (p. 9). Outcomes

from school districts within Massachusetts, Pennsylvania,

and Washington (Blodgett, 2012; Trauma and Learning

Policy Initiative, 2014; Stevens, 2012) demonstrate that as

schools integrate trauma-informed logic with existing prac-

tices, students coming to school with an activated stress

response system are better supported. In turn, longer-term

effects such as concurrent psychiatric or substance use dis-

orders, legal problems, impaired physical health, and

improper psychological diagnoses may be avoided (Mersky,

Topitzes, & Reynolds, 2013; Landolt & Kenardy, 2015).

Program Description: New Haven Trauma
Coalition

Trauma-informed educational practices historically have

not been available within the New Haven Public School

System. Within the City of New Haven, CT, school

administrators, politicians, and community mental health

providers have partnered to form the New Haven Trauma

Coalition (NHTC), whose joint mission is to reverse the

negative mental health and social effects of adversity,

trauma, and stress on families and school-aged children in

the New Haven area. Creating a partnership is an ideal way

to leverage efforts of all programs working to effect sys-

temic change (Trauma and Learning Policy Initiative,

2014). The partners involved in the NHTC are New Haven

Public Schools (NHPS), The Mayor’s Office of the City of

New Haven, United Way of Greater New Haven/BOOST!,

and Clifford Beers Clinic (CBC). All organizations are

committed to youth mental health and well-being.

Although each partner has different roles, the NHTC as a

whole aims to educate schools about interferences with

school success, general functioning, and quality of life that

can occur when a child carries the emotional burdens of

trauma and stress into the school setting (SAMHSA, 2014;

Alisic et al., 2008; Landolt et al., 2013; Oehlberg &

LCSW, 2008; Perry, 2000; Schore, 2001; Stein & Kendall,

2004). The NHTC believes that if schools have a com-

prehensive action plan, they will more confidently respond

to traumatic stress reactions such as decreases in academic

achievement or unfavorable patterns of behavior in that

social relationships are witnessed during the school day

(Jaycox, Morse, Tanielian, & Stein, 2006; Jaycox et al.,

2009a; Kruczek & Salsman, 2006; Cole, Greenberg-

O’Brien, & Wallace, 2013).

Under contract from the Connecticut Department of

Children and Families (DCF), the partners on NHTC cover

four service performance domains. The four NHTC service

domains include: Professional Development; Care Coor-

dination; Coalition Network and Infrastructure; and

Assessment, Screening, and Intervention. Each domain was

designed to embody qualities of a trauma-informed system.

To better articulate this design, the NHTC collaborated

with the University of Connecticut’s Department of School

Psychology in order to develop a logic model to organize

all NHTC intended short-term, medium-term, and long-

term outcomes. Our results are guided by outcomes

described within this logic model.

There are two major assumptions that exist within the

NHTC’s logic model, both of which assess whether or not

participating schools will successfully become trauma-in-

formed. First, we assume that all partners have a willing-

ness to collaborate, because dedication to partnership is

crucial when implementing trauma-informed services in

schools. Second, we assume that the New Haven Trauma

Coalition inputs (services) will be efficacious. All logic

model inputs are connected to specific outcomes, whether

short-term, medium-term, or long-term. For each pilot

school, we maintained strict fidelity to our logic model by

measuring the successfulness of each input by its capacity
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to accomplish related outcomes. Given the scope of the

NHTC, both in terms of the number of partners responsible

for meeting outcomes as well as the longitudinal nature of

the NHTC project, findings presented in this study are

delimited. As a thorough review of the work of all NHTC

partners is beyond the scope of this paper, we delimit our

study to exploring short-term findings as outlined by logic

model outcomes obtained only by one partner, CBC, within

the first year of implementation and within only one pilot

school. We will now review the purposes and guiding

questions of CBC’s Professional Development, Care

Coordination, and Clinical Service components.

Current Study

The short-term outcomes for CBC as outlined within the

logic model are as follows: School staff and/or community

members learn about trauma sensitive practices (S1); stu-

dents requiring trauma-informed support are identified

(S2); schools implement systems to provide trauma-in-

formed services to students (S3); and students learn skills

in how to cope with current symptoms and how to respond

to future stress (S4). Within this school, CBC assumed

responsibility for the provision of three types of Direct

Services: Professional Development, Care Coordination,

and Clinical Services. CBC formed a Direct Services Team

for the school, consisting of one Project Coordinator, one

Care Coordinator, one Doctoral Level clinician and one

Masters Level clinician.

Professional Development (PD)

The specific purpose of our PD component is to promote a

culture shift by building the capacity of the current staff to

respond to students in a trauma-informed manner, thereby

creating expertise within the school (Innovation, 2013).

The Massachusetts Taskforce on Behavioral Health and

Public Schools (BHPS) found that PD has consistently

been the most requested resource by school personnel

(BHPS Task Force, 2011). This staff-focused service is at

the core of school transformation and is the conduit for

providing a thorough overview of trauma, the impact of

trauma on learning, and solutions for applying trauma-in-

formed logic into daily interactions with students. Profes-

sional Development, the gateway to trauma-informed

transformation, is directly tied to the logic model outcome

S1 (school staff and/or community members learn about

trauma sensitive practices) and S3 (implement systems to

provide trauma-informed services to students). Questions

addressed via the PD satisfaction surveys were: are

teachers satisfied with the PD? Can teachers identify one

thing they learned as a result of the PD? Does a trauma-

informed PD training increase knowledge about trauma?

Can teachers indicate one change they can make as a result

of PD?

Care Coordination

The purpose of Care Coordination, a process based on the

Milwaukee Wrap-Around philosophy, is to provide indi-

vidualized, family-driven, and youth-guided collaboration

to address the needs of families with complex challenges

(Bruns et al., 2010). Many times, a school’s capacity to

support the families of the students it serves is overshad-

owed by the need to focus on academic achievement. Care

coordination provides an avenue for schools to develop

supportive relationships with families while offering

resources, and coordinating care that addresses the needs of

the student and the entire family. Most of all, Care Coor-

dination closes a gap that is often present—that between

school and family—by facilitating ongoing dialogue

between these two systems. The Care Coordination team

working with our pilot school was staffed by a Director, a

Manager, and a Masters Level Care Coordinator. All three

members were chosen based on the level of experience

previously gained in their respective roles within other

CBC Care Coordination Programs. CBC’s Care Coordi-

nation team and the school’s leadership and staff are

acutely aware of the tendency for families to remain out of

the loop, regardless of the intentions of the school, when

new initiatives occur. This lapse in communication, if not

addressed, can decrease the level of trust and faith that

families feel toward schools, and it can even negatively

impact the school’s assessment of the family. The most

troubling aspect of this dynamic is that both parties wish

communication was stronger because both have in the

forefront of their minds the educational and social success

of the student. Care Coordination is a direct attempt to

solve this predicament by promoting trauma-informed

engagement, education, and empowerment in all contacts

with the family, the student, and the school. Questions

qualitatively explored via reflection after the first year of

implementation were: How can we integrate Care Coor-

dination referrals into the existing structure? Can Care

Coordination have engaged families develop a stronger

communication with the school? Can Care Coordinators be

a resource to school staff and administrators?

Clinical Services: Workshops

CBC’s Clinical Services team prioritized relationship-

building at all levels, from administrator to support staff to

students. Rather than maintain a strict focus on obtaining

referrals for trauma-related services, the purposes of the

Clinical Services team were: to evaluate the needs and
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existing support structures within the school; to build

relationships with administrators, teachers, support staff,

and students; to provide classroom-wide workshops; and

provide trauma screening and small-group clinical inter-

ventions to students. In terms of the logic model, efforts of

the Clinical Services team were meant to address S1

(school staff and/or community members learn about

trauma sensitive practices), S2 (students requiring trauma-

informed support are identified), and S4 (students learn

skills in how to cope with current symptoms and how to

respond to future stress). Additionally, the Clinical Ser-

vices team was contracted to provide group services to 30

students from all 6 pilot schools combined within the first

fiscal year. Some questions that the Clinical Services team

hoped to answer within the first year of implementation

were: How will our school choose to utilize the available

Clinical Services? What students and/or classrooms will be

identified for our services? How will we keep teachers

involved? Can we support teachers throughout the school

year?

Clinical Services: Cognitive Behavioral Intervention

for Trauma in the Schools

After the workshop series, the Clinical Services team

reconvened with the point person, homeroom teachers, and

special education teachers to identify candidates for the

Cognitive Behavioral Intervention for Trauma in the

Schools (CBITS) program. These meetings assisted the

Clinical Services team in addressing outcome S2, identi-

fication of students requiring trauma-informed support.

CBITS is a manualized, ten-week small group intervention

for students who have experienced significant traumatic

experiences. The NHTC chose this group model because it

is recognized within the National Registry of Evidence

Based Programs and Practices (SAMHSA, 2010) based on

research supporting its efficacy as a school-based group

treatment model (Stein et al., 2003; Kataoka et al., 2003;

Jaycox et al., 2009b). CBITS has a twofold focus: pro-

viding trauma psychoeducation and building coping skills

for students with a history of trauma who report difficulty

managing stress. Thus, CBITS also aims to address out-

come S4 (students learn skills in how to cope with current

symptoms and how to respond to future stress). Inclusion

criteria for CBITS participants included: self or teacher

report of a moderate range of emotional or behavioral

symptoms. Teachers utilized same criteria used to identify

classrooms for workshops. Throughout the course of the

school year, the Clinical Services team held a total of four

ten-week, gender-specific CBITS groups. Accounting for

attrition (N = 3; 2 males and 1 female), there were a total

of 17 graduates from the CBITS program.

Methods

Participants

Pilot School Demographics

Our pilot school is a Title I educational institution serving

children ranging from Pre K through Eighth grade.

According to the most recent census data available through

the National Center for Education Statistics (2013), the

student body (N = 410) is roughly 82 % Black/African

American, 13 % Hispanic/Latino, and 5 % White. Addi-

tionally, the school serves a predominantly low-income

population; 76 % of students are eligible for Free Lunch

while another 5 % are eligible for Reduced Lunch. There

are 30.5 full-time teachers, with a teacher-student ratio of

13.4:1. Our pilot school had a wide range of preexisting

outside and internal socioemotionally focused efforts. The

pilot school already had some resources to help address

socioemotional support and development. Internally, the

utilization of a forum known as the Student Success and

Support Team (SSST) meeting supports teachers in iden-

tifying appropriate interventions and accommodations for

high-need students. The SSST meeting is essential to

accomplishing one logical model outcome (S3) and is an

appropriate setting in which to address trauma-informed

needs of students and classrooms. It is suggested that other

partnerships seeking to implement trauma-informed sys-

temic change look for the presence of this medium when

searching for appropriate pilot schools.

Professional Development Participant Demographics

Our trainings were conducted with 32 participants, all of

whom were teachers and/or administrators (30 full time, 2

part time) within the school. Participants included regular

education teachers, special education teachers, teacher’s

aides, and a principal.

Care Coordination Participant Demographics

CBC served a total of 19 families, all of whom lived within the

City of New Haven and reported difficulties related to basic

needs such as poverty, chronic unemployment, unsta-

ble housing, food scarcity, and/or limited community support.

Clinical Services Participant Demographics

Two fifth grade and two sixth grade classrooms (N = 77)

participated in the three-day workshop series. Classrooms

were chosen based on staff report of high levels of overt

signs of distress. Signs of distress were defined as principal
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office visits, detentions, in-class behavioral outbursts, and

reports of bullying and/or teasing during the school day.

For the workshops series, there were a total of 20 partici-

pants all from the sixth grade. Accounting for attrition,

there were a total of 17 graduates.

Procedures

PD Methods and Data Collection

The methods for creating and providing PD are explained

in a narrative format, given the nature of the PD imple-

mentation process. Our pilot school, showing a strong

commitment, opted to utilize the two-day all-staff training

that occurs prior to the start of the academic year as the

space for rolling out the NHTC initiative. This intensive

training opportunity is the ideal space for promoting a

trauma-informed culture shift. We recommend this option,

as it provides schools with sufficient time to obtain in-

depth training and also to have time to process reactions to

the presented material.

The daily training structure includes one large group

didactic portion to introduce the trauma-informed para-

digm followed by two separate workshops that facilitate

conversation about applying the paradigm to classroom and

other staff-student interactions. The structure and focus of

the Professional Development was developed in coordi-

nation with school leadership, while CBC created the

actual training content. In order to create curricula based on

the particular needs of our pilot school (and of any orga-

nization requesting instruction by the NHTC), CBC formed

an NHTC Training Workgroup comprised of a Masters

level NHTC Project Coordinator and the two NHTC Direct

Services Clinicians, one a Masters level social worker and

the other a Doctoral level pre-licensed psychologist. This

workgroup is of extreme import to any entity attempting to

provide community training, as it is responsible for

reviewing existing literature on training/didactic topics,

creating PowerPoint presentations, organizing the flow of

the material as well as of the training day(s), and com-

municating with the school in order to ensure that content

domains are on par with the level of training sought. The

workgroup also ensures that the survey utilized after the

PD adequately reflects the PD Evaluation Questions stated

above, runs the large group didactic portions, and partners

with additional trainers in order to conduct the small group

workshops. During the training, two additional persons

joined the workgroup, a Masters Level Care Coordinator

well versed in Strength-Based Interactions, and a Masters

Level clinician with extensive experience running child-

focused group activities.

On day one we provided a basic Trauma 101 lecture,

and workshops focused on Strength-Based Interactions and

Trauma-Informed Classroom Activities. On day two we

provided a more detailed Trauma 102 lecture and broke out

into workshops focused on De-escalation and Staff Self-

Care. In developing content for each training portion, we

utilized a combination of internal and external resources.

Internally, we utilized existing unpublished PowerPoint

presentations created that focused on the topics of Adverse

Life Experiences, Developing Trust in Therapeutic Rela-

tionships, and Motivational Interviewing. Externally, we

utilized a combination of online trauma-specific websites

(NCTSN.org, nces.ed.gov, theannainstitute.org) and pub-

lished articles (Alisic et al., 2008; Australian Childhood

Foundation 2010; Adelman & Taylor, 2007; Badenoch,

2008; Vander Schee & Gard, 2011; Gracy et al., 2014;

Wilson & Conradi, 2010; Walkley & Cox, 2013; Cole,

Greenberg-O’Brien, & Wallace, 2013).

Whereas the Trauma 101 and 102 presentations are

purely informational, it is the smaller workshops that

facilitate staff buy-in. Rather than the normative presen-

tation followed by the request to implement, the second

half of each training day provides an outlet for staff to

verbalize the impact of systemic stress on the educational

environment. Without a forum that honors transparent

discussion about the nuanced impact of stress on the edu-

cational system, trauma-informed transformation is not

possible. Additionally, these smaller workshops allow staff

to openly talk about the reluctance they may have toward

implementing yet another model of education. By provid-

ing space to explore the roots of this reluctance, staff was

able to conclude themselves that the compassion fostered

by a trauma-informed model could be exactly what the

system needs to rebuild a sense of safety and community.

The workshops illuminated challenges that teachers face

when implementing trauma-informed interventions. In

workshops, teachers opened up about the struggles and

pressures that come with changing organizational culture

and with feeling burdened by the responsibility to accurately

identifying trauma reactions while also meet high standards

of academic excellence. They also spoke about the transitory

nature of the student body, and about how not knowing the

educational or family background of students can become an

obstruction. This extra layer of complexity, often seen in

socioeconomically disadvantaged communities, is all too

common within the City of New Haven. During the small

workshops, teachers connected to the ways that a trauma-

informed approach supports students regardless of whether

they are enrolled for a month, a year, or their entire primary

school education. Lastly, we witnessed teachers connect to

their own wish for opportunities to keep dialogue open

regarding daily struggles they face as educators.
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Care Coordination Methods and Data Collection

Methods for the provision of Care Coordination are qual-

itative, given that the focus of this component is to engage

in a dynamic interaction with school, family, and student.

In order to facilitate Care Coordination referrals, the Care

Coordinator attended every monthly SSST meeting held

within the pilot school, during which Care Coordination

referrals were made. Once a referral was received, the Care

Coordinator scheduled a face-to-face meeting with the

family so as to proceed with a needs assessment. Once

needs were identified, the Care Coordinator created a three

to six-month plan of care to address identified target areas,

depending on the particular needs of the family. To meet

objectives, the Care Coordinator met once per week with

the family and also scheduled monthly Child and Family

Team (CFT) meetings in order to build a sustainable sup-

port system. CFT’s include the family and school staff

members, and this meeting aims to provide a space within

which the stressors faced by the family, as well as the

potential impact on in-school functioning, can be

acknowledged and addressed in a supportive manner.

Clinical Services Methods and Data Collection

Pre-implementation Process

Prior to our first meeting, the Clinical Services team

assisted the pilot school (via both email and telephonic

correspondence) in identifying a point person to act as a

liaison between CBC as the implementation process

unfolded. The school had full autonomy in choosing whom

to place in this role. The NHTC suggests that the person

chosen be already primed in the implementation of

socioemotional interventions. The purpose of pre-imple-

mentation meetings is to build a space that honors the

significant complexities of stress and its impacts on school

climate. Dialogue with the point person (the school chose

an administrator) allowed for an exploration of the chal-

lenges faced by administrators, staff, and teachers. This

fostered an honest discussion regarding the paradox of

being committed to high achievement while burdened by

the stressors inherent when serving marginalized commu-

nities. These meetings left our pilot school empowered by

the reminder that it is staffed by adults all passionate about

providing nurturing, supportive spaces for their students to

learn and grow—and that it was the multitude of stressors

that makes it difficult for them to do this on a consistent

basis. This approach is critical, as it aligns outside provi-

ders with the school in exploring how a trauma-informed

subset of programs can augment existing supports and

more effectively address the socioemotional needs of its

student body. In turn, we were able to share the NHTC’s

belief that when those working within schools are given

space to process their own struggle, they can reconnect to

the utility of providing these experiences for students,

especially those exposed to trauma. The results of these

meetings are purely qualitative: the school decided to offer

a mix of classroom and small group services to students

throughout the school year.

Classroom Workshops

The exchanges that occurred in the first four pre-imple-

mentation meetings highlighted the utility of creating space

for students to openly talk about stress and its effects. Thus,

the team moved into the second stage of implementation—

identifying classrooms that would participate in a three-day

workshop series focused on the exploration of the impact

of stress on behavior. The Clinical Services team then

entered into the identified classrooms with the intention of

empowering students to voice their needs. Some questions

we hoped to answer during the workshop phase were: How

can we facilitate student buy-in? Is it possible to tailor the

workshops to the particular needs of this cohort of the

student body? What can teachers gain from participating in

these workshops? Will students find that the series was

useful?

To tailor the workshop series to the needs of these

particular students, an internal survey consisting of the

following 15 items was created: anxiety or nervousness;

worrying (about grades, home, others, yourself); depression

(sadness, being really tired a lot…); making friends; how to

stop being mean (or help someone else stop being mean to

you or others); self esteem (feeling good or bad about

yourself); how to relax when feeling angry, sad, or scared;

how to reach out for support when you need it; helping

others that seem sad or hurt; trusting others (adults or kids);

learning about your feelings; solving problems with friends

or family; getting organized; Having fun with your class-

mates; and calming down when you feel excited but are

supposed to be calm. Students were asked to identify any

items that they were interested in learning about. The small

gesture of having kids take control of the learning process

is aligned with our mission of encouraging empowered

trauma-informed dialogue. The results of the survey

informed the flow of the upcoming workshop series, as the

top three reported needs were: making friends (N = 53),

trusting others (N = 67), and learning how to relax when

feeling angry, sad, or scared (N = 59). The NHTC team

met again with the administrator, homeroom teachers, and

fifth and sixth grade special education teachers in order to

present the findings, the significance of which solidified

their belief in the importance of trauma-informed dialogue.

During the workshops, psychoeducational didactics and

experiential activities assisted students in exploring trust,
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the stress response, coping skills, mindfulness, and rela-

tionship-building alongside peers with whom they fre-

quently had difficult or negative encounters.

CBITS

CBITS was offered during the school day in order increase

accessibility of services and family participation, was that

to solve transportation obstacles. Family members were

informed about group content via weekly handouts. The

Clinical Services team also spoke telephonically (N = 14)

and in person (N = 3) throughout the process in order to

assist parents in processing hesitation around the idea of

transparently talking about historically traumatic experi-

ences. These conversations enabled the Clinical Services

team to provide psychoeducation to parents regarding

chronic stress, trauma, coping skills, and the culture of

silence that exists with respect to these particular issues,

and directly connected to the logical model outcome S1,

assisting school staff and/or community members in

learning about trauma-informed practices.

Measures

PD Satisfaction Survey

In order to track outcomes related to the ability for PD to

increase knowledge and commitment to trauma-informed

change related to outcomes S1 (school staff and/or com-

munity members learn about trauma sensitive practices)

and S3 (schools implement systems to provide trauma-in-

formed services to students), we asked all 32 PD partici-

pants to complete a satisfaction survey. The survey asked

about overall satisfaction, areas of growth, if the training

felt useful, whether or not participants felt they gained

knowledge about trauma, and asked participants to name

one aspect of their teaching praxis that may change as a

result of participating in the two-day PD.

Classroom Workshops

Staff Inclusion

Teacher involvement was a calculated choice with a dual

agenda. It reminded students that supportive adults are

available while enabling teachers to reconnect with the

mentoring role that gets buried under the pressure to

achieve academic excellence. We recommend a workshop

model because of these advantages as well as the oppor-

tunity to observe peer interactions and individual patterns

of behavior.

Student Satisfaction Survey

To gauge the utility of the workshop series, we create a

student-focused satisfaction survey. Of the total number of

students that participated in the workshops (N = 77), a

significant portion of them completed a satisfaction survey

(N = 70). Students were asked the following questions: Do

you feel you have a better understanding of how to relax?

Do you feel you have a better understanding of trust? Do

you feel you have a better understanding of how to worry

less? Students were asked to use a Likert scale to gauge

their understanding of these topics before and after the

workshop series.

CBITS

Staff Support

The Clinical Services team assisted teachers in utilizing a

trauma-informed lens when working with group partici-

pants during the school day. As each ten-week group

progressed, the Clinical Services team provided a sounding

board for the concerns of teachers in order to create a

foundation of having been heard and understood, this

method led to teachers naturally choosing to incorporate

information about the stress response and trauma triggers

into interactions; they had with not only CBITS partici-

pants but other students as well.

Trauma Exposure and Symptoms Screener

Secondly, we utilized the UCLA PTSD Index for DSM-IV

adolescence version (Pynoos, Rodriguez, Steinberg, Stu-

ber, & Frederick, 1998). This assessment is an evidence-

based, semi structured, 48-item interview that assesses

exposure to 26 types of traumatic events as well as corre-

sponding DSM-IV PTSD diagnostic.

The UCLA PTSD Index has a 19-item portion designed

to assess the 17 symptoms of PTSD as well as 2 associated

symptoms (fear and guilt). The tool can be used as a

screening tool or to assess the presence and/or severity of

PTSD symptoms. The cutoff for this instrument was

established as endorsing the number of symptoms:

0–6 = none; 7–9 = mild; 10–12 = moderate; and greater

than 12 = severe (Steinberg, Brymer, Decker, & Pynoos,

2004). The UCLA PTSD Index for DSM-IV shows strong

validity across all versions consistently finding a clear

exposure relationship with each reactions index (Steinberg

et al., 2004). The test–retest reliability of the measure

across different versions also consistently ranges from

good to excellent, with test–retest inter-item agreement,

intra-class correlation with adolescents evaluated with the

measure and again 7 days later (Steinberg et al., 2004).
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Results

Results are organized by program component, within

which individual outcomes are further organized by pro-

gram evaluation questions S1–S4, depending on which

logic model outcomes the component was created to

address.

PD

S1: School Staff and/or Community Members Learn About

Trauma Sensitive Practices

Out of the 32 participant responses, 31 (97 %) reported

being satisfied with the trainings received. When asked

about one thing learned after receiving the training, all 32

participants responded. 12 (38 %) indicated making chan-

ges around implementing better self-care strategies; 5

(16 %) indicated being able to recognize trauma better; and

15 (47 %) indicated having a new technique to use with

their students that will reduce stress in the classroom.

When asked if the training was useful, 30 (94 %) partici-

pants reported that the training was useful, and 2 (6 %)

participants responded that it was not. When asked if they

gained knowledge about trauma, 29 out of 32 (91 %)

participants responded that their knowledge did increase.

S3: Schools Implement Systems to Provide Trauma-

Informed Services to Students

When asked about one change they will make, 28 were

able to identify a specific area of change: 16 indicated a

change in attitude to their students and the traumas they

experience; 5 indicated implementing more self-care

techniques; and 7 indicated implementing new techniques

into their routines with the students. Findings related to

long-term PD outcomes will be addressed in future

research once sufficient data has been collected.

Care Coordination

S2: Students Requiring Trauma-Informed Support Are

Identified

Identification of families referred for Care Coordination

occurred via a standardized referral form which was

completed by any staff member who believed the student’s

family was having difficulty caring for basic needs. CBC’s

Care Coordination team was contracted to serve 60 fami-

lies within the first fiscal year, which broke down to 10

families for each of the 6 pilot schools. In our pilot school,

CBC received a total of 28 Care Coordination referrals, and

the Care Coordinator served 19 pilot school families. Thus,

CBC exceeded expected outcomes.

S3: Schools Implement Systems to Provide Trauma-

Informed Services to Students

During the SSST meeting, each referral was discussed by

CBC and the school so as to ensure that Care Coordination

was the most useful support. Once identified, the school

reached out to each family to explain the reason for the

referral and to offer support throughout the Care Coordi-

nation process. Our pilot school found that as families

worked directly with the school utilizing a trauma lens,

positive changes in the communication dynamic between

the school and the family were reported. In fact, the

application of this model was so successful that it resulted

in a group of families that had completed Care Coordina-

tion deciding to continue supporting one another after the

intervention was over. Also, these families began reaching

out to others who they believed to be under significant

stress in an effort to minimize any anxiety or fear associ-

ated with signing up for such a service. This natural cre-

ation of community is at the heart of trauma-informed

transformation, as it goes directly against the isolative,

silent culture that can be created when communities are

impacted by adversities. Implementing Care Coordination

at our pilot school has successfully helped established a

system to provide trauma-informed services to students.

Clinical Services: Classroom Workshops

S4: Students Will Learn Skills in How to Cope with Current

Symptoms and How to Respond to Future Stress

The psychoeducational nature of the workshop series

assisted students in learning how to recognize stress in

themselves and others. Additionally, workshops enabled

students to begin thinking about peers, staff, and outside

persons such as parents, coaches, neighbors, and extended

family members that they can rely upon during times of

distress. Analysis of data collected via the Student Satis-

faction Survey revealed that 95 % report having a better

understanding of how to relax (N = 67), 92 % reported a

better understanding of trusting others (N = 65), and 91 %

report a better understanding of how to worry less

(N = 64). In terms of pre- and post- workshop under-

standing (pre-/post), students reported an increase in

understanding how to relax (43.5/73.9 %); a much lower

increase in understanding how to trust others (33.3/

40.6 %); and an increase in understanding how to worry

less (40/63.8 %). Lastly, when asked an open-ended

question about what areas students would like to learn

about in the future, results revealed that students had
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peaked curiosity in many areas already touched upon

during the workshop: bullying, trusting, relaxing, worrying,

stress, and ways to cope with stress, how to be a good

friend, managing anger, dealing with new feelings or

aspects of life that are new, and family issues.

Clinical Services: CBITS

S2: Students Requiring Trauma-Informed Support Are

Identified

In terms of pre-test UCLA’s (N = 17), 100 % met symp-

tom criteria for PTSD, as this was necessary in order to be

invited to participate in the CBITS group. Results of pre—

test UCLA’s (N = 17) show that participants reported

having ongoing symptoms of distress related to these top

two traumatic experiences: hearing about a violent death or

serious injury of a loved one (65 %) and seeing someone in

their town being beaten, shot, or killed (41 %). Interest-

ingly, 52 % of the participants chose the ‘‘Other’’ category

as the most distressing experience. Events reported within

this category were generally focused on hearing about or

seeing someone killed or being the victim of violence. In

terms of reported symptoms, the two most frequently

reported were: trouble falling to sleep or waking up often

during the night, and becoming upset or afraid when

reminded of the event. Lastly, upon graduation from

CBITS, results of post-test UCLA’s showed that 17 % of

students met the overall symptom criteria for PTSD,

although 70 % met symptom criteria for re-experiencing,

41 % met symptom criteria for avoidance, and 71 % met

symptom criteria for increased arousal. Thus, while there

was a large decrease in the percentage of CBITS partici-

pants who met symptom criteria for PTSD, many students

still did meet symptom criteria for at least one of the

reaction indices.

S4: Students Will Learn Skills in How to Cope with Current

Symptoms and How to Respond to Future Stress

The CBITS group was offered because our pilot school

wanted to offer a system through which students could

obtain trauma-informed socioemotional support. Although

many participants reported that some symptoms persisted

at the time of graduation, all CBITS participants did have

the opportunity to learn skills in how to respond to future

traumatic stress, and were able to learn a number of skills

that can help cope with current symptoms. The multiple

opportunities that student participants had throughout the

group to talk about and process the impact of historical

trauma on current symptoms and behaviors is directly tied

to these logic model outcomes. Until the culture shift is

complete, schools adopting a trauma-informed lens are

tasked with making change, while still serving students

impacted by an overactive stress response system.

Discussion

The purpose of this manuscript is to address implementing

trauma-informed practices by reviewing what has been

done in a pilot school. Understanding essential and key

implementation steps and practices will hopefully be useful

as more and more cities and settings are looking to adopt

trauma-informed practices. From the start, we were acutely

aware that the pilot school, and the micro community

within New Haven that our pilot school served, were not

static environments. Systemic change in dynamic settings

cannot happen overnight. For this first year of the project,

the primary foci of CBC’s Direct Services were to build

relationships and encourage trauma-informed dialogue

with administrators, teachers, staff, students, and families.

The PD, Care Coordination, and Clinical Service compo-

nents delivered by the Direct Services team were tasked

with both starting the transformation process and collecting

information to be used longitudinally in creating a sus-

tainable action plan. As evidenced by both qualitative and

quantitative analysis of findings for each component, CBC

was able to provide some guidance that assisted school

staff and/or community members in learning about trauma

sensitive practices (S1); identifying students in need of

trauma-informed support (S2); implementing systems to

provide trauma-informed services to students (S3); and

helping students learn skills in how to cope with current

symptoms and how to respond to future stress (S4).

Creating this foundation for year one was essential to

sustaining a system that is based on knowledge which can

continue to ensure the best trauma-informed practices

remain in place (Metz, Naoom, Halle, & Bartley, 2015).

Specifically, we were able to assist administrators and

teachers in understanding the widespread impact of trauma;

recognizing signs and symptoms of trauma from an indi-

vidual as well as from a systems perspective; and integrating

trauma knowledge into some of their existing practices in an

effort to create a supportive, trauma-informed environment

(SAMHSA, 2014, p. 9). Understanding this process and

transformation takes time but an appropriate evaluation of

medium-term and long-term goal provided in the logic

model will assess the impact of these trauma-informed

practices with assumptions and fidelity in mind.

Limitations

Even with the successes that CBC’s Direct Services team

accomplished within the first year of implementation, there

are a number of limitations that exist. First, delimiting our
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investigation to one pilot school limits the generalizability of

our results, as the small samples (one school, 32 teachers, 19

Care Coordination families, 3 classroom workshops, 17

CBITS participants) decreases the power inherent in the

results, thereby decreasing external validity. Such small

samples and the inherent lack of focus on external validity is

customary for pilot investigations, given the exploratory

nature of a piloted project such as the first year of imple-

menting trauma-informed change within a school setting.

That said, we do not suggest generalizing results gleaned

from our critical appraisal to the general public. Data anal-

ysis on a larger set of data from a wider range of schools will

occur after years two, three, and four and will include out-

comes measured from all pilot schools. This will enable us to

conduct correlational research that can potentially provide

findings that explain strong relationships, thereby increasing

external validity and generalizability to similar school sys-

tems and microcommunities.

Next, with respect to the PD component, we did not

adequately measure whether or not teachers did implement

trauma-informed change based on what they indicated they

would like to change at the close of the two-day PD

training. It is recommended that those providing the same

training create a method of monitoring the progress that

teachers make in implementing change on the classroom

level. Additionally, while the large majority of teachers did

report an interest in having group forums for ongoing

dialogue and support, CBC only provided one–one–one

support during the first year of implementation. In response

to this limitation, we hope to offer meeting places every—

other—month for teachers to check in regarding the work

they are doing, the struggles they face, and the questions

they have related to trauma, toxic stress, and the school

environment. In these settings, we will also require teach-

ers to reflect on the progress they are making toward

instituting small trauma-informed changes during the

school day.

In terms of the Care Coordination component, one

limitation was that our Care Coordinator was unable to

remain available as a support to teachers during the school

day due to the competing need for the Care Coordinator to

split time between a number of pilot schools. The issue of

limited availability also came up within the Clinical Ser-

vices component. Both clinicians working within the pilot

school had responsibilities in other schools and within

CBC, thereby limiting the time allocated to the pilot

school. One way that the NHTC and CBC are addressing

this concern is by increasing the number of hours that each

clinician can be available by hiring more professionals.

Increased time allocation will enable the Care Coordinators

and Clinical Services clinicians to both focus more on

direct services and facilitate the PD check-in explained

earlier in this section.

In terms of the workshops provided by the Clinical

Services team, data collected in the Student Satisfaction

Survey revealed that many students were interested in

receiving additional support around a range of topics. Due

to issues in time allocation noted above, and resultant of

the piloted nature of the project, many of these students did

not receive additional services despite reported interest.

We are in the process of developing a sustainable work-

shop series that is available throughout the school year. It is

recommended that institutions offering classroom work-

shops also provide subsequent workshops on a continuous

basis, so as to support students who do not get referred for

additional services but who report interest in ongoing

learning opportunities.

With respect to the CBITS group provided by the

Clinical Services team, two limitations must be mentioned.

One, despite CBC’s recommendation to screen the entire

cohort of students that participated in the workshop series,

the pilot school opted to refer students exhibiting moderate

to high levels of negative behavior in the classroom.

CBITS as a model suggests that only one participant in

each group be actively displaying such significant levels of

externalizing behaviors. Additionally, knowledge of

trauma teaches us that those impacted by trauma may

exhibit withdrawn tendencies and/or appear to be unaf-

fected. A more widespread screening will enable the school

to get an accurate picture of the student experience of

trauma. CBC’s Clinical Services team has already imple-

mented this type of screening method in other pilot

schools, and it is recommended that other institutions adopt

this universal screening method in order to accurately

assess student needs and experiences. Lastly, while CBITS

was able to identify students in need of services (S2),

provide trauma-informed services to students (S3)—which

was assessed merely by the fact that groups were offered,

and help students learn skills in how to cope with current

symptoms and how to respond to future stress (S4), future

research must focus on whether or not CBITS graduates are

able to utilize these skills after their participation in CBITS

ends. This way, the Clinical Services team will understand

the true impact of the CBITS model on assisting students in

actually adopting new and healthier ways of coping with

symptoms and stress. Thus, both pre- and post-data will be

collected.

The NHTC and the City of New Haven are poised to

continue our efforts to assist the New Haven community in

becoming trauma-informed. There are many questions we

look forward to exploring in the months and years to come.

How can we facilitate parent/caregiver engagement that

enables parents to explore their own experience of trauma

and stress? Will this process be similar to what students

and staff experienced, or will it need to look different?

How can we leverage the changes felt by students who
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have benefitted from trauma-informed interventions to

assist other students in seeking support? As the second year

of implementation begins, the team is more equipped to

facilitate trauma-informed dialogue between the family and

school systems. This article is meant to be a testimony to

the challenges and successes that come with implementing

a trauma-informed educational praxis, and we hope it is

helpful to others who are trying to decrease the adverse

impact of trauma and toxic stress on students and school

environments.
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