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Abstract of Dissertation 

 
Early Childhood Special Education Teachers’ Perception of Their Efficacy in Teaching 

Children Affected by Trauma 
 

 This study used a mixed methods design with a complementarity purpose to 

understand how early childhood special education teachers perceive the relationships 

among trainings they have completed in trauma-informed care and their beliefs that they 

can teach and support students who have been affected by trauma. Quantitative data were 

collected through the Attitudes Related to Trauma-Informed Care (ARTIC) Scale for 

education settings (Baker et al., 2016). Qualitative data were collected through surveys. 

All participants were asked to complete the ARTIC and the surveys. 

 Qualitative, quantitative, and integrated findings were analyzed for areas of 

convergence and divergence. Quantitative findings suggest that early childhood special 

education teachers generally have positive attitudes related to trauma-informed care. 

Qualitative findings suggest professional development in trauma-informed care impacts 

teachers’ practices in their classrooms and that teachers have strategies for teaching 

students affected by trauma in their classrooms. Integrated findings suggest that 

professional development in trauma-informed care positively impacts teachers’ ARTIC 

scores. Findings from the study address gaps in the research and led to recommendations 

for policy, practice, and future research.  
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CHAPTER 1 

Introduction 

 In the 2019-2020 school year there were approximately 37,037 full-time 

equivalent early childhood special education teachers in the field in the United States 

(United States Department of Education, 2022). These teachers completed a variety of 

degree and preparatory programs before entering the classroom as teachers. Within their 

schools and districts, they have varying professional development programs available to 

them to support their continuing education. Despite these differences, all teachers are 

expected to effectively support and teach their students, and this expectation holds 

regardless of their preparation experiences and the intensity of their students’ needs. Data 

shows that more than two-thirds of American children report experiencing trauma in their 

lives before the age of 16 (Substance Abuse and Mental Health Services Administration 

[SAMHSA], 2022); this prevalence rate suggests that educators have students that are 

affected by trauma in their classrooms every day. These students have unique needs when 

compared to their peers who have not been affected by trauma, and their teachers are 

expected to support these needs and teach them effectively. 

 I began my career as an early childhood special education teacher soon after 

graduating with my master’s in education. I entered the classroom confident in my ability 

to teach early reading, writing, math, and social skills to my students. I had been trained 

in instructional methods, data collection, and special education law. I had my centers 

planned out, a schedule and routine for every day, and accessible labels throughout my 

classroom. When my 18 students showed up that first day, I was ready to give them the 

best preschool experience I possibly could. My students came as their authentic selves. 
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They came with their individual histories and needs, and I had to learn how to meet those 

needs in my classroom. 

 Within the first month of that first school year, I learned what adverse childhood 

experiences (ACEs) were and how they can affect behavior and learning in children. I 

learned about trauma and toxic stress and the role they can play in development. I 

researched instructional methods for students who had been affected by trauma because I 

recognized that my previous training had not prepared me to support and teach many of 

the students in my classroom. There were a lot of difficult days and I spent many 

evenings reflecting on and questioning my teaching abilities. I had to re-think my 

instructional methods, my classroom design, and the way that I interacted with my 

students and their families. That first year in my classroom I grew with my students as we 

learned how to successfully work together.  

I was fortunate to have an administration that supported my need for professional 

development in trauma-informed care. I attended numerous trainings related to trauma-

informed practices in preschool classrooms, and I was able to find strategies that worked 

for both my students and me. Each subsequent year, I entered the classroom more 

confident in my ability to teach and support students who have been affected by trauma. 

This training in trauma-informed practices was not only helpful; it was necessary to 

increase my self-efficacy as a teacher and skills and abilities to teach my students.  

Overview 

With the prevalence of trauma in the lives of American children, there is a need to 

understand how teachers perceive the effectiveness of their training and professional 

development experiences in trauma-informed practices. The literature review in chapter 
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two reveals that although numerous trauma-informed practices have been investigated in 

early childhood classrooms, there is a lack of understanding of teachers’ sense of efficacy 

in utilizing these practices in their classrooms. Although studies of trauma-informed care 

and practices have largely focused on the children within classrooms and how a trauma-

informed environment can affect their learning and behavior, there has been little 

attention to its effects on teacher efficacy.  

The research study utilized the Attitudes Related to Trauma-Informed Care 

(ARTIC) Scale for education settings (Baker et al., 2016). The ARTIC Scale for 

education settings is a 45-question survey measuring seven subscales related to trauma-

informed care (ARTIC-45) (Baker et al., 2016). The seven ARTIC-45 subscales are “(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, (e) reactions to the 

work, (f) personal support of TIC, and (g) system-wide support for TIC” (Baker et al., 

2016, p. 66). Teacher responses to the ARTIC-45 were analyzed alongside open-ended 

qualitative survey responses regarding the professional development teachers have 

received related to trauma-informed care to better understand if the relationships among 

teachers’ feelings of efficacy in teaching students who have been affected by trauma, the 

professional development teachers have received related to trauma-informed care, and 

teachers’ ARTIC scores. 

Statement of the Problem 

 Simply put, it is challenging to meet the diverse needs of the students within each 

classroom. Each student entering a classroom has their own history, learning needs, 

attitude toward school and adults, and social and emotional needs. Teachers are expected 
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to meet these needs regardless of their own feelings of efficacy in being able to do so. 

Professional development, continuing education, and other forms of training are often 

believed to increase teachers’ feelings of efficacy in meeting the needs of their students. 

However, there is a need to investigate and understand whether these methods are 

actually related to teachers’ feelings of efficacy. If the field is serious about developing 

teachers that feel efficacious in teaching and supporting students who have been affected 

by trauma, we must better understand how teachers describe their feelings of efficacy, its 

relationship to trauma-related trainings, and their attitudes related to trauma-informed 

care broadly. 

Purpose and Research Questions 

 The purpose of the research study was to understand how early childhood special 

education teachers perceive the relationships among trainings they have completed in 

trauma-informed care and their beliefs that they can teach and support students who have 

been affected by trauma. To achieve this purpose, the study was designed as a mixed 

methods design with a complementarity purpose. The qualitative and quantitative results 

were examined for convergence and divergence and new integrated insights to 

understand early childhood special education teachers’ beliefs in their self-efficacy in 

supporting students affected by trauma. 

 The following research questions were addressed in the research study: 

1. What are early childhood special education teachers’ attitudes related to 

trauma-informed care as measured by the ARTIC? 

2. How do early childhood special education teachers describe their efficacy in 

teaching students affected by trauma? 
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3. How do early childhood special education teachers describe their experiences 

of training, professional development, and/or continuing education in trauma-

informed care? 

4. What relationship exists between early childhood special education teachers’ 

ARTIC scores and their experiences of training, professional development, 

and/or continuing education in trauma-informed care? 

Statement of Potential Significance 

 The research study was designed to add to the field’s understanding of how 

teachers perceive their efficacy in teaching and supporting students who have been 

affected by trauma. The ARTIC Scale for educational settings is the only tool specifically 

designed to measure how teachers feel about trauma-informed practices within their 

classrooms and schools (Baker et al., 2016). The aim of this study was to enrich 

quantitative findings from the ARTIC-45 by exploring relationships between ARTIC-45 

scores and teachers’ perceptions of professional development trauma-informed care and 

practices. There is a need in the field to understand if professional development is an 

effective method to support teachers’ feelings of efficacy in teaching trauma-affected 

students. 

The mixed-methods design had the potential to provide robust understanding of 

teachers’ feelings of efficacy related to trauma-informed care. The ARTIC-45 subscale 

scores provide a quantitative measure of teacher attitudes. The survey responses related 

to feelings of efficacy and professional development received provide qualitative data to 

add to the complexity and depth of the understanding of the phenomena (Collins et al., 

2006). The data collected in both the quantitative and qualitative phases were analyzed to 
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identify the convergence and divergence of the results. Both qualitative and quantitative 

strands were integrated and analyzed side-by-side to examine the data for patterns that 

may provide new and nuanced insights. The use of mixed-methods was intended to 

produce a robust analysis that would lead to greater understanding of teachers’ feelings of 

efficacy in teaching and supporting students affected by trauma and relationships among 

feelings of efficacy, ARTIC-45 scores, and professional development in trauma-informed 

care. 

Conceptual Framework 

 The research study was informed by two conceptual frameworks: Bandura’s 

theory of self- efficacy (Bandura, 1977) and a bioecological approach to trauma 

intervention (DeCandia & Guarino, 2020).  

 Bandura’s theory of self-efficacy enhances the understanding of how teachers’ 

feelings of self-efficacy can influence the practices they utilize in their classrooms. The 

belief that they can successfully execute the behaviors required to produce their intended 

outcome is their feeling of self-efficacy (Bandura, 1977). Self-efficacy is a key belief for 

teachers when they are presented with a difficult classroom situation (Dellinger et al., 

2008). A feeling of positive self-efficacy can positively affect how they persevere and 

cope in such situations (Bandura, 1977). 

 A bioecological approach to trauma intervention combines Bronfenbrenner and 

Morris’ (1998) bioecological theory of development and Harris and Fallot’s (2001) 

trauma-informed service system. The approach recognizes the effects of secure 

relationships in early childhood on children’s expectations of the adults in their 

environment (Bronfenbrenner & Morris, 1998). Early relationships and environments can 
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have life-long implications for how children form new relationships, their social and 

emotional development, and how they interact with novel stimuli (Bronfenbrenner & 

Morris, 1998). Within the context of trauma-informed care, Harris & Fallot (2001) 

incorporate Bronfenbrenner and Morris’ (1998) theory to recognize that trauma can 

impact one’s wellbeing and behavior. The bioecological approach to trauma intervention 

applies the bioecological theory of development to understanding how trauma effects 

behavior, development, and holistic wellbeing (Harris & Fallot, 2001). Within this 

approach, there is a shift in perception from ‘what’s wrong with you’ to ‘what happened 

to you’ (DeCandia & Guarino, 2020).  

Figure 1 

Conceptual Framework 
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Summary of Methodology 

 The research study utilized a complementarity concurrent mixed-methods design 

(Onwuegbuzie & Collins, 2007). The quantitative sample was nested within the 

qualitative sample (Onwuegbuzie & Collins, 2007). Quantitative data was collected via 

the ARTIC-45 for educational settings. Qualitative data was collected via short-answer 

survey questionnaires. All qualitative survey participants were given the opportunity to 

answer the quantitative assessment; however, some participants did not respond to the 

ARTIC-45. The ARTIC-45 responses were analyzed by subscale using the scoring guide 

provided with the scale. Analyses were conducted by subscale to provide detailed 

information on participants attitudes towards aspects of trauma-informed care. ANOVA 

was utilized to determine significance of variance among qualitative categories such as 

years in the classroom and quantity of trainings attended on trauma-informed practices 

and ARTIC-45 subscale scores. The survey responses were analyzed using line-by-line 

coding. First cycle coding included descriptive and in vivo coding to reflect the lived 

experiences of participants (Saldaña, 2016). Second cycle recoding was used to identify 

groups of meaning and patterns within the codes (Saldaña, 2016). Second cycle codes 

were then analyzed for themes that respond to my research questions and are 

conceptually congruent (Merriam & Tisdell, 2015). The data from both phases were 

compared in side-by-side joint displays to identify areas of confirmation, expansion, and 

discordance (Fetters et al, 2013). 

Limitations 

 There were a number of limitations within the research study. I used my personal 

network of teachers to recruit participants for the study. This produced a higher number 
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of participants from the South than the Northeast, Midwest, or Pacific coast. This limited 

the generalizability of the results of the study. Additionally, it was likely that there were 

numerous participants from the same schools or districts. This may have led to 

participants with similar or the same history of training in trauma-informed care. All 

participants were asked to participate in both the qualitative and quantitative phases of 

the study. Not all participants decided to complete both phases. This means that the 

qualitative and quantitative participant sample sizes were different. It also was not 

possible to compare all of the participant data between the two phases. 

Summary 

 The research study utilized a concurrent mixed methods design to add to the 

understanding of teachers’ feelings of efficacy in teaching and supporting students who 

have been affected by trauma. The literature suggested that while there are many trauma-

informed practices that can be used in early childhood classrooms, there is a lack of 

understanding of how efficacious teachers feel in using these practices. The research 

study served to bridge some of the gap in that understanding. This is an issue that is 

critical in the field at this moment as teachers continue to have students affected by 

trauma in their classrooms every day. Teachers need to feel efficacious in teaching and 

supporting all students in their classrooms. There must be a commitment in the field to 

ensuring that all students have their developmental needs met within their classrooms. 
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Definition of Key Terms 

 The following definitions of key terms may be useful to readers: 

Adverse Childhood Experiences (ACEs) – “potentially traumatic events in childhood 

(0-17 years), such as neglect and experiencing or witnessing violence. ACEs include 

aspects of a child’s environment that can undermine their sense of safety, stability, and 

bonding, such as living in a household with substance misuse or mental health problems.” 

(Centers for Disease Control and Prevention [CDC], 2021) 

Attitudes Related to Trauma-Informed Care (ARTIC) Scale – A scale that can be 

used to measure professionals’ attitudes toward trauma-informed care. For this study, the 

ARTIC Scale for education will be used. 

Resilience – The ability of an individual to adapt in the face of adversity or recover from 

difficult situations 

Toxic stress – “Toxic stress happens when the brain endures repeated stress or danger, 

then releases FIGHT-OR-FLIGHT HORMONES like cortisol.” (CDC, 2021) 

Trauma – An emotional or psychological response to an adverse event or experience 

Trauma-informed care – “Trauma-informed care represents an ecological approach to 

trauma intervention based on the understanding that (a) environmental factors influence 

well-being; (b) health is, at least in part, socially-determined; and (c) interventions must 

target individual, interpersonal, and community systems” (DeCandia & Guarino, p. 20, 

2020) 

Self-efficacy – the belief that one can successfully perform the behavior necessary to 

achieve the desired outcome (Bandura, 1977)  
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CHAPTER 2 

Overview 

More than two-thirds of American children report they have experienced trauma 

in their lives before the age of 16 (SAMHSA, 2022). Trauma results from “an event, 

series of events, or set of circumstances that is experienced by an individual as physically 

or emotionally harmful or life threatening and that has lasting adverse effects on the 

individual’s functioning and mental, physical, social, emotional, or spiritual well-being” 

(SAMHSA, 2014, p. 7). These events can include adverse childhood experiences (ACEs), 

natural disasters, accidents, war, chronic or severe illness, or the loss of a loved one 

(SAMHSA, 2022). Children who have experienced or are experiencing trauma require 

specialized social, emotional, behavioral, and academic care in school (SAMHSA, 2022). 

  Schools are adopting trauma-informed practices to mitigate the impacts of trauma 

on their students (Reinbergs & Fefer, 2018). Trauma-informed practices recognize the 

impact that trauma has on the lives of students. These practices aim to shift the 

perspectives of school staff from thinking something is wrong with students who have 

been affected by trauma to trying to understand what has happened to them (SAMHSA, 

2022). Trauma-informed practices utilize the four R’s: 

realizes the widespread impact of trauma and understands potential paths for 

recovery; recognizes the signs and symptoms of trauma in clients, families, staff, 

and others involved with the system; and responds by fully integrating knowledge 

about trauma into policies, procedures, and practices, and seeks to actively resist 

re-traumatization (SAMHSA, 2014, p. 9). 
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In schools, trauma-informed practices should be adopted by the entire staff to create the 

most supportive environment possible for students (National Child Traumatic Stress 

Network [NCTSN], 2018). Teachers make up just under 50 percent of public school staff 

(National Center for Education Statistics [NCES], 2018); thus, it is crucial that they are 

trained in trauma impacts and trauma-informed practices. Training for teachers can 

include how to respond to trauma, how to recognize trauma in students, how to 

incorporate trauma-informed practices in the classroom, and how to practice self-care 

(NCTSN, 2018). 

As schools adopt student trauma screening and teacher trauma training processes, 

it is critical to assess the efficacy of these practices. If schools opt to screen students for 

trauma impacts, then teachers need to be prepared to meet their needs. Teachers must 

know how to implement trauma-informed practices in their classrooms, how to refer 

students for more intensive trauma-informed care, and who can support them in 

improving their practices. In the case of special education students, teachers may need to 

amend a student’s Individualized Education Program (IEP) to provide trauma-informed 

services. It is not enough to assess a teacher’s knowledge of trauma-informed practices 

and trauma impacts; a teacher needs to be able to effectively implement such practices 

with his or her students. Gaps exist in the literature in assessing a teacher’s feelings of 

efficacy in addressing the needs of his or her trauma-affected students. The importance of 

utilizing trauma-informed practices in early childhood classrooms is clear; however, the 

effectiveness of implementing these practices hinges on the preparation and perception of 

efficacy of the teachers in these classrooms (Dellinger et al., 2008). 
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Literature Search Process 

A keyword search was conducted in the Academic Search Complete, Education 

Source, ERIC, APA PsycArticles, APA PsycInfo databases, and Google Scholar. 

Combinations of the following keywords were used in the search: (“trauma informed 

care” OR “trauma informed practice” OR “trauma” OR “adverse childhood experiences” 

OR “ACEs” OR “trauma-informed”) AND (“early childhood education” OR pre* OR 

“kindergarten” OR “primary” OR “elementary” OR “head start”) AND (teach* OR 

educat*) AND (“professional development” OR “professional learning” OR 

“professional training” OR “continuing education” OR train* OR prepar*) AND 

(“impression” OR perspect* OR satisfact* or attitude or percept*). Additional searches of 

reference lists and forward searches of the included articles were conducted. The 

literature was screened in four phases: (a) duplicate item and language other than English 

removal, (b) title screening, (c) abstract screening, and (d) full text screening. 

To be included in the study, articles had to be written in English; focused on 

teacher training or professional development in trauma symptoms and/or trauma-

informed practices; and include teachers who work in school-based general or special 

education settings with students in preschool through fifth grade. Articles were excluded 

if they were written in a language other than English; focused on psychologist-, social 

worker-, or mental health professional-provided care; included teachers who work in in-

home intervention, residential, or alternative education settings; and/or included teachers 

who only work with students in sixth grade and above. 
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Literature Screening Process 

The initial database search yielded 977 results. Items were initially removed if 

they were written in languages other than English. The titles were then screened for 

inclusion. Duplicate titles were removed before the abstracts of the remaining items were 

screened. Finally, a full text screening was conducted for the remaining items. After a full 

text screening, 42 items met inclusion criteria. A subsequent review of the reference lists 

of the included items revealed an additional 27 items for inclusion. 

During inclusion screening, any item that did not specifically cover teacher 

training in trauma and/or trauma-informed practices was excluded. Teacher training 

could be delivered through a variety of formats including, but not limited to: in-person 

professional development, online modules, and coaching sessions. Articles that focused 

on teachers who only worked with students in the sixth grade and above were excluded. 

If an article included teachers working within and outside of the target grade range of 

preschool through fifth grade, then the article was included. The teachers in the included 

literature must be working in public, private, or charter schools during the typical school 

day, including extended-day programs. Literature that focused on teachers in in-home, 

after-school, correctional education, or alternative education programs did not meet 

inclusion criteria. Literature that focused on trauma-informed training after a specific 

event such as a natural disaster was included. Dissertations, master’s theses, and 

conference proceedings were not included. 

Overview of Trauma in Childhood 

 Trauma in early childhood can be the result of a multitude of events or 

experiences. Possible traumatic events may include: 
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• Psychological, physical, or sexual abuse 

• Community or school violence 

• Witnessing or experiencing domestic violence 

• National disasters or terrorism 

• Commercial sexual exploitation 

• Sudden or violent loss or a loved one 

• Refugee or war experiences 

• Military family-related stressors (e.g., deployment, parental loss, or 

injury) 

• Physical or sexual assault 

• Neglect 

• Serious accidents or life-threatening illness (SAMHSA, 2022) 

It is estimated that two-thirds of American children will experience a traumatic event in 

their lives before the age of 16 (SAMHSA, 2022). It is difficult to ascertain the 

prevalence of trauma in early childhood as trauma symptoms may present differently and 

young children may have more difficulty communicating their experiences (De Young, 

Kenardy, & Cobham, 2011). While not all children who experience a traumatic event 

then experience toxic stress or have trauma impacts (SAMHSA, 2022), the possibility of 

impacts must be recognized.  

Educational Impacts 

Children who have grown up affected by trauma require support in social and 

behavioral skills in the classroom. They are more likely than their peers who did not grow 

up affected by trauma to enter the classroom with impairments in attachment, affect 
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regulation, and behavior regulation (Holmes et al., 2015). In the classroom this can 

appear to present as attention deficit hyperactivity disorder (ADHD) or oppositional 

defiant disorder (ODD) (Burke Harris, 2019). Students who have been affected by trauma 

can have difficulty maintaining focus and appropriate behavior in the classroom 

(NCTSN, n.d.). Difficulty maintaining focus can lead to students struggling 

academically, especially as increased academic demands are placed on them (NCTSN, 

2018). Students who are impacted by trauma may appear to overreact to small stressors 

or setbacks (Sciaraffa et al., 2018) or may underreact to environmental stressors 

(NCTSN, 2008). They may become upset or distressed easily and may have difficulty 

returning to a calm state (NCTSN, 2008; NCTSN, n.d.). Students who have been affected 

by trauma may also have difficulty adjusting to changes in their homes and classrooms 

(SAMHSA, 2022). 

Emotional and Behavioral Impacts 

Students who have difficulties maintaining appropriate behavior, coping with 

change, and overreacting to stressors can encounter disciplinary action by school staff in 

response to their behaviors (NCTSN, 2018). If a school has not adopted trauma-informed 

practices, then students who are displaying these behaviors due to the trauma they have 

experienced may be suspended, expelled, or transferred to a more restrictive school 

setting (NCTSN, 2018). These exclusionary disciplinary actions can amplify a student’s 

academic difficulties if he or she is forced to miss instructional time. 

Students who are affected by trauma are at a greater risk for adverse health 

outcomes than their peers who have not been affected by trauma. ACEs, which can be a 

cause of childhood trauma, have been shown to have a dose-response relationship to 
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adverse health outcomes (CDC, 2021). ACEs include emotional, physical, and/or sexual 

abuse, mother treated violently, substance abuse in the household, mental illness in the 

household, parental separation or divorce, incarcerated household member, and emotional 

and/or physical neglect that occurred before the age of 18 (CDC, 2021). Physical abuse, 

substance abuse in the household, and parental separation or divorce were the most 

commonly experienced ACEs in the CDC-Kaiser study on ACEs (CDC, 2021). Adverse 

health outcomes related to ACEs include depression, anxiety, post-traumatic stress 

disorder, cancer, diabetes, alcohol and drug abuse, cardiovascular disease, and early death 

(CDC, 2021). Individuals who have experienced ACEs are also more likely to engage in 

risky health behaviors which increase the likelihood of bodily injury, traumatic brain 

injury, unintended pregnancy, and sexual transmitted diseases (CDC, 2021). However, it 

cannot be assumed that if an individual has experienced any ACEs, they will then have 

any negative outcomes. ACEs do not equally affect individuals that experience them. 

Neurological Impacts 

Childhood trauma has been shown to have detrimental effects on 

neurodevelopment. Childhood trauma can lead to chronic childhood stress (NCTSN, 

2018). When the brain is exposed to chronic stress, there can be damage to the physical 

structures of the brain and functions such as memory and information processing can be 

impaired (Swick et al., 2013). Specifically, childhood trauma can negatively impact the 

development of the hippocampus, amygdala, and the inferior frontal gyrus (Anda et al., 

2006; Barch et al., 2018; Painter & Scannapieco, 2013). The disruption of 

neurodevelopment in these areas may lead to cognitive impairments in memory, 
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information processing, and emotional and behavioral regulation (Anda et al., 2006; 

Barch et al., 2018; Painter & Scannapieco, 2013). 

Hippocampus 

Children that are living with trauma are more likely to experience extreme stress. 

Exposure to extreme stress causes the body to release cortisol and/or adrenaline, which 

can damage brain cells, disrupt homeostasis, and impair memory (Painter & Scannapieco, 

2013). This exposure to extreme stress can inhibit development of neurons in the 

hippocampus and can cause atrophy of dendrites (Painter & Scannapieco, 2013). 

Furthermore, childhood trauma has been linked to a reduction in the size of the 

hippocampus (Anda et al., 2006). The hippocampus is implicated in behavioral 

inhibitions and recognizing socially appropriate behavior (Bear et al., 2016). An 

impairment in development of neurons in the hippocampus can lead to difficulties 

recognizing and utilizing socially appropriate behavior. Lack of behavior control is a 

commonly cited concern for children that have been exposed to trauma (Melville, 2017). 

The hippocampus is also involved in the cognitive aspects of memory (Bear et al., 2016). 

Exposure to childhood trauma has been linked to concerns with memory retrieval (Burke 

Harris, 2019). Impaired retrieval can make it difficult for children to recall facts and 

events (Burke Harris, 2019). For students, this can have detrimental effects on their 

school achievement and performance in the classroom. 

Amygdala 

Exposure to childhood trauma has also been linked to a reduction in the size of 

the amygdala (Anda et al., 2006). The amygdala is located in the temporal lobe of the 

brain and is part of the limbic system (Bear et al., 2016). The amygdala is responsible for 
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the emotional aspects of memory, fear conditioning, and control of aggressive, oral, and 

sexual behavior (Painter & Scannapieco, 2013). The amygdala also assists an individual 

in recognizing a threat and avoiding or responding to it (Painter & Scannapieco, 2013). In 

individuals that have experienced trauma, detrimental effects in the amygdala can lead to 

inappropriate or exaggerated fear responses (Anda et al., 2006). This can include 

invoking a fear response to anything that may appear to be related to a previously 

traumatic event (Painter & Scannapieco, 2013). For individuals that have experienced 

trauma, this can cause a state of hyperarousal (Swick et al., 2013). Students who have 

been affected by trauma may exist in a state of constant fear of harmful events and 

therefore have the potential to respond in an exaggerated manner to any stimuli that 

reminds them of a previously traumatic event (Swick et al., 2013). 

Inferior Frontal Gyrus 

Exposure to childhood trauma has also been linked to impaired structure, 

function, and connectivity of the prefrontal regions of the brain, particularly in the 

inferior frontal gyrus (Barch et al., 2018). The inferior frontal gyrus are located in the 

frontal lobe (Bear et al., 2016). The inferior frontal gyrus are associated with impulse 

control, emotional regulation, and emotional control (Barch et al., 2018). These have all 

been noted as areas of concerns for individuals who have experienced childhood trauma 

(Melville, 2017). Individuals that have been exposed to childhood trauma have been 

shown to be impulsive and have difficulty recognizing their emotions and the emotions of 

others (Holmes et al., 2015). This can begin to be observed in early childhood and can 

have lasting negative impacts on educational achievement (Bettencourt et al., 2018). 



 
 

20 
 

Effective Supports for Children who Have Experienced Trauma 

 Interventions for children who have been affected by trauma should vary based on 

the needs of the individual child (Chafouleas et al., 2016). Children will respond to 

interventions in unique ways; there is no guarantee that one intervention will be effective 

for all children affected by trauma. There can be variance in type of intervention, 

frequency of intervention, delivery of intervention, and intensity of intervention 

(Reinbergs & Fefer, 2018). These variances lend themselves to a tiered approach to 

intervention. In a trauma-informed classroom, the classroom teacher may informally 

provide increasingly intensive interventions to individual students. In a trauma-informed 

school, a more formal tiered system of intervention delivery may be adopted with service 

delivery by teachers, social workers, psychologists, and other school staff (Reinbergs & 

Fefer, 2018). 

Multi-Tiered Systems of Support 

Multi-tiered systems of support (MTSS) is a public health approach to 

intervention service delivery (Chafouleas et al., 2016). The use of MTSS has gained 

traction in schools since response to intervention (RtI) was added to the regulations of the 

Individuals with Disabilities Education Act (IDEA) in 2004 (Reinbergs & Fefer, 2018). 

The IDEA regulations state that 

(a) for a child suspected of having a specific learning disability, the 

 documentation of the determination of eligibility, as required in §300.306(a)(2), 

 must contain a statement of. . . 

(7) If the child has participated in a process that assesses the        

 child’s response to scientific, research-based intervention— 
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(i) The instructional strategies used and the student-centered data 

 collected (Individuals with Disabilities Education Act [IDEA], 

 2004, sec. 300.311) 

The addition of RtI to the IDEA regulations yielded support to the use of tiered 

intervention approaches in other areas (Reinbergs & Fefer, 2018). MTSS is now widely 

used as a tiered intervention approach for trauma-informed practices in schools 

(Chafouleas et al., 2016; Reinbergs & Fefer, 2018). 

MTSS has six defining features: 

(a) the use of evidence-based practice when providing support to students, (b) 

 tiered organization of supports with increasing intensity, (c) use of a data-based 

 problem-solving framework for support decisions, (d) decision rules for 

 evaluating student response to support and subsequent modifications, (e)  

 measuring and maintaining treatment fidelity, and (f) identifying students who 

 need support early (Sugai & Horner, 2009)(Chafouleas et al., 2016, p. 145) 

MTSS utilizes a three-tiered triangle approach to trauma-informed practices (Chafouleas 

et al., 2016). As students move from tier to tier the interventions increase in intensity. 

Tier 1 interventions are evidence-based practices that are used universally in a school or 

classroom. These can include creating a safe and secure environment, incorporating 

social and emotional learning, and teaching coping strategies though mindfulness and 

resilience building (Blogett & Lanigan, 2018; Dorado et al., 2016; Swick et al., 2013). 

Tier 2 interventions are evidence-based practices that are used for a selected group of 

students. These interventions may be delivered in small group or individual format and 

are used for students who need more support than what is given through tier 1 
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interventions (Reinbergs & Fefer, 2018). Tier 3 interventions are evidence-based 

practices that are used for a targeted group of students. These interventions are likely 

delivered in an individual format and are used for students who need more support than 

what is given through tier 1 and 2 interventions (Reinbergs & Fefer, 2018). Tier 0 has 

been proposed to describe the advocacy work practitioners, researchers, and community 

members do to improve conditions that may produce student trauma or improve treatment 

for trauma symptoms (Briggs, 2013). Tier 0 work may include advocating for school 

funding for mental health services, for social programs to reduce poverty, and for 

legislation that attempts to reduce community violence (Briggs, 2013). 

Tier 1 Evidence-Based Practices 

Tier 1 evidence-based practices are universally delivered in a school or classroom. 

Teachers who have been trained in tier 1 evidence-based practices are able to incorporate 

practices into their classroom routines and lessons (Dorado et al., 2016). These are 

practices that are beneficial both to students who have experienced trauma and those who 

have not. School-wide implementation of trauma-informed practices such as utilizing 

school-wide positive behavior interventions and supports (SWPBIS) can benefit school 

culture (Zakszeski et al., 2017). A well-implemented SWPBIS program sets clear 

behavioral expectations for students and recognizes positive student behaviors 

(Chafouleas et al., 2016). SWPBIS helps to create a predictable school environment 

where students feel safe and supported by school staff which is important for students 

who are affected by trauma (Zakszeski et al., 2017). Universal tier 1 practices such as 

SWPBIS may support students whose trauma is unknown to school personnel (Blodgett 

& Lanigan, 2018). Furthermore, these practices are “likely to be the most practical and 
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effective way to respond to the scope of ACE exposure” (Blodgett & Lanigan, 2018, p. 

144) and ACE exposure can be a cause of childhood trauma. 

Safe Place. For a student who has been affected by trauma, schools can serve as a 

secure environment. Schools can provide consistency in a student’s life that may not exist 

outside of the classroom (Blodgett & Lanigan, 2018; Swick et al., 2013). School may be 

the only place where a student feels comfortable speaking about what he or she has 

experienced outside of the classroom. A classroom teacher can provide a secure, trusting 

relationship in the life a student. This kind of relationship may allow a student to feel 

comfortable sharing what he or she is experiencing and to seek assistance in dealing with 

the trauma in his or her life (Brunzell et al., 2015). In a classroom utilizing trauma-

informed practices, the teacher can take deliberate action to develop trust with students 

and maintain an unconditional positive regard for students (Brunzell et al., 2019; Brunzell 

et al., 2015). The development of trust between a teacher and his or her students may 

encourage and support students in taking emotional and cognitive risks in the classroom 

(Brunzell et al., 2015). Taking these risks in a secure environment allows students to 

make gains in their content-related learning and emotional intelligence. Students who 

have been impacted by trauma may be resistant to building positive relationships with 

their teachers (Brunzell et al., 2019). Teachers must persist in their efforts to build and 

maintain positive relationships with their students to create a trauma-informed and 

trauma-sensitive classroom environment (Brunzell et al., 2019). 

For students who are uncomfortable speaking about the trauma they have 

experienced, journaling can be an alternative way of expressing themselves (Swick et al., 

2013). Teachers who have been trained in trauma-informed practices are able to 
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incorporate grade-level appropriate journaling into their lesson plans. Journaling can 

provide students with an easier medium by which to express their feelings about the 

stressors and traumatic events they have experienced (Swick et al., 2013). Journaling can 

also give students an opportunity to reflect on past experiences and process the stressors 

in their lives. These reflections also provide students with the opportunity to dissect how 

the actions of others impact their lives and their relationships. This kind of reflection can 

strengthen a student’s understanding of how to develop more positive relationships with 

others (Swick et al., 2013). Teachers can use these interactions with students as 

opportunities to coach students through the trauma they are experiencing (Sciaraffa et al., 

2018). Students at the primary level and above look to their teachers for advice, but may 

not respond well to being given directives. Their peers have a large influence on their 

actions, however students at this age still require and benefit from positive relationships 

with their teachers (Sciaraffa et al., 2018). Teachers should take on the role of mentor and 

recognize and respond to the needs of a student as such (Sciaraffa et al., 2018). 

Mindfulness and Resilience Building. Students who have grown up with 

exposure to trauma are more likely to lack resilience than their peers who have not been 

exposed to trauma (Bethell et al., 2016). Resilience refers to the ability of the student to 

adapt to stress, trauma, and adversity in his or her life (Bethell et al., 2016). To address 

this lack of resilience, students need to be taught mindfulness strategies to cope with 

stressors and mitigate the effects of trauma on their lives (Blodgett & Lanigan, 2018). 

These strategies can include yoga, meditation, breathing techniques, and self-

management approaches (Bethell et al., 2016; Sciaraffa et al., 2018). 
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Yoga, meditation, and breathing techniques are methods that can improve a 

student’s self-regulation of stress and coping (Bethell et al., 2016). There are numerous 

resources available to educators for teaching yoga, meditation, and guided breathing in 

the classroom. Teachers can be made aware of these resources through staff training to 

encourage use in their trauma-informed classrooms. Lessons in yoga, meditation, or 

guided breathing can provide a brain break for students and can be a time of self-

reflection. Mindfulness strategies can be taught and utilized in a whole-class or individual 

format (Sciaraffa et al., 2018). Teachers can also be trained in how to model situations in 

which students should utilize mindfulness strategies. Models can include how they may 

feel before they need to start using these kinds of strategies and situations in which 

students should use resiliency strategies (Brunzell et al., 2019). Additionally, teachers can 

model self-regulation techniques as a way to promote habitual resilience (Khalid, 2019). 

Habitual resilience techniques can include recognizing what one needs to be successful 

and advocating for those needs (Khalid, 2019). In a classroom, this may include 

advocating for seating in a particular section of the room or requesting visual aids during 

lessons. 

Mindfulness strategies are designed to allow students to have some control over 

their emotional response to stressors and to others. As a form of self-regulation, 

mindfulness strategies require students to slow down and focus on their mind-body 

connection (Bethell et al., 2016). Teachers can also instruct students in how to recognize 

when they need a break within the classroom. Teacher training in trauma-informed 

practices can also include how to provide an effective, developmentally appropriate break 

area in their classrooms. Trained teachers can set up an area in the classroom where 
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students can take time to calm themselves if they become over-stimulated or anxious 

(Sciaraffa et al., 2018). This area can include alternative seating such as beanbag chairs 

and relaxing music (Sciaraffa et al., 2018). 

Tier 1 Practices in Early Childhood Classrooms. Young children that have 

grown up with exposure to trauma require support in social and behavioral skills in the 

early childhood classroom. They are more likely than their peers who did not grow up 

with trauma exposure to enter the classroom with impairments in attachment, affect 

regulation, and behavior regulation (Holmes et al., 2015). These are social-emotional 

skills that need to be explicitly taught in the classroom (Sciaraffa et al., 2018). Social-

emotional skills can be taught through modeling, play-based activities, and specific 

lessons. Children who have been exposed to trauma also need support in building trusting 

relationships with familiar adults and their peers (Swick et al., 2013). They require 

predictable routines, a supportive classroom environment, and recognition and validation 

of their emotions (Sciaraffa et al., 2018). These approaches will support a child in 

becoming socially and behaviorally ready to enter kindergarten. If a child enters 

kindergarten not socially and behaviorally ready to learn, then they are at greater risk of 

being retained in grade, receiving services through an IEP or 504, and being suspended or 

expelled (Bettencourt et al., 2018). 

Modeling. A teacher can provide a trusting relationship that a child may or may 

not be experiencing at home (Holmes et al., 2015). This relationship can be the 

foundation on which the student is able to build relationships with his or her peers (Swick 

et al., 2013). Teachers in an early childhood setting can model how to share, interact 

appropriately with peers, play positively, and utilize normative conversational behaviors. 
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Modeling of these skills shows children who have experienced trauma appropriate 

classroom behaviors.  In an early childhood classroom modeling of appropriate behaviors 

is especially important because students who have experienced trauma may not have 

prior knowledge of these behaviors (Bettencourt et al., 2018). Teachers are also able to 

model recognition of and appropriate responses to the emotions of others (Sciaraffa et al., 

2018). Modeling of emotions and appropriate responses can support children in 

developing positive relationships with their peers. Furthermore, these interactions let 

children know that adults care about their feelings and validates their feelings. Emotional 

validation and support strengthens the teacher-student relationship and helps children to 

build their own self-concept (Blodgett & Lanigan, 2018; Sciaraffa et al., 2018). 

Explicit Instruction. To improve a student’s likelihood for success in the 

classroom, teachers can also provide instruction in social behaviors. These behaviors can 

include following rules, directions, problem solving, and getting along with peers 

(Bettencourt et al., 2018). Explicit instruction in these behaviors assists students in 

adopting them, and students who have experienced trauma may require more intensive, 

explicit instruction in these behaviors. Instruction can include daily reviews of the rules 

and expectations of the classroom and correcting behavior in a supportive manner 

(Holmes et al., 2015). Early childhood educators play a key role in instructing students in 

these behaviors before they are labeled as behavior problems in the classroom (Blodgett 

& Lanigan, 2018). Children who have disruptive behaviors in an early childhood 

classroom are at an increased risk for low school achievement, peer rejection, academic 

failure, and delinquency later in school (Bettencourt et al., 2018). Early childhood 

educators can design a classroom with predictable routines, schedules, rules, and 
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behavior expectations to provide students with trauma exposure with the greatest chance 

for success in the classroom (Sciaraffa et al., 2018). 

Play-Based Activities. In an early childhood setting play is an important medium 

through which students are able to practice social skills, explore social norms, and 

express the trauma they may have experienced (Swick et al., 2013). Play gives students 

the opportunity to talk through an event or act it out with a teacher or caregiver (Holmes 

et al., 2015). Students can utilize classroom centers such as dramatic play, library, or art 

to express their feelings and experiences (United States Department of Health and Human 

Services [HHS], 2018). Activities in these centers may include putting on a show or 

engaging in make-believe play with their peers, drawing a picture of events and people in 

their lives, or looking through books about emotions. Teachers can take the opportunity 

to work with students within these activities to improve social skills with peers, talk 

through emotional responses, or improve behavioral responses to stressors (HHS, 2018) 

In an early childhood setting, breathing techniques for self-regulation and identification 

of emotions can also become play-based activities (Sciaraffa et al., 2018). Breathing 

techniques such as having students “smell the flowers” during inhale and “blow out the 

candles” during exhale can make a self-calming exercise fun and more play-based for a 

young student (HHS, 2018). 

Tier 2 and 3 Evidence-Based Practices 

Tier 2 trauma-informed evidence-based practices are interventions for selected 

students. These interventions are used for students who need more support than what is 

offered at the tier 1 universal level. The decision to utilize tier 2 practices must be driven 

by data to show that the student did not respond to tier 1 supports (Chafouleas et al., 
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2016). In a school utilizing SWPBIS, tier 2 practices may entail targeted small group 

interventions in social, coping, or relaxation skills, or conflict resolution (Zakszeski et al., 

2017).             

Tier 3 trauma-informed evidence-based practices are interventions for targeted 

students and are often delivered on an individual basis (Chafouleas et al., 2016). These 

interventions are used for students who need more support than what is offered at the tier 

1 and tier 2 levels. In a school utilizing SWPBIS, tier 3 practices may entail individual 

mentoring of a student by a staff member (Zakszeski et al., 2017). Tier 3 practices may 

also include daily check-in and check-out procedures with a staff member (Zakszeski et 

al., 2017). Check-in and check-out can be used as a time for a staff member to discuss 

any social, emotional, behavioral, or academic concerns with the student and 

collaboratively create a plan for how to address them. 

Tier 2 and 3 trauma-informed evidence-based intervention programs are designed 

for use by trained mental health professionals. There is not a strong evidence base for tier 

2 and 3 programs for teachers to implement. The two widely studied programs, Cognitive 

Behavioral Intervention of Trauma in Schools (CBITS) and Trauma-Focused Cognitive 

Behavioral Therapy (TF-CBT) have not been designed to be implemented by teachers 

(Cognitive Behavioral Intervention for Trauma in Schools [CBITS], n.d.; Trauma-

Focused Cognitive Behavioral Therapy [TF-CBT], 2019). These interventions have 

studied through randomized control trials and have been successful in improving trauma 

symptoms in diverse populations (CBITS, n.d.; TF-CBT, 2019). 

Cognitive Behavioral Intervention for Trauma in Schools (CBITS). CBITS is 

a tier 2 and 3 intervention for 5th-12th grade students (CBITS, n.d.). It is designed to be 
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delivered by mental health professionals in the school setting through 10 group sessions, 

1-3 individual sessions, 2 parent psychoeducational sessions, and 1 teacher educational 

session (CBITS, n.d.). CBITS sessions provide students with psychoeducation of trauma 

and depression, problem solving, relaxation, and coping skills building, techniques for 

reframing negative views of self and others, and addresses the adolescent’s trauma 

narrative (Allison & Ferreira, 2016). CBITS has been successfully implemented with 

diverse populations and has been adapted to be culturally sensitive to the needs of diverse 

populations (CBITS, n.d.; Ngo et al., 2008). The program was designed to be sensitive to 

school culture and to be adaptable to the varying needs of schools (Jaycox et al., 2012). 

Students who complete the CBITS program have reduced trauma symptoms, increased 

understanding of trauma impacts, and more effective relaxation, problem solving, and 

coping skills (Allison & Ferreira, 2016; Jaycox et al., 2012; Ngo et al., 2008). 

Bounce Back. Bounce Back is a tier 2 and 3 intervention for elementary students 

based on the CBITS program (Langley et al., n.d.). Like CBITS, Bounce Back is 

designed to be used by mental health professionals in a school setting (Langley et al., 

n.d.). The Bounce Back program consists of 10 group sessions, 1-3 group parent sessions 

and 2-3 individual student sessions (Langley et al., n.d.). Session themes include 

psychoeducation, cognitive restructuring, relaxation techniques, social problem solving, 

and trauma narrative restructuring (Langley et al., 2015). These themes are made more 

developmentally appropriate by using stories, games, and drawing, and by focusing on 

emotion identification (Langley et al., 2015). The Bounce Back program has been 

successfully used in diverse elementary school populations (Langley et al., 2015; 

Santiago et al., 2018). Students who successfully completed the Bounce Back program 
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showed improved trauma symptoms and improvement in the use of coping skills, 

problem solving skills, and social-emotional skills (Langley et al., 2015; Santiago et al., 

2018). 

Trauma-Focused Cognitive Behavioral Therapy (TF-CBT). TF-CBT is a tier 3 

intervention for children and adolescents designed for use by mental health professionals 

in individual therapy sessions (TF-CBT, 2019). Licensed therapists must become 

certified in the TF-CBT treatment model in order to use the program (TF-CBT, 2019). 

The program is a structured treatment model consisting of 8-25 therapy sessions with the 

child and the child’s caregiver (TF-CBT, 2019). TF-CBT sessions consist of eight core 

components: relaxation, psychoeducation, cognitive coping and processing, parenting 

skills, affective expression and modulation, trauma narrative, and cognitive processing of 

the traumatic event (TF-CBT, 2019). Sessions may vary in length with studies reporting 

individual sessions lasting 30-90 minutes depending on the participants and the topics 

covered (Deblinger et al., 2011; Salloum et al., 2016). Due to the required caregiver 

participation and the session length, TF-CBT sessions are commonly conducted outside 

of the school day (Deblinger et al., 2011; Salloum et al., 2016). Schools may refer 

students in need of TF-CBT to trained, licensed therapists in the community (Salloum et 

al., 2016). TF-CBT has been effectively used to improve trauma symptoms and 

internalizing and externalizing symptoms in diverse populations of children and 

adolescents (Deblinger et al., 2011; Jensen et al., 2014; Salloum et al., 2016).    

Access to Practices 

 As evidenced by this literature review, there are a multitude of trauma-informed 

practices and intervention programs that exist. These practices and programs are 
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supported by studies with varying levels of validity and reliability. Programs such as 

CBITS, Bounce Back, and TF-CBT, which are not designed to be used by teachers, have 

a stronger literature base to support their validity and reliability. Trauma-informed 

practices that are used in classrooms such as mindfulness, modeling, and play-based 

activities are intended to be accessible to teachers, however, it is difficult to ascertain 

how many teachers are actually utilizing them. There are studies to support their 

effectiveness in the classroom, but there is not evidence to show that teachers are 

accessing these studies or utilizing these practices. The research to practice gap is a well-

known concern in education. Unfortunately, this gap exists in the use of trauma-informed 

practices in the field. There is no clear evidence to support that these practices are making 

their way down to the classroom despite the studies that support their effectiveness. 

Teachers as a Mitigating Factor 

 Teachers can play a key role in building students’ resilience to trauma. A secure 

relationship between a student and a teacher can be the foundation for the student to be 

able to build relationships with his or her peers and other adults (Swick et al., 2013). A 

secure relationship in the classroom develops trust between student and teacher. This 

trust may allow students to feel secure in taking emotional and cognitive risks in the 

classroom (Brunzell et al., 2015). Cognitive risk-taking supports student learning and 

academic development. Emotional risk-taking supports learning social norms and 

emotional regulation.  

Early childhood teachers are able to model appropriate behaviors and affect 

regulation in the classroom (Sciaraffa et al., 2018), increasing the likelihood that students 

will be socially and behaviorally prepared for kindergarten. Students that enter 
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kindergarten not socially and behaviorally prepared for the classroom are at a higher risk 

than their peers for grade retention, placement in special education, and suspension or 

expulsion (Bettencourt et al., 2018). Teachers play a key role in early learning, both 

socially and academically. A trauma-informed approach in an early childhood classroom 

can have implications for student success in later years. 

Teacher Self-Care 

Teachers are susceptible to secondary traumatic stress from supporting their 

students that are affected by trauma (Reinbergs & Fefer, 2018). If left unaddressed, 

secondary traumatic stress can lead to teacher burnout (Reinbergs & Fefer, 2018). School 

districts need to adopt policies that support the mental health needs of teachers. This can 

include wellness practices such as yoga and meditation offered after school or bringing in 

mental health professionals for teachers to speak to. Policies that support teacher mental 

health may help teachers be more resistant to burnout and secondary traumatic stress 

(Reinbergs & Fefer, 2018). Schools can utilize measures such as The Professional 

Quality of Life measure to determine if their teachers are at risk for burnout or secondary 

traumatic stress (Stamm et al., n.d.). The Professional Quality of Life measure is 

available free online. The measure may assist in identifying teachers that need more 

mental health support by identifying those who have high levels of compassion fatigue 

(Stamm et al., n.d.). Teachers with high levels of compassion fatigue on the Professional 

Quality of Life measure should be encouraged by their schools and districts to seek 

support to address their self-care needs. 
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Trauma-Informed Systems 

To implement a system of trauma-informed care, there must be a commitment by 

the administration to support the use of trauma-informed care, set priorities that recognize 

the importance of trauma-informed care, and change policies to reflect a trauma-informed 

system (Harris & Fallot, 2001). Without administrative support, teachers may find it 

difficult to fully implement trauma-informed care in their classrooms. Administrative 

support should also include supporting the training of teachers in trauma-informed 

practices (Harris & Fallot, 2001). School-wide training in trauma sets a tone of support in 

the building while also ensuring that all staff have a basic understanding of trauma and 

how it can affect students (Chafouleas et al., 2016). To create a successful trauma-

informed system, the school and the school system must affirm the importance of 

supporting and teaching students who have been affected by trauma (Chafouleas et al., 

2016). Additionally, with administrative support, there is the potential to review curricula 

and classroom materials to determine if they reflect trauma-informed care. 

Administrators may be able to determine that curricula and materials that are not trauma-

informed need to be replaced with materials that reflect a trauma-informed approach. 

A trauma-informed system must also have policies and procedures that are 

aligned with trauma-informed care (Harris & Fallot, 2001). In schools, discipline 

practices must be reviewed to ensure that they are not unnecessarily targeting the 

behaviors of students who have been affected by trauma. Discipline practices should also 

be reviewed for potential retraumatization of students. While this is likely an unintended 

consequence of discipline, practices should be audited to eliminate the possibility of 

retraumatization to the greatest extent possible. 
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Teachers 

 Teachers’ feelings of self-efficacy are related to a teachers’ belief that they can 

successfully perform specific teaching behaviors and tasks in their classrooms (Dellinger 

et al., 2008). For the purposes of this study, teachers’ feelings of self-efficacy are focused 

specifically on their ability to utilize trauma-informed practices in their classrooms. Self-

efficacy in this context is measuring how efficacious teachers believe they are in enacting 

these practices in their classrooms, not how efficacious teachers believe they are in 

changing students’ behaviors that are related to trauma. Teacher self-efficacy is not 

meant to measure a change in student performance or behavior, but rather their ability to 

enact specific teaching practices (Dellinger et al., 2008). A change in student 

performance or behavior is a possible result of a teacher with strong feelings of self-

efficacy in enacting specific teaching strategies (Dellinger et al., 2008). 

 Teachers who have attended professional development or professional learning 

opportunities related to specific teaching strategies have been shown to have correlated 

higher feelings of self-efficacy in those specific teaching strategies (Dellinger et al., 

2008). Information on where teachers have low feelings of self-efficacy could be used to 

tailor professional development or learning opportunities specific to teachers’ needs. 

Teachers who do not feel efficacious in teaching students who have been affected by 

trauma should attend professional development sessions specific to trauma-informed 

teaching practices.  

Trauma as Disability 

In 2015 students and teachers in Compton Unified School District filed a class-

action lawsuit as Peter P. against the Compton Unified School District alleging that the 
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district did not adequately provide for the needs of traumatized students (Turner, 2015a). 

Compton Unified School District is located in the city of Compton which is south of Los 

Angeles, California. The city of Compton has a reputation for violence in it’s 

communities. In 2014, the year before the class-action lawsuit was filed, the murder rate 

in Compton was more than five times the national average (Turner, 2015a). The plaintiffs 

claimed that students were being traumatized by the violence in the neighborhoods they 

lived in, and the disruptive behaviors exhibited by students in school were a result of the 

trauma they were experiencing outside of school (Turner, 2015a). The district had been 

expelling, suspending, and transferring students who were exhibiting disruptive behavior 

(Turner, 2015a). The plaintiffs argued that trauma is a disability and the school district is 

legally required to make accommodations for students affected by trauma. Additionally, 

they argued that Compton Unified School District needed to train their teachers in 

trauma-informed practices and in using conflict-mediation instead of exclusionary 

disciplinary procedures (Turner, 2015a). 

The District Judge, Michael W. Fitzgerald, ruled that “exposure to trauma does 

not guarantee that a child (1) will suffer ‘from cognizable trauma-induced disabilities for 

purposes of the proposed class definition, and (2) have been denied meaningful access to 

their education’” (Turner, 2015b, para. 4). He also ruled that Compton Unified School 

District was already providing teachers training in trauma-informed practices and did not 

need to provide additional training (Turner, 2015b). The important distinction in Judge 

Fitzgerald’s ruling is that he did not deny that trauma can cause a disability in students, 

however, he did rule that trauma does not guarantee a disability (Turner, 2015b). The 
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ruling opens up the possibility for trauma to become a disability category protected under 

IDEA. 

  A gap in the research exists in determining how schools can ethically and 

effectively determine that trauma is the cause of a student’s academic and/or behavioral 

difficulties. Research in this field is especially crucial if trauma is ever to become a 

disability category under IDEA. It would be unethical to update special education policy 

to be inclusive of trauma without effective ways to determine that trauma is causing a 

student’s disability. Presently the idea of utilizing universal screening methods in schools 

is gaining traction (Eklund et al., 2018). Universal screeners are being adopted by schools 

to attempt to proactively identify students in need of trauma-informed interventions 

before trauma negatively affects them (Eklund et al., 2018). There is not enough research 

to determine if these screening methods are effective or have evidence of efficacy 

(Eklund et al., 2018). Additionally, many schools may not have the capacity to 

effectively treat students who screen positively for trauma (Chafouleas et al., 2016; 

Eklund et al., 2018). If schools are unable to effectively treat students who screen 

positively, then there is no benefit to screening students and the practice of universal 

screening should not be adopted. 

The Role of Teacher Professional Development in TIC 

 Teacher professional development can play an important role in instructing 

teachers in trauma-informed care. It provides a system through which teachers can learn 

about trauma, how it affects students, and how they can support students who have 

experienced trauma in their classrooms. While there are numerous studies supporting 

specific trauma-informed professional development sessions or strategies, there is not a 
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definitive method to assess the effectiveness of these professional development sessions 

(Chafouleas et al., 2016). The majority of teachers acknowledge that schools need to be 

involved in supporting and addressing the mental health needs of students, however, 

fewer than 50% of teachers believe they have the knowledge and skills to address these 

needs (Reinke et al., 2011).  

Legislative Funding 

The Every Student Succeeds Act (ESSA) was signed into law on December 10, 

2015. It updates the No Child Left Behind (NCLB) Act from 2002. ESSA accounts for 

the need for trauma-informed practices in schools through two funding streams. Title II 

funding is made available to schools through subgrants (Every Student Succeeds Act 

[ESSA], 2015). These subgrants can be used for “in-service training for school personnel 

in . . . (i) the techniques and supports needed to help educators understand when and how 

to refer students affected by trauma, and children with, or at risk of, mental illness” 

(ESSA, 2015, sec. 2103). Teachers can be trained through this subgrant to better prepare 

them for the needs of students affected by trauma in addition to making them aware of 

what resources the school district provides for students affected by trauma. Training in 

the signs of students who are affected by trauma can prepare teachers to recognize trauma 

symptoms in their classrooms. Recognition of trauma symptoms can reduce the 

probability that teachers mistake a student’s coping behaviors as intentional misbehaviors 

(SAMHSA, 2022). School-wide training in trauma-informed practices can also make 

teachers aware of who they can turn to in their school for support with trauma-informed 

practices. Training funded through this Title II subgrant can provide teachers with the 
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knowledge base to better identify students in need of support and guidance in how to 

provide the supports students affected by trauma need. 

ESSA provides an additional grant through Title IV, Activities to Support Safe 

and Healthy Schools (ESSA, 2015). This grant provides funding for “comprehensive 

school-based mental health services and supports and staff development for school and 

community personnel working in the school that are – ‘(aa) based on trauma-informed 

practices that are evidence-based’” (ESSA, 2015, sec. 4108). Schools with this grant 

funding can train their teachers in evidence-based practices to use to support their 

students affected by trauma. These supports can include classroom techniques to use to 

mitigate the effect of trauma on students such as mindfulness techniques and relationship 

building. Teachers trained in trauma-informed evidence-based practices are able to 

effectively support their students in coping with their trauma (Reinbergs & Fefer, 2018). 

Efficacy of Professional Development 

Numerous professional development sessions exist for teachers that are related to 

trauma-informed practices. There are specific trauma-informed programs as well as 

social-emotional learning programs that teachers can be trained in either holistically or as 

individual practices to be enacted in the classroom. While research has shown that there 

is a broad positive correlation between teachers attending professional development or 

learning opportunities and their feelings of self-efficacy (Dellinger et al., 2008), there is a 

lack of evidence that specific trauma-informed professional development sessions are 

positively correlated to teachers’ feelings of self-efficacy in enacting trauma-informed 

practices in their classrooms. Hattie (2009) found that meta-analyses on teacher education 

show that the effect size of teacher education on student outcomes is high when looking 
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at specific skills. Additionally, there is a lack in longitudinal data to show that 

professional development in trauma-informed practices leads to sustained use of trauma-

informed practices in the classroom. When reviewing professional development effects 

for teachers broadly, Hattie (2009) found that: 

effects on student learning were very much a function of professional 

development that challenged the teachers’ prevailing discourse and conceptions 

about learning…professional development was more effective when the school 

leadership supported opportunities to learn, where there was access to relevant 

expertise (p. 121). 

ARTIC Scale 

Schools and school districts can utilize tools such as the Attitudes Related to 

Trauma-Informed Care (ARTIC) scale to determine in what areas related to trauma-

informed care teachers would benefit from more training (Baker et al., 2016). The 

ARTIC evaluates teacher attitudes on seven subscales: “(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, (e) reactions to the work, (f) personal support of TIC, 

and (g) system-wide support for TIC” (Baker et al., 2016, p. 66). If teachers are 

indicating biases or difficulties in a certain subscale of the ARTIC, then school or district 

professional development can be tailored to address those biases or difficulties. 

While the ARTIC can be used as a tool to tailor professional development for 

teachers, there are few studies to support the relationship between training that teachers 

have already received in trauma-informed care and their scores on the ARTIC subscales. 

Waggoner (2018) provides some evidence that training in trauma-informed care through 
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professional development, continuing education, or pre-service training will be reflected 

in ARTIC subscale scores. This study was not specific to early childhood special 

education teachers. Presently, there are no studies to support the relationship between 

training and ARTIC subscale scores for this specific population. 

Conceptual Framework 

 I approached this study using Bandura’s theory of self-efficacy and a 

bioecological approach to trauma intervention. The approaches complement each other 

while deepening the understanding of how trauma-informed care can be effectively 

implemented in the classroom. Bandura’s theory of self-efficacy examines what self-

efficacy is and how it impacts behavior. An ecological approach to trauma intervention 

recognizes “that (a) environmental factors influence well-being; (b) health is, at least in 

part, socially determined; and (c) interventions must target individual, interpersonal, and 

community systems” (DeCandia & Guarino, 2020, p. 20). 

 Bandura’s theory of self-efficacy enhances understandings of how teachers’ 

feelings of self-efficacy can influence the practices they utilize in their classrooms. Self-

efficacy “is the conviction that one can successfully execute the behavior required to 

produce the outcomes” (Bandura, 1977, p. 193). The belief that an individual is able to 

effectively perform a behavior is also likely to affect how they cope and persist in 

difficult situations (Bandura, 1977). 

 For teachers, self-efficacy is a key belief when presented with difficult classroom 

situations (Dellinger et al., 2008). A sense of self-efficacy supports teachers in navigating 

and persisting through challenges within their classrooms. When examining trauma-

informed teaching practices through Bandura’s theory, a teacher with strong beliefs of 
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self-efficacy in teaching students affected by trauma may be more likely to persevere 

when working with students displaying behaviors related to trauma. This lens strengthens 

the need for developing teachers’ self-efficacy through professional development. 

 An ecological approach to trauma intervention uses Bronfenbrenner and Morris’ 

(1998) bioecological theory of development and Harris and Fallot’s (2001) trauma-

informed service system to understand how trauma-informed care systems can be 

effectively developed. Bronfenbrenner and Morris’ (1998) bioecological theory of 

development recognizes the impact that environment and interactions with people have 

on an individual’s development (Bronfenbrenner & Morris, 1998). For young children, 

interactions with the adults and children in their environment shapes how they learn and 

what they expect from others (Bronfenbrenner & Morris, 1998). For children who have 

been exposed to traumatic experiences, this can affect their development and their 

expectations for safety in their environment. 

 Harris and Fallot’s (2001) trauma-informed service system incorporates 

Bronfenbrenner and Morris’ theory of development within the context of providing 

trauma-informed care. Within this system, there is recognition of the influence that one’s 

environment has on behavior and responses to stimuli (Harris & Fallot, 2001). 

Additionally, there is recognition of the impact that trauma can have on one’s wellbeing 

(Harris & Fallot, 2001). Individuals working within trauma-informed service systems 

strive to provide the support needed for individuals who have been affected by trauma to 

be successful (Harris & Fallot, 2001). Within the system, there is a shift from trying to fix 

individual behaviors or trauma symptoms to trying to understand the trauma-affected 

individual and support them holistically (Harris & Fallot, 2001).  
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Figure 2 

Conceptual Framework 

 

Conclusion 

Teachers in the United States likely have children affected by trauma in their 

classrooms every day. The prevalence of trauma in the lives of American children 

requires that teachers are prepared to utilize trauma-informed practices in their 

classrooms. When asked, the majority of teachers agree that schools should be involved 

in addressing and supporting the mental health needs to students (Reinke et al., 2011). 

Less than 50% of teachers feel that they have the skills and knowledge needed to address 

the mental health needs of their students (Reinke et al., 2011). There are numerous 

studies that support specific trauma-informed practices and trainings in trauma-informed 
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practices, however, there is a need to understand how teachers perceive the effectiveness 

of their training and professional development experiences in trauma-informed practices. 

Additionally, there is no method that is widely accepted in the field to assess how 

effective professional development sessions in trauma-informed care are for teachers 

(Chafoules et al., 2016). There is evidence to support a broad positive correlation 

between teachers attending professional development or learning opportunities and their 

feelings of self-efficacy (Dellinger et al., 2008). There is currently a lack of evidence that 

any specific trauma-informed professional development sessions are positively correlated 

to teachers’ feelings of self-efficacy in enacting trauma-informed practices in their 

classrooms. Additionally, there is a lack in longitudinal data to show that professional 

development in trauma-informed practices leads to sustained use of these practices in the 

classroom.  

Bandura’s (1977) theory of self-efficacy and an ecological approach to trauma 

intervention that incorporates Bronfenbrenner and Morris’ (1998) bioecological theory of 

development and Harris and Fallot’s (2001) trauma-informed service system serve as the 

conceptual frameworks to both frame my understanding of the problem at hand and to 

guide the development of the research questions presented in Chapter 3. A feeling of self-

efficacy in teaching can be what allows teachers to be resilient when faced with 

challenging situations (Dellinger et al., 2008) such as having children affected by trauma 

in their classrooms. Self-efficacy in teachers has been shown to be positively correlated 

to attending professional development sessions (Dellinger et al., 2008). An ecological 

approach to trauma intervention recognizes that the individuals working in trauma-

informed systems are working to support individuals who have been affected by trauma 
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and that being affected by trauma does not mean that there is something wrong with the 

individual (Harris & Fallot, 2001). There is recognition of the impact that environment 

and interactions with people have on an individual’s development (Bronfenbrenner & 

Morris, 1998) and the factors within an individual’s environment that can influence their 

wellbeing (DeCandia & Guarino, 2020). To create a trauma-informed system, there needs 

to be broad system support of trauma-informed care and individuals working within the 

system need to be trained in trauma-informed care (Harris & Fallot, 2001). These 

conceptual frameworks come together to emphasize the important role professional 

development could play in teachers’ feelings of efficacy in utilizing trauma-informed 

practices in their classrooms.  
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CHAPTER 3 

Overview 

         The use of trauma-informed practices in schools has become increasingly 

necessary as schools and districts grapple with the return to in-person learning during the 

COVID-19 pandemic (Halladay Goldman et al., 2020). Teachers and school staff are 

welcoming students back to school who have experienced a year of displaced learning 

during a global pandemic. The trauma impacts of the pandemic are not yet known for 

students as they re-enter schools; however, there is undoubtedly a need for teachers and 

staff trained in trauma-informed practices to meet their diverse needs (Halladay Goldman 

et al., 2020). In the research study, teachers were not asked whether they have taught 

students who have been affected by trauma. More than two-thirds of American children 

report they have experienced trauma in their lives before the age of 16 (SAMHSA, 2022). 

This prevalence suggests that educators across America have children affected by trauma 

in their classroom every day.  

There is presently a gap in the literature related to understanding how effective 

teachers feel their training in trauma-informed practices has been. In this study, training 

will include professional development, continuing education courses, in-school training, 

and pre-service learning. The review of the literature in chapter two demonstrated that 

although many trauma-informed practices have been proposed and investigated for 

students in early childhood classrooms, teachers’ sense of efficacy in utilizing these 

practices has not been well explored. This gap in the literature highlights the critical need 

to better understand whether the training teachers receive is effective in changing their 



 
 

47 
 

belief that they have the knowledge, skills, and abilities to effectively teach and support 

students who have experienced trauma.  

         A mixed-methods research design was used for this study. The research approach 

mirrored the four-dimensional Rationale and Purpose (RAP) model put forth by Collins, 

Onwuegbuzie, and Sutton (2006). The RAP model utilizes four stages with 13 steps 

across the stages. The first stage, the formulation stage, consists of (1) determining the 

goal of the study, (2) formulating the research objective, (3) determining the research 

rationale, (4) determining the research purpose, and (5) determining the research 

questions. The second stage, the planning stage, consists of (6) selecting the sampling 

design and (7) selecting the mixed-methods research design. The third stage, the 

implementation stage, consists of (8) collecting the data, (9) analyzing the data, (10) 

validating the data and data interpretations, and (11) interpreting the data. The final stage, 

the interpretation stage, consists of (12) writing the final report and (13) reformulating the 

research questions. The following sections describe the methodology of the research 

study according to these phases and steps of the RAP model. 

Formulation Stage 

         The first stage in the RAP model, the formulation stage, consists of five steps. 

These steps are (1) determining the goal of the study, (2) formulating the research 

objective, (3) determining the research rationale, (4) determining the research purpose, 

and (5) determining the research questions (Collins et al., 2006). 

Determining the Goal of the Study 

         Mixed methods as a research approach presents a challenge to the traditional 

scientific paradigms (Denzin, 2010). Within the mixed methods research community 
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there is disagreement surrounding whether mixed methods is its own research paradigm 

or whether mixed methods research utilizes a combination of different paradigms 

(Ghiara, 2020). The research study was situated in the multiparadigmatic framework of 

dialectical pluralism. The ontological underpinnings of dialectical pluralism, that reality 

is dynamic and thus inquiry must be pluralistic, provide philosophical justification of the 

relevance of multiple paradigms and exploration of multiple perspectives to build more 

comprehensive representations and understandings of the phenomena of interest 

(Johnson, 2017). By using this approach, I considered and allowed for multiple 

paradigms within the philosophical assumptions. The philosophical assumptions on 

which the research inquiry was predicated – ontological, epistemological, axiological, 

and methodological (Guba & Lincoln, 2005) –  were informed from the dialectical 

pluralism paradigm. This approach was best suited for the goal of this mixed methods 

research study investigating the diversity of teachers’ perspectives about their efficacy 

and beliefs related to trauma-informed care. 

Ontology 

         Ontology deals with the nature of reality and the realities present in the study 

(Creswell & Poth, 2018). Dialectical pluralism contends that there are multiple truths or 

realities (Johnson, 2017). Thus, the core ontological stance of dialectical pluralism is 

ontological pluralism (Johnson, 2017). This stance assumes that multiple realities are 

built by the participants in the study and the researcher; no two individuals are 

experiencing the same reality. In the research study, each teacher responding to the 

ARTIC brought their own experiences in the classroom, philosophical beliefs, and 

receptiveness to training as part of their realities. As a researcher utilizing ontological 
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pluralism, “it is important to see that all of these ontologies might provide important 

insights and point to something that is considered real” (Johnson, 2017, p. 164). 

Epistemology 

         Epistemology is concerned with how knowledge is formed and what counts as 

knowledge (Creswell & Poth, 2018). Dialectical pluralism encourages engagement with 

multiple epistemologies instead of relying on a singular epistemology to judge and 

construct knowledge (Johnson, 2017). Engagement with multiple epistemologies allows 

for rich creation of what is considered knowledge. Dialectical pluralism encourages 

common and divergent viewpoints as “the human world is complex and embedded with 

multiple epistemological values, and research will often have to deal with this complexity 

via new, but carefully considered, mixtures of epistemologies and epistemic criteria.” 

(Johnson, 2017, p. 165). 

Axiology 

         Axiology deals in the values and ethics researchers bring to their study (Creswell 

& Poth, 2018). Researchers should acknowledge their values and the potential biases they 

bring to their study (Creswell & Poth, 2018). Research situated in dialectical pluralism 

requires researchers to make their values explicit and discuss them (Johnson, 2017). 

Values often drive what types of research are conducted and which outcomes are 

measured. Thus, researchers must recognize how their own values are influencing what 

they are measuring and which outcomes are deemed desirable. 

Methodology 

         Methodology is the process and procedures of the research conducted (Creswell 

& Poth, 2018). Dialectical pluralism encourages the mixing of multiple methods and 
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methodological concepts, making it appropriate for mixed methods research (Johnson, 

2017). In the research study, a quantitatively driven concurrent mixed methods research 

design was utilized (QUAN-qual). The qualitative results in the study were used to add to 

the understanding of the quantitative data. Convergence and divergence in the findings 

are appropriate; the goal is not to validate the findings of one method with the findings of 

the other but instead to build “wholes” reflecting the complexity and richness of multiple 

perspectives and realities (Johnson, 2017). Both the qualitative and quantitative phases of 

the study occurred concurrently with the quantitative sample nested within the 

qualitative. 

Formulating the Research Objective 

         The objective of the research study was to explore the relationship between the 

training early childhood special education teachers receive in trauma-informed care and 

their beliefs that they are equipped to teach and support students who have been affected 

by trauma by examining their scores on the ARTIC and their questionnaire responses. 

The intention in exploring this relationship was to understand how training in trauma-

informed practices changes teacher beliefs. Current research focuses on practices in the 

classroom, with few studies focusing on whether and to what extent teachers perceive 

that their training has changed their beliefs. 

Determining the Research Rationale 

The research study contributed richer understandings of how teachers believe 

trauma-informed care trainings have shaped their beliefs related to trauma. The research 

study was needed to explore teacher perceptions regarding the trauma-informed trainings 

teachers attend and their self-reported attitudes regarding their efficacy in teaching 
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children who have experienced trauma. Mixed methods research was used in the research 

study because the use of multiple methods adds to the depth and rigor of inquiry in a 

study (Denzin & Lincoln, 2000). In the research study, mixed methods were used to 

enhance the significance of the results (Collins et al., 2006). I analyzed the quantitative 

and qualitative data to identify convergence and divergence in the findings (Collins et al., 

2006). The use of mixed methods strengthened the interpretation of findings and the 

identification of future directions for research (Collins et al., 2006). 

Determining the Research Purpose 

         The purpose of the research study was to understand how early childhood special 

education teachers perceive the training they receive in trauma-informed care has shaped 

their beliefs that they can teach and support students who have been affected by trauma. 

         The purpose for using a mixed-methods approach was to enhance the results of 

the study (Greene et al., 1989). The research study was designed with a complementarity 

purpose, to examine the overlap and divergence in the qualitative and quantitative results 

while seeking to understand teachers’ beliefs of their own effectiveness in supporting 

students who have been affected by trauma. The complementarity intent increased the 

meaningfulness of the results of the study by utilizing the strengths of each method 

(Greene et al., 1989). The quantitative and qualitative phases of the study produced 

insights about teachers’ beliefs related to trauma-informed care; with each phase adding 

to the understanding of a complex phenomena. The complementarity intent is to elaborate 

on the results by intensifying the detail and clarity with which conclusions can be drawn 

(Greene et al., 1989). 
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Determining the Research Questions 

         The final step in the formulation stage in the RAP model is determining the 

research questions (Collins et al., 2006). In this mixed methods study, the research aim 

was to investigate how training in trauma-informed care or practices can shape early 

childhood special education teachers’ feelings of efficacy in teaching children affected by 

trauma and their beliefs about trauma. I used a mixed methods approach to answer the 

following research questions: 

1. What are early childhood special education teachers’ attitudes related to 

trauma-informed care as measured by the ARTIC?  

2. How do early childhood special education teachers describe their efficacy 

in teaching students affected by trauma? 

3.  How do early childhood special education teachers describe their 

experiences of training, professional development, and/or continuing 

education in trauma-informed care? 

4. What relationship exists between early childhood special education 

teachers’ ARTIC scores and their experiences of training, professional 

development, and/or continuing education in trauma-informed care? 

Planning Stage 

         The second stage in the RAP model, the planning stage, consists of two steps. 

These steps are (6) selecting the sampling design and (7) selecting the mixed-methods 

research design (Collins et al., 2006). 
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Selecting the Sampling Design 

         In this mixed methods study, I utilized a concurrent design with the quantitative 

and qualitative phases of the study occurring simultaneously (Onwuegbuzie & Collins, 

2007). The sample selected for the quantitative phase was nested within the sample from 

the qualitative phase (Onwuegbuzie & Collins, 2007). In the quantitative phase, 

convenience sampling was used to recruit initial participants with snowballing used to 

recruit additional participants (Onwuegbuzie & Collins, 2007). Given my personal 

relationships to the field of special education, most participants came from the southern 

region of the United States. Participants were recruited using social media and personally 

reaching out to teachers in the field. I recruited 35 teachers to participate in the study. 

Participants were asked what teaching licenses they hold and whether they have been a 

special education teacher in the last two school years. Teaching license information was 

reviewed to determine if participants met inclusion criteria. Participants must have 

worked as a special education teacher in any grade from preschool through third. 

Respondents who did not hold state-issued teaching licenses were excluded from the 

study. Respondents who worked in in-home, day school, after school, or juvenile 

detention settings did not meet the criteria for inclusion in the study. 

         All participants from the qualitative phase will be asked to participate in the 

quantitative phase to increase the number of participants and therefore the significance of 

results (Onwuegbuzie & Collins, 2007). Some qualitative participants did not opt to 

complete the quantitative phase; thus, the quantitative and qualitative samples were not 

exactly the same. However, quantitative responses that were collected from individuals 
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who completed the qualitative measure were linked to the individual’s qualitative 

responses. 

Selecting the Mixed-Methods Research Design 

         The research study used a complementarity concurrent design with the 

quantitative sample nested within the qualitative sample (Onwuegbuzie & Collins, 2007). 

The quantitative data will drive the analysis with the qualitative data adding to the 

complexity of the analysis (Collins et al., 2006). Data will be analyzed to identify areas of 

convergence and divergence. 

Implementation Stage 

         The third stage in the RAP model, the implementation stage, consists of four 

steps. These steps are (8) collecting the data, (9) analyzing the data, (10) validating the 

data and data interpretations, and (11) interpreting the data (Collins et al., 2006). 

Collecting the Data 

         In the research study, data were collected concurrently. The quantitative data and 

qualitative data were collected and analyzed at the same time. Participants for the 

quantitative phase were nested within the qualitative participants. The quantitative data 

collection included the ARTIC scales. The qualitative data collection included short-

answer responses to questions related to participants’ experiences with trauma-informed 

care and demographic data. 

Quantitative Data 

         All participants were asked to complete the quantitative assessment, however, not 

all participants completed the assessment; thus, the quantitative sample was nested within 

the qualitative sample of participants. Quantitative data were collected in an online 
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survey. Participants were asked to complete the ARTIC-45 for education settings. The 

quantitative assessment should have taken participants no more than 15 minutes to 

complete. The ARTIC-45 is a 45-question survey that measures responses in seven 

subscales (Baker et al., 2016). The seven subscales included in the ARTIC-45 are “(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, (e) reactions to the 

work, (f) personal support of TIC, and (g) system-wide support for TIC” (Baker et al., 

2016, p. 66). Responses were collected electronically, and subscales were scored 

according to ARTIC-45 procedures. The ARTIC-45 composite score has an internal 

reliability of .93 (Baker et al., 2016). The subscales scores range in internal reliability 

from .71 to .81 (Baker et al., 2016). The ARTIC-45 has also demonstrated strong test-

retest “correlations of .84 at ≤120 days, .80 at 121-150 days, and .76 at 151-180 days” 

(Baker et al., 2016, p. 70). Validity scores for the ARTIC-45 indicate that composite 

scores are related to participants’ familiarity with trauma-informed care r = .34-.45 

(Baker et al., 2016). The subscale scores were found to be associated as were validity 

indicators which strengthens the validity of the measures. Associations include the 

“‘underlying causes of behavior problems and symptoms,’ ‘responses to problem 

behavior and symptoms,’ and ‘on-the-job behavior’ domains were strongly correlated 

with personal familiarity with TIC” (Baker et al., p. 71). 

Qualitative Data 

Qualitative data were collected through short answer written responses. All 

participants in the quantitative phase of the study were given the qualitative questions to 

answer. All participants were asked the same qualitative questions. Questions included 
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whether they have received training in trauma-informed care, how that training was 

delivered, how many trainings they have attended, what their takeaways were from the 

training(s), and how they have used what they learned from the training(s) in their 

classrooms (see Appendix A).  

Additionally, demographic data were collected that included the age, sex, and 

location of the respondent. Participants were asked how many years they have been 

teaching and the grade level(s) that they teach. Participants were asked what teaching 

license(s) they hold and whether they have been a special education teacher in the last 

two school years. This information was used to screen for inclusion criteria and to better 

understand the population of the study. Respondents who worked in in-home, day school, 

after school, or juvenile detention settings did not meet the criteria for inclusion in the 

study. 

Analyzing the Data 

         The data in the proposed study were collected and analyzed concurrently with the 

quantitative data collected and analyzed while the qualitative data were also collected and 

analyzed. 

Quantitative Data Analysis 

The ARTIC-45 responses were analyzed by subscale. The subscale scores were 

used in concert with the global index score as they provided more detailed information on 

participants’ feelings on trauma-informed care. The subscales in the ARTIC-45 include: 

underlying causes of problem behavior and symptoms, responses to problem behavior 

and symptoms, on-the-job behavior, self-efficacy at work, reactions to the work, personal 

support of trauma-informed care, and system-wide support for trauma-informed care 
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(Baker et al., 2016). Subscale scores were examined for correlations among subgroups. 

Subscale scores were used to create clusters to examine convergence and divergence 

between subscale scores and the qualitative data collected on trauma-informed care 

training. ANOVA was utilized to determine significance of variance among qualitative 

categories such as years in the classroom and quantity of trainings attended on trauma-

informed practices and ARTIC-45 subscale scores.  Subscale scores were also analyzed 

alongside demographic data to identify any potential relationship between ARTIC-45 

responses and age, years teaching, and/or location. 

Qualitative Data Analysis 

I coded participant responses as a holistic dataset to maximize the rich analysis 

(Braun et al., 2021). I primarily utilized line-by-line coding when completing my first 

cycle of coding. I treated each line as a unit of data as I coded each set of responses 

(Merriam & Tisdell, 2015). I agree with Charmaz (2008) that “line-by-line coding 

promotes a more trustworthy analysis that “reduces the likelihood of imputing your 

motives, fears, or unresolved personal issues to your respondents and to your collected 

data” (p. 94)” (Saldaña, 2016, p. 24). I did not want to miss any information, nor did I 

want to misconstrue the intentions of my respondents by grouping lines into larger units 

of meaning that made sense to me. 

I conducted my first cycle coding using descriptive and in vivo coding. I selected 

descriptive coding to capture the basic topics addressed in a line (Saldaña, 2016). The use 

of in vivo coding provided me with codes that reflect the respondents’ experiences and 

thoughts. The use of in vivo coding also aligned with understanding the lived experiences 

of the respondents (Saldaña, 2016). In vivo coding also added power to the codebook by 
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capturing respondents words within a code unit to represent “the continuum or range of a 

property” (Saldaña, 2016, p. 108). I supplemented the in vivo codes with descriptive 

codes when a descriptive code could holistically represent the unit. 

I used a modified version of code charting at the end of my first cycle of coding 

(Saldaña, 2016). I copied all of my coded units into an excel table and organized the units 

by code. The table enabled me to find patterns in the codes in preparation for second 

cycle recoding (Saldaña, 2016). I utilized pattern coding for my second cycle recoding. 

The use of pattern coding allowed me to collect first cycle codes, review their 

commonalities, and recode them with a pattern code (Saldaña, 2016). I used the table to 

physically group the first cycle codes into their patterned recodes. I was then able to 

examine the units and first cycle codes holistically to ensure they fit with the second 

cycle pattern recode. 

I then reviewed my recodes and again looked for commonalities. Additionally, I 

reviewed my research question and subquestions to ensure that the themes I identified 

responded to my research question and subquestions (Merriam & Tisdell, 2015). I 

utilized my excel table to physically move my pattern recodes into themes. I then 

reviewed each unit, first cycle code, and second cycle recode to ensure they fit as a 

theme. I identified themes that fulfill Merriam and Tisdell’s (2015) criteria for themes. 

The themes responded to my research question, were exhaustive, mutually 

exclusive, sensitive, and conceptually congruent. I named my themes using some of the 

language in my first cycle in vivo codes supplemented with my own words. I believe 

using in vivo language is important for answering a research question related to lived 

experience. 
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The demographic data collected were analyzed to ensure that respondents meet 

the inclusion criteria for the study. Respondents who worked in in-home, day school, 

after school, or juvenile detention settings did not meet the criteria for inclusion in the 

study. The remaining demographic information were analyzed to summarize the 

characteristics of the study population. 

Validating the Data 

         In mixed methods research, validity of results can be measured in the 

trustworthiness of the results (Johnson, 2017). Multiple validities in mixed methods 

research allow the researcher to interact with a variety of validity types and address the 

validity types that are relevant to the study (Johnson, 2017). Onwuegbuzie and Johnson 

(2006) developed a typology of nine legitimation types that should be addressed in mixed 

methods research. The nine legitimation types include: sample integration, inside-outside, 

weakness minimization, sequential, conversion, paradigmatic mixing, commensurability, 

multiple validities, and political (Onwuegbuzie & Johnson, 2006). Each legitimation type 

should be addressed to enhance the validity of a mixed methods study. 

 Sample integration legitimation refers to “the extent to which sampling designs 

from quantitative and qualitative components support quality meta-inferences” 

(Onwuegbuzie & Johnson, 2006, p. 57). The research study included 35 participants. In 

the research study, participants were asked to participate in both the quantitative and 

qualitative phases. By encouraging participants to participate in both phases, the 

quantitative sample was more likely to be representative of the study population.  

 Inside-outside legitimation addresses “the extent to which the researcher 

accurately presents and appropriately utilizes the insider’s view and the observer’s views 
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for purposes such as description and explanation” (Onwuegbuzie & Johnson, 2006, p. 

57). In the research study, the codes in the qualitative phase included in vivo codes to 

accurately reflect the experiences of the participants. I consulted with my dissertation 

committee to ensure that my analyses and conclusions were reflective of the data 

collected. Additionally, I had a peer review my coding and quantitative analyses to 

validate that my methods and interpretations were appropriate. 

 Weakness minimization legitimation addresses “the extent to which the weakness 

from one approach is compensated by the strengths from the other approach” 

(Onwuegbuzie & Johnson, 2006, p. 57). In the research study, the quantitative phase 

utilized a peer-reviewed scale which added to the rigor of the study. While the questions 

used in the qualitative phase were not peer reviewed, they did contribute participant voice 

to the study and enhanced the conclusions that could be drawn from the study. 

 Sequential legitimation addresses “the extent to which one has minimized the 

potential problem wherein the meta-inferences could be affected by reversing the 

sequence of the quantitative and qualitative phases” (Onwuegbuzie & Johnson, 2006, p. 

57). In the research study, I conducted the quantitative and qualitative phases 

concurrently. There were not legitimation concerns related to the sequence of the phases. 

 Conversion legitimation addresses “the extent to which quantitizing or qualitizing 

yields quality meta-inferences” (Onwuegbuzie & Johnson, 2006, p. 57). The use of in 

vivo coding in the qualitative phase of the research study reduced the quantitizing of 

qualitative data. The demographic data that were collected were not used to create 

profiles or generalizations for participants to avoid qualitizing the data. 



 
 

61 
 

 Paradigmatic mixing legitimation addresses “the extent to which the researcher’s 

epistemological, ontological, axiological, methodological, and rhetorical beliefs that 

underlie the quantitative and qualitative approaches are successfully (a) combined or (b) 

blended into a usable package” (Onwuegbuzie & Johnson, 2006, p. 57). In the research 

study, I utilized a dialectical pluralism approach. This approach affirms that reality is 

dynamic and thus inquiry must be pluralistic. Dialectical pluralism utilizes multiple 

paradigms and exploration of multiple perspectives to build more comprehensive 

representations and understandings of the phenomena of interest (Johnson, 2017). 

 Commensurability legitimation addresses “the extent to which the meta-

inferences made reflect a mixed worldview based on the cognitive process of Gestalt 

switching and integration” (Onwuegbuzie & Johnson, 2006, p. 57). In the research study, 

I considered the quantitative and qualitative analyses and results as equally important. I 

strove to approach the study using both a quantitative and qualitative lens to ensure that 

neither method drove the analyses. 

 Multiple validities legitimation addresses “the extent to which addressing 

legitimation of the quantitative and qualitative components of the study result from the 

use of quantitative, qualitative, and mixed validity types, yielding high quality meta-

inferences” (Onwuegbuzie & Johnson, 2006, p. 57). In the research study, I asked all 

participants to complete the qualitative survey to enhance the significance and 

representativeness of the qualitative results. The qualitative coding and results were 

reviewed by a peer to ensure that the conclusions and codes were representative of the 

data collected. All participants were also asked to respond to the quantitative assessment 

to enhance the significance and representativeness of the quantitative results. 
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 Political legitimation addresses “the extent to which the consumers of mixed 

methods research value the meta-inferences stemming from both the quantitative and 

qualitative components of a study” (Onwuegbuzie & Johnson, 2006, p. 57). In the 

research study, the quantitative and qualitative components were used to draw 

conclusions that are practical for the field. As schools are grappling with how to 

effectively teach students who have been affected by trauma, there is a need to 

understand how teachers feel about training they receive in trauma-informed care, if they 

feel they can effectively teach students who have been affected by trauma, and what 

teacher-attitudes are related to trauma broadly. The research study took on a timely topic 

and added to the knowledge in the field. Participant information within the proposed 

study was not shared in a way that could identify individual participants. This protected 

participants from any power dynamic concerns within the school setting. 

Quantitative Data 

         I recruited as large of a sample size as possible within the recruitment period to 

increase the statistical significance of the results. I endeavored to recruit a diverse 

population within my quantitative sample. Recruiting a diverse population increased the 

generalizability of the results of the study. I did not modify the content of the ARTIC-45 

for education to ensure that the validity and reliability of the survey remained intact. 

Qualitative Data 

         By presenting the survey questions to all participants, I endeavored to add to the 

validity of the qualitative phase. I was able to collect data from a larger population, thus 

increasing the diversity and quality of the information and conclusions drawn from them 

(Braun et al., 2021). The written response format of the survey questions may have also 
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increased validity by increasing the likelihood that participants will respond honestly and 

without concern of judgment (Braun et al., 2021). This was an advantage of collecting 

qualitative data through surveys as opposed to interviews or other methods (Braun et al., 

2021). 

Researcher Reflexivity 

As a researcher, I recognized that my personal history and experiences have 

shaped my interests and the questions I explored in this study. I grew up in a middle-class 

white household in the suburbs of Buffalo, New York. Both of my parents attended 

college, and both worked throughout my entire childhood. My mother worked as a 

dietician at the local women and children’s hospital. My father owned his own cabinetry 

and painting business and also taught as an adjunct professor at a local college. Education 

was highly regarded in my household. I attended the local public schools from 

kindergarten through high school. My parents always talked to me about attending 

college and the importance of higher education. They encouraged me to continue my 

education to earn my masters in education and now my doctorate. Importantly, much of 

my extended family was in education or related services. My interest in teaching special 

education was particularly championed by my maternal grandmother who was a special 

education teacher herself.  

The majority of my teaching career was spent in a Title 1 elementary school in 

south Florida. The school served a community of mostly Black and LatinX individuals. 

As a White educator, I was an outsider to the community and had to work to build trust 

with the parents and caregivers of my students. While working in that school, I began to 

recognize that many of my students were experiencing trauma outside of school. My 
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students were young, only three to five years old, and could not always verbally express 

what was going on in their lives, however, parents and older siblings would share 

information about their home lives. I quickly realized that I needed to learn about trauma 

and how to support young students experiencing trauma to be a successful teacher in that 

environment. I attended trainings, read about various interventions, and worked to create 

an environment in my classroom that would foster success in my students. This 

experience fostered my interest in teachers’ feelings of efficacy in teaching students 

affected by trauma and how professional development in trauma informed care is related 

to those feelings.  

I examined my own subjectivity as a researcher prior to and throughout data 

collection (Peshkin, 1988). I audited my subjective I’s and reflected on my biases and 

assumptions prior to engaging in data collection (Merriam & Tisdell, 2015; Peshkin, 

1988). I utilized memoing throughout data collection to reflect on my subjectivity, the 

patterns that were emerging in the data, and possible future directions for the study 

(Saldaña, 2016). I worked to recognize where my subjectivity may have impacted my 

research and documented this throughout the research process. 

Interpreting the Data 

         The use of both quantitative and qualitative phases within the research study 

allowed for statistical trends to be combined with the lived experiences of participants to 

provide a richer understanding of the phenomena being studied (Creswell, 2015, Chapter 

1). In the research study, the data were analyzed concurrently with the quantitative data 

analyzed at the same time as the qualitative data. The data from neither phase were used 

to validate data from the other; instead, the qualitative data were used to add to the 
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understanding of the quantitative data (Collins et al., 2006). These data were compared 

side-by-side in joint displays to see where the analyses converge and diverge from one 

another (Creswell, 2015, Chapter 4). The use of joint displays allowed for the 

reorganization of data to extract new insights that were not apparent in the quantitative 

nor qualitative datasets individually (Fetters et al., 2013). 

Data integration can lead to confirmation, expansion, or discordance (Fetters et 

al., 2013). In the case of confirmation, the data from the qualitative and quantitative 

phases confirm the conclusions from the other (Fetters et al., 2013). Data confirmation 

from the phases increases the credibility of the conclusions that are drawn (Fetters et al., 

2013). Expansion refers to instances when the conclusions from the quantitative and 

qualitative phases are related to a single phenomenon while addresses different aspects of 

it (Fetters et al., 2013). Expansion strengthens the conclusions that can be made related to 

phenomena as it expands the insights that can be drawn about phenomena. Discordance 

can occur if the quantitative and qualitative findings are in contradiction or disagreement 

with each other (Fetters et al., 2013). In the case of discordance, reasons for the 

disagreement were discussed including possible explanations for the conflicting results 

(Fetters et al., 2013). Areas of discordance were considered for areas of future 

exploration.  

Interpretation Stage 

         The fourth stage in the RAP model, the interpretation stage, consists of the final 

two steps in the mixed-methods approach. These steps are (12) writing the final report 

and (13) reformulating the research questions (Collins et al., 2006). The interpretation 
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stage was utilized to create a coherent whole from the quantitative and qualitative data 

collected and to reflect on possible directions for future research (Collins et al., 2006). 

Writing the Final Report 

         The final, approved, version of this dissertation serves as the final report for this 

study. 

Reformulating the Research Questions 

         The final step in the RAP model is to reflect on how the research has led to new 

or revised research questions (Collins et al., 2006). I reviewed the conclusions that I 

formulated at the end of the study to see how those can inform new perspectives or 

streams of inquiry. I have utilized this study to inform my understanding of teachers’ 

feelings of efficacy in utilizing trauma-informed practices, and I recognize that in doing 

so I have concluded the study with additional questions and aspirations for future studies. 

Human Participants and Ethics Precautions 

        The research study was approved by the Institutional Review Board for Human 

Subjects Research at The George Washington University prior to data collection. All 

participants were adults and were asked for their consent prior to participating in the 

study. Participants were made aware of the potential risks and benefits of participating in 

the study. All participants were assigned a random numerical identifier to ensure that data 

could not be traced back to participants. Study data were safeguarded in password-

protected computer files.  
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CHAPTER 4 

Overview 

 This study used a mixed methods design with a complementarity purpose to 

investigate how early childhood special education teachers perceive the relationships 

among trainings they have completed in trauma-informed care and their beliefs that they 

can teach and support students who have been affected by trauma. Mixed methods 

research facilitates the analysis and integration of multiple types of data to answer 

questions such as “how” and “why,” which help contextualize quantitative data results. 

This study used a triangulated concurrent mixed methods design to address the following 

quantitative, qualitative, and integrated  research questions: 

1. Quantitative: What are early childhood special education teachers’ attitudes 

related to trauma-informed care as measured by the ARTIC? 

2. Qualitative: How do early childhood special education teachers describe their 

efficacy in teaching students affected by trauma? 

3. Qualitative: How do early childhood special education teachers describe their 

experiences of training, professional development, and/or continuing education in 

trauma-informed care? 

4. Integrated: How do integrated findings exploring the relationships between early 

childhood special education teachers’ ARTIC scores and their experiences of 

training, professional development, and/or continuing education in trauma-

informed care enhance understandings of the relationship between trauma-

oriented professional learning and approaches to trauma-informed teaching? 
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Within this chapter, demographic information on the respondents is first provided. 

Then, the research questions are addressed through a complementarity purpose using a 

concurrent qualitative and quantitative mixed methods design (Onwuegbuzie & Collins, 

2007). Qualitative results are presented first, followed by ARTIC analyses, and 

concluding with integrated results. 

Participants 

Participants were recruited via Facebook and Instagram. Virtual recruitment fliers 

were posted on my personal accounts and in Facebook groups for early childhood special 

education teachers. Participants were encouraged to share the study information with 

their colleagues and friends as well. Participants (n=35) represented teachers from across 

the United States. There were participants from 22 individual states and the District of 

Columbia. Participants represented the four regions of the United States, the Northeast, 

Midwest, South, and West, as defined by the United States Census Bureau (United States 

Census Bureau, 2021). Approximately 45.7% of the participants were from the South, 

20% were from the Midwest, 14.3% were from the Northeast, and 14.3% were from the 

West. All participants indicated that they were female. Participants ranged in age from 22 

to 64 with an average age of 41 years.  

Participants had been teaching between 1 and 39 years with an average of 14 

years spent in the classroom. When asked about the grades taught, participants were able 

to select multiple grades. 23 participants indicated they taught preschool, 14 indicated 

they taught kindergarten, 12 taught first grade, 10 taught second grade, 7 taught third 

grade, and 7 indicated that they also taught an “other” grade. Participants did not indicate 

the number of years spent teaching each grade. 
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Table 1 

Participant Demographics 

Demographic Information Count Percentage 

Sex 
     Male 
     Female 
     Did not disclose 
 

 
0 
35 
0 

 
0% 

100% 
0% 

Location 
     Midwest 
     Northeast 
     South 
     West 
     Did not disclose 
 

 
7 
5 
16 
5 
2 

 
20% 

14.3% 
45.7% 
14.3% 
5.7% 

Age 
     20-29 years 
     30-39 years 
     40-49 years 
     50-59 years 
     60-69 years 
     Did not disclose 

 
4 
10 
11 
7 
1 
2 
 

 
11.4% 
28.6% 
31.4% 
20% 
2.9% 
5.7% 

Years Teaching 
     1-5 years 
     6-10 years 
     11-15 years 
     16-20 years 
     21-25 years 
     26-30 years 
     31-35 years 
     36-40 years 
     Did not disclose 

 
8 
11 
2 
3 
3 
2 
3 
1 
2 

 
22.9% 
31.4% 
5.7% 
8.6% 
8.6% 
5.7% 
8.6% 
2.9% 
5.7% 

Note: n=35   
Qualitative Findings 

How do early childhood special education teachers describe their experiences of 

training, professional development, and/or continuing education in trauma-informed 

care? 
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How do early childhood special education teachers describe their efficacy in teaching 

students affected by trauma? 

Qualitative Analysis 

 All participants provided short answer survey responses. The responses to the 

following questions were sorted based on the response given: 

  8a. Approximately how many sessions have you attended? 

8b. How were these sessions structured (in-person, virtual, small group, district-

wide, etc)? 

 8c. What topics were covered in these professional development sessions? 

Responses to these questions provided additional context to understand the experience of 

training in trauma-informed care. 

The responses to the following questions were analyzed using line-by-line coding: 

8d. How have these professional development sessions impacted your classroom 

practices? 

9. How do you meet the needs of students impacted by trauma in your classroom? 

 The first cycle coding included descriptive and in vivo coding to reflect the lived 

experiences of the participants (Saldaña, 2016). Within the first cycle of coding, 78 

descriptive and in vivo codes were identified. Second cycle recoding then identified 

groups of meaning within the first cycle codes (Saldaña, 2016). The second cycle of 

coding yielded 7 overall groups of meaning within the responses. The groups of meaning 

represented themes that responded to the qualitative research questions. 
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Experiences Qualitative Results 

 Early childhood special education teachers’ experiences of training, professional 

development, and/or continuing education in trauma-informed care varied. Of the 35 

participants, 27 teachers indicated that they had received some form of training or 

professional development. The kinds of training or professional development, the number 

of sessions teachers attended, and the topics covered varied widely. Teachers reported 

attending 8 different types of sessions and between 1 to 20 different sessions with an 

average of approximately 7 sessions per teacher (See Table 2). Topics covered in the 

training focused on the following themes: ACEs, trauma, anxiety, classroom strategies, 

brain development, and social emotional learning. Specific topics for trainings are listed 

in Table 2.  

Table 2  

Experiences of Training, Professional Development, and/or Continuing Education 

Session Information Count Percentage 

Attended any professional 
development sessions on trauma-
informed care or practices 
     Yes 
     No 
     Did not respond 

 
 
 

27 
6 
1 

 
 
 

77.1% 
17.1% 
2.9% 

Number of sessions attended 
     1-5 
     6-10 
     11-15 
     16-20 

 
8 
7 
1 
1 

 
47.1% 
41.2% 
5.9% 
5.9% 

Description of sessions attended 
     Virtual 
     In person 
 
     District wide 
     Small group 
     Book study 
     Conference 

 
8 
11 
 
7 
4 
3 
2 

 
42.1% 
57.9% 

 
33.3% 
19.0% 
14.3% 
9.5% 
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     Program specific 
     School wide 
     Varied 

2 
2 
1 

9.5% 
9.5% 
4.8% 

Topics covered 
     Trauma impacts 
     Trauma definition and prevalence 
     ACEs 
     How to respond to trauma 
     Classroom strategies 
     Trauma and behaviors 
     Understanding and empathy 
     Mental health and wellness 
     TIC 
     Trauma and brain development 
     Social/emotional learning 
     Poverty 
     PBIS 
     Regulation 
     Anxiety 
     Help for Billy 

 
4 
4 
3 
3 
3 
2 
2 
2 
2 
2 
2 
1 
1 
1 
1 
1 

 
11.8% 
11.8% 
8.8% 
8.8% 
8.8% 
5.9% 
5.9% 
5.9% 
5.9% 
5.9% 
5.9% 
2.9% 
2.9% 
2.9% 
2.9% 
2.9% 

 Teachers described the impacts of their professional development on their 

teaching practices using four themes: (a) relationship building, (b) mindful practices, (c) 

reframing of student behavior, and (d) no impact. Themes a through c were present across 

teacher responses who indicated the training had influenced their teaching; if theme d 

was present, it was the only theme present in the section of responses.  

Relationship Building 

 Relationship building was a major theme present across responses on the impact 

of professional development sessions on teachers’ practices. Teachers described 

relationship building both between themselves and their students and themselves and 

students’ families.  

 Relationships always come first. Teachers described the sessions they attended 

as having a positive impact on their relationships with their students and their families. 

Teachers responded that part of building relationships was understanding a student’s 
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background and being aware of their home situations and needs. The impacts of trainings 

were far-reaching: 

“They have shaped how I support students. Relationships always come 

first…understanding how to meet student needs so that they are ready to learn.” 

“I am more aware of each child’s background. I am more sympathetic to families 

and their situations.” 

 Student feeling of safety. Teachers emphasized the importance of students’ 

feelings of safety. Safety included the ability to regulate and name their emotions in their 

classrooms. A feeling of safety also included having students’ needs met in the 

classroom. The concept of having needs met referred to both emotional needs such as a 

supportive relationship and physical needs such as food. 

“I moved away from “punishment” and towards helping children regulate 

themselves and their emotions” 

“they have provided students more of an opportunity to name what they are 

feeling, and feel safe to do so.” 

 Teachers whose responses were coded under this theme had been teaching for at 

least 7 years and had attended at least 6 professional development sessions. The majority 

of respondents under this theme had attended a training on behavior. 

Mindful Practices 

 Mindful practices encompassed teachers’ awareness of their responses to students, 

their understanding of trauma, and their teaching practices. As one teacher described the 

impact of training sessions on their teaching practices: 

 “I’m a completely different teacher. My responses are more thoughtful.” 
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The awareness of trauma led to teachers being mindful of how it may impact students’ 

access to the curriculum. A student may not be ready to learn if their needs are not met in 

the classroom. Teachers also referenced how training impacted their practices in the 

classroom. Teachers cited a focus on social/emotional skills in the classroom along with 

providing an area of the classroom to act as a calming corner for students that benefit 

from such a space. 

 “…understanding how to meet student needs so that they are ready to learn” 

 Teachers whose responses were coded under this theme had been teaching for at 

least 4 years and had attended at least one professional development session.  

Reframing of Student Behavior 

 Teachers pointed to multiple ways that training in trauma-informed practices led 

to a reframing of their perception of student behavior and their response to it. As one 

teacher described: 

“Understanding the neurochemics behind a meltdown helped me see behavior as 

communicated an unmet need. By looking through this lens, I can preempt 

explosive behaviors and shorted the length of a meltdown.” 

The reframe allowed teachers to focus less on punishment in response to a behavior and 

more on emotional regulation and support. One teacher credited the training she received 

in trauma-informed care for her ability in: 

“supporting children in crisis without have to use physical restraints” 

 Teachers whose responses were coded under this theme all attended multiple 

professional development sessions and had been teaching for at least 4 years. The 
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majority of these teachers attended a professional development session related to 

behavior. 

No Impact 

 Three teachers responded that professional development on trauma-informed care 

had no impact on their teaching. Teachers who responded this way had been teaching for 

at least 7 years. The majority of these teachers attended a professional development 

session on how trauma affects students. 

Conclusion 

 When responding to how professional development sessions have impacted their 

teaching practices, teachers used four themes: (a) relationship building, (b) mindful 

practices, (c) reframing of student behavior, and (d) no impact. Themes a through c were 

present across teacher responses who indicated the training had influenced their teaching; 

if theme d was present, it was the only theme present in the section of responses. 

Teachers whose responses were present in themes a through c have been teaching for at 

least 4 years and have attended at least one professional development session related to 

trauma-informed care. Teachers whose responses were present in theme d have been 

teaching for at least 7 years and the majority of these teachers have attended a 

professional development session on how trauma affects students. 

Efficacy Qualitative Results 

 Teachers described their efficacy in teaching students affected by trauma using 

three themes: (a) classroom environment, (b) behavior, (c) relationship building. The 

themes were present across responses to the following survey question: 

9. How do you meet the needs of students impacted by trauma in your classroom? 
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Classroom Environment 

 Classroom environment was described by teachers as both the physical classroom 

and the emotional environment within the classroom. Consistency within the classroom 

was described as an important way to establish efficacy in teaching practices. 

Consistency referred to both the classroom schedule and routines and the expectations 

within the classroom.  

“Providing consistency with classroom scheduling and interactions with students. 

Staying calm and providing a safe area. Meeting students basic needs first.. 

hunger or sleep before dealing with issues” 

 Teachers also described establishing safe spaces within their classrooms as a way 

to be efficacious in their teaching. Safe spaces may be a particular corner in the 

classroom or an area where students can go to self-regulate. Teachers described 

incorporating soft lighting, calming colors, soothing books, and tactile comforting items 

as elements incorporated into their safe spaces.  

“I create a safe space where students are encouraged to express through color 

cards sometimes, physical signals that we have created together or a different 

part of the room that is surrounded with soothing books and tactile, comforting 

items to touch.” 

Teachers whose responses were coded under this theme had been teaching for at 

least 4 years and did not all attend professional development sessions related to trauma-

informed care. 
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Behavior 

 Teachers described strategies to teach students how to regulate their behavior and 

how they view behavior in their classrooms. Multiple teachers pointed to reframing their 

view of behaviors as a way to be efficacious: 

“an understanding that disruptive behaviors may be the result of prior trauma; 

we don’t take disruptive behaviors personally” 

Undesired behaviors were not viewed as bad in the classroom, but were instead seen as a 

means for students to communicate. 

 Lessons in self-regulation were regularly referred to as a method for teaching 

students affected by trauma. Self-regulation lessons may include how to express 

themselves, how to cue that they need support, and how to appropriately interact with 

peers. Teachers also indicated that providing students with autonomy of choice in the 

classroom supported student behavior and regulation. 

 “promoting autonomy in choice, regular lessons in self regulation, and viewing 

behavior as communication, not being “bad”” 

 Teachers whose responses were coded under this theme had been teaching for at 

least 4 years and did not all attend professional development sessions related to trauma-

informed care.   

Relationship Building 

Building trust with students and their families was indicated as a key way to 

establish efficacious teaching practices. To build trust, teachers indicated that it was 

important to be aware of students’ histories if possible. That knowledge could support 

teachers as they work to build a supportive relationship: 
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“I try to continue to be aware of the different trauma my students have been 

involved in. By knowing the trauma, I can individually meet the needs with 

spending one on one time with them. I also try to meet their needs by making sure 

I continue to build the relationship.” 

One-on-one time was a recurring practice. Teachers indicated that the intentional one-on-

one time with students fostered stronger relationships. 

Teachers whose responses were coded under this theme had been teaching for at 

least 3 years and did not all attend professional development sessions related to trauma-

informed care.   

Conclusion 

When describing how they meet the needs of students impacted by trauma in their 

classrooms, teachers used three themes: (a) classroom environment, (b) behavior, (c) 

relationship building. Across all three themes, teachers did not all indicate that they had 

attended any professional development sessions related to trauma-informed care. All 

teachers that responded under these themes have been teaching for at least 3 years. 

Quantitative Findings 

What are early childhood special education teachers’ attitudes related to trauma-

informed care as measured by the ARTIC? 

 Participants completed the ARTIC-45 for education settings. The ARTIC-45 is a 

survey that measures responses in seven subscales “(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, (e) reactions to the work, (f) personal support of TIC, 

and (g) system-wide support for TIC” (Baker et al., 2016, p. 66). The ARTIC-45 has 
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participants respond to statements on a 7 point bipolar Likert scale (Baker et al., 2016). 

Higher scores indicate a more positive attitude towards trauma-informed care (Baker et 

al., 2016). The ARTIC-45 composite score has an internal reliability of .93 (Baker et al., 

2016). The subscales scores range in internal reliability from .71 to .81 (Baker et al., 

2016). The ARTIC-45 has also demonstrated strong test-retest “correlations of .84 at 

≤120 days, .80 at 121-150 days, and .76 at 151-180 days” (Baker et al., 2016, p. 70). 

Validity scores for the ARTIC-45 indicate that composite scores are related to 

participants’ familiarity with trauma-informed care r = .34-.45 (Baker et al., 2016). The 

subscale scores were found to be associated as were validity indicators which strengthens 

the validity of the measures. 

 Participants were scored on all seven subscales and received a composite score on 

the ARTIC-45. Scores did not vary widely among participants with an average composite 

score of 5.45 which indicates that participants had a positive attitude towards trauma-

informed care. Participant scores for all subscales and their composite scores are 

described in Table 3. 

Table 3 

ARTIC Scores 

Scale Mean SD Range 

Composite 5.40 0.66 4.11-6.53 
Underlying causes of problem behavior 
and symptoms 

5.45 0.72 4.33-6.71 

Responses to problem behavior and 
symptoms 

5.63 0.66 4.43-6.67 

On-the-job behavior 5.77 0.71 4.5-7 
Self-efficacy at work 5.32 1.15 3.17-7 
Reactions to the work 5.40 0.78 4-6.43 
Personal support of trauma-informed care 5.17 1.54 1.75-7 
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System-wide support for trauma-
informed care 

4.31 1.72 1.2-7 

 Participants on average scored highest on the on-the-job behavior subscale. The 

on-the-job behavior subscale “Endorses control-focused behaviors versus empathy-

focused behaviors” (Baker et al., 2016, p. 67). The high score on this subscale indicates 

that teachers are empathetic to their students affected by trauma. Such a score is 

indicative of being able to see behavior as a symptom of trauma and not a personal attack 

on the teacher. 

 Participants on average scored lowest on the system-wide support for trauma-

informed care subscale. The system-wide support for trauma-informed care subscale 

“Reports feeling supported by colleagues, supervisors, and the administration to 

implement TIC versus not feeling supported” (Baker et al., 2016, p. 67). The lower score 

on this subscale indicates that teachers may not feel that they are supported by their 

administrations in their implementation of trauma-informed care. 
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Figure 3  

ARTIC Scores 

 

 ANOVAs were run to explore if any significant relationship existed between 

participants’ ARTIC scores and their ages, locations, and years in the field. These 

relationships were explored to see if teachers’ attitudes related to trauma-informed care 

were significantly different by age, location, or years in the field. ARTIC scores were 

analyzed by subscale and by composite score. Significance was determined by a p value 

of less than .05. A significant relationship was found between the age of respondents and 
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their score on the ARTIC subscale self-efficacy at work. The ANOVAs did not yield 

significant findings for any other relationships.  

Table 4 

Means, Standard Deviations, and One-Way Analyses of Variance in Self-Efficacy at 

Work as Measured on the ARTIC and Age 

Measure Age 30-39 Age 40-49 Age 50+ F(2, 15) h! 

M SD M SD M SD   

Self-Efficacy at work 4.48 0.58 5.87 0.93 5.86 0.29 4.35* .37 
*p < .05 

 Linear regressions were run for ARTIC subscale scores and participants’ ages and 

years teaching in the field. Linear regressions were run to explore whether a significant 

relationship existed when ages and years in the field were treated as continuous variables 

instead of categorial as in the ANOVA analyses. The linear regressions did not yield 

significant results at a p value of .05. 

 Additional quantitative analyses were run in response to the integrated research 

question: 

What relationship exists between early childhood special education teachers’ 

ARTIC scores and their experiences of training, professional development, and/or 

continuing education in trauma-informed care?  

Analyses related to the integrated research question will be explored in the integrated 

findings section below. These analyses include ANOVAs and linear regressions on 

participants’ ARTIC scores and their reported professional development experiences. 
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Integrated Findings 

What relationship exists between early childhood special education teachers’ ARTIC 

scores and their experiences of training, professional development, and/or continuing 

education in trauma-informed care? 

 ANOVAs were run to explore the relationship between participants’ ARTIC 

scores and whether they had received professional development on trauma-informed care, 

the number of professional development sessions they attended, the type of professional 

development they received, and the topics covered in their professional development. 

ARTIC scores were analyzed by composite and subscale scores. Significance was 

determined by a p value of less than .05. No significant relationships were discovered. 

 Linear regressions were run for ARTIC composite subscale and composite scores 

and the number of professional development sessions a respondent attended. Significant 

results were found for scores on the Self-efficacy at work subscale. The results indicate 

that for every additional professional development session attended, participants’ score 

on the self-efficacy at work subscale increases 0.13 points. No other relationships 

between ARTIC scores and the number of professional development sessions attended 

yielded significant results. 

Table 5 

Regression Analysis Summary for Professional Development Sessions Predicting Self-

Efficacy at Work Subscale Scores 

Variable B 95% CI t p 

Constant 4.66 [3.83, 5.49] 11.88 .00 
Professional Development Sessions 0.13 [0.00, 0.27] 2.17 .04 

Note.  R2 adjusted =  0.18. CI = confidence interval. 
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 After conducting qualitative and quantitative analyses, I integrated findings to 

provide a more contextualized understanding of participants’ ARTIC scores, with 

specific attention to experiences with professional development and ARTIC subscale 

scores. I began the process of integration by examining mean subscale scores in relation 

to reported professional development experiences. Given that the purpose of this mixed 

methods study was to support complementarity of qualitative and quantitative findings 

and a primary relationship of interest in the study was professional development and 

ARTIC scores, I approached integration with this purpose to enhance understandings of 

both strands (e.g., quantitative and qualitative) of findings.   

Examination and visualization of the data made it apparent that there was 

variation between how respondents who received more professional development scored 

on the ARTIC as compared to respondents who received less professional development. 

This noted difference led to me use quartiles to explore the relationship. Quartiles 

allowed me to look at how respondents that scored in the upper and lower quartiles for a 

given ARTIC subscale or the composite score described their experiences of professional 

development and find areas of commonalities and differences among their responses.  
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Table 6 

ARTIC Scores and Qualitative Responses 

Scale # of 
Professional 
Development 

Sessions 

Impact Efficacy 

Composite    
     Upper quartile (5.98-6.53) 5-10 

Average 7.75 
More mindful of the impacts of 
trauma on students and their families. 

Creation of a predictable, consistent 
classroom where students are taught self-
regulation and are encouraged to express 
their emotions. 

     Lower quartile (4.11-4.71) 0-10 
Average 4.75 

Multiple respondents indicated they 
had not received professional 
development or that it had no impact 
on their teaching. 

Create a safe and welcoming classroom.  
“Meet them where they are at an build trust 
from there.” 

Underlying causes of problem 
behavior and symptoms 

   

     Upper quartile (6.14-6.71) 5-10 
Average 5 

Focus on teaching social/emotional 
skills and regulation. 

“I generally work to make children feel seen 
and heard as unique personalities with 
individual needs.” 
A focus on relationship building and 
growth. 

     Lower quartile (4.33-4.67) 0-10 
Average 3.75 

Multiple respondents indicated they 
had not received professional 
development or that it had no impact 
on their teaching. 

Creation of a safe space with open 
communication. 
Make themselves aware of students’ trauma 
histories. 

Responses to problem 
behavior and symptoms 

   



 
 

86 
 

     Upper quartile (6.14-6.67) 5-10 
Average 7.75 

More mindful on the impact of 
trauma on students. A focus on 
feelings in the classroom. 

Encouraging students to express themselves 
within the safe classroom environment. 

     Lower quartile (4.43-5) 1-10 
Average 5.75 

Multiple respondents indicated that 
professional development had no 
impact on their teaching. 

“Each child has their own unique plan 
designed around behavior and academics” 
Meet students where they are when they 
enter the classroom. 

On-the-job behavior    
     Upper quartile (6.71-7) 5-10 

Average 6.75 
“I moved away from ‘punishment’ 
and towards helping children regulate 
themselves and their emotions” 
Emphasis on supporting students 
where they are. 

Positive behavior reinforcement. 
Recognition that behavior is a form of 
communication. 

     Lower quartile (4.5-5.14) 0-10 
Average 4.5 

Multiple respondents indicated they 
had not received professional 
development or that it had no impact 
on their teaching. 

Create a safe and welcoming classroom for 
their students. 

Self-efficacy at work    
     Upper quartile (6.5-7) 6-10 

Average 8.8 
Multiple respondents referenced the 
importance of teaching about 
emotions and how to appropriately 
express them. 
“they have provided students more of 
an opportunity to name what they are 
feeling, and feel safe to do so.” 

Maintaining a calm safe classroom where 
students have clear expectations. Positive 
reinforcement of behavior. 

     Lower quartile (3.17-4.14) 0-5 
Average 2.5 

Multiple respondents indicated they 
had not received professional 
development or that it had no impact 
on their teaching. 

Communication with and providing 
resources for parents/families. 

Reactions to the work    
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     Upper quartile (6-6.43) 0-10 
Average 5.3 

More mindful of the impacts of 
trauma on their students and more 
aware of the backgrounds of their 
students. 

Creation of calm areas of the classroom for 
students. Attention to the individual needs 
of students. 

     Lower quartile (4-4.57) 0-10 
Average 5 

Multiple respondents indicated they 
had not received professional 
development or that it had no impact 
on their teaching. 

Recognition of the individual needs to 
students. Promotion of choice in the 
classroom. 

Personal support of trauma-
informed care 

   

     Upper quartile (6.6-7) 6-10 
Average 8 

Supportive of students’ families. 
More aware of how trauma “can 
impact students accessing education” 

“understanding that disruptive behaviors 
may be a result of prior trauma” 
Behavior is reinforced in a positive way. 

     Lower quartile (1.75-4.4) 
     Inclusive of outlier 

4-10 
Average 7 

No commonalities in responses Each child is unique and has their own 
unique histories and needs. 

System-wide support for 
trauma-informed care 

   

     Upper quartile (5.8-7) 1-10 
Average 5.67 

More aware of impacts of trauma and 
the importance of knowing each 
child’s background. 

Each child is unique and has their own 
unique histories and needs. 

     Lower quartile (1.2-3.2) 4-10 
Average 7 

No commonalities in responses Making the classroom a safe place their 
students. 
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Participants whose composite ARTIC score was in the upper quartile of scores, on 

average, attended three more professional development sessions than those whose 

composite ARTIC score was in the lower quartile of scores. When evaluating the 

subscale scores, participants whose scores were in the upper quartiles of scores, on 

average, attended more professional development sessions than those whose scores were 

in the lower quartiles of scores. This held true for all subscale scores except for system-

wide support for trauma-informed care. The largest difference between the average 

number of professional development sessions attended was for the subscale self-efficacy 

at work. Respondents whose scores were in the upper quartile for this subscale attended 

an average of 6.3 more professional development sessions than respondents whose scores 

were in the lower quartile. 

 When responding to the impact of training on their teaching practices, multiple 

respondents whose ARTIC scores were in the lower quartile for the composite, 

underlying causes of problem behavior and symptoms, responses to problem behavior 

and symptoms, on-the-job behavior, self-efficacy at work, and reactions to the work 

scales indicated that they had either not attended any professional development sessions 

or that the professional development sessions they did attend had no impact on their 

teaching practices. This relationship was not present in the subscales personal support of 

trauma-informed care, nor system-wide support for trauma-informed care. This could be 

because respondents that did not feel that they worked at a school where trauma-informed 

care was being implemented responded “N/A” to the items in these subscales. Multiple 

respondents that indicated they had not attended any professional development sessions 

did not score the items for those subscales. 
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 All respondents indicated that they were able to meet the needs of their students 

affected by trauma. Patterns of responses were apparent across subscales when evaluating 

responses in the upper and lower quartiles of scores. Similar responses were provided by 

respondents in the upper and lower quartiles indicating that regardless of ARTIC score, 

teachers had strategies that allowed them to be efficacious in teaching students affected 

by trauma. The strategies provided by respondents align with the best practices 

documented in the literature on trauma-informed care. This indicates that the respondent 

teachers found and used strategies that were effective for their students regardless of their 

training or professional development in trauma-informed care. 

Summary 

 The purpose of this study was to understand how early childhood special 

education teachers perceive the relationships among trainings they have completed in 

trauma-informed care and their beliefs that they can teach and support students who have 

been affected by trauma. To achieve this purpose, participants were asked to complete the 

ARTIC-45 for education and respond to short-answer questions. Significant findings 

emerged across the quantitative, qualitative, and integrated analyses. 

Findings from qualitative analyses revealed important themes and subthemes 

about how early childhood special education teachers describe their efficacy in teaching 

students affected by trauma and about how they describe their experiences of training, 

professional development, and/or continuing education in trauma-informed care. 

Teachers described how they meet the needs of students impacted by trauma in their 

classrooms using three themes: (a) classroom environment, (b) behavior, and (c) 

relationship building  Responses indicated that teachers have strategies to meet the needs 
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of their students regardless of the possible trauma histories of their students. Teachers 

described their experiences of training, professional development, and/or continuing 

education using four themes: (a) relationship building, (b) mindful practices, (c) 

reframing of student behavior, and (d) no impact. Teachers indicated that they had 

attended between 0 and 20 professional development sessions related to trauma-informed 

care. The format of the professional development and the topics covered varied widely 

for participants (see Table 2). 

Findings from the quantitative analyses yielded descriptive statistical information 

indicating that overall, participants self-reported high degrees of positive attitudes related 

to trauma-informed care on the ARTIC, both on the composite and the subscales. 

Analysis of variance and linear regression analyses revealed that the only statistically 

significant quantitative relationships were for the number of professional development 

sessions predicting the self-efficacy at work subscale scores and scores on the self-

efficacy at work subscale and age.  

Integrated findings revelated emergent patterns in the data that were not detected 

by purely qualitative or quantitative methods. Integrated findings functioned to enhance 

understandings of participants’ experiences with trauma-related professional 

development and their self-reported ARTIC scores. Specifically, the highest quartile of 

participants when arranged by ARTIC subscale and composite score were more likely to 

attend a higher number of professional development sessions and describe positive 

impacts of professional development on their teaching practices. Conversely, those in the 

lowest quartile were more likely to report attending no professional development sessions 

or that professional development sessions had no impact on their teaching practices. The 
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integrated analyses provide an enhanced, multidimensional perspective on the role of 

professional development, both in numbers and in content focused on educators’ sense of 

self-efficacy and experience of teaching children affected by trauma. 
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CHAPTER 5 

 More than two-thirds of American children report experiencing trauma in their 

lives before the age of 16 (SAMHSA, 2022). This prevalence suggests that early 

childhood special education teachers are working with students affected by trauma in 

their classrooms every day. Students who are affected by trauma have unique needs that 

need to be addressed through specialized social, emotional, behavioral, and academic 

care (SAMHSA, 2022). Teachers need to provide this care in their classrooms to set both 

themselves and their students up for success (NCTSN, 2018). 

 There are numerous professional development and continuing learning 

opportunities for teachers that are related to trauma-informed care and trauma-informed 

teaching practices. Professional development can provide an opportunity for teachers to 

learn about trauma, how it affects students, and how they can support students affected by 

trauma in their classrooms. At the local level, professional development can be tailored to 

meet the needs of teachers based on the needs of their students. Tools such as the ARTIC 

scale can be utilized to determine in what areas related to trauma-informed care teachers 

would benefit from more training (Baker et al., 2016). 

 The research study was designed using a mixed methods design with a 

complementarity purpose. The ARTIC scale (Baker et al., 2016) for education collected 

quantitative data from participants on their attitudes related to trauma-informed care. 

Participants were also asked to respond to qualitative questions related to their 

experiences of professional development and supporting students affected by trauma. The 

quantitative sample was nested within the qualitative sample. Participants were recruited 

using my professional network and social media. The purpose of the research study was 
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to understand how early childhood special education teachers perceive the relationships 

among trainings they have completed in trauma-informed care and their beliefs that they 

can teach and support students who have been affected by trauma. To achieve this 

purpose, the study explored the following questions: 

1. What are early childhood special education teachers’ attitudes related to trauma-

informed care as measured by the ARTIC? 

2. How do early childhood special education teachers describe their efficacy in 

teaching students affected by trauma? 

3. How do early childhood special education teachers describe their experiences 

of training, professional development, and/or continuing education in trauma-

informed care? 

4. What relationship exists between early childhood special education teachers’ 

ARTIC scores and their experiences of training, professional development, 

and/or continuing education in trauma-informed care? 

This chapter is structured to a) provide an overview of the participants and 

findings, b) provide the limitations of the study, c) evaluate the initial conceptual 

framework in light of the findings, d) explore future directions related to the study in 

policy, practice, and research, and (e) provide methodological recommendations related 

to the study.  

Overview of Participants 

 The results from this study reflect the experiences of 35 early childhood special 

education teachers. The participants were all female and were located across the United 

States. All participants taught early childhood special education in the last five years. For 
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the purposes of the study, teaching early childhood special education was defined as 

teaching special education in any grade from preschool through third grade. The majority 

of participants indicated that they had taught preschool. Participants varied in their years 

teaching with an average of 14 years spent in the classroom and their age with an average 

age of 41 years (see Table 7). 

Table 7 

Participant Demographics 

Demographic Information Count Percentage 

Sex 
     Male 
     Female 
     Did not disclose 
 

 
0 
35 
0 

 
0% 

100% 
0% 

Location 
     Midwest 
     Northeast 
     South 
     West 
     Did not disclose 
 

 
7 
5 
16 
5 
2 

 
20% 

14.3% 
45.7% 
14.3% 
5.7% 

Age 
     20-29 years 
     30-39 years 
     40-49 years 
     50-59 years 
     60-69 years 
     Did not disclose 

 
4 
10 
11 
7 
1 
2 
 

 
11.4% 
28.6% 
31.4% 
20% 
2.9% 
5.7% 

Years Teaching 
     1-5 years 
     6-10 years 
     11-15 years 
     16-20 years 
     21-25 years 
     26-30 years 
     31-35 years 
     36-40 years 
     Did not disclose 

 
8 
11 
2 
3 
3 
2 
3 
1 
2 

 
22.9% 
31.4% 
5.7% 
8.6% 
8.6% 
5.7% 
8.6% 
2.9% 
5.7% 
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Note: n=35   
 

Overview of Findings 

 Participants completed the ARTIC-45 for education settings and survey questions 

related to their experiences with professional development and supporting students 

affected by trauma. Responses to both the quantitative and qualitative strands were 

analyzed to investigate the research questions. The quantitative sample was nested within 

the qualitative sample; not all respondents completed all seven of the ARTIC subscales. 

The survey questions were presented before the ARTIC within Qualtrics. This may have 

led to participants responding to the qualitative questions and then exiting Qualtrics 

before completing all of the ARTIC subscales. Participants who indicated that they did 

not work at a school that implemented trauma-informed care did not respond to the 

personal support of trauma-informed care (TIC) nor the system-wide support for TIC 

scales on the ARTIC. 

ARTIC Scores 

 The ARTIC-45 utilizes a seven-point bipolar Likert scale to measure responses in 

seven subscales  “(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, (e) reactions to the work, (f) personal support of TIC, and (g) system-wide support 

for TIC” (Baker et al., 2016, p. 66). A higher score, with seven being the highest possible 

score, indicates a more positive attitude towards trauma-informed care (Baker et al., 

2016).  

 Participants scored highly on all seven subscales and on their composite scores as 

documented in Table 8. The highest average score was on the on-the-job behavior 
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subscale with an average score of 5.77. A high score on the on-the-job behavior subscale 

indicates that teachers are empathetic to their students affected by trauma (Baker et al., 

2016). Empathy and understanding can foster trusting relationships between a teacher and 

his or her students affected by trauma (Brunzell et al., 2019). Establishing trust can then 

foster a feeling of security in the classroom. With security, students may take cognitive 

and emotional risks in the classroom (Brunzell et al., 2015). Cognitive risk-taking 

supports student learning and academic development. Emotional risk-taking supports 

learning social norms and emotional regulation. Additionally, an empathetic view may 

allow teachers to view behavior as a coping mechanism instead of intentional 

misbehaviors (SAMHSA, 2022). A high score on the on-the-job behavior subscale may 

indicate that participants are creating safe, supportive environments for their students that 

encourages students to take appropriate risks in their development. 

 The lowest average score was on the system-wide support for trauma-informed 

care subscale with an average score of 4.31. A relatively lower score on the system-wide 

support for trauma-informed care subscale indicates that teachers may not feel supported 

by colleagues, supervisors, and the administration to implement trauma-informed care 

(Baker et al., 2016). This may indicate that while teachers are implementing trauma-

informed care in their classrooms, there is not a school-wide implementation. A trauma-

informed system within a school affirms the importance of supporting and teaching 

students who have been affected by trauma (Chafouleas et al., 2016). Within a trauma-

informed system, there are policies and procedures that are aligned with trauma-informed 

care, support training in trauma-informed practices, and demonstrate commitment by the 

administration to support the use of trauma-informed care (Harris & Fallot, 2001). A low 
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score on the system-wide support for trauma-informed care subscale may indicate that 

participants do not perceive that they are working within trauma-informed systems or that 

their administrations support their use of trauma-informed care in their classrooms. 

Table 8 

ARTIC Scores 

Scale Mean SD Range 

Composite 5.40 0.66 4.11-6.53 
Underlying causes of problem behavior 
and symptoms 

5.45 0.72 4.33-6.71 

Responses to problem behavior and 
symptoms 

5.63 0.66 4.43-6.67 

On-the-job behavior 5.77 0.71 4.5-7 
Self-efficacy at work 5.32 1.15 3.17-7 
Reactions to the work 5.40 0.78 4-6.43 
Personal support of trauma-informed care 5.17 1.54 1.75-7 
System-wide support for trauma-
informed care 

4.31 1.72 1.2-7 

 

Efficacy in Teaching 

 The ways in which teachers described their efficacy in teaching students affected 

by trauma was evident across three themes which emerged from study findings: (a) 

classroom environment, (b) behavior, and (c) relationship building. The classroom 

environment theme included the importance of creating a safe, supportive classroom 

environment with predictable expectations and routines. The behavior theme included 

teaching self-regulation skills and teachers’ reframing of their views and perceptions of 

behavior. The relationship building theme included building trusting relationships and 

dedicating one-on-one time to each student. 

 The themes present in teachers’ responses echo what was found in the literature. 

Schools can be a consistent, safe place for students that may lack that security in their 
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lives outside of school (Blodgett & Lanigan, 2018; Swick et al., 2013). Teachers can 

support students’ sense of security by establishing trusting relationships with their 

students (Brunzell et al., 2015). Teachers can also provide instruction in self-regulation 

which can support students in slowing down to focus on resiliency strategies and what 

they need to be successful in a situation (Brunzell et al., 2019; Khalid, 2019). Self-

regulation skills are an important factor in behavior regulation. In early childhood 

classrooms, instruction in appropriate classroom behavior and behavior expectations can 

provide students affected by trauma the greatest chance for success in the classroom 

(Sciaraffa et al., 2018). 

Professional Development Experiences 

 Teachers described a variety of professional development experiences in trauma-

informed care. Twenty-seven participants indicated that they had participated in some 

form of professional development, with the majority of respondents indicating they had 

attended an in-person training at least once (see Table 9). There was a large variety of 

topics covered in the described professional development experiences with many of the 

sessions featuring trauma or ACEs as the main topic. There were six participants who 

indicated that they had not received any professional development, training, or continuing 

education in trauma-informed care.  

 Participants were asked how their professional development in trauma-informed 

care impacted their teaching practices. Four themes emerged from participants’ 

descriptions of these practices: (a) relationship building, (b) mindful practices, (c) 

reframing of student behavior, and (d) no impact. A large majority of teachers that 

participated in professional development indicated that it had a positive impact on their 
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ability to teach students affected by trauma. Such a positive impact is supported by 

Reinbergs and Fefer (2018) as they found that teachers trained in trauma-informed 

evidence-based practices are able to effectively support their students affected by trauma. 

A small minority of teachers that participated in professional development indicated that 

it had no impact on their ability to teach students affected by trauma. It is possible that 

these are teachers who already had implemented successful strategies for teaching 

students affected by trauma in their classrooms prior to receiving professional 

development. 

Table 9  

Experiences of Training, Professional Development, and/or Continuing Education 

Session Information Count Percentage 

Attended any professional 
development sessions on trauma-
informed care or practices 
     Yes 
     No 
     Did not respond 

 
 
 

27 
6 
1 

 
 
 

77.1% 
17.1% 
2.9% 

Number of sessions attended 
     1-5 
     6-10 
     11-15 
     16-20 

 
8 
7 
1 
1 

 
47.1% 
41.2% 
5.9% 
5.9% 

Description of sessions attended 
     Virtual 
     In person 
 
     District wide 
     Small group 
     Book study 
     Conference 
     Program specific 
     School wide 
     Varied 

 
8 
11 
 
7 
4 
3 
2 
2 
2 
1 

 
42.1% 
57.9% 

 
33.3% 
19.0% 
14.3% 
9.5% 
9.5% 
9.5% 
4.8% 

Topics covered 
     Trauma impacts 

 
4 

 
11.8% 
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     Trauma definition and prevalence 
     ACEs 
     How to respond to trauma 
     Classroom strategies 
     Trauma and behaviors 
     Understanding and empathy 
     Mental health and wellness 
     TIC 
     Trauma and brain development 
     Social/emotional learning 
     Poverty 
     PBIS 
     Regulation 
     Anxiety 
     Help for Billy 

4 
3 
3 
3 
2 
2 
2 
2 
2 
2 
1 
1 
1 
1 
1 

11.8% 
8.8% 
8.8% 
8.8% 
5.9% 
5.9% 
5.9% 
5.9% 
5.9% 
5.9% 
2.9% 
2.9% 
2.9% 
2.9% 
2.9% 

 

ARTIC Scores and Professional Development 

 Through linear regression analysis, a significant relationship was found between 

participants’ scores on the self-efficacy at work ARTIC subscale and the number of 

professional development sessions attended. The results from the analysis indicate that 

for every additional professional development session attended, participants’ scores on 

the self-efficacy at work subscale increases 0.13 points.  

 When reviewing participants’ ARTIC composite and subscale scores by quartiles 

and then examining the average number of professional development sessions attended 

by the upper and lower quartiles, a variation was noted. For the ARTIC composite score 

and all subscale scores, with the exception of system-wide support for trauma-informed 

care, the upper quartile attended, on average, more professional development sessions. 

The largest difference was noted for the self-efficacy at work subscale in which 

respondents in the upper quartile attended an average of 6.3 more professional 

development sessions than respondents whose scores were in the lower quartile. 

Waggoner (2018) similarly found evidence to support the notion that training in trauma-
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informed care through professional development is correlated to increased ARTIC 

subscale scores. 

Limitations 

 This study was limited by both its sample and its sample size. The sample is not 

representative of the population of early childhood special education teachers in the 

United States. There were no male teachers in the sample and almost half of the 

participants in the study were located in the southern United States. This is not surprising 

given the professional network and social media recruiting that I used for the study. My 

professional network of teachers are largely located in the southern United States and that 

network in conjunction with wide social media recruiting strategies did not yield early 

childhood special education teachers who identify as male for the study. Approximately 

2.6% of the early childhood workforce identifies as male (Bureau of Labor Statistics, 

2022). The sample limitations keep the results from being generalizable to the population 

of early childhood special education teachers as a whole. 

 The study was also limited by its sample size. It proved difficult to recruit 

teachers outside of my professional network to participate in the study. This may have 

been an artifact of recruiting the sample for the study during the COVID-19 pandemic. It 

may also be that many early childhood special educators did not perceive that they had 

time to participate in a study and reflects how busy and time limited early childhood 

special educators are in their daily work. At the end of the recruitment phase, there were 

35 participants in the study. The small sample size limited the statistical power of the 

results and may have prevented the detection of small or even moderate effect sizes. It is 

possible that with a larger sample size, additional ANOVAs or linear regressions may 
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have yielded statistically significant results. The limited sample size may also have 

limited the variation of qualitative responses. Given the use of snowballing to recruit 

participants, it is possible that there are multiple respondents from a single school or 

district. 

Revisiting the Conceptual Framework 

 This study was approached using Bandura’s theory of self-efficacy and a 

bioecological approach to trauma intervention. The combined approach posits that a 

teacher with strong beliefs of self-efficacy in teaching students affected by trauma may 

be more likely to persevere when working with students displaying behaviors related to 

trauma. Such a conceptual framework supports shifting the perception of teachers from 

‘what’s wrong with you’ to ‘what happened to you’ (DeCandia & Guarino, 2020).  
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Figure 4  

Original Conceptual Framework 

 
 The original conceptual framework did not take into account teachers’ drive and 

motivation to be effective in meeting the needs of their students. Feelings of self-efficacy 

have been found to be a component of teacher motivation in the classroom (Thoonen et 

al., 2011). Teachers that have a high feeling of self-efficacy: 

tend to exhibit greater levels of planning and organization, are more open to new 

ideas and more willing to experiment with new methods, work longer with 

students who are struggling, intensify their efforts when their performance falls 

short of their goals, and persist longer (Thoonen et al., 2011, p. 504). 
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The responses of teachers in the study pointed to a desire to meet students where they are 

and work on their individual needs. For example, one participant shared, “They 

[professional development sessions] have shaped how I support students. Relationships 

always come first. How to reframe behaviors, support families, understanding how to 

meet student needs so that they are ready to learn,” and another responded that she aims 

to “Meet them where they are at and build trust from there.”  

Although participants appeared to recognize that many of the strategies they used 

were representative of trauma-informed care; the emphasis was on supporting student 

needs, rather than utilizing specific strategies because they were trauma-informed. Their 

responses indicated an underlying drive and motivation to find ways for their students to 

succeed that needs to be reflected in the revised  conceptual framework for the study. 

Teacher desire for their students’ success and motivation to support their students can 

mitigate their need to intentionally adopt trauma-informed practices in their classrooms. 

It is important that the conceptual framework is revised to reflect that the adoption of 

trauma-informed practices can be unintended as teachers work to find strategies that work 

for their students and their classrooms. 

 Studies have indicated that teachers are motivated to engage in and utilize 

practices that support the needs of their students (Parsons et al., 2018; Rubie-Davies, 

2015). In the case of students who are affected by trauma, trauma-informed teaching 

practices support their needs in the classroom. It is possible that motivated teachers 

would adopt trauma-informed practices because they meet the needs of their students 

even if they have not received formal training in them. Additionally, positive 

relationships among teachers and their students have been correlated with student 
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achievement (Robinson, 2022). Teachers that have established positive relationships with 

their students may adopt practices that in turn contribute to improved outcomes for their 

students (Robinson, 2022). If teachers have established positive relationships with their 

students affected by trauma, then they may adopt trauma-informed practices to meet the 

needs of those students and improve the outcomes of their students affected by trauma. 

Figure 5 

Revised Conceptual Framework 

 
  

 
Interpretation of Findings 

 This research study sought to understand how early childhood special education 

teachers perceive the relationships among trainings they have completed related to 

trauma-informed care and their beliefs that they can teach and support students who have 
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been affected by trauma. Data were collected from 35 participants through the ARTIC 

and survey questions to determine early childhood special education teachers’ attitudes 

related to trauma; how they describe their efficacy teaching students affected by trauma; 

how they describe their experiences of professional development in trauma-informed 

care; and the relationships between their ARTIC scores and their professional 

development experiences. 

 Participants on average scored highly on the ARTIC composite and six of the 

subscales. Little variation existed among the ARTIC scores of participants on the 

composite and the following subscales: underlying causes of problem behavior and 

symptoms, responses to problem behavior and symptoms, on-the-job behavior, self-

efficacy at work, reactions to the work, and personal support of trauma-informed care. 

Participants on average scored comparatively low on the system-wide support for trauma-

informed care subscale. The system-wide support for trauma-informed care subscale is 

the only subscale that explores how participants feel their school administration supports 

their use of trauma-informed care in their classrooms. All other subscales are focused on 

the behavior and feelings of the participants themselves. It is possible that teachers’ 

desire to meet the needs of the students in their classrooms leads them to use trauma-

informed care in their classrooms even when their administration does not necessarily 

support a school-wide adoption of trauma-informed care. Teachers may recognize the 

needs of their students and adopt the practices necessary to meet those needs (Parsons et 

al., 2018; Rubie-Davies, 2015). 

 The overall high scores on the ARTIC indicate that participants had generally 

positive attitudes towards trauma-informed care. There are considerations to be made 
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about these high scores. Participants self-selected into the study voluntarily. It is possible 

that participants recognized the concept of trauma-informed care when they opened the 

study invitation, felt confident in the topic, and completed the ARTIC and survey 

questions. Potential participants that did not recognize trauma-informed care may have 

opted not to participate. It is also possible that participants are all teachers that are highly 

motivated to meet the needs of their students and to build positive student-teacher 

relationships. Teachers with such motivations may adopt practices that have positive 

impacts on their students (Robinson, 2022), and it is possible that some of those practices 

could be trauma-informed. An additional consideration is that all participants in this 

study were special education teachers. It is possible that some of the preparation and 

continuing education that special education teachers engage in naturally translates into 

trauma-informed practices. If special education teacher preparation and continuing 

education naturally translates into trauma-informed practices, then that could contribute 

to the high scores of participants on the ARTIC. 

 The relationship found between the number of professional development sessions 

attended and participants’ scores on the self-efficacy at work subscale is supported by the 

literature. Dellinger et al. (2008) found a broad positive correlation between teachers 

attending professional development and their feelings of self-efficacy. The self-efficacy 

subscale measures whether respondents feel they are able to meet the needs of their 

students affected by trauma (Baker et al., 2015). The positive relationship with the 

number of professional development sessions attended and the self-efficacy subscale 

score indicates that teachers felt more confident in their ability to meet the needs of their 
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students affected by trauma as they attended more professional development related to 

trauma.  

 All study participants indicated that they engaged effective strategies to meet the 

needs of their students affected by trauma. The number of professional development 

sessions participants attended ranged from 0 to 20. This variation indicates that teachers 

found ways to meet the needs of their students affected by trauma regardless of the 

number of trainings they received. All survey respondents listed at least one trauma-

informed strategy for meeting the needs of their students; multiple respondents 

highlighted the importance of building relationships with their students and meeting them 

where they are: 

 “I can individually meet the needs with spending one on one time with them. I 

 also try to meet their needs by making sure I continue to build the relationship.” 

Building positive relationships with their students may have allowed teachers to 

recognize the needs of their students and find strategies to meet those needs. With a 

relationship focus, the emphasis is not on the trauma that the student has experienced, but 

instead on meeting the needs of the student. This may explain, in part, why teachers that 

reported receiving no training in trauma-informed care still reported using trauma-

informed practices in their classrooms. 

Recommendations for Future Directions 

 The following section will discuss recommendations for future directions in 

policy, practice, and research related to early childhood special education teachers’ 

professional development in trauma-informed care and trauma in education broadly. 

These recommendations are not exhaustive, as trauma in education continues to be a 
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growing interest for the field and there is a great need to continue improving how the 

field responds to the needs of students affected by trauma. 

 This research study was focused on trauma broadly. Trauma can present 

differently in different people and no event or experience should be assumed to be 

equally traumatic for all who experienced it. When exploring trauma and its effects on 

individuals, there is also a need to take the identities of people into account. Racial, 

economic, cultural, and ideological identities can affect how traumas are experienced, 

expressed, and responded to. While this study did not explore the differences in identities 

of the respondents nor their students, it is an important avenue to be explored in the field 

of trauma-informed care. 

Policy 

 As shown in chapter 2, students who have been affected by trauma may benefit 

from direct instruction in behavior expectations and social and emotional regulation 

(Bethell et al., 2016; Sciaraffa et al., 2018). Additionally, students who have been 

affected by trauma may benefit from attending classrooms that are designed to provide a 

calm and predictable learning environment with areas that they are able to go to regulate 

themselves (Sciaraffa et al., 2018). These supports can be vital for students who have 

been affected by trauma. Schools need to be able to provide these supports and to do so, 

they need funding for supplies, mental health services, and teacher training to enact these 

supports in their classrooms. 

 On June 25, 2022, President Biden signed the Bipartisan Safer Communities Act 

(BSCA) into law. The BSCA “expands vital mental health services and provides 

additional support for States and districts to design and enhance initiatives that will 
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promote safe, more inclusive, and positive school environments for all students, 

educators, and school staff” (Office of Elementary and Secondary Education [OESE], 

2023). Within the BSCA: 

ED awarded states nearly $1 billion…to support schools in providing students 

with safer and healthier learning environments and support students’ social, 

emotional, physical, and mental well-being. Per BSCA, states are tasked with 

developing competitions for high-need school districts to apply for funding, 

which they may use for purposes such as expanding school-based mental health 

services (The White House, 2023). 

While this funding is a good start to ensure that schools are able to create learning 

environments that are conducive to success for students affected by trauma, I believe 

there is more that can be done. Funding should not be limited to high-need school 

districts as all school districts can benefit from expanding school-based mental health 

services and supporting the social emotional needs of their students. Additionally, this 

funding should not be structured through a grant program as the capacity of districts to 

write grant proposals may be limited. Funding should be made available to districts with 

the understanding that districts need to show how the funds were spent supporting 

students’ and educators’ physical, mental, social, and emotional well-being. 

At-Risk 

 Part C of the IDEA provides states the discretion to provide early intervention 

services to infants or toddlers at risk for a disability (Early Intervention Program for 

Infants and Toddlers with Disabilities, 2017). A designation of at-risk: 
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means an individual under three years of age who would be at risk of 

experiencing a substantial developmental delay if early intervention services were 

not provided to the individual. At the State’s discretion, at-risk infant or toddler 

may include an infant or toddler who is at risk of experiencing developmental 

delays because of biological or environmental factors that can be identified 

(including low birth weight, respiratory distress as a newborn, lack of oxygen, 

brain hemorrhage, infection, nutritional deprivation, a history of abuse or neglect, 

and being directly affected by illegal substance abuse or withdrawal symptoms 

resulting from prenatal drug exposure). (Early Intervention Program for Infants 

and Toddlers with Disabilities, 2017, sec. 303.5)  

In the 2022-23 IDEA Part C Child Count and Settings submission, six states and one 

outlying area indicated that they serve infants and toddlers at risk for a developmental 

delay (United States Department of Education, 2023). In total, there were 5,730 infants 

and toddlers served in Part C under the at-risk designation representing approximately 

1.29% of infants and toddlers served in Part C (United States Department of Education, 

2023). While this is a small subset of the population, these are infants and toddlers that 

may have experienced trauma in their lives that are now able to receive early intervention 

services to address their needs. 

 Currently there is no at-risk designation for children and youth under Part B of the 

IDEA. Unfortunately, this means that students that have been affected by trauma and do 

not qualify for special education under any other disability category cannot receive 

services under IDEA. There is a need for an at-risk designation under Part B as students 

that are affected by trauma are at risk for being inappropriately identified for special 
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education services under disability categories such as emotional disturbance or other 

health impairment (Burke Harris, 2019). The potential inappropriate identification of 

students under emotional disturbance or other health impairment may also contribute to 

the overrepresentation of minority males in these disability categories (Burke Harris, 

2019). If these students were appropriately identified as at-risk, then they may receive 

services that are more appropriate to their needs. Even with appropriate identification, 

there would still be a need to monitor identification rates to ensure that no racial or ethnic 

groups are being over-identified as at-risk. Students that are affected by trauma are at risk 

for difficulties accessing the general education curriculum and functioning in a general 

education classroom. As ruled in Peter P. v Compton Unified School District, trauma 

does not guarantee a disability (Turner, 2015b); however, trauma may cause difficulties 

accessing general education. These difficulties could be addressed through special 

education if students affected by trauma could receive services in Part B under an at-risk 

designation. 

Professional Development 

 ESSA provides grant funding for trauma-informed practices in schools through 

two funding streams. Subgrants are available for in-service training in “(i) the techniques 

and supports needed to help educators understand when and how to refer students 

affected by trauma” (ESSA, 2015, sec. 2103) and “(aa) based on trauma-informed 

practices that are evidence-based” (ESSA, 2015, sec. 4108). The ESSA grant funding 

requires schools or districts to apply for the funds to then be used for these purposes. This 

can restrict the number of schools that are able to apply for the funding as it requires 

knowledge of grant writing and knowledge that the funds are available to apply for to 
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begin with. Given the prevalence of trauma in the United States, there are no schools in 

the country that would not benefit from funding to train their staff in trauma-informed 

practices, trauma symptoms, and guidance in how to provide support to students affected 

by trauma. 

 The funds available through ESSA should be provided without the need for 

application. All schools should have the funds made available to them to support them in 

meeting the needs of their students affected by trauma. Schools should be required to 

provide evidence of how the funds were spent. Evidence should be provided that shows 

that any training and professional development provided through the funds was evidence-

based. By eliminating the need to apply for these ESSA funds, more teachers could be 

trained in trauma-informed care and more students could have their needs met in the 

classroom. 

System-Wide Support for TIC 

 Participants in this research study scored lowest, on average, on the system-wide 

support for TIC scale on the ARTIC. The low average score on the system-wide support 

for TIC scale indicates that participants do not feel that their administrations support their 

implementation of trauma-informed care in their classrooms (Baker et al., 2015). This 

points to a need for administrators to be trained in trauma, the importance of trauma-

informed care, and how to support their staff who is working with students who are 

affected by trauma. Administrators may not experience the impacts of trauma on students 

at the same level as teachers and thus may not realize the need for trauma-informed care 

to be implemented in classrooms. Funding for professional development for 

administrators in trauma and trauma-informed care needs to be made available in the 
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same way that it is available for teachers. Administrators need to be trained in how to 

support not only students but their staff that is working with students affected by trauma 

every day. If administrators were trained in trauma, then they may be more supportive of 

teachers that are implementing trauma-informed care in their classrooms.  

Practice 

 All of the respondents in this research study indicated that they taught students 

that were affected by trauma and that they utilized effective methods to teach students 

affected by trauma. Strategies for teaching students affected by trauma were provided 

regardless of the number of professional development sessions respondents attended. 

This points to a need for reevaluation of the expectations of teachers in the classroom. If 

all teachers are working with students affected by trauma, then all teachers need to have 

strategies to be successful in working with students affected by trauma. 

Trauma is Ubiquitous 

 The world experienced a universal trauma with the onslaught of COVID-19 in 

2020. While the degree of trauma experienced varied, there has been a recognition that 

students may now have needs related to the pandemic and teachers need to be prepared to 

meet those needs (Halladay Goldman et al., 2020). Trauma-informed care in the 

classroom can no longer be thought of as an ‘extra’ teaching practice in classroom. 

Trauma-informed care now needs to be a standard in education. All teachers need to be 

able to create and manage a trauma-informed classroom and utilize trauma-informed 

practices in their classrooms. To meet the needs of students affected by trauma, teachers 

may not need to attend formal training, but they need to be aware of strategies to meet 

these needs.  
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Going forward, teacher preparation programs should include instruction in 

trauma-informed practices for all teachers, both in general and special education. Setting 

up a trauma-informed classroom needs to be the standard instead of the exception or as 

an extra for teachers. All teachers need to be taught how to set up a safe space in their 

classroom for students to utilize to be able to self-regulate. All teachers need to know 

what to include in a safe space such as bean bag chairs, tactile materials, and dim 

lighting. Instruction in self-regulation and emotions needs to be the standard in general 

and special education early childhood classrooms. Student requests to take a break need 

to be honored in all classrooms. Trauma is now ubiquitous in school classrooms and 

mindsets need to shift to account for this. There is no longer space to see utilizing 

trauma-informed care as going above and beyond. Trauma-informed practices now need 

to be the baseline in classrooms to properly meet the needs of students. 

All participants in this study taught students affected by trauma. The prevalence 

of trauma in classrooms indicates a need for continued support for and training in trauma-

informed practices. Teachers should be kept up to date in best practices related to trauma-

informed care so they are best able to support their students affected by trauma. As 

trauma-informed care continues to be a growing field in education, teachers need to be 

kept abreast of improved practices. Additionally, adoption of training in trauma-informed 

care at the school or district level could improve the perception of support of trauma-

informed care of administrators by teachers. System-wide support for TIC was the 

subscale on which participants in this study scored the lowest, on average. Teachers need 

to share with each other what works for students in their classrooms and the needs of 

students need to be taken into account when class rosters are created for the following 



 
 

116 
 

year. Administrators need to provide time for teachers to meet with the teachers that will 

have their students in the following school year and share information about their 

students so that the new teachers are able to set their classrooms up for success. The time 

needed to intentionally share successful practices with each other needs to be honored by 

administrators as it can facilitate the development of supportive classrooms for all 

students from the start of the school year. 

Schools and districts need to seek out and support participation in professional 

development related to the needs of their teachers and students. The focus of this research 

study was trauma, and there is a need for professional development in trauma and 

trauma-informed care, but there is a need for professional development tailored to the 

needs of the school community broadly. Teachers should be asked what they need 

support in and professional development should be sought out to meet those needs. By 

asking teachers what they need, schools and districts can respond to the needs of their 

communities directly.  

 Consideration also needs to be taken in the potential over-use of the term trauma. 

Trauma has become a hot topic in both education and society at large. With a universal 

trauma experienced through COVID-19, it is possible that the concept of trauma itself has 

been watered down. There are large variations in the impact of the trauma of COVID-19 

on individuals. While it was universally experienced, the experience of living through the 

pandemic was not equally traumatic for everyone. For those that did not find living 

through the pandemic as traumatic, the term trauma may now hold less weight. In 

practice, the field needs to exert caution in over-using the term trauma as even universal 

traumas are not equally traumatic.   
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Research 

 Research needs to be conducted in how teachers learn about and share best 

practices outside of formalized preparation, continuing learning, and professional 

development programs. There were teachers in this research study that indicated that they 

had not received any professional development or training in trauma-informed practices, 

but they were still utilizing trauma-informed practices in their classrooms. If teachers are 

learning about best practices outside of the known, formalized methods, there is a need to 

understand how and where that learning is taking place. 

 As part of my data collection, I joined Facebook groups for early childhood 

special education teachers to recruit participants for the research study. Within those 

groups, teachers are constantly asking questions of one another and sharing best practices 

for working with specific student populations. One of the populations that have been 

discussed is students affected by trauma. Participation in these groups supports the notion 

that teachers are clearly motivated to meet the needs of their students. Teachers are 

actively seeking out support and information to inform their practices in their classrooms. 

Research should be conducted on self-motivated seeking of information and resources by 

teachers to inform future opportunities that systems could proactively provide to teachers. 

These Facebook groups advertise themselves as safe spaces for teachers to discuss 

concerns and solicit advice from others in the field. Research should be conducted to 

investigate practices that are being shared in these groups and the concerns teachers are 

voicing. TikTok also has an active TeacherTok community with numerous hashtags that 

teachers use to share their practices in the classroom. These virtual environments may be 

the next frontier of professional development and there is a need to better understand how 
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they are being used. Research on these virtual environments could also investigate what 

teachers want to know and what they are seeking to find out. Research in these areas 

would provide additional teacher voice to inform the field and research. 

 There is a need to research what relationship exists between ARTIC scores and 

effective use of trauma-informed practices in the classroom. This research study showed 

that teachers who scored in the highest quartiles of scores on the ARTIC had attended a 

higher average number of professional development sessions than those participants 

whose scores were in the lowest quartile of scores on the ARTIC for the composite and 

all subscale scores except for the reactions to the work subscale. A higher score on the 

ARTIC does not, however, necessarily indicate that that teacher is more effective in using 

trauma-informed practices in their classroom. Future studies should look more closely at 

this relationship, as a positive attitude towards trauma-informed care should not be 

considered an indication that an individual is effective in using trauma-informed 

practices.  

 The results of this research study indicated that teachers’ feelings of efficacy in 

teaching students affected by trauma may be related to their desire to meet the needs of 

their students. All participants in this study indicated that they had effective teaching 

practices to meet their needs of their students affected by trauma regardless of the number 

of professional development sessions they attended related to trauma. It is possible that 

teacher motivation and desire to meet the needs of their students confounds the 

relationship between ARTIC scores and professional development. Additionally, it is 

possible that the teachers that responded to this study were all highly motivated teachers; 

they all responded to a voluntary study that serves to further the field. 
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Future research should investigate the possible relationship among teacher 

motivation to be successful, ARTIC scores, and professional development. This research 

study focused on the possible relationship between ARTIC scores and professional 

development. Teacher motivation emerged as a possible confounding factor and thus 

should be investigated as a part of the relationship. It is possible that highly motivated 

teachers are more likely to attend professional development to improve their teaching 

practices and thus score higher on the ARTIC. It is also possible that highly motivated 

teachers are more likely to have positive relationships with their students, have 

knowledge of their students’ backgrounds and needs, and thus have a more positive 

attitude towards trauma-informed care. These possible relationships warrant further 

exploration to better understand why teachers score as they do on the ARTIC. 

Methodological Recommendations 

 A mixed methods design with a complementarity purpose was used in this study 

to understand how early childhood special education teachers perceive the relationships 

among trainings they have completed in trauma-informed care and their beliefs that they 

can teach and support students who have been affected by trauma. The ARTIC-45 for 

education was used to collect quantitative data on teachers’ attitudes related to trauma-

informed care and survey responses were used to collect qualitative data on professional 

development experiences and details on how teachers support students affected by 

trauma.  

The use of surveys to collect the qualitative data in this study proved to be a 

weakness in the methodology. Interviews should have been conducted in lieu of surveys. 

Interviews would have yielded richer data from participants and would have allowed for 
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more detailed information on teachers’ practices and experiences of professional 

development. Interviews may have yielded deeper and richer understandings of the 

phenomena of interest in the study. Additionally, interviews may have allowed for more 

teacher voice to be included in the study. This may have led to richer contributions to the 

field through this study. 

 Recruitment may have been improved through the use of professional 

organizations or alumni networks. While I found some success through my professional 

network and social media, I may have increased participation if I had solicited teachers 

directly through organizations or alumni networks. Teachers have many competing 

priorities and the difficulty of recruitment highlighted how precious their limited time is. 

I also should have provided a gift card in exchange for participation. The expectation for 

teachers to participate in exchange for nothing did not place the value on teachers’ time 

that I should have. 

The exploration of relationships among trainings in trauma-informed care and 

beliefs that early childhood special education teachers can teach and support students 

who have been affected by trauma could have yielded additional understandings had 

teacher motivation been explored as part of the relationship. The results of this study 

pointed to the importance of teachers’ motivation as a factor in teachers’ practices. The 

addition of teacher motivation to this study would have produced richer data and added to 

the understandings from the study. As part of teacher motivation, the impact of teacher-

student relationships could have been explored in concert to better understand how 

teacher-student relationships may affect teacher motivation and behavior. 
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Final Thoughts 

 Students who are affected by trauma are likely in every classroom in the United 

States. Their teachers have attended numerous teacher preparation programs and have 

received varying forms of professional development during their careers. Regardless of 

the training and preparation teachers have, they need to find ways to support their 

students who have been affected by trauma. Supports may include the physical set up of 

their classroom, maintaining a predictable routine and expectations, and explicit 

instruction in social emotional skills (Bethell et al., 2016; Sciaraffa et al., 2018). Without 

such support, students who are affected by trauma may struggle to be successful in the 

classroom. 

 There will continue to be students affected by trauma in classrooms across the 

United States for the foreseeable future. With the COVID-19 pandemic, students 

experienced a universal trauma that may impact their functioning in a classroom for years 

to come (Halladay Goldman et al., 2020). The prevalence of trauma and the lack of 

indication that trauma will cease to affect students indicates that teachers need to be 

prepared to teach students affected by trauma. Formal preparation or professional 

development may be an effective way to increase teachers’ feeling of self-efficacy 

(Dellinger et al., 2008) and this research study, along with Waggoner (2018), indicated 

that there is potential for ARTIC scores to increase with training in trauma-informed care. 

Teachers desire to be effective in their teaching practices and this can drive them to 

utilize new teaching practices to meet the needs of their students (Parsons et al., 2018; 

Rubie-Davies, 2015).  
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 Trauma-informed care continues to be a growing field in education. Future 

research should investigate how teachers are sharing and learning about best practices in 

trauma-informed care outside of formal training or professional development. There is a 

need to better understand how teachers are sharing information over social media as these 

are newer methods of communication for teachers around the world. Additionally, 

consideration needs to be made for supporting students affected by trauma through 

special education even if they do not qualify for services through the current disability 

categories under IDEA. There is an opportunity to be able to provide students affected by 

trauma with the supports they need if they are provided under an at-risk designation like 

what currently exists under Part C. 

 As our knowledge of how trauma affects students and the best practices to support 

students affected by trauma increases, the field needs to adapt to meet these needs. 

Students that are affected by trauma are going to continue to be in classrooms around the 

country and it is the job of the field to meet them where they are and work to support 

them so they are able to be successful.   
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Appendix A: Short Answer Questionnaire 

1. What is your age? 

2. What is your sex? 

3. What state do you teach in? 

4. What teaching licenses do you hold? 

5. What grade do you teach? 

6. Have you been a special education teacher in the last 2 school years? 

7. How many years have you been teaching? 

8. Have you attended any professional development sessions on trauma-informed 

care or trauma-informed practices? 

a. Approximately how many sessions have you attended? 

b. How were these sessions structured (in-person, virtual, small group, 

district-wide, etc.)? 

c. What topics were covered in these professional development sessions? 

d. How have these professional development sessions impacted your 

classroom practices? 

9. How do you meet the needs of students impacted by trauma in your classroom? 

 


