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Abstract

Epidemiological studies estimate that approximately 25 to 60% of all children have
experienced at least one trauma of one form or another. The impact of this trauma on the
behavioral and social/emotional functioning of children has been shown to reduce achievement,
attendance at school, and increase challenging behavior in the classroom. In this article, the
authors discuss the impact of trauma on student learning outcomes, introduce the basics of
neurobiological changes due to trauma and propose whole school resiliency components that can

be utilized in the schools. Recommendations for future research is also considered.
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Trauma-informed schools: Building resilience using a whole school approach

Educators and therapists working with children have long understood that what happens
outside of the classroom may impact the students in their classroom. This link between a
student’s environment and their ability to learn, engage in social relationships with peers,
manage emotional regulation and executive functioning skills is now being understood using a
new lens — a trauma-informed lens. This knowledge allows educators to see student behaviors
from a new perspective and gain sensitivity to the possible challenges students may bring with
them into the classroom. While students with emotional and behavioral issues are not required to
receive therapy, they are required to attend school. Meanwhile, those who work in schools are
often not given the tools necessary to work with students who have experienced trauma. This
paper will provide a rationale for a model to provide trauma-informed practice within a school
setting using a whole school approach.

Experiencing trauma has long been understood to impact an individual. Initially many
believed that trauma experienced by children had negative impact for a set period of time.
However, research known as the Adverse Childhood Experiences study (ACESs) has provided
evidence of a link between early childhood adversity and long-term, detrimental health and
mental health outcomes as compared to adults without such challenges (Felitti et al., 1998). In a
landmark study, Felitti and colleagues (1998) examined the impact of ten adverse childhood
events which fell into the categories of neglect, abuse and family dysfunction. Even with this
limited scope of the type of childhood adversity examined, the original study demonstrated clear
associations between childhood trauma and later negative health outcomes. Early life adversity

has been associated with higher rates of heart disease, cancer, diabetes, asthma and depression
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(Shonkoff & Garner, 2012; Taylor, 2010), providing evidence for trauma impacting individuals

long after what was thought possible and in ways not expected.

The current body of research suggests that maladaptive responses to toxic stress
experienced in childhood, or ACEs, plays an important role in later physical and mental health
sequelae, which makes trauma very relevant and significant in our society particularly when it
comes to children (Bucci, Margues, Oh, & Harris, 2016). Early childhood and adolescence are
known to be a period of developmental sensitivity in which individuals may be more biologically
vulnerable to impact of negative events (Knudsen, 2004). ACEs are now understood to impact an
individual in rather intensely problematic and unfavorable ways in the short-term and have the
potential to alter developmental trajectories (Duke, Pettingell, McMorrsi, & Borowsky, 2016)
and can lead to a host of negative outcomes for an individual that permeates through all levels of
well-being.

Trauma is an experience of intense feelings of powerlessness or fear in response to some
event (Bulanda & Johnson, 2016) which influences the foundational makeup of an individual in
multiple and sometimes permanent ways. It is determined that about 25% of children experience
some form of trauma which can be physical, sexual, emotional abuse or neglect (Crosby, 2015),
violence in the home or community or some form of life threatening event such as a natural
disaster (Ko et al., 2008). Within the general population, about two-thirds have experienced at
least one traumatic event in their lifetime (Baker, Brown, Wilcox, Overstreet, & Arora, 2016).

The impact of trauma during childhood can be quite deleterious for development (Duke
et al., 2016; Bulanda & Johnson, 2016) and learning (Phifer & Hull, 2016). Developmental
impediments such as emotional regulation, impulse control, social-emotional and cognitive

functioning may diminish which interferes with learning and academic pursuits (Baker et al.,
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2016; Blitz & Anderson, 2016; Bulanda & Johnson, 2016; Duke et al., 2016). It is unfortunate

that a child’s development may not only be skewed for a moment in time but has been shown to
have an impact on inhibiting critical learning, growth and development throughout a lifetime (Ko
et al., 2008; Walker & Walsh, 2015). Trauma has been correlated with a host of negative
outcomes for youth such as a decrease in emotional self-regulation (Walkley & Cox, 2013),
impaired cognitive development (Walkley & Cox, 2013) increases of internalizing and
externalizing problems and decreases in social competency (Crosby, 2015). These all have dire
consequences for academic performance and can contribute to lower achievement (Crosby, 2015;
Ko et al., 2008). Therefore, trauma-informed practice is essential in our society, especially
within our schools, and may be even more essential for marginalized populations which have a
higher prevalence of traumatic experiences. Students who have experienced ACEs may also be
vulnerable to experiencing schools as deleterious environments. Children who have experienced
trauma may express behaviors such as displays of inattention, lack of cooperation, and defiance
which are often the cause for disciplinary actions (Phifer & Hull, 2016), and are also typical
behaviors of some children who have experienced trauma.

Children who fit into these categories may be viewed as unteachable and unmanageable,
rather than displaying behaviors that are the result of trauma. In addition, some disciplinary
actions such as “removed from class, being suspended or expelled, and, in extreme cases, being
restrained or secluded” (Baker et al., 2016, p. 62) may lead to retraumatization (Phifer & Hull,
2016). Unfortunately, there are higher rates of disciplinary action taken when it comes to
students of color (Blitz & Anderson, 2016). For example, one adaptation to trauma is
experiential avoidance which can be described as behaviors whose sole purpose is to avoid

and/or escape perceived harmful events (Briggs & Price, 2009). A child may angrily refuse and



O©CO~NOOOTA~AWNPE

TRAUMA INFORMED SCHOOLS

loudly protest reading aloud in class by throwing a book because he/she struggles in this area and
wants to avoid feeling inadequate, ashamed, and or embarrassed. His/her experimental
adaptation maybe seen as defiance and/or a lack of compliance which would then result in some
form of disciplinary action. Students of color, as compared to their Caucasian counterparts,
receive more severe consequences (Blitz & Anderson, 2016) which can lead to the “school to
prison pipeline” (Dorado, Martinez, McArthur, & Leibovitz, 2016). Trauma-informed practice
provides an essential perspective in understanding children who have experienced trauma and
asks the question “what happened to you?”” as compared to “what’s wrong with you?”

A part of answering the above question is understanding the etiology and impact of stress
upon the developing brain functioning of a child (Ko et al., 2008), and can assist in developing
an empathic perspective. While not everything is understood about this complex process
researchers are making progress in understanding the response to trauma and the resultant
changes in brain development and functioning (Bucci et al., 2016). Basically, the dysregulation
of physiological response to stress appears to play a critical role in the negative outcomes
associated with long-term stress responses (Bucci et al., 2016). Prolonged and/or frequent
activation of an individual’s stress response system changes neurological mechanisms within the
brain. During a stress response, there is an overabundance of the stress hormone cortisol (Blitz &
Anderson, 2016). While cortisol and other stress hormones are not harmful per se and, in short
bursts, are a part of our survival instinct, prolonged exposure and frequent activation can change
the way an individual responds to their environment (Bucci et al., 2016). Primarily, some of the
physiological changes are seen in the regions of the brain that are most responsible for basic
emotional, physical and psychological safety: the limbic system (Duke et al., 2016). For children

who have altered pathways due to toxic stress and/or ACEs, the limbic system is much more
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quickly accessed as compared to the prefrontal cortex which is responsible for social
competence, executive functioning, and emotional regulation. Basically, the flight, flight or
freeze strategies are much more easily activated and automatic as compared to the reasoning and
developmentally appropriate comprehension skills. For the classroom teacher, a child may be
triggered by seemingly innocuous events or requests, but may be a part of a child’s trauma
response. A response that is automatic and not fully thought out. Understanding this basic
mechanism helps to explain behavioral, social and academic difficulties in school (Shamblin,
Graham, & Bianco, 2016). Prolonged exposure to trauma, just as all life experiences, changes the
structure of the brain (Walkley & Cox, 2013) but in more extreme ways that “diminishes
memory consolidation, concentration, sustained attention, and retaining or recalling information”
(Perry & Daniels, 2016, p. 179) which can be long-lasting (Baker et al., 2016).
Building Resilience

Understanding that past adversity has been linked to negative outcomes does not mean
that the outcome is inevitable. Many people have suffered much adversity and yet return to a
state of well-being, healthy functioning and can develop increased capacity for prosocial
behaviors and attitudes (Satici, 2016; Lim & DeSteno, 2016). This ability to return to a
normalized or even positively transformed state following adversity is a description of resilience,
which can be an important indicator of positive well-being over time (Masten, 2016; Satici,
2016; Tedeschi, Cann, Taku, Senol-Durak, & Calhoun, 2017).

Early studies of resilience focused on identifying characteristics that made an individual
resilient (Feder, Nestler, & Charney, 2009), or the reverse, the focus was on maladaptive
behaviors in which individuals did not demonstrate resilience (Luthar, Cicchetti, & Becker,

2000). Masten, Best, & Garmezy (1990) warned of the potential problem inherent in this
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individualized approach to resilience research. Unfortunately, for many students who have
experienced trauma, recovery and overcoming deprivation is too often left up to the individual.

More recently, researchers have shifted their focus from resilience as an individual
construct to examining the interaction and change processes involved in and around the
individual, including the role of social capital within communities and systems in which
individuals interact (Feder et al., 2009; Wu et al., 2013). This collective aspect of promoting
resilience is articulated by Masten (2016) as integrating theory, research and application in order
to examine systems of support. This integration is further articulated by Wu and colleagues who
state that “resilience is a complex multidimensional construct...with multiple interacting factors”
(p. 10). This involves recognizing complex interaction of all stressors, risk and protective factors
in both individual and the community, neurochemicals and functional neural circuitry, genetic-
environment interdependence, epigenetics, psychological habituation, developmental
environment, and social structures (Grych, Hamby, & Banyard, 2015; Rutter, 2012; Wu et al.,
2013). However, finding ways to build resilience does not have to be complex. In fact, studies
have shown that it only takes the presence of one caring, trusted adult to change the outcome for
some children who have experienced trauma (Brunzell, Stokes, & Waters, 2016; Feder et al.,
2009). When adults work together in community efforts to provide supports for young people,
the safety net of community resilience can be even greater (Masten, 2016; Tedeschi et al., 2017;
Wu et al., 2013).

Knowing that resilience can be built through community efforts provides hope for
combating the negative risks associated with trauma. If we unify our efforts towards preventing
trauma, use trauma-informed practices to aid the healing of those affected by trauma, and work

together in building resilience across all domains, we can strengthen the well-being and positive
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outcomes of our society (Anda et al., 2006; Felitti et al., 1998; Grych et al., 2015; Masten, 2016;

Shonkoff, 2016; Tedeschi et al., 2017; Wu et al., 2013). Unification of effort may be aided by the
adoption of a concise definition and flexible model of resilience.
ARCH Model of Resilience

In order to engage and develop trauma-informed practices (TIP) in schools, a common
language of resilience should be adopted, such as, Attachment, Regulation, Competence, &
Health (ARCH) model of resilience. Expanding upon the concise language of the therapeutic
model of ARC (Attachment, Regulation, Competence; Blaustein & Kinniburgh, 2010) and
adding the component of health (H), this overarching model of resilience was developed as a tool
for strengthening collaborative resilience-building in the school setting and can be seen in figure
1.

All constructs of ARCH are viewed at both the individual level as well as how they are
manifested in various settings in community, thus providing a way to connect the multiple
interactive factors of resilience (Wu et al., 2013). All constructs represent areas that can be
impacted by trauma and that can be strengthened with the use of a resilience model. Using a
model that addresses both the risk and protective factors of resilience is important (Rutter, 2013)
as well as addressing both positive and negative in the same constructs is helpful in TIP. The
language of ARCH is neutral in that the constructs can be used to describe either a strength or an
area that needs support. In the school setting, collaborative teams for supporting students always
began with identifying the strengths a student exhibited in the ARCH model, then used that to
support the other constructs of ARCH for that student, with the goal of building strengths in all

four domains.
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Attachment, the first construct of ARCH, refers to the interactions between children and
their caregivers that impact the development of identity and personal agency and early working
models of self and other (Blaustein & Kinniburgh, 2010). Attachment is the primary domain of
the intervention that encourages the creation of a structured, predictable environment and
increasing caregiver capacity for attunement and building relationships (Blaustein & Kinniburgh,
2010). Attachment is related to connection with others and the environmental context, such as,
establishing safe and predicable routines that are transferable across individual, family, and
systemic levels. In our use of the ARCH model, attachment was expanded to refer to solid and
stabilizing relationships within the school and include proactively building a sense of belonging,
or a sense of purpose, or even hope and/or belief in a purpose in the future (Satici, 201; Tedeschi
etal., 2017). For example, if a student had issues of attachment and the teacher could not make a
solid connection, the teacher would work on attachment first through building a classroom
community where the child could feel safe and a sense of belonging within the class.

Regulation, the second component of ARCH, refers to enhancing the capacity of an
individual to self-regulate their emotions and behavior. This includes increasing the student’s
ability to identify feelings in self and others, to safely express their emotional states, and to
modulate their emotional experiences and return to a calm state after arousal (Blaustein &
Kinniburgh, 2010). Executive function skills, which includes working memory, inhibitory
control, and problem solving, can be conceptualized as a component of regulation because they
are skills that help regulate the child’s life. Self-regulation is often seen as a challenge for
students who experienced trauma (Anda et al., 2006). Beyond the therapeutic model, regulation
might refer to any internal or external regulation used to benefit the outcomes for the student in

building resilience. For example, a student who has a solid attachment to an adult in the school
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but struggles with self-regulation during transitions might work with that adult to create a picture
schedule and a develop a plan together to build competence for transitions. In addition, specific
classroom lessons focused on identifying emotions and simple problems solving strategies are
also useful.

Competence, the third construct of ARCH, refers to the dynamic process of developing
mastery across cognitive, emotional, intrapersonal and interpersonal domains. (Blaustein &
Kinniburgh, 2010). Building efficacy and achievement provides a catalyst for continued growth
and well-being. One of the essential components of this aspect is recognizing personal strengths
and goals students may have in the school. Assisting students in this process of recognizing their
successes helps develop a protective factor of resilience (Ho et al., 2015) which can be built upon
for furthering self-efficacy and successful functioning in the world (Rutter, 2012). For example,
a student who has good reading skills but weak attachments to peers might build their confidence
in both competence and attachment by reading scenarios to peers in a social-emotional learning
game.

Health, the fourth construct of ARCH, refers to both physical and mental status of the
student. A trauma-informed approach in schools should include consideration of health factors
beginning with basic human needs, such as, nutrition, sleep, and shelter, but also assess the
culture of the school and community and their promotion of healthy practices (Langford, et al.,
2014). As in all the constructs of resilience, determination is made for strengths in this area for
the individual as well as for the community, and if there is a need for additional supports within
the school or more specialized treatment requiring referral to community agencies (Langford, et
al., 2014; Wu, et al., 2013). For example, a school counselor might discover a student’s lack of

self-regulation might be due to inadequate sleep, and might work with the caregiver on a
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proposed sleep schedule. If that is insufficient, suggesting a referral to a pediatrician may be a
next step. Another example is impaired attachment: if relationship-building is ineffective in the
school setting and at home, an attachment disorder may be suspected leading to possible referral
to a mental health specialist in the community.

The ARCH model is a useful, flexible framework for addressing trauma and building
resilience as well as for increasing ease of communication and collaboration across domains for
addressing all needs for health, wellbeing, and resilience. Using this as a common language and
simple framework provided for successful teaming to build supports for students by first
identifying their strengths in ARCH then connecting that to their needs to build resilience for the
individual. As staff learned to incorporate the ARCH model in various settings, for their students
and for themselves, it increased the resilience of students, staff, and the whole school.

Whole-School Approaches to Trauma-Informed Practice

Whole-school approaches are essential to effectively implementing trauma-informed
practices in the school setting. Whole school approaches are connected to The World Health
Organization’s (WHO’s) development of Health Promoting Schools (HPS). HPS highlight the
strong positive correlation between health and education and seek to provide effective
interventions to enhance the overall wellness of students and their academic outcomes- such an
emphasis has positive implications not only for school, but also for long-term quality of life
(Langford et al., 2014). HPS often use whole school approaches to address issues in their
environment such as technology (e.g. Prain & Hand, 2003), bullying (e.g. Smith, Schneider,
Smith, & Ananiadou, 2004), nutrition, and physical activity (Langford et al., 2014). Whole-

school approaches are comprehensive models that are embraced by all constituents (ideally)
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within a system that transforms the organizational culture and creates an environment that is
conducive and beneficial for all vested individuals (Langford et al., 2014).

Specifically, trauma-informed practices in schools are essential to meeting the needs of
children exposed to trauma and their development of social-emotional learning, academic skills,
and self-regulation (Perry & Daniels, 2016). Walker and Walsh (2015) assert that schools have a
unique and critical role to identify at-risk children and families and connect them with resources
at the school and/or community. Scholars argue that schools are the entry place for mental health
services for children and screening for trauma (Ko et al., 2008). In order to fulfil that unique and
critical role, it is important that people are aware of ACEs and the impact it has on children.
Given the success of school-wide policies and practices within a school setting and the impact
that ACEs has on student behavior and learning, it is imperative that a school-wide approaches to
understand and most effectively work with and support these students is essential. This is
particularly important for elementary school as these years set the foundation for the children’s
schooling experiences. Just as the cumulative experiences they have at home influence them at
school, their cumulative experiences in elementary school set the tone for their remaining school
years and academic outcomes.

Fostering a positive environment for the development of these skills can enhance their
academic success. According to the Substance Abuse and Mental Health Services Administration
(2014) “a program, organization, or system that is trauma-informed 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 in the system; and responds
by fully integrating knowledge about trauma into policies, procedures, and practice and seeks to

actively resist re-traumatization” (p.9).
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The implementation of Trauma-Informed Practice (TIP) ultimately seeks to generate
knowledge about trauma, mitigate the possibility of re-traumatization of those individuals, and
provide a commonality of speech and practice both from interpersonal and interdisciplinary
perspectives (Phifer &Hull, 2016; Substance Abuse and Mental Health Services Administration,
2014). In other words, TIP in schools seeks to teach all school staff, students, and allies how to
understand trauma, its implications, as well as, reduce occurrences that may potentially
reintroduce those experiences and trigger behaviors that may interfere with learning. However,
the practicality of TIP in schools require collaborative efforts.

TIP initiatives are most effectively implemented using whole-school approaches because
it creates a consistent expectation and common language from the top down and across systems
(Phifer and Hull, 2016). Administration and staff have mutual ways of communicating amongst
each other regarding their students, and the children have a consist expectation of behavioral
conduct and emotional regulation throughout their school day and across grade levels; opposed
to isolated individual efforts to implementing TIP.

The whole-school approach involves implementing trauma-informed training and
strategies to school teachers and staff. The overall goal is to share knowledge with the staff and
teachers regarding TICs, offer techniques and strategies to reduce social-emotional and
behavioral concerns of students, and ultimately see a positive shift in school culture and efficacy
regarding TIP and working with students. The whole school approach to TIP requires
collaborative engagement on the part of the research teams and between school systems. Ko and
colleages (2008) state that trauma confronts school with a significant dilemma: How is it that

they can reach their education mission when so many children have experienced trauma that is



O©CO~NOOOTA~AWNPE

15
TRAUMA INFORMED SCHOOLS

impacting their ability to regularly attend and engage in the learning process? A school-wide
approach to becoming trauma informed can help address this dilemma.

The researchers’ capitalizing on the benefits of the professional development (Perry &
Daniels, 2016; Phifer & Hull, 2016) implemented the four R’s (realization, recognition,
response, resisting re-traumatization) which are principles of TIP through this medium to
participating staff and teachers. Phifer and Hull (2016) assert that “student achievement increases
when professional learning is sustained over time and directly related to and embedded in the
daily practice of teachers” (p.204). Realization is the first principle in TIP; the research team
provided foundational information about trauma and specifically ACEs (see Felitti et al., 1998)
as well as their personal wellness (self-care) in addressing these concerns. Recognition is the
second principle; participants learned the effects that ACEs and toxic stress have upon both
academic and social-emotional learning (Walker & Walsh, 2015). In addition, they learned
about the effects of trauma, neuroscience, and learning. Subsequently, they learned how the
effects of such toxic stress impacts classroom behaviors. The third principle is responding; this
involved understanding the importance of positive interactions, relationships and the building of
resilience. Participants learned about resiliency methods and models (i.e. ARCH) and ways to
promote resilience among their students. Finally, resisting re-traumatization included
consideration of the aforementioned information with great emphasis being placed on the
personal and collective wellness. It is important that teachers and staff work together, keep each
other accountable, and be cognizant of their positions as helpers and the impact of their work on
them personally. It is advised that teachers and staff routinely engage in self-care practices and
that they maintain a healthy work life- balance to enable them to effectively implement these

principles of TIP in their schools.
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Ways for Schools to Become Trauma Informed

Becoming trauma informed, particularly from a school-wide perspective, takes planning
and commitment. It also takes the understanding that implementing trauma-informed practices
goes beyond just meeting a set of criteria. Rather, being trauma-informed requires a shift in
thinking and perspective. It is changing the paradigm of how one thinks about student’s
behavior. This shift in perspective or creating a trauma informed lens allows the person
interacting with youth to begin to see that the child is not a bad child, but embraces the notion
that behavior occurs within a context and that environmental factors have led to this is the
particular way of interacting and the behavior demonstrated. This shift in perspective allows for
greater empathy, compassion, and understanding of children’s behaviors. As a result, teachers,
staff, administrators would be able to interact in a different way that would allow that child to
feel safe and able to participate. A director of an alternative high school stated, “If a student
doesn’t feel safe in school, they’re not going to care about Algebra Il. Of course academics are
important, but until you can get a student feeling safe, they’re not going to care.” (Chernoff,
2016).

Oehlberg (2008) clearly discusses what it means to be trauma informed in the school
system and in doing so, provides suggestions for those interested in being trauma informed to
consider. First, she asserts that there needs to be administrate commitment to safety in the
classroom, school building, school grounds, and buses. A commitment to creating a climate of
respect for everyone. Second, she calls for a shift in discipline policies, which is why there needs
to be administrative commitment. Typically discipline strategies are coercive and may often
provoke shame and rejection of a student who has experienced trauma, with reinforces their

behaviors and triggers. Further, discipline policies were created out of the thought that students
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are intentionally doing these behaviors, maintaining the “what is wrong with you” perspective.
Shifting to the “what has happened to you” perspective would engender policies that restore the
student to the school community, understanding that something may have been triggered in
them. Third, Oehlberg states that there should be a focus on staff development. Primarily
informing teachers, staff, and adults in the school who interact with children about the impact of
trauma on behaviors and brain development. She also suggests that staff development should
focus on the way that adults’ behaviors can influence children. Particularly, paying attention to
how one’s non-verbal cues like body language, facial expressions, tone of voice, and breathing
patterns can potentially trigger behaviors in students who have experienced trauma. Fourth, she
recommends that school counselors, social workers, and/or psychologist have relationships with
mental health providers in the community. This is recommended so that students may be
screened for trauma and receive the appropriate services. Lastly, Oehlberg recommends
informing students about trauma and brain development as well as ways to promote resilience in
high school.
Challenges to Becoming Trauma Informed in Schools

Change at the individual level can be difficult. People like to maintain status
quo/homeostasis, and keep things predictable. Perhaps it is unsurprising that change within a
school setting would be that much more complicated. Schools are complex systems with a lot of
moving parts, agendas, and history. As such undertaking a paradigm shift as described above can
be extremely challenging. Hodas (2006) details ten potential barriers to implementing trauma-
informed programs: (a) lack of attention to organizational culture and the need for organizational
change, (b) lack of recognition of the nature of the population served and their collective and

individualized needs, (c) lack of adequate skill sets for direct care staff, based on insufficient



O©CO~NOOOTA~AWNPE

18
TRAUMA INFORMED SCHOOLS

training, supervision, and oversight, (d) lack of adequate response to the trauma histories and
experiences of the children being served, (e) lack of awareness of the potential impact of each
helping adult—positive and negative, (f) mistakenly attributing intentionality to the child’s
behavior, (g) equating trauma-informed practice and being therapeutic with “being soft,” (h) lack
of understanding by staff that the behavior of children and stressful work-related events can
create problematic internal reactions, (i) a program overly concerned with rules and procedures,
and (j) a prevailing belief that “we are doing this already” (pp. 57-58). Walkley and Cox (2013)
provided examples of how some of these barriers can be enacted. For example, regarding lack of
attention to organizational culture, many schools have an oral history that maintains the way
things are, primarily with sentiments like “that’s not the way we do things here” (Walkley &
Cox, p. 124). They also describe how the idea of trauma-informed practices “being soft” may be
most prevalent with those with a more behavioral and discipline orientation to behavior problems
and growth. Despite the number of barriers listed and some that may be unforeseen once trauma-
informed practices are implemented, a shift in perspective and experiences of students is worth
effort. After all, this is a way that the schools can demonstrate their resiliency, modeling that
students can overcome all the potential barriers they face as a result of their adverse childhood
experiences.
Future Research

The need for the development of empirically supported whole school approaches is
essential in order to move this work forward. The TIP movement is at a nexus of powerful
knowledge on the impact of trauma on the lives of students and a lack of proven interventions to
assist in moving students toward resilience. Currently there is a paucity of evidence on TIP

whole school or classroom intervention approaches. Therefore, there is not a reliable way to
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measure the degree to which a school is trauma informed (Chafouleas, Johnson, Overstreet, &
Santos, 2016).

Gaining understanding of which interventions work for which students under which
conditions is essential to further specify and create effective practices in the school. Future
research in this area could include looking at trauma through a multicultural lens. Because there
are disproportionately higher rates of violence in communities of color (Dorado et al., 2016),
research could broaden the limited literature that incorporates a cultural lens which would
consider marginalized youth of color who are at a greater risk of experiencing ACEs (Baker et
al., 2016) and traumatic issues such as historical trauma, systemic racism and oppression, and
micro-aggressions which are everyday experiences of minorities in this country. Understanding
what is considered to be traumatic and why for this population, how minorities adapt, and how
trauma presents itself in these more extreme cases could greatly benefit education, mental health
professionals and all professionals who work with this population. Using a phenomenological
approach could capture the lived experiences of this population which would educate
professionals as well as elicit the empathic nature around which trauma-informed practice is
centered.

Future research could look not only at specific populations but environmental factors
such as “social toxins, whether abuse, community violence, poverty, discrimination, or war, are
at risk for experiencing a range of negative developmental trajectories” (Bulanda & Johnson,
2016, pp. 304). Current research on ACE’s looks primarily at adverse experiences in the home
and family life such as experiences related to sexual, physical and emotional abuse. Research

that looks at environmental factors outside of the home and experienced as a result of living in a
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high risk community such as witnessing or fearing violence could expand ACEs research and
provide a more comprehensive view of ACEs.
Conclusion

Although the nuances of understanding the impact of trauma upon children is ongoing,
the need for TIP initiatives using a culturally responsive whole school approach is clear. The
scientific evidence is compelling; early adversity dramatically effects student learning and social
emotional outcomes in school and throughout the lifespan. It is critical for teachers,
administrators and policy makers to move forward in assisting our most vulnerable gain the
necessary skills to prevent and reverse the impact of trauma upon their lives. In short, it is time to

promote resilience from a whole school perspective.
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Figure 1. ARCH Model of Resilience: Interrelated constructs for building resilience




