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Abstract
An extensive literature establishing the prevalence of Adverse Childhood Experiences (ACEs) and their destructive impact over
the lifespan has motivated recent efforts to fundamentally alter the educational milieu. One such initiative, entitled
BCompassionate Schools,^ involves the training of educators in trauma-informed and trauma-sensitive practices, in the hopes
of creating scholastic environments more conducive to widespread resilience. Despite encouraging initial reports, few studies
have empirically evaluated the impact of Compassionate Schools training on attendees. The current investigation reports the
results of two studies. In Study 1, participants completed a questionnaire 6 months after their Compassionate Schools trainings,
including items relevant to mindset and behavior change. In Study 2, participants completed the Attitudes Relevant to Trauma
Informed Care (ARTIC) scale before and after a Compassionate Schools training. The majority of participants in Study 1 reported
enduring changes in mindset and behavior as a result of their trainings, and described those changes in terms consistent with the
Compassionate Schools model. ARTIC responses in Study 2 suggested marked trauma-informed attitudinal improvements
between pre- and post-training assessments. These data, although preliminary, are consistent with the Compassionate Schools
paradigm, and empirically support its promise as a ACEs-informed intervention for educators.
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Childhood adversity involves early exposure to various forms
of abuse (i.e., psychological, physical, and sexual), household
dysfunction (e.g., substance abuse, mental illness, domestic
violence, criminality), and problematic social-contextual
stress (e.g., community or school violence). These BAdverse
Childhood Experiences^ (ACEs) have been the subject of
significant scholarly attention in recent decades (for a
review, see Kalmakis and Chandler 2015). Despite marked
conceptual ambiguity and varying operational definitions
(Kalmakis and Chandler 2014), several general findings
emerge from the extant literature.

First, ACEs are disconcertingly common, with a high per-
centage of children experiencing at least one potentially trau-
matic event before reaching adolescence and many exposed to

multiple, varied sources of adversity (Felitti et al. 1998;
McLaughlin et al. 2013). Second, ACEs are associated with
significant negative outcomes later in life. Informed by re-
search linking specific forms of early maltreatment to prob-
lematic development, the original ACE study (Felitti et al.
1998) revealed powerful, graded relationships between the
number of categories of ACE exposure and a host of psycho-
logical and physical difficulties in adulthood (for a review of
this literature, see Felitti and Anda 2010). Third, trauma and
adversity are linked to concurrent problems in emotional, cog-
nitive, and social development, and are associated with an
array of behavioral and psychological difficulties in children
and adolescents (Bosquet Enlow et al. 2012; Chan and Yeung
2009; Clark et al. 2010; Copeland et al. 2007; Ford et al. 2010;
Kilpatrick et al. 2000; McLaughlin et al. 2013; Ruchkin et al.
2007; Stallard 2006). ACEs, particularly if repeated or
sustained, are associated with impaired attention, memory,
and concentration, as well as difficulties with emotional reg-
ulation, healthy attachment, communication, and impulse con-
trol (Cook et al. 2005; Shipman et al. 2005, 2000).

It is unsurprising, therefore, that ACEs are also predictive
of academic difficulties, conduct problems, and delinquency,
and that traumatized students are at increased risk for
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suspension and expulsion, poor attendance, risky behaviors,
low self-esteem, and disengagement (Delaney-Black et al.
2002; Ford et al. 2010; Greenwald 2002; Grogger 1997; Ko
et al. 2008; Kilpatrick et al. 2000; Luke and Coyne 2008; Hurt
et al. 2001; Shonk and Cicchetti 2001). Given the challenges
they face, it would appear unreasonable to expect such stu-
dents to behave, react, and perform typically in a standard
classroom. Indeed, many traditional scholastic expectations
and practices (e.g., punitive responses to problematic behav-
ior) represent unnecessary, counterproductive, and potentially
insurmountable obstacles to their success (see Cole et al.
2005, for a review and extended discussion of the
difficulties traumatized children routinely face in the
academic mileau).

The Compassionate Schools (CS) initiative, inaugurated in
Washington State in 2008 (Hertel et al. 2009), was developed
in response to the general body of evidence reviewed above.
The program is intended to foster cultural and environmental
conditions conducive to healthy development for all children
(including those who have experienced adversity). Within the
CS theoretical framework, school-wide improvement should
result from 1) familiarizing educators with the ACEs litera-
ture, 2) instructing them in effective, trauma-sensitive prac-
tices, 3) encouraging personal self-care and awareness, and
4) amplifying student, family, and community engagement
with the educational system. Practices are deemed Btrauma-
sensitive^ if they promote healthy, caring, and supportive in-
teractions among students and educators. Such interactions
should, from the CS perspective, allow schools to capitalize
on the constellation of benefits accompanying nurturant rela-
tionships in traumatized youth (e.g., increases in resilience,
executive functioning, self-regulation, general health, and in-
terpersonal competence). The model prioritizes student em-
powerment, and emphasizes the maintanence of high stan-
dards of conduct and performance.

The results from the Washington State Compassionate
Schools initiative are promising (Hertel et al. 2009), and sim-
ilar trainings are now available at a number of U.S. sites. Few
studies to date, however, have systematically examined the
feasibility of such programs or their impact on educators and
the students they serve. The current investigation attempts to
contribute to this literature by evaluating the perceived impact
of Compassionate Schools training among attendees of the
Child Protection Training Center (CPTC) at the University
of South Carolina Upstate.

In Study 1, a survey was constructed by the research team
and delivered to Compassionate Schools attendees six months
after their trainings, to examine perceptions of the nature and
durability of impact. In Study 2, participants were assessed
before and after their Compassionate Schools trainings using
a reliable and valid measure of trauma-informed attitudes. As
the current set of studies is preliminary, and the 1st largely
exploratory, randomization to control groups was deemed

premature and inappropriate. In Study 1, we were simply hop-
ing to investigate the responses of educators assigned to re-
ceive the training, and to explore whether these responses
were consistent with the Compassionate Schools model and
the content of the sessions. For this purpose, a single-group,
retrospective design was selected. As we were hoping to as-
sess the perceived impact of the training and impressions
thereof, as opposed to changes in absolute levels of knowl-
edge, attitudes, or behaviors, pre-training questions were
deemed inappropriate. A retrospective pre-post design was
also rejected, given its inapplicability to many of our key
study questions. Study 2 was conducted to build on the ex-
ploratory results of Study 1, using a stronger methodology and
a psychometrically-established instrument. Thus, participant
responses to Compassionate Schools were assessed using a
pre- and post-training administration of a reliable and valid
measure of trauma-informed attitudes.

CPTC Compassionate Schools Training

The CPTC launched a Compassionate Schools initiative in
Spartanburg, SC, in 2016. The Compassionate Schools para-
digm (see Cole et al. 2005; Hertel et al. 2009) is a flexible,
generalized framework built on the science of ACEs and toxic
stress. Embracing an ecological systems perspective
(Bronfenbrenner 1979), its goal is to improve educational
and behavioral outcomes by cultivating a trauma-sensitive
and trauma-informed learning environment. The phrase
Btrauma-informed,^ from a Compassionate Schools perspec-
tive, does not refer to the identification of individual children
who have been traumatized (although this is certainly impor-
tant), but to an approach that assumes a high prevalence of
such experiences and is consequently designed to foster resil-
ience for all students. According to the Children’s Trust of
South Carolina, ACEs are in fact quite common in the state:
62% of adults reported at least one adverse childhood event in
2016, with 22% reporting two or more and 16% reporting four
or more (https://scchildren.org/research/resources/).

In January 2016, a steering committee of superintendents,
principals, school social workers, educators, and community
leaders was established to discuss the feasibility of
implementing a trauma-informed framework in Spartanburg
County schools. Utilizing the general Compassionate Schools
paradigm (Wolpow et al. 2009), the CPTC developed a flex-
ible community-training model tailored to the specific, indi-
vidual needs of schools and community agencies in the
Spartanburg area. The overarching goals were: 1) to create
widespread awareness, in the schools and broader community,
of the prevalence and impact of trauma, and 2) to train relevant
personnel in appropriate strategies for responding to trauma,
fostering resilience, and preventing re-traumatization.
Programming was informed by a review of the relevant
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literature on ACEs and Compassionate Schools, consultation
with personnel from other Compassionate Schools initiatives
(as well local and national experts on child advocacy), an
informal but extensive community assessment of
Spartanburg and the surrounding area, and communication
with local school and school district representatives regarding
their individual circumstances, challenges, limitations, and
concerns. Trainings were planned and organized by the
CPTC, and were executed by CPTC staff and a team of local
experts (e.g., 3 Master ACE trainers, pediatricians, forensic
interviewers, SLED (South Carolina Law Enforcement
Division) officers, community organizers).

Participants in the current studies attended either a half-day
or 3-day Compassionate Schools training at the CPTC. All
trainees encountered the following elements: 1) an introduc-
tion to the Compassionate Schools framework, 2) standard-
ized education in the ACEs literature (e.g., prevalence, life-
long risks, neurodevelopment, intergenerational transmission,
community impact), 3) a simulation of ACEs in a stagedmock
house, 4) training in recognizing signs of abuse and neglect,
and 5) education on social/emotional learning and resilience
skills. The three-day trainings included the following compo-
nents in addition: 1) a screening and panel discussion of the
documentary BPaper Tigers^ (http://papertigersmovie.com/),
a film exploring the impact of ACEs on the lives of students
and staff at a particular school, 2) training in cultural
sensitivity, 3) a presentation on mandatory reporting, and 4)
education in healthy boundaries, practices, and self-care for
professionals (see Appendix 1 for additional information; fur-
ther inquiries regarding the specific content of CPTC trainings
should be directed to the corresponding author).

Study 1 Method

Procedure

In Study 1, potential participants had attended either a half-
day or 3-day Compassionate Schools session (funded by a
Spartanburg County Behavioral Health Taskforce initiative)
in 2016. Eligible educators were recruited via email approxi-
mately 6 months after the completion of their trainings (unfor-
tunately, technical difficulties make calculation of a precise
response rate impossible—the research team was informed
months later that many potential participants did not in fact
receive the recruitment message due to email filtering).

After completing a series of demographic items, partici-
pants were asked to respond to the following: 1a) Have you
experienced a change in your thinking or mindset following
Compassionate Schools training? (Yes/No), 1b) If yes, please
describe; 2a) Have you made any changes (in behavior, prac-
tice, or procedure) in response to your Compassionate Schools
training? (Yes/No), 2b) If yes, please describe; 3)What are the

most important things you learned in your Compassionate
Schools t ra ining (if any)?; 4) Which aspects of
Compassionate Schools would you like to see implemented
at your school?; 4a) If there are barriers to implementation,
please describe; and 5) What suggestions do you have for
improving the training?

The dichotomous items (i.e., did you (yes/no) experience
changes in your mindset/behavior?) were intended to capture
the perception of some kind of durable impact, and the narrative
items to illuminate this perception. For example, six months
after their trainings, did participants describe persistent attitudi-
nal, behavioral, and educational change consistent with the
Compassionate Schools framework? After returning to work
for a significant period, how did they currently feel about the
need for implementation, support for implementation, and the
training as a whole? Thematic categories were developed after
an exhaustive review of the narrative data. Each response was
then coded by two independent raters, and instances of disagree-
ment were adjudicated by a third rater.

Participants

Of the 133 participants, 73 (55%) attended a half-day session,
and 60 (n = 45%) attended a 3-day training. The majority were
women (n = 106, 80%), and either African-American (n = 31,
23%) or Caucasian (n = 98, 74%). Elementary (n = 45, 34%),
Middle (n = 36, 27%), and High School (n = 16, 12%) educa-
tors were prominently represented, as were teachers (n = 45,
34%), behavioral professionals (n = 35, 26%), and principals
(n = 28, 21%). The majority (n = 98, 74%) of respondents re-
ported more than 10 years of experience in their current roles.

Study 1 Results

The majority of participants reported changes in mindset (n =
114, 86%) and behavior (n = 101, 76%) in response to their
Compassionate Schools trainings, with 98 (74%) participants
reporting both changes, and 16 (12%) reporting neither.
Responses to both change items were unrelated (ps > .10) to
the type of training attended, all demographic variables, and
all vocational variables (i.e., program, position, years of
experience).

With respect to the narrative items, it should be noted that
participants were free to respond however they desired to all
inquiries. Consequently, responses varied widely in length,
complexity, and responsorial tone/approach (e.g., some re-
sponses were not directly relevant to the question that was
asked or fell in multiple categories, and some participants
responded similarly to multiple items). The data reflect per-
centages of valid responses only and do not necessarily add to
100, and several categories are repeated across items. For
examples of representative responses, see Appendix 2.
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Narrative Item 1: BHave you experienced a change in
your thinking or mindset following Compassionate
Schools training? (Yes/No) If yes, please describe^

When describing changes in thinking/mindset, responses
fell into the following categories: Knowledge/Cognitive
Change (57%), Emotional Change (21%), Behavioral
Change (34%), and Need for Dissemination (11%).

Narrative Item 2: BHave you made any changes (in be-
havior, practice, or procedure) in response to your
Compassionate Schools training? (Yes/No) If yes, please
describe^

Descriptions of behavioral change were distributed in the
following fashion: Relationship Building Behaviors (5%),
Changes in Practice (64%), Language Changes (3%),
Emotional Changes (12%), Knowledge/Cognitive Changes
(23%), and Changes in Awareness (40%).

Narrative Item 3: BWhat are the most important things
you learned in your Compassionate Schools training (if
any)?^

When describing the most important things they learned,
participant responses were classified as follows: Warning
Signs of Maltreatment (21%), Trauma-Informed Skills
(19%), Resilience and Relationships (15%), ACEs/Trauma
Impact (71%), and Available Resources (7%).

Narrative Item 4: BWhich aspects of Compassionate
Schools would you like to see implemented at your
school?^

The following were listed as implementational desiderata:
Parental Involvement (6%), School/District-Wide Education
(33%), Experiential Training (30%), Disciplinary Changes
(3%), Resilience Building (7%), Already Implemented
(10%), All (the entire training) (6%), and Other (4%).

Narrative Item 5: BIf there are barriers to implementa-
tion, please describe^

Notably, only 21 participants (16% of the overall sample)
reported barriers to implementation. These included: Time
(38%), Money (10%), Culture (19%), Support/Buy-In
(38%), and Other (10%).

Narrative Item 6: BWhat suggestions do you have for
improving the training?^

Suggestions for improving the trainings included: None
(27%), General Positivity (e.g., BKeep it up!^) (32%),

Dissemination (24%), Follow-up Trainings (2%), Technical
Suggestions (14%), More Practical Applications (17%).

Study 1 Discussion

Results from the dichotomous items in Study 1 suggest that the
majority of Compassionate Schools attendees perceived lasting
changes in thinking and behavior as a result of their trainings at
the CPTC. Further, it seems plausible that a significant subset of
those who reported no such changes were not necessarily antag-
onistic toward the Compassionate Schools model in general or
their trainings in particular, but were simply already aware of
and largely accepting of the paradigm (note that 10% of respon-
dents indicated that Compassionate Schools was already imple-
mented at their schools). Consequently, it is possible that nega-
tive responses did not always reflect a rejection of trauma-
informed education, or a failure of the training to communicate
the model effectively and persuasively, but to the belief among
some participants that their thinking and behavior was already
consistent with Compassionate Schools and consequently in no
need of alteration.

Narrative responses were also broadly supportive of the
model. First, when asked to provide suggestions for improv-
ing the training, a majority of respondents either 1) opined that
the trainings should not be changed, 2) indicated that trainings
should be offered to an increasing number of people and/or at
repeated intervals, or 3) took the opportunity to congratulate
the CPTC team on the work being done at the center. This
represents preliminary but supportive evidence of the accept-
ability of the trainings and of their generally positive recep-
tion. Second, narrative responses suggested that participants
characterized the effects of training in a manner consistent
with the Compassionate Schools paradigm. As described
above, CPTC trainings are designed to alter mindset and be-
havior by providing information and training on ACEs, resil-
ience, and trauma-informed practice. The general pattern of
narrative responses suggests that not only did participants per-
ceive some lasting impact from their trainings, but that this
impact (by their own description) was to in effect make them
increasingly Btrauma informed.^ The major limitations of
Study 1 include the inability to calculate an accurate response
rate, a sample of convenience (educators were selected for
training attendance by their respective institutions—not by
the research team), and a single-group, retrospective design.

Study 2 Method

Despite widespread acceptance of the prevalence and impact of
ACEs, and the proliferation of rhetoric encouraging trauma-
informed practice in schools, few published studies to date have
used a reliable and valid instrument to demonstrate attitudinal
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change following school-based, trauma-informed education.
Study 2 is an effort to contribute to that literature.

Procedure

Eligible trainees attended one of three CPTC Compassionate
Schools sessions during the summer of 2018. Participants
completed a series of demographic items, as well as the 35-
item version of the Attitudes Related to Trauma Informed
Care scale (ARTIC), prior to their trainings. All participants
then attended a 3-day Compassionate Schools session, after
which they again completed the ARTIC.

Measures

The Attitudes Related to Trauma Informed Care Scale (ARTIC)
The ARTIC (Baker et al. 2016) is one of the only empirical,
psychometrically acceptable measures of trauma-informed atti-
tudes in service providers. It includes a series of self-reported,
Likert-style items (scaled from 1 to 7) designed to assess a
respondent’s beliefs surrounding ACEs and trauma. In addition
to an overall score capturing a general level of trauma sensitivity,
the 35-item version of the ARTIC (employed in this study)
includes the following subscales reflecting various dimensions
of the broader construct: 1) underlying causes of problem be-
haviors and symptoms, 2) responses to problem behavior and
symptoms, 3) on-the-job behavior, 4) self-efficacy at work, and
5) reactions to the work. Data describing the construction of the
ARTIC, and supporting its reliability and validity, are presented
byBaker and colleagues (Baker et al. 2016). In the current study,
internal consistencies (αs) for the general scale were .92 (pre)
and .94 (post), with subscale values ranging from .69–.76 (pre)
and .77–.81 (post), respectively.

Participants

Participants included 219 school district employees who com-
pleted a 3-day Compassionate Schools training at the CPTC.
The majority of participants were women (n = 169, 74%), and
either African-American (n = 57, 25%) or Caucasian (n = 156,
68%). Elementary (n = 132, 58%), Middle (n = 30, 13%), and
High School (n = 23, 10%) educators were prominently repre-
sented, as were teachers (n = 75, 33%), behavioral professionals
(n = 38, 17%), and principals (n = 48, 21%). Participants had
been working in their current roles for an average of 7.3 years
at the time of the study (SD = 7.84,Mdn = 4).

Study 2 Results

A number of participants failed to complete both ARTIC assess-
ments, or inaccurately recorded their identification number (ran-
domly and confidentially assigned to connect pre-training to

post-training assessments) on one or both surveys and were
consequently excluded from subsequent analyses. The results
presented below were conducted on the remaining 191
participants—those who completed the ARTIC at both time
points and whose pre- and post-training assessments could be
statistically linked (and therefore analyzed dependently).

A series of paired-samples t-tests were conducted to exam-
ine pre- to post-training differences for the ARTIC scale and
subscales. As shown in Table 1, statistically significant differ-
ences were found for each scale, representing large (with one
narrow exception) pre-post effects (i.e., Cohen’s d > .80).
Each difference reflected an improvement in trauma-
informed attitudes following training, despite the fact that all
pre-treatment means were above the midpoint of their respec-
tive scales (i.e., even though participants were generally en-
dorsing trauma-informed attitudes from the outset, leaving
relatively little room for improvement).

To explore the general possibility of differential impact
across demographic variables, pre-post difference scores were
calculated for all ARTIC scales and analyzed with respect to
demographic and vocational variables (i.e., gender, race, pro-
gram, position, years of experience). No significant relation-
ships were found (all ps > .05).

Study 2 Discussion

The results of Study 2 provide empirical evidence of attitudi-
nal change following Compassionate Schools training.
Despite relatively high initial scores (compared to scale mid-
points), participants still showed large improvements (i.e., in-
creases in the degree to which they endorsed trauma-informed
attitudes) on the overall scale and all subscales following their
3-day sessions. Indeed, at the post-training assessment, the
means for the overall ARTIC scale and several subscales were
above 6. Given that 7 is the upper limit for these scales, this
suggests that many participants not only Bimproved^ over the
course of the study, but were consistently endorsing attitudes
toward the extreme end of the Btrauma-informed^ pole after
undergoing Compassionate Schools training.

Discussion

Despite the wealth of evidence establishing the prevalence and
undesirable correlates of ACEs, and the growing number of
Compassionate Schools programs endeavoring to address the
effects of childhood trauma, relatively few investigations have
attempted to demonstrate empirically the benefits of relevant
training for educators. In the current studies we used two di-
verse samples of CPTC trainees to evaluate this question of
impact. In Study 1, the majority of participants reported en-
during changes in mindset and behavior 6 months after their
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trainings, and described these changes in a manner consistent
with the Compassionate Schools model and the content of the
trainings themselves. In Study 2, the ARTIC, which is one of
the only reliable and valid measure of trauma-informed atti-
tudes in existence, was employed in an interventional context.
Participants exhibited generally large and universally signifi-
cant improvements in relevant attitudes across the overall
scale and all subscales following their trainings.
Supplementary analyses suggested that these changes were
observed independent of participant characteristics (e.g., gen-
der, race, program, position, and years of experience).

Limitations

Although these results appear broadly supportive of the
Compassionate Schools training model, a number of im-
portant limitations should be noted. First, all participants
were nearby educators who agreed to attend a training
entitled BCompassionate Schools^ at a locally active
training center which makes no secret of its perspective,
values, and goals. They then took time out of their lives
to complete a survey 6 months after the fact, to no
personal material benefit. It is possible that these indi-
viduals are fundamentally different from other educators
in the area, who may be less enthusiastic about attend-
ing such a training and less receptive to the ideas pre-
sented therein (this makes the unavailability of a reli-
able response rate all the more regrettable). This possi-
bility is further suggested by high pre-training scores on
the ARTIC in Study 2, the representativeness of which
are entirely unknown. Whether Compassionate Schools
trainings can fundamentally change the mindset and be-
havior of initially unsympathetic trainees is an important
question for future studies (and something to consider
when designing recruitment procedures), as is establish-
ing baseline levels of trauma-informed attitudes among
local, regional, and national populations of educators.

Second, all items in Study 1 (and many in Study 2)
are inarguably face valid. That is, any attentive partici-
pant could generate clear ideas about what the Bright^

answer(s) to these questions might be, and may (in
some cases) know how she is Bsupposed^ to respond
even prior to attending the training (when asked if
Compassionate Schools changed one’s behavior or
mindset, the expectation is obviously in the affirmative).
The trainings are, after all, intentionally clear about
what constitutes a trauma-informed approach, so our
questions could be conceptualized as a simple test of
whether participants learned and retained enough infor-
mation to provide these Bcorrect^ responses. As child-
hood trauma is an issue fraught with moral significance,
the possibility of socially desirable responding also
seems inordinately high. Still, given the subject matter,
knowledge of the Bright^ answers and a sense that one
is obligated to provide them are not insignificant mat-
t e r s . G iven th a t a s i gn i f i c an t p ropo r t i on o f
Compassionate Schools is in fact educational, they in-
stead constitute important (albeit limited) evidence of
the effect iveness and impact of the tra inings.
Interestingly, the average inter-item correlation for the
ARTIC increased between pre-training (.24) and post-
training (.35) assessments, suggesting the possibility of
conceptual clarification in addition to attitudinal im-
provement following Compassionate Schools attendance.

It also seems possible that the nature of some ARTIC
items could encourage extremity in responding among
trainees. For instance, participants are asked to choose
one of the seven numbers Balong the dimension^ be-
tween two statements, but some of the items could be
viewed as categorical in nature (e.g., BI don’t have what
it takes to help my students^ vs. BI have what it takes
to help my students^) and the most Btrauma informed^
choice is always at a pole. Since the numbers between
the extremes are not labeled, it would be interesting to
know how participants conceptualized these intermediate
options (for instance, what does a B4^ mean, exactly, in
the example above). In the ARTIC instructions, the
sample respondent chose a B2^ for an item with the
following poles: BIce cream is delicious^ and BIce
cream is disgusting.^ This explanation follows: BIn this
SAMPLE ITEM, the respondent is reporting that he/she

Table 1 Pre-post ARTIC analyses

Pre-Training: M (SD)* Post-Training: M (SD)* t df Sig (2 –tailed) d

Overall 5.37 (.63) 6.04 (.67) −18.53 190 .000 −1.34
Cause 5.10 (.69) 5.86 (.82) −14.19 190 .000 −1.03
Responses 5.20 (.81) 5.93 (.85) −15.22 190 .000 −1.10
Job Behavior 5.37 (.74) 6.07 (.73) −15.47 190 .000 −1.12
Self-Efficacy 5.67 (.79) 6.16 (.73) −10.97 190 .000 −.79
Reactions 5.50 (.80) 6.18 (.73) −15.45 190 .000 −1.12

*ARTIC scale and subscale scores reflect the average of all included items (i.e., the range of possible values for each scale is 1–7)
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believes that ice cream is much more delicious than
disgusting.^ It seems possible, though, that a person
might not characterize her attitude in this fashion—
perhaps people who think ice cream is delicious don’t
think it’s more delicious than it is disgusting…they just
don’t think it’s disgusting at all.

Similarly, one probably would not say that BI have
what it takes much more than I don’t have what it
takes,^ or BI have what it takes and I don’t have what
it takes in equal amounts^ or BI neither have what it
takes nor not have what it takes.^ Further, some items
feature statements that do not appear to represent the
poles of any one dimension. For instance, BStudents
have had to learn to trick or mislead others to get their
needs met^ vs. BStudents are manipulative so you need
to always question what they say^; BStudents’ learning
and behavior problems are rooted in their behavioral or
mental health condition^ vs. BStudents’ learning and be-
havior problems are rooted in their history of difficult
life events.^ It seems possible for a participant to be-
lieve that students are manipulative because they have
had to become so, and that difficult life events are a
primary cause of the mental health conditions disrupting
the classroom. Does an intermediate rating mean that
one agrees completely with both, partially with both,
or with neither? Again, it makes one wonder if the
poles of such items represent the most attractive re-
sponse choices, independent of one’s attitudes, particu-
larly after a participant has undergone trauma-informed
training and feels motivated to respond optimally.

Third, there were a number of methodological limita-
tions. As both studies were considered preliminary, nei-
ther employed a control group. In Study 1, a single-
group, retrospective design was deemed appropriate be-
cause of the nature of our primary research question
(i.e., how did participants respond to the training?).
Due to practical limitations, there was no long-term fol-
low-up assessment in Study 2. It seems plausible (and
likely) that attitudinal change over the course of three
days was indeed the result of training in the interim, but
other explanations for pre-post differences cannot be
ruled out (e.g., simple repetition effects). Therefore, al-
though participants reported long-term changes in Study
1, it is not known whether the ARTIC gains observed in
Study 2 will persist over time (notably, Baker and col-
leagues (Baker et al. 2016) reported strong test-retest
reliabilities for the ARTIC over a longer period (e.g.,
M = 134 days, SD = 32), particularly for the overall
scale). Future studies should fully randomize to careful-
ly selected comparison conditions and conduct long-
term follow-up assessments in order to examine rigor-
ously whether trauma-based education is indeed valu-
able in light of its stated goals, and, if so, if it is

uniquely valuable. Eventually, the possibility of disman-
tling studies should also be considered. For instance, is
every component of the multidimensional 3-day training
necessary for maximal impact, or are some aspects de-
monstrably more important than others? (Notably, in our
own Study 1, a half-day training was enough to engen-
der reports of a positive, enduring response.) Could cer-
tain features be omitted with no discernible effect on
outcomes? Which activities are most predictive of be-
havior change? Which information? Future investiga-
tions should involve data collection relevant to the
improvement/optimization of the paradigm, as opposed
to the mere evaluation of its impact.

Fourth, both studies relied entirely on questionnaire
responses. The ARTIC is not only self-report, but is
primarily a measure of attitudes (as opposed to behav-
iors). This puts any resulting scores at some remove
from the real-world activities of educators and the edu-
cational environments they construct. Study 1 included
2 questions (one dichotomous, one narrative) regarding
behavior change, but these were also self-report and
consequently susceptible to the array of concerns attend-
ing that form of data collection. Of course, establishing
perceptions of cognitive, attitudinal, and behavioral
change in response to training is an important initial
step, but future studies should attempt to tie these ef-
fects to changes in the real-world behavior of educators,
and to link those changes to improvements in objective
student outcomes. These last, of course, will provide the
ultimate criteria of success.

With these caveats inmind, it is encouraging that the results
from this preliminary investigation align with CPTC percep-
tions of training impact, and that they provide empirical evi-
dence consistent with the Compassionate Schools model as a
whole. Taken with the vast literature on ACEs and detailed
reports from comparable initiatives, our findings support the
continued evaluation of the Compassionate Schools paradigm
as a promising tool for ameliorating the destructive impact of
childhood trauma. They also suggest the potential value of the
ARTIC as a sensitive measure of trauma-informed attitudinal
change.
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Appendix 1

Compassionate Schools Training

Summary of Core Training Modules for Educators

Trauma Informed

& Presentation of the ACE study and effects of toxic stress.
& Experiential activity in a mock house with a case example.

The house is staged with signs of abuse and significant
family issues.

& An interactive brain development activity that demon-
strates the impact of toxic stress on early brain
development.

& Presentation of signs of abuse and case examples.
& Presentation on mandated reporting and legal responsibil-

ity to report.
& Presentation on how to handle disclosures from children.
& View the documentary BPaper Tigers^ and discuss

Compassionate Schools initiative.

Trauma-Sensitive Practices

& Recognize disruptive behaviors are a response to stress
and learn how to intervene early.

& Introduce techniques to help with stress management and
self-regulation.

& Evaluate necessary environmental change to reduce over-
stimulation and create calming spaces.

& Examine policies and implement changes related to disci-
pline practices and suspensions.

& Recognize and teach methods to manage triggers.

Skills of Resilience for all Students

& Develop practices that build relationships.
& Develop methods to build confidence and self-efficacy.
& Discuss issues of race, equity and inclusion.

How Trauma Affects Educators and Teach Self Care Strategies

& Presentation on compassion fatigue, vicarious trauma and
burnout. Presentation of self-care strategies, including the
development of healthy boundaries.

Appendix 2

Examples of Narrative Responses

1. BHave you experienced a change in your thinking or
mindset following Compassionate Schools training?
(Yes/No) If yes, please describe^

a. Knowledge/Cognitive Change

BChange in thinking about how early trauma impact
learners.^
BBeing more mindful of the circumstances that our stu-
dents live with on a daily basis.^
B‘What happened to you’ instead of ‘what is wrong with
you’ has shifted how I think.^
BI know warning signs and red flags to pay attention to.^

b. Emotional Change

BI have become more compassionate with students who
are going through negative situations in their homes.^
BYou have to be more understanding of some of the sit-
uations students may be experiencing in their home
environments.^

c. Behavioral Change

BI have slowed down my reaction time to certain situa-
tions in order to stop and consider possible ACEs that
might be involved.^

224 Journ Child Adol Trauma (2020) 13:217–227

Compassionate
School 

Environment

Trauma-Informed

Trauma-Sensitive 
Practices

Skills of Resilience
For all Students

How Trauma Affects 
Those Who Care

Fig. 1 Trauma-Informed Training Model



BThe way I approach and handle student behavior issues.^

d. Need for Dissemination

BWe need to make our teachers more aware.^
BIt has made me aware of what training we need to offer
our staff.^

2. BHave you made any changes (in behavior, practice,
or procedure) in response to your Compassionate
Schools training? (Yes/No) If yes, please describe^

a. Relationship Building Behaviors

BI have bonded more closely with my students.^
BI ammore aware of making sure I offer myself as a Bsafe
place^ to come and talk.^

b. Changes in Practice

BI’ve been traing to incorporate the mindfulness in-
formation we learned into my classroom guidance
lessons.^
BI immediately implemented a Bsafe^ zone in my
classroom.^
BIncorporation of breathing exercises to calm students.
Incorporation of writing exercises for students who have
been sent to the office.^
BI use a cool down/wait time prior to speaking with
students.^

c. Language Changes

BThe training helped to give me the vocabulary to help
teachers understand trauma in students.^
BMy verbage has changed when talking to students.^

d. Emotional Changes

BI have becomemore sympathetic as well as empathetic.^
BMore empathy towards some students.^

e. Knowledge/Cognitive Changes

BUnderstanding of the importance of knowning students’
ACEs scores and how these experiences may be
impacting their learning experiences.^
BUnderstanding that attitudes of students and parents may
be caused by ACEs.^

f. Changes in Awareness

BWatching for signs of not enough sleep, healthy face and
color, grooming and dress.^
BI am able to immediately see when a child is reacting to
an ACE.^

3. BWhat are the most important things you learned in your
Compassionate Schools training (if any)?^

a. Warning Signs of Maltreatment

BSigns to look for in children who are abused.^
BHow to identify potential problems.^

b. Trauma-Informed Skills

BSafe zones…and breathing.^
BHow to help those who have dealt with traumatic
events.^

c. Resilience and Relationships

BBuild relationships.^
BOne person can be the Bturn around^ person for that
child and make a lifetime of difference!^

d. ACEs/Trauma Impact

BACEs—scores and information.^
BI was amazed at how ACEs impact brain growth.^
BGave me a better understanding of where our students
live and the life conditions they face on a daily basis.^

e. Available Resources

BI was not aware of the range of services or support
available.^
BI better understand the role of DSS and Sheriff’s inves-
tigators…Although the system has its broken places, I
believe that there are options that are available to protect
our children.^

4. BWhich aspects of Compassionate Schools would you like
to see implemented at your school?^

a. Parental Involvement

BI’d like for parents to be educated on better ways to rear
their children.^
BParent involvement.^

b. School/District-Wide Education
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BI would love for my entire staff to be able to have the
entire 3-day training.^
BTeach this class to every faculty/staff member in the
district.^

c. Experiential Training

BTeachers should see the mock house.^
BI thought the mock house was an awesome thing to see.^

d. Disciplinary Changes

BModifications to discipline policy, more communication
with counselors when discipline infractions occur.^
BTraining in handling student behaviors and outbursts
and their connection to ACEs.^

e. Resilience Building

BI think helping students build up resiliency would be
extremely important.^
BI like the part where students are told daily that they are
worthy.^

f. Already Implemented

BWe have implemented this program.^
BWe have a Compassion School, even before we imple-
mented the training.^

g. All

BAll of it.^
BAll.^

h. Other

BOn-site doctors and medical professionals to help our
students.^
BAwareness was the most helpful piece of information
received.^

5. BIf there are barriers to implementation, please describe^

a. Time

BThere is little time for teachers and support staff to really
get to know the student needs due to the Bherding effect^
of the day.^
BSchool-wide training would be helpful; however, time
constraints do not make it feasible.^

b. Money

BOur largest barrier is continued funding…^

c. Culture

BI feel that there continues to be a culture and philosophy
of Bspare the rod^ and Bspoil^ among staff.^

d. Support/Buy-In

BBuy-in.^
BFor administration/counselors to support a more com-
passionate approach to behaviors.^

e. Other

BI do not know as I am not in administration.^

6. BWhat suggestions do you have for improving the
training?^

a. None

BNone.^
BI think you should keep it as is.^

b. General Positivity

BKeep up the great work.^
BThis was the best training I’ve ever attended.^

c. Dissemination

BThe more people reached in training the better!^
BMy main concern is that we continue the effort to in-
crease the number of educators, community service pro-
viders and parents who become aware of the mission of
the compassionate schools initiative.^

d. Follow-up Trainings

BMore intense training in the future as well as refreshers.^

e. Technical Suggestions

BGo through the house earlier in the day.^
BI would suggest more group or team activities during the
day.^

f. More Practical Applications

BFirst steps checklist for schools to help implement the
program.^
BMore hands-on examples of strategies teachers can use.^
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