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BACKGROUND
The problem, condition or issue
Childhood trauma has been receiving increased attention and it is increasingly being
recognized as a significant public health concern (Lang, Campbell, & Vanerploeg, 2015).
Trauma exposure involves “actual or threatened death, serious injury, or sexual violence”
that is either directly experienced or witnessed, or learning that any traumatic experiences
have happened to a loved one, or having repeated exposure to details of traumatic events
(APA, 2013, p. 271). Prevalence estimates of trauma experienced in childhood or adolescence
vary by type of traumatic event (e.g., physical abuse, neglect, sexual abuse, witnessing
violence, natural disasters) and how and when the traumatic experience is measured, but can
range between 4% and 71% (Finkelhor et al., 2015; McLaughlin et al., 2013; Saunders &
Adams, 2014). Exposure to traumatic events can disrupt brain development and can have
immediate and lifelong adverse effects on social, emotional and physical wellbeing, including
deficits executive functioning, developmental delays, behavioural health problems, difficulty
regulating emotions and behaviour, academic performance and IQ, school behaviour
problems, delinquency, substance abuse, and mental health and psychiatric disorders (Anda
et al., 2006; Delaney-Black et al., 2002; DePrince et al., 2009; Flannery et el., 2004; Lang,
Campbell, & Vanerploeg, 2015; Lansford et al., 2002). In a systematic review specifically
examining school-related outcomes of traumatic event exposure, Perfect and colleagues
(2016) identified 44 studies that examined cognitive functioning, 34 that examined academic
functioning and 24 that examined social-emotional-behavioural functioning. Their findings
suggest that youth who have experienced trauma are at significant risk for impairments
across various cognitive functions, including IQ, memory, attention and language/verbal
ability; poorer academic performance and school-related behaviours such as discipline,
dropout and attendance; and higher rates of behavioural problems and internalizing
symptoms.
Exposure to different types of trauma have been associated with varying types and
complexity of adverse outcomes. Kira and colleagues’ (2012) study of African American and
Iraqi refugee youth found that different types of trauma differentially impact different
components of cognitive functioning, including perceptual reasoning, working memory,
processing speed and verbal comprehension. In another study examining effects of different
types of trauma, exposure to violence was found to be associated with depression, separation
anxiety and conduct problems, whereas exposure to non-interpersonal traumatic events was
associated with phobic anxiety (Briggs-Gowan et al., 2010). Moreover, there is some evidence
that the effects of trauma are cumulative, thus youth who experience a greater number of
traumatic events are more at risk for adverse outcomes and more complex symptoms
through adulthood (Chartier et al., 2010; Cloitre et al.; Hodges et al., 2013). Duke and
colleagues (2010) analyzed data from respondents to the 2007 Minnesota Student Survey (n
= 136,549), and identified “a significant positive relationship between each adverse event and
delinquent behaviors for girls and boys,” (p. e782). While exposure to traumatic or

potentially traumatic experiences are associated with a range of short and long-term
outcomes, there are multiple pathways through which trauma can impact various domains
across the life course. Moreover, not all youth will experience the same traumatic events in
the same way and not all youth will develop symptoms following a traumatic experience
(Layne et al., 2009).
Given the growing research on trauma and increased knowledge about the prevalence,
consequences and costs associated with trauma, there have been increased efforts at the
local, state and federal levels to make systems “trauma-informed” (Lang, Campbell, &
Vanerploeg, 2015). In an effort to examine the extent to which federal legislation has been
proposed to advance trauma-informed practice, Purtle & Lewis (2017) conducted a policy
mapping study of federal legislative proposals from 1973 to 2015 that explicitly mentioned
trauma-informed practice. The authors identified 49 bills introduced, beginning in December
2009 with the Domestic Minor Sex Trafficking Deterrence and Victims Support Act, and
observed a dramatic increase over time with 28 bills being introduced in 2015 alone.
Altogether, the 49 bills contained 71 sections that included trauma-informed language, with
the highest proportion of those specifically targeting youth in primary and secondary schools
(16 sections, 22.5%). For example, the United States Congress established the National Child
Traumatic Stress Network (NCTSN) in 2000 through a congressional initiative that is funded
by the Substance Abuse and Mental Health Services Administration (SAMHSA). The NCTSN
(n.d. a) is a growing network of providers, researchers, and families with a broad mission to
improve care and access to services for traumatized children, their families, and
communities. The NCTSN offers training, support, and resources aimed at treatment,
intervention development, program evaluation, systems change, and the integration of
trauma-informed and evidence-based practices in all child-serving systems. The
Administration for Children and Families, Center for Medicare and Medicaid Services, the
Department of Justice, and the Department of Education have also recognized the impact of
child trauma on youth well-being and development and are launching initiatives and
implementing policies designed to promote the use and expansion of trauma-informed
systems and programs across child-serving organizations and agencies (Lang, Campbell and
Vanderploeg, 2015; SAHMSA, 2014).
The promotion and provision of trauma-informed approaches in school settings is growing at
a rapid rate across the United States. At least 17 states have been identified in which traumainformed approaches have been implemented at the school, district, and even state-wide
levels (Overstreet & Chafouleas, 2016). This rapid increase in the growth of trauma-informed
approaches in schools has been fuelled by a number of local, state, and federal initiatives and
increasing support by education related organizations. For example, there are explicit
provisions for trauma-informed practices in the Every Student Succeeds Act (ESSA, 2015),
the legislation that replaced No Child Left Behind, including training of school personnel in
understanding when and how to refer students affected by trauma, and grant programs that
provide funding to support services that are based on trauma-informed practices that are

evidence-based (section 4108). The promotion of trauma-informed schools is also supported
by the National Education Association and state-level agencies have been spearheading
efforts to develop guidelines and implement change within and across school systems.
The intervention
Trauma-informed approaches are being promoted and used across child serving systems and
constitute a relatively new approach to trauma care for children and youth being served
within the child welfare, juvenile justice, mental health and education systems. While
trauma-specific interventions, such as Trauma-Focused CBT, are well known and widely used
to treat trauma-related symptoms and disorders in both adults and children, traumainformed approaches to care are distinct from trauma-specific interventions. However, what
is essential to a “trauma-informed approach” has not always been clearly operationalized,
and the approach and variations of the approach have been referred to in varying ways, e.g.
“trauma-informed care,” “trauma-sensitive,” “trauma-informed system” (Hanson & Lang,
2016). To date, there is no consensus on the use of these terms, which makes efforts to both
implement and study trauma-informed approaches to care challenging.
While there is much confusion, overlap and misuse of the various terminologies in this rather
nascent area of practice and research, we are drawing from SAMHSA and the NCTSN to
define trauma-informed approaches for the purpose of this review. SAMHSA (2014) defines
trauma-afformed approaches (which the agency uses interchangeably with “trauma-informed
care”) as incorporating “key trauma principles into the organizational culture” of the
program, agency, or system (p. 9). A trauma-informed approach is thus more akin to a multitiered framework such as School-Wide Positive Behavioral Supports (SWPBIS; Chafouleas et
al., 2016), and is based on incorporating four key assumptions and six key principles,
generalizable to any setting, that are infused across all levels of an organization rather than
implementing a prescribed set of practices or interventions (SAMHSA, 2014; see Figure 1).
A trauma-informed program, organization, or system is one that (SAMHSA, 2014, p. 9):
1. Realizes the widespread impact of trauma an understands
potential paths for recovery
2. Recognizes the signs and symptoms of trauma in clients,
families, staff, and others involved with the system.
3. Responds by fully integrating knowledge about trauma into
policies, procedures, and practices
4. Seeks to actively resist re-traumatization of both persons
served and staff

The six key principles of a trauma-informed approach include safety; trustworthiness and
transparency; peer support; collaboration and mutuality; empowerment, voice and choice;
and cultural, historical and gender issues (SAMHSA, 2014).

Figure 1: SAMHSA’s trauma-informed approach (Lang et al., 2015)
The NCTSN (n.d. b) adapts the model outlined by SAMHSA to a context specific to youth and
families, and describes their model as a “trauma-informed child- and family-service system,”
in which:
all parties involved recognize and respond to the impact of traumatic
stress on those who have contact with the system, including children,
caregivers, and service providers. Programs and agencies within such a
system infuse and sustain trauma awareness, knowledge, and skills into
their organizational cultures, practices, and policies. They act in
collaboration with all those who are involved with the child, using the best
available science, to facilitate and support the recovery and resiliency of
the child and family.
In essence, a trauma-informed approach is not a standalone intervention that can be
delivered in isolation, but rather a framework to guide systems. A trauma-informed approach
can include trauma-specific interventions, but trauma-specific interventions alone are not
seen as sufficient for achieving optimal outcomes or to influence service systems (SAMHSA,
2014). Hanson & Lang (2016) identify three core domains essential to trauma informed care
that they derived from analysing definitions and components across several organizations
and authors, including SAMHSA and NTCSN: (a) workforce/professional development, (b)
organizational changes, and (c) practice changes.

Examples of trauma-informed approaches implemented in schools
As described above, trauma-informed approaches are complex interventions and involve a
number of components at various levels, thus providing some examples of such programs can
be helpful in elucidating this complexity. One example of a trauma-informed approach is the
Healthy Environments and Response to Trauma in Schools (HEARTS) program that was
implemented in elementary schools (K-8th grade) in the San Francisco Unified School
District. HEARTS is a whole-school program developed by the University of California, San
Francisco to promote school success for students who have been impacted by trauma
(Dorado et al., 2016). This whole-school approach used the response to intervention three
tier framework of universal, selected and targeted interventions and included supports at the
system, adult (teacher/staff) and student levels at each tier. Activities involved changes in
school policies and school-wide practices; training, professional development and
consultation for all school staff around trauma-sensitive practices and stress, burnout and
secondary trauma; and use of evidence-informed universal, secondary and targeted traumainformed interventions.
Trauma-informed approaches are also used at the pre-school level. A multi-organization
collaboration implemented a trauma-informed approach in head start programs in the
Appalachian region of the US (Shamblin, Graham, & Bianco, 2016). This comprehensive, 3
tier model involved the use of trained consultants in the classroom to provide three tiers of
services. The first tier was universal consultation, intended to build teacher capacity to
deliver an evidence-based social-emotional curriculum (Second Steps or Incredible Years) to
children and help teachers understand trauma-informed principles through training and
mentoring of teachers. The second tier involved targeted consultation of teachers to develop
behaviour plans and specific strategies to address challenging behaviours of individual
children in the classroom which take into account the child’s trauma experience. The third
tier included the provision of intensive services wherein the consultant provided on-site
mental health assessment and treatment to children and their families. For children who had
experienced trauma, the consultant provided Trauma-Focused Cognitive Behaviour Therapy
and/or Parent-Child Interaction Therapy. Additionally, the collaboration provided workforce
development training to preschool teacher and other child service providers at various times
during the year.
While schools may be implementing trauma-informed approaches, it is unclear to what
extent or how much variation there is in what schools are implementing, how much emphasis
they are putting on various components (e.g., workforce development versus organizational
change versus practice changes) and whether schools may implement trauma-informed
approaches differently based on the characteristics of their students, neighbourhood, country
or other contextual factors.

How the intervention might work

One out of every four children attending school has been exposed to a traumatic event, which
can impact school performance, impair learning, and cause physical and emotional distress
(NCTSN, 2008). Moreover, the majority of youth who have experienced trauma do not
receive services, and those who are exposed to a potentially traumatic event do not
necessarily need an intervention (Layne et al., 2009). Due to the relatively high rates of youth
exposed to traumatic events and the negative impacts of those traumatic experiences on
academic achievement and life course outcomes, schools represent a natural system in which
to help prevent and reduce the adverse effects of trauma and more effectively engage students
in the learning process (Chafouleas, Johnson, Overstreet, & Santos, 2016). Trauma-informed
schools adopt the trauma-informed approach to “create educational environments that are
response to the needs of trauma-exposed youth through the implementation of effective
practices and system-change strategies” (Overstreet & Chafouleas, 2015, p. 1). A traumainformed approach in schools is designed to create a systematic model for schools to decrease

the impact of trauma on students (Wiest-Stevenson & Lee, 2016) and more appropriately
address academic, behavioral and socio-emotional problems by recognizing and responding to
student behavior from a trauma-informed perspective. This is done through a multi-level
approach intended to improve the school environment through implementing traumainformed policies and procedures; increase the ability of school staff to recognize and more
effectively respond to students through professional development; and prevent, mitigate and
reduce trauma-associated symptoms through evidence-informed practices, leading to
improved student academic, behavioral, and socio-emotional outcomes.
As described above, a trauma-informed approach involves strategies implemented at various
levels in the school and includes workforce/professional development, organizational change,
and practice change using evidence-informed practices (Hanson & Lang, 2016).
Workforce/Professional Development
The workforce and professional development component is intended to increase staff
knowledge about the prevalence and effects of trauma and associated cognitive, behavioral
and socio-emotional effects of trauma. In addition, PD is intended to increase staff’s ability to
recognize signs and symptoms of trauma and improve skills in appropriately responding to
students exhibiting trauma symptoms so that staff can more effectively address student
behavior and make appropriate referrals for more targeted services. For example, typical
strategies school staff use when addressing disruptive behavior that focus on consequences for
misbehavior can exacerbate problems with trauma victims and miss an opportunity to more
effectively intervene. By being trained to use a trauma-informed lens, school staff can
proactively prevent and deescalate problematic behaviors that would typically disrupt the
classroom and student learning, improving the learning environment for the entire class, and
positively impact students’ behavior, socioemotional and academic outcomes (Lang,
Campbell, & Vanderploeg, 2015). Additionally, workforce development initiatives may also

promote the recognition of and skills to cope with secondary stress and prevent burnout,
which may occur in providers serving traumatized populations.
Organizational Environment and Practices
Schools may implement any of the following policies and procedures to realize organizational
changes that maximize learning and reduce incidences of both traumatization and retraumatization. Changes may include: modifying disciplinary practices, which contextualize
the notion of “accountability” within an understanding of common reactions to trauma,
minimize disruption in education, and model respectful relationships; establishing protocols
for communication among caregivers, the school, and community agencies; modifications to
the school’s physical environment to promote safety; and, fostering partnerships with and
linkages to community health and mental health resources (Cole et al., 2009).
Trauma-focused Practices
The practice change component to trauma-informed schools involves implementing screening
and universal, selective and/or indicated intervention programs that incorporate knowledge
about trauma and are evidence-informed. Schools may directly provide screening and
intervention services in the school or collaborate with other providers to either implement
programs and services in the school or refer students for screening and services in the
community. Ideally, trauma-informed schools would provide screening and interventions at
all levels either directly or indirectly; however, some schools may not have the resources to
provide all levels of screening and intervention.
Why it is important to do the review
Although one could argue about the necessity or value of schools adopting a traumainformed approach, trauma-informed approaches are being promoted and used across child
serving systems, and the number of states and school districts adopting trauma-informed
approaches in schools is growing rapidly (Overstreet & Chafouleas, 2016). While the intent of
creating trauma-informed approaches in schools is a noble one, there is relatively little
known about the benefits, costs, and how trauma-informed approaches are being defined and
evaluated (Berliner & Kolko, 2016). Indeed, it is unclear whether schools adopting a traumainformed approach (i.e., being a “trauma-informed school”) are effective in reducing trauma
symptoms or affecting behavioural or academic outcomes, as the proponents of the
movement propose. Adopting a trauma-informed approach in a complex system such as a
school building or district is a time consuming and potentially costly endeavour and thus it is
important to assess the effects of this approach to inform policy and practice. Also, from our
cursory review of the literature, the description of the trauma-informed approaches being
implemented in schools vary in terms of the types of strategies used in each of the three areas
and the relative emphasis on the three areas (policy/procedures, professional development
and practices), thus it is important to conduct a systematic inventory and description of the
trauma-informed approaches implemented in schools to more fully understand how this

approach is being utilized in schools, and whether variations in the components impact
outcomes.
To date, we have not located any systematic reviews specifically examining effects of traumainformed approaches in schools. We have identified reviews that have examined traumaspecific interventions for adolescents (e.g., Black, Woodworth, Tremblay & Carpenter, 2012;
Cary & McMillen, 2012) and those that examine school-based interventions for specific
trauma-related disorders, such as PTSD (e.g., Rolfsnes & Idsoe, 2011); however, these
reviews are examining effects of trauma-specific interventions rather than trauma-informed
approaches. By virtue of these studies’ primary research questions and inclusion criteria, the
scope of these reviews were not designed to evaluate other domains of trauma-informed
approaches (professional development and organizational changes) and thus cannot
comprehensively inform decisions related to whether a trauma-informed approach is
effective.
OBJECTIVES
This purpose of this review is to identify, describe and synthesize the evidence of effects of
trauma-informed approaches in schools to provide guidance for policymakers and educators
and to identify important gaps in the evidence base.
Specifically, the research questions guiding this review include:
1) What evidence is available to examine the effectiveness of trauma-informed
practices in schools?
2) What are the study, intervention, and participant characteristics of studies that
have rigorously evaluated the effects of trauma-informed schools?
3) What are the components of trauma-informed approaches being used in schools?
4) What are the effects of trauma-informed schools on trauma symptoms, socioemotional outcomes, behavior, and academic outcomes?
5) Are there certain components of trauma-informed approaches that are more
effective than others?
6) What adverse outcomes are reported by authors?

METHODOLOGY
Criteria for including and excluding studies
Types of study designs
To be included in this review, studies must use one of the following research designs:
randomized controlled trial (RCT) or quasi-experimental design (QED). To be included in the
review, studies must use a comparison group using a wait list control, no treatment,
treatment-as-usual and alternative treatment control group, therefore single group pre-post
test studies will be excluded. We will exclude studies in which the comparison group may
receive a different type of intervention that would meet criteria as a trauma-informed
approach (defined below), but will include studies in which comparison groups receive an
alternative treatment that does not meet that criteria (e.g., a comparison group receiving a
standalone trauma intervention would be included). The type of comparison group used in
each study will be coded and examined as a moderator. Given the nascent nature of research
in this area, we anticipate lower-quality quasi-experimental and experimental studies.
Although higher quality designs will provide higher quality evidence, we are interested in
capturing the research that currently exists and describing the quality of that research to
inform research development in this area. Therefore, we will not require that studies provide
pre-test data or make statistical adjustments; however, we will code study design and
analysis elements and if there are sufficient number of studies, we will use design and
analysis elements to conduct sensitivity and moderator analyses.
Types of participants
We will include studies that are examining effects of the intervention in a school setting
serving preK-12 (or equivalent grade levels in other countries) students. We anticipate that
studies may report effects at the individual or school level. We will include studies that
measure outcomes at any level and will code and synthesize outcomes accordingly.
Types of interventions
SAMHSA (2014) defines a trauma-informed approach as a program, organization, or system
that realizes the impact of trauma, recognizes the symptoms of trauma, responds by
integrating knowledge about trauma policies and practices, and seeks to reduce retraumatization. Three key elements of a trauma-informed approach include workforce
development, trauma-focused services, and organizational environment and practices
(Hanson & Lang, 2016). SAMHSA distinguishes between a trauma-informed approach from
trauma-specific interventions, the latter which are specific interventions designed to treat or
otherwise address the impact/symptoms of trauma and facilitate healing. We intend to
examine the effects of trauma-informed approaches implemented in school settings, often
referred to as trauma-informed schools.

We anticipate that there will be wide variation in the implementation of the trauma-informed
approach used in schools and variability in the principles and practices adopted by schools.
We believe that identifying and describing this variation will be a significant contribution to
the literature as currently “trauma-informed schools” is often discussed as if everyone agrees
on what this means or that any effort to become a “trauma-informed school” will be equally
meaningful and effective.
Therefore, we want to be able to discern between studies examining trauma-specific
interventions and those that are attempting a more comprehensive trauma-informed
approach while not being overly limiting. Thus, for the purposes of this review, the
intervention will be considered a trauma-informed school approach if at least two of the
following three components are present:
1. Workforce/professional development- components of the program are designed to
increase knowledge and awareness of school staff on the impact, signs and symptoms
of trauma, including secondary traumatization. Professional development does not
necessarily have to be provided to all school staff in a school, but there must be some
staff development component as part of the program.
2. Organizational change- may include school-wide policies and procedures and/or
strategies or practices intended to create a trauma-informed environment integrating
the key principles of the trauma-informed approach.
3. Practice change and use of evidence informed trauma practices- the program must
implement changes in practice behaviours across the school, including traumaspecific screening, prevention and/or intervention services.
While including interventions that may only provide evidence of implementing two of the
three components, we will be coding each of the components and will be able to describe
whether studies included all three components, and if not, which components were included.
If there are sufficient studies and variation between studies on this variable, we will examine
whether the trauma-informed approach included all three components or not as a moderator.
Types of outcome measures
Primary Outcomes. Studies must report at least one of the following student-level
outcomes:

 Trauma symptoms/mental health outcomes (e.g., anxiety, depression, posttraumatic stress disorder)

 Academic performance (e.g., standardized achievement tests, measures of content
mastery, reading, grades)

 Behavior (e.g., disciplinary referrals, aggression and other externalizing
behaviors, time on task, compliance, attendance)

 Socio-emotional (e.g., stress, engagement, social skills, self-esteem, emotion
regulation, grit)
Measurement of above outcomes may be conducted using standardized or unstandardized
instruments and may be self-, parent-, or teacher-reported or researcher administered
measures. To be included in the meta-analysis, primary study authors must report enough
information to calculate an effect size. If sufficient information to calculate an effect size is
not provided, every effort will be made to contact primary study authors and request the
necessary information.
Secondary Outcomes.
We anticipate study authors will measure additional outcomes at different levels (individual,
classroom, school) and will also report teacher outcomes and outcomes related to
implementation (e.g., satisfaction, fidelity). We are also interested in reporting of adverse
outcomes. For all outcomes that do not fit into one of the primary outcome categories as
noted above, we will code the outcomes and categorize them post-hoc for descriptive
purposes. If there are a sufficient number of studies reporting the same outcomes, we will
extract effect size data and conduct a meta-analysis.
Duration of follow-up
We will include measurement points at post-test and all follow-up time points. We do not
anticipate finding studies with long-term follow-up, but will code all time points for which
sufficient data is available. We will synthesize studies that report similar f0llow-up time
points (i.e., up to 3 months, 3-6 months, 6-12 months, > 12 months) if there are more than 2
studies that report sufficient data.
Types of settings
We will include studies of interventions conducted in a pre-school through 12th grade (or
equivalent) school setting.
Other Criteria
We will not limit studies based on publication status, geographical location or language,
although we may be limited in our ability to translate studies written in a language other than
English. We will make every effort to translate non-English language reports and document
those that we are unable to translate. We will search for studies that have been published in
the last 10 years, as this is a relatively recent movement.

Procedures for applying inclusion criteria
One reviewer will conduct the initial search in all sources and will save the search results in
an electronic format. At this stage, the reviewer will examine titles and abstracts and will
discard results that are obviously ineligible (non-empirical report, book review, editorial,
adult participants, prior to 2006 etc.). For those that are not obviously ineligible, the
reviewer will retrieve the reports, save them in an electronic file, and document the
bibliographic information, source, and date retrieved in a database. Two reviewers will then
independently screen each of the reports for eligibility using a screening instrument (see
Appendix A). The two reviewers will compare the coding and identify all discrepancies. The
review team will discuss discrepancies and will resolve all discrepancies through consensus.
Search strategy
We propose to include all studies that meet the inclusion criteria outlined above. We will
attempt to identify and retrieve both published and unpublished studies through a
comprehensive search that includes multiple electronic databases, research registers, grey
literature sources, and reference lists of reviews and relevant studies.
1) Electronic Databases
a. Academic Search Complete
b. CBCA Education
c. Database of Research on International Education
d. Education Source
e. ERIC
f.

MEDLINE

g. ProQuest Dissertations and Theses
h. PsycINFO
i.

Social Science Citation Index

j.

CINAHL

2) Research Registers and Websites
a. Cochrane Collaboration Library
b. Database of Abstracts of Reviews of Effectiveness
c. National Technical Information Service

d. System for Information on Grey Literature
e. Evidence for Policy Practice Information and Coordinating Centre (EPPI-Centre)
3) Grey literature sources
a. Social Science Research Network
b. Authors of prior studies will be contacted in an attempt to obtain unpublished
studies, studies in process and published studies missed in the database search.
c. Conference abstracts and proceedings will be reviewed to identify potentially
relevant studies. Conference searches will include:
i.

The Society for Research on Educational Effectiveness
(https://www.sree.org/pages/conferences/index.php)

ii.

American Educational Research Association Repository
(http://www.aera.net/EventsMeetings/tabid/10063/Default.aspx.)

iii.

Society for Research on Child Development (SCRD)

iv.

Society for Research on Adolescence (SRA)

v.

International Society for Traumatic Stress Studies
(https://www.istss.org/)

vi.

Tampa Children’s Mental Health Research and Policy Conference

d. Clearinghouses, research centers and disciplinary and government websites will
be reviewed to identify potential sources of relevant studies:
i.

The US Department of Education’s web site contains reports of funded
programs and initiatives:
http://www2.ed.gov/about/offices/list/opepd/ppss/reports.html

ii.

The Institution of Education Sciences, What Works Clearinghouse
contains reports of intervention investigations:
http://ies.ed.gov/funding/grantsearch/index.asp

iii.

Trauma and Learning Policy Initiative: traumasensitiveschools.org

iv.

National Child Traumatic Stress Network: www.nctsn.org

v.

American Public Health Association

vi.

Association for Psychological Science

vii.

American Psychological Association

viii.

International Society for Traumatic Stress Studies

4) The reference lists from prior reviews and included studies will be reviewed for
potential studies. We will also conduct forward citation searching using Google
Scholar to search for studies citing included studies.
Search terms and keywords
We will use combinations of terms related to the intervention, population, study design, and
setting to search the electronic databases. Database-specific strategies will be explored for
each database, including the use of truncation and database-specific limiters and thesauri
will be consulted to employ more precise search strategies within each database. Below are
examples of the types of terms we anticipate using:
1) Intervention/condition: trauma-informed OR trauma-sensitive OR “trauma services”
OR trauma OR PTSD OR “post-traumatic stress disorder”
AND
2) Targeted population: “elementary school” OR “primary school” OR “high school” OR
“secondary school” OR “middle school” OR kindergarten OR pre-kindergarten OR
child* OR youth OR adolescent OR school
3) Report type: evaluation OR intervention OR treatment OR outcome OR program OR
trial OR experiment OR “control group” OR “controlled trial” OR quasi-experiment”
OR random*
Data extraction and study coding procedures
For all studies that pass the eligibility screening process described above, two reviewers will
independently code all eligible studies using a structured data extraction form (see Appendix
B). The data extraction form includes items related to bibliographic information and source
descriptors (e.g., report type, country); study methods (e.g., assignment to condition,
outcomes reported); characteristics of intervention (e.g., description of components; role of
evaluator, fidelity assessment); participant and setting characteristics (e.g., grade level,
race/ethnicity of participants; type/location of schools); and outcome data needed to
calculate effect sizes.
Two trained coders, Brandy Maynard and Anne Farina, will code all included studies. If
greater than 20 studies are eligible for inclusion in the review, a third coder may be recruited
to assist with coding. Maynard is a trained Campbell reviewer and has substantial experience
coding intervention studies for systematic reviews. Farina is a doctoral student who also has
experience coding intervention studies. Both coders have been involved in the development
of the data extraction form and protocol. Moreover, coders will pilot test the code form

together using diverse types of studies and will discuss any items that are unclear and ensure
mutual understanding of all items. Following pilot testing of the form, two coders will
independently code 100% of the included studies. Coders will compare coding and will
identify and discuss discrepancies, which will be resolved through consensus. If consensus
cannot be reached between the two coders, a third member of the review team will be
consulted to resolve the discrepancy. Initial discrepancies will be recorded and inter-rater
reliability will be reported.
Criteria for determination of independent findings
We are interested in four primary outcome constructs: trauma symptoms/mental health,
academic performance, externalizing behaviors, and socio-emotional functioning. We
anticipate that included studies will use multiple measures for each outcome, multiple
reports of the same outcome measure, multiple follow-up time points, and possibly more
than one counterfactual condition. These circumstances create statistical dependencies that
violate assumptions of standard meta-analytic methods. In order to ensure independence of
study-level effect sizes, we will include only one effect size estimate from each independent
sample on each outcome construct.
For cases in which a study uses multiple measures (i.e., observation and a standardized
instrument) of the same construct, we will code data for each measure and create a study
level average across the measures. In cases of multiple reports on the same outcome (i.e.,
parent and child report), we will code data for each report and take an average of all reports.
In cases where multiple points of follow-up are provided, we will code follow-up points to
conduct a separate analysis for effect sizes comparing studies with similar points of followup. In the case of multiple counterfactual conditions, we will select the comparison condition
that is most similar to those in the other included studies.
Risk of bias
Two review authors will independently assess risk of bias in all included studies using the
Cochrane Collaboration’s risk of bias tool (Higgins et al., 2011) for RCTs and the Risk of Bias
in Non-Randomized Studies of Interventions (ROBINS-I) -NRSI (Sterne et al., 2014) for
QED studies. We will follow procedures for each of the RoB tools to code risk of bias for each
study. Following independent coding by two authors, coders will meet to identify any
discrepancies, and all discrepancies will be resolved through consensus. If consensus cannot
be reached between the two reviewers, a third member of the review team will be consulted.
Risk of bias in each domain will be reported within and across studies in the results section
using narrative and graphs. We anticipate that most studies included in this review will be at
high risk of bias; thus, we do not plan to restrict analyses based on risk of bias nor do we
anticipate using risk of bias as a moderator variable. We plan to present all included studies
and provide a narrative discussion of risk of bias to include discussion of the potential
limitations of the review as well as implications of bias in the interpretation of the results in
the Discussion section of the review.

Statistical procedures and conventions
We will conduct descriptive analyses on variables of interest from all included studies to
provide information regarding:
•

Study participants

•

Settings where studies are situated

•

Relevant intervention characteristics

•

Risk of bias across RCT and QED studies on each domain

Following descriptive analysis, we will estimate effect sizes for each included study. We will
calculate the magnitude of effect using the standardized mean difference effect size with
Hedges’ g correction for continuous outcomes and odds ratios for outcomes presented as
dichotomous variables. We anticipate that outcomes within a category will be measured
using similar metrics and therefore, effect sizes within each category will only use either
Hedges’ g or odds ratio metrics in the analysis. If, however, outcomes within one of the
outcome categories are measured in different metrics, we will convert them to Hedges’ g
using CMA software. For studies in which the unit of assignment (e.g., classroom, school)
does not match the unit of analysis (e.g., student) and the primary study authors did not
account for clustering in their analysis, we will follow recommendations in the Cochrane
Handbook (Higgins et al., 2011, 16.3.4) to derive approximately correct analysis by reducing
the size of each trial to its ‘effective sample size’ (Rao, 1992) by dividing the sample size for
each group by the ‘design effect’ (1 + (M-1)ICC). We will apply this correction only to findings
that are statistically significant as nonsignificant findings will remain nonsignificant without
the correction (WWC manual).
Following the estimation of individual study level effects, we will conduct separate metaanalyses to pool studies for each outcome construct. Within each of these domains, included
studies may use multiple measures and/or multiple reports (e.g., parent, teacher) of the same
measure. These circumstances created statistical dependencies that violate assumptions of
standard meta-analytic methods. In order to ensure independence of study-level effect sizes,
the mean of different measures of the same construct per reporter (e.g., parent, child) will be
taken to estimate a study-level average across the measures by reporter type (child reported
measures will be pooled separately from parent reported measures). We will follow standard
procedures in CMA version 3.0 to use the mean of the selected outcomes for studies with
multiple measures of the same outcome construct. In cases where data for multiple points of
follow-up are reported, we will code effect size data at each follow-up point to conduct a
separate analysis for effect sizes comparing studies with similar points of follow-up.
To synthesize effects across studies, a weighted mean effect will be calculated by weighting
each study level effect size by the inverse of its variance. Random effects statistical models
will be used throughout unless a compelling case arises for fixed effect analysis. RCT and

QED studies will be pooled to allow for greater statistical power unless there are statistically
significant differences between the study design types.
Following the estimation of summary effects, we will conduct a test of homogeneity (Q-test)
and the I2 statistic will also be used to describe the percentage of total variation across studies
due to the heterogeneity rather than chance. We will also construct a forest plot displaying
study-level mean effect sizes and 95% confidence intervals for the included studies to provide
opportunity for visual analysis of the precision of the estimated effect sizes, detection of
studies with extreme effects, and information regarding heterogeneity of studies.
Provided there are a sufficient number of studies, we will conduct moderator analysis to
examine characteristics of the study methods, interventions, and student samples that may
be associated with effect size. The approach to moderator analysis will be dependent upon
the available data. If there are sufficient studies available, meta-regression will be used. If we
do not have adequate statistical power for meta-regression, we will use the analog to the
ANOVA to conduct moderator analysis using the following variables: 1) student grade level
(elementary, middle, high school); 2) program variations (used all three trauma-informed
components or only 2). Sensitivity analysis will be conducted to examine the potential effects
of outliers and studies not reporting or controlling for group differences. If necessary,
additional sensitivity analysis will be conducted if other issues arise that may impede our
confidence in the estimated pooled effect size estimates. Moderator analysis will be
conducted using Comprehensive Meta-Analysis 2.2 (CMA). We will also assess for
publication bias using funnel plots and the Egger’s test, both conducted in CMA v. 3.
If there is not a sufficient number of studies to conduct meta-analysis, we will present each of
the included studies descriptively and identify deficiencies and gaps in the research base.
When possible, we will calculate an effect size per each relevant outcome and provide the
point estimate and confidence intervals.
Treatment of qualitative research
We do not plan to include qualitative research.
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APPENDIX A
Effects of Trauma-Informed Schools
Screening Form

1. Study ID#: __ __ __

[STID]

2. Date of Screening: __ __- __ __- __ __ __ __

[SCDATE]

3. Primary Author: ____________________________
[AUTH]
4. Bibliographic info (APA format):

[BIB]

5. Is this study a:
 1. RCT
 2. QED
 3. None of the above- IF CHECKED THEN STOP

[STYPE]

6. Is this a study of a school-based intervention for children/youth (PK-12)?
 0. No- STOP
 1. Yes
 2. Unsure

[PART]

7. Is this study examining effects of a trauma-informed approach?
(must check at least two (#1-3) to be included)
 1. Workforce/professional development component
 2. Organizational change component
 3. Practice change- use of evidence informed trauma practices
 4. Unsure
 0. Does not contain components from one or more of the above

[INT]

8. Does this study report at least one of the following outcomes: trauma symptoms/mental
health, academic performance, behavior, socio-emotional functioning?
[OUTCOME]
 0. No- STOP
 1. Yes
9. Is this study eligible for the review?
 0. No: Reason _______________________
 1. Yes
 2. Need more information to make decision

[ELIG]

10. Notes/Comments

[SNOTE]

APPENDIX B
Trauma-Informed Schools Review
Data Coding Form
Study ID#: __________
Coder: ____________ Date of coding: ______________
Section A – Source Descriptors
A1. Report Type
 1. Journal Article
 2. Book/book chapter
 3. Gov't report (local, state, federal)
 4. Conference proceedings
 5. Thesis or Dissertation
 6. Unpub report (non-gov’t, tech report)
 7. Other (specify): ________________

[rtype]

A2. Country
 1. USA
 2. Canada
 3. Australia
 4. European country
 5. Asian country
 6. South American country
 7. Other (specify): ______________

[country]

A3. Language if other than English _____________

[lang]

Section B
Study Methods
B1. Method of assignment to condition(s)
[grp_assign]
 1. Random, simple
 2. Random, after matching, stratification, blocking, etc.
 3. Quasi-random-assigned by some naturally occurring process
 4. Non-randomly assigned
 0. Not specified / not enough information to determine

B2. Unit of assignment to conditions
 1. Individual participant
 2. Group/Cluster: specify __________________
 3. Other: _______________________
 0. Not enough information to determine

[txassign]

B3. If matching was used, how were groups matched?
 0. N/A matching not used
 1. Matched on pretest measure
 2. Matched on demographics
 3. Matched on both of the above
 4. Propensity Score Matching
 5. Other matching technique: ___________________
 6. Not enough information to determine

[grp_match]

B4. Results of statistical comparisons of pretest differences
[grp_pre]
 0. Pre-test data not reported
 1. No comparisons made
 2. No statistically significant differences
 3. Significant differences judged unimportant by coder
 4. Significant differences judged of uncertain importance by coder
 5. Significant differences judged important by coder
B5. If groups were non-equivalent at baseline, were statistical controls used? [grp_ctrl]
 1. Yes
 2. No
 0. Pre-test data not reported
B6. Outcomes reported (check all that apply)












1. Trauma symptoms/mental health
2. Academic performance
3. Behavior
4. Socio-emotional
5. Other student level outcomes: ____________
6. Implementation outcomes: ______________
7. Teacher level outcomes: ________________
8. Classroom level otucomes: ______________
9. School level outcomes: _________________
10. Other: ____________________________

Section C
Dependent Variables and Effect Size Information
Continuous outcomes
Construct
ID

Outcome

Instrument

Valid
?

Source
(participant
, clinician,
parent)

Timing of
measurement
(end of
treatment, 3
month, etc.)

Tx
analyti
c
sample
size

Control
group
analyti
c
sample
size

Intervention
group
Baseline
Mean (SD)

Intervention
group Post
Mean (SD)

Control
group
Baseline
Mean
(SD)

Control
group
Post
Mean
(SD)

Values
for t,
F,
other

Construct ID- 1= trauma/mental health; 2= Academic performance; 3= Behavior; 4= Socio-emotional
Dichomous outcomes
Construct
ID

Outcom
e

Instrumen
t

Valid
?

Source
(participant
, clinician,
parent)

Timing of
measuremen
t (end of
treatment, 3
month, etc.)

Tx
analyti
c
sample
size

Control
group
analyti
c
sample
size

Intervention
group %
successful

Construct ID- 1= Trauma/mental health; 2= Academic performance; 3= Behavior; 4= Socio-emotional

Intervention
group % not
successful

Control
group %
successful

Control
group %
not
successful

Values
for
statistical
tests (i.e.
chisquare)

Section D
Participants and Setting Descriptors
D1. Mean Age of participants ___________.

[age]

D2. Grade level of participants
 1. Pre-K
 2. Elementary School (K-5)
 3. Middle school (6-8)
 4. High school (9-12)
 5. Mixture of grade levels

[grd]

D3. Race/Ethnicity
 1. African American ___%
 2. Asian American___%
 3. European American ___%
 4. Hispanic American___%
 5. Other ___%
 99. Not specified

[raceth]

D4. Sex

[sex]

D5. Free or Reduced Lunch
 1. Receiving ___%
 2. Not Specified

[frl]

 Male___%

D6. Type of School
 1. Public
 2. Private
 3. Alternative
 4. Charter
 5. Other (specify): __________
 99. Not specified
D7. Location of Schools







1. Urban
2. Suburban
3. Rural
4. Mixed
5. Not enough information provided

[schtyp]

Section E
Intervention Descriptors and Fidelity
E1. Name of intervention: ______________________________

[name]

E2. Describe the workforce/professional development component(s)

[PD]

E3. Describe the organizational change components

[orgchng]

E4. What types of practice change components were included?
[practice]
 1. Screening
 2. Prevention (universal supports)
 3. Selected Intervention (at-risk students)
 4. Targeted/tertiary intervention (students with trauma-related
symptoms/difficulties)
E5. Describe the screening component

[screen]

E6. Describe the Prevention component

[Prevent]

E7. Describe the interventions implemented

[Int]

E8. Role of the evaluator/author/research team or staff in the program.
[arole]
 1. Researcher delivered the treatment
 2. Researcher involved in planning, designing, supervising, or
managing the treatment
 3. Researcher independent of treatment- research role only
 4. Other type of role
 5. Unsure, but suspect some role
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E16. Did the study measure fidelity?
 1. Yes
 2. No
E17. How was fidelity assessed?
 1. Researcher observations
 2. Interviews of participants
 3. Surveys of participants
 4. Participant logs
 5. Administrative records
 6. Checklists
 7. Other ______________________
 99. Not specified
E18. Level of adherence to the tx:
 1. Percent or Level ________________
 99. Not specified

[fidel]

[fidel_asses]

[fidel_ad]

Section F—Comparison Condition

F1. What did the control/comparison group receive?
[compcond]
 1. Nothing or wait list
 2. “Treatment as usual”: Specify _____________________
 3. Specified treatment: Specify _____________________
 4. Other: ______________________________

F2. Describe the control/comparison condition
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